
B. One Answer: Biblical 
Behavior Modification

During the course of these philosophical arguments
over mind and body and science and religion, science
developed the field of psychology to study the brains
and behaviors of both animals and humans. One of the
major results was the discovery of numerous facts re-
garding human behavior, facts that in essence became
principles or tools for behavior change. For example, in
the area of behaviorism, science discovered that ani-
mals and people both respond positively to rewards:
Animals will push a lever for food; young students will
do their homework for a star. Social learning theorists
discovered we can and do learn many (maybe most) of
our behaviors by imitating others. This principle is
used by therapists in any number of clinical settings
(e.g., teaching appropriate social skills or helping peo-
ple rid themselves of phobias).

Therefore, when therapists adopt these principles to
help their clients, they do not develop them “from
scratch.” They, instead, adopt, adapt, and apply valid
principles of human behavior to whatever setting or
need they or their clients may have. As will be seen
from the examples that follow, advocates of Biblical be-
havior modification do the same. In other words, the
same principles of human behavior are inherent in Bib-
lical teachings, and the fact that science (i.e., psychol-
ogy) has now “discovered” them, helps to prove their
universal and enduring nature.

II. THEORETICAL BASES

A. The Psychology: Behavior Therapy

Many people are skeptical of behavior therapies of all
types because they equate them with B.F. Skinner’s be-
haviorism. Those who are concerned about the fact
that behavior can be conditioned often consider behav-
iorism a type of mind control, rather than a tool to pro-
mote positive behavior change.

In part, because of such fears, modern behavior ther-
apy tends to focus more on social learning and cogni-
tive techniques than on conditioning behavior.
However, the basic foundation of behavior therapy is
still behavioristic. Therefore, in order to understand
Biblical behavior modification and the examples of it
that will follow, it is important to understand the con-
cepts of behaviorism, as well as numerous other foun-
dational principles and techniques of clinical behavior
modification. Unfortunately, they cannot all be dis-

cussed, so, for the sake of clarification and brevity, they
are separated below into the following broad cate-
gories: behavioral techniques, social learning tech-
niques, and cognitive techniques.

It must be noted, however, that one of the “special” un-
derlying premises of Biblical behavior modification is
that such separation is not truly possible. In other words,
just as the mind and the body are distinct, but always in-
fluence each other, so does conditioning influence social
learning, which in turn, influences thoughts. Behavior
modification, therefore, is a continuing interrelated circle
of behaviors influencing behaviors.

1. Behavioral Techniques
a) Respondent Conditioning Most people know

about respondent conditioning because they know
about Pavlov’s dogs. That classic example shows that
behavior change can occur when a particular stimulus
(ringing a bell) is either coincidentally or purposely
paired or associated with a second stimulus (feeding
the dogs—the unconditioned stimulus). As a result of
the association, the first stimulus (the bell—the condi-
tioned stimulus), then comes to elicit a response (the
salivating of the dogs—the conditioned response) it did
not previously elicit. Eventually, the conditioned stim-
ulus (the bell) elicits the conditioned response (saliva-
tion) without the presence of the unconditioned
stimulus (in other words, even without the food, even
when it is not time to feed the dogs). This type of con-
ditioning is the one most often responsible for the pho-
bias that plague so many: unreasonable fear becomes
associated with an animal, place, or experience that
normally would not cause that degree of fear.

Although therapists use numerous variations of re-
spondent conditioning to effect behavior change, two
forms are especially interesting. Aversive countercondi-
tioning produces behavior change when a stimulus
which elicits an undesired response is consistently
paired with an aversive stimulus which elicits an in-
compatible response. The result is that, due to such
pairing, the undesired response is eventually reduced
or eliminated.

This technique is used quite often, for example, with
smokers or obese clients. Smokers want to keep ciga-
rettes from tempting them to smoke and the obese
want to overcome their desire to eat too much; there-
fore, cigarettes and food are the stimuli that elicit the
undesired response. Using aversive countercondition-
ing to control their behaviors, smokers might imagine
cigarette smoke as fingers reaching to choke the air out
of their lungs and the obese might imagine their most
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tempting foods as spoiled or rotten. In other words,
aversive stimuli are paired with the regular stimuli to
rid them (the cigarettes, the food) of their normal
“power” to influence behavior.

Desensitization is another variation of respondent con-
ditioning often used to help clients overcome such things
as the fear of public speaking or the fear of flying. After
creating a hierarchy of behaviors that begins with those
that cause no anxiety and ends with those that cause the
most anxiety, the therapist gradually leads the client (vi-
sually and, finally, in vivo) through each behavior in the
hierarchy. At each step the anxiety is counterconditioned
with an incompatible response, such as relaxation, until
the client can reach the top of the hierarchy (i.e., until the
client can comfortably make a public speech or fly in an
airplane). The amount of time it takes to “climb” the hi-
erarchy varies with the person and with the situation
causing the anxiety, but it usually ranges anywhere from
a few hours to several months.

b) Operant Conditioning Operant conditioning,
which occurs all day every day in all types of situations,
causes behavior change by building in consequences to
behaviors. In other words, everyone from parents and
teachers to employers and spouses use it to either re-
ward or punish particular behaviors of others and thus
increase or decrease the probability of those behaviors
being repeated. Operant conditioning takes many
forms but the reward and/or punishment theme is com-
mon to all of them.

A specialized form of operant conditioning is contin-
gency contracting. Contingency contracts are behav-
ioral contracts between individuals (often parents or
teachers) who wish to see changes in behavior and
those (children or students) whose behavior is to be
changed. The contracts, usually written out and signed
by those involved, allow the rewards and punishments
of various behaviors to be negotiated by both parties.

2. Social Learning Techniques
Although there are many social learning techniques

and theories, the foundation principle of them all is
modeling. Modeling causes behavior change when a
person observes a behavior in one or more others and
then imitates or learns that same behavior or behavior
strategy. Parents use this technique every day as they
teach their children to talk, ride a bicycle, make their
beds, and use good table manners. Often, to their con-
sternation, parents learn the true power of modeling
when they see their children model their own behav-
iors (e.g., Mom’s disorganization or Dad’s shyness).

3. Cognitive Techniques
Cognitions are a person’s thoughts, beliefs, percep-

tions, and images, and many would argue that these are
not behaviors because they cannot be seen or measured
accurately by others. The tendency in modern behavior
therapy, though, is to accept all cognitions as covert be-
haviors, and if accepted as such, to also consider them
candidates for change through the use of behavior modi-
fication techniques. It is also important to understand
that, although cognitive therapy is often classified as a
separate type of approach, cognitive elements are inher-
ent to all therapies, and, as part of the mind/body conun-
drum, covert behaviors (those of the mind) and overt
behaviors (those of the body) have a mutual influence on
each other.

Semantic desensitization, a variation of respondent
conditioning, is an example of a technique with a defi-
nite cognitive component. Unlike regular desensitiza-
tion, which usually counterconditions feelings of
anxiety, this process counterconditions the negative as-
pects of certain words, words related to unpleasant sit-
uations or a person’s phobias, with more pleasant
images or thoughts.

Covert assertion is a behavior modification tech-
nique that causes behavior change when a person says
forceful or assertive things to himself or herself, things
that often contradict the actual situation or problem.
For example, a man avoiding a doctor’s appointment
because of a potential health problem might repeat to
himself such statements as, “I am brave. I am strong.”

B. The Theology: 
Judeo-Christian Teachings

Although hundreds of Judeo-Christian beliefs and
teachings could be discussed to illustrate the theology
of Biblical behavior modification, three major princi-
ples of Christian belief will suffice. Indeed, these three
help define the interplay between behaviors (body) and
belief (mind) that are so much a part of Biblical behav-
ior modification.

1. Love
Love, one of the constants found in Christian teach-

ings, begins with the love God has toward humankind.
Christians then return that love and extend it toward
others. Indeed, one of the requirements of Christian love
is to reach out to others in order to show compassion
and care. Therefore, Christians are expected to express
love by engaging in certain types of behaviors: for exam-
ple, participating in worship services, helping a friend or
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neighbor in need, providing food and shelter for one’s
family, and so forth. In other words, one of the duties of
Christians is to initiate such positive behaviors.

2. Self-control
The fact that God instituted laws and commands to be

obeyed implies that there are both acceptable and unac-
ceptable behaviors. Therefore, in the Judeo-Christian re-
ligions, the concept of self-control becomes an important
issue. Therefore, the control of negative behaviors (usu-
ally called sins), which are in contradiction to the laws of
God, becomes another important duty of Christians.

3. Inner Peace
Christianity, like many other religions, places a high

value on a sense of inner tranquility and peace. The
Christian believes there is no better way to gain that
inner peace than by leading a life highlighted by two
factors: love for God and others expressed by many
positive behaviors and a sense of self-control that has
helped eliminate undesired and negative behaviors.

C. The Focus: The Bible

When Christians have a question about what their
behavior should be, they go to the Bible, which they
consider the word of God, for guidance. They may go
to other sources as well (e.g., ministers and coun-
selors), but the “Good Book” is their primary source for
answers. That is now the place to go for examples of
Biblical behavior modification.

Although they are not always immediately evident,
the Bible is replete with examples of respondent condi-
tioning. In fact, Christians are to associate all kinds of
good feelings, not only to the book itself, “his delight is
in the law of the Lord…” (Psalm 1:2), but also to all the
symbols and images of Christianity:

May I never boast except in the cross… (Galatians
6:14)

… for all of you who were baptized into Christ have
clothed yourselves with Christ. (Galatians 3:27)

…we, who are many, are one body, for we all par-
take of the one loaf [communion]. (I Corinthians
10:16, 17)

Christians are also taught to associate negative feel-
ings with certain situations, in order that the negative
becomes conditioned:

Your enemy the devil prowls around like a roaring
lion looking for someone to devour. (I Peter 5:8)

Watch out for false teachers. They come to you in
sheep’s clothing, but inwardly they are ferocious
wolves. (Matthew 7:15)

With aversive counterconditioning, Biblical behavior
modification offers a more specific application of re-
spondent conditioning, one that helps Christians avoid
undesired behaviors by making the association with
them very aversive:

Do not join those who drink too much wine or
gorge themselves on meat, for drunkards and gluttons
become poor, and drowsiness clothes them in rags.
(Proverbs 23:20, 21)

For the lips of an adulteress drip honey, and her
speech is smoother than oil; but in the end she is bitter
as gall, sharp as a double-edged sword…. (Proverbs
6:24–35)

Desensitization for the Christian is not developed in
specific hierarchy form in the Bible as it is with a thera-
pist. However, the major component of desensitization,
the training in relaxation under stressful situations, is
evident in many passages: “So do not fear, for I am with
you…” (Isaiah 41:10); “Do not be anxious about any-
thing.” (Philippians 4:6, 7); “Let not your heart be
troubled, neither let it be afraid.” (John 14:27).

Operant conditioning, like respondent conditioning,
is found throughout the Bible. Unlike respondent con-
ditioning, however, examples of operant conditioning
are very obvious. The following passages indicate the
prevalence in scripture of the concepts of rewards and
punishment for behaviors:

I praise you for remembering me… (I Corinthians 11:2)

They sow the wind and reap the whirlwind. (Hosea
8:7)

Now there is in store for me the crown of righteous-
ness, which the Lord … will award to me on that day…
(II Timothy 4:8)

God is just: He will pay back trouble to those who
trouble you and give relief to you who are troubled… 
(II Thessalonians 1:6–10)

In essence, the Bible exists as two major contin-
gency contracts. The Old Testament is a contingency
contract for the Jews and the New Testament is a con-
tingency contract for Christians. In other words, the
two major divisions of the Bible, contracted with two
groups of people, offer a written behavior guide, com-
plete with rewards and punishments, for each group.

Biblical Behavior Modification 305



Deuteronomy 28:1–64 is a lengthy, but excellent, ex-
ample from the Old Testament. Examples for Chris-
tians from the New Testament, although not so
lengthy, still show the contingencies of the behaviors:
“If you want to enter life, obey the commandments.”
(Matthew 19:17); “To those who by persistence in
doing good seek glory, honor and immortality, he will
give eternal life. But for those who are self-seeking and
who reject the truth and follow evil, there will be
wrath and anger.” (Romans 2:6–8).

The Biblical behavior modification version of model-
ing is also common in numerous Bible passages. The
value and effectiveness of modeling is also illustrated in
quite straightforward language:

These commandments that I give you today are to
be upon your hearts. Impress them on your children.
Talk about them when you sit at home and when you
walk along the road, when you lie down and when you
get up. (Deuteronomy 6:4–7)

… you shall read this law before them in their hearing
so they can listen and learn… (Deuteronomy 31:10–13)

… set an example for the believers… (I Timothy 4:12)

You became imitators of us and of the Lord… And so
you became a model to all the believers… (I Thessaloni-
ans 1:6–8)

Christians are taught from the time they become
Christians that their thoughts, and the control of those
thoughts, are important parts of their Christian life.
Therefore, the cognitive portion of Biblical behavior
modification has great value to them, especially if they
can find ways to control the mind when it becomes un-
ruly. Covert assertion is one method that helps in diffi-
cult emotional or physical circumstances:

I have learned to be content whatever the circum-
stances. (Phillippians 4:11)

I can do everything through him who gives me
strength. (Phillippians 4:13)

When I am afraid, I will trust in you. In God, whose
word I praise, in God I trust; I will not be afraid. What
can mortal man do to me? (Psalm 56:3, 4)

Although there are many others, one last cognitive
therapy to examine here is semantic desensitization,
the purposeful conditioning of pleasant thoughts or
images to something that is not so pleasant. Chris-
tians make use of this technique to help keep the
inner peace they desire, despite what is going on in
their lives.

For our light and momentary troubles are achieving
for us an eternal glory… (II Corinthians 4:16–18)

For my yoke is easy and my burden is light. (Matthew
11:30)

… but we rejoice in our sufferings… (Romans 5:2, 3)

Consider it pure joy, my brothers, whenever you
face trials of many kinds… (James 1:2, 3, & 12)

III. EMPIRICAL STUDIES

Many questions remain. Does Biblical behavior ther-
apy work? And if it works, is it effective enough? Does
it serve its purpose? Should a counselor consider its
use with his or her Christian clients? Because there are
few empirical studies on the actual application of be-
havior modification techniques for spiritual purposes,
the answers to the above questions have to be as inte-
grated as the approach itself.

Years of research and study have shown the practi-
cal and valuable use of respondent and operant con-
ditioning, modeling, and cognitive therapy to effect
desired behavior change. For example, counselors
have gradually helped their clients rid themselves of
the fear of flying; teachers have shaped their students’
behaviors by rewarding those students who listen in
class; advisors have modeled the proper ways to initi-
ate a conversation; and therapists have helped clients
develop cognitive techniques to gain control over ir-
rational thoughts and feelings. Medical journals, as
well as psychology journals, have examples of these
same behavioral techniques being used to do such
things as reduce blood pressure, overcome obesity,
and control obsessive–compulsive behaviors. In
other words, behavior modification therapy and its
varied techniques have proven successful across the
years in a wide variety of applications with a wide va-
riety of behaviors.

Relatively recent research has also shown as fact that
a person’s religious/spiritual beliefs can have a pro-
found effect on their abilities to do all the above. In
fact, studies have shown that the religious person often
suffers less from stress, heals faster, is less susceptible
to infection, and has fewer problems with mental disor-
ders and social maladies (such as alcoholism). The rea-
sons are not fully apparent at this time, although some
have hypothesized that the social structure and support
offered by a spiritual life is beneficial. This article, of
course, has argued that Biblical guides for attitudes and
behaviors, used consciously or unconsciously, are
based on effective universal principles. At any rate, the
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field for further applied research in Biblical behavior
modification is certainly ripe.

IV. SUMMARY

A. The Synthesis: Biblical 
Behavior Modification

In essence, Biblical behavior modification is indeed a
pathway to wholeness. While respecting all the individ-
ual parts, it makes a whole out of the mind and the
body, out of thoughts and behaviors. It brings together
science and religion. It blends the behavior therapies
into effective means and strategies to address almost
any behavior problem or need. Indeed, Biblical behav-
ior modification values and treats the whole person.

B. Conclusions

Counselors and therapists need to acknowledge the
religious/spiritual beliefs of their clients, as well as be-
come knowledgeable enough about those beliefs to
match them to effective behavior change techniques.
They also need to followup with further research to see
how these applications can become more effective and
be expanded in use for other behavior problems.
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GLOSSARY

attributions Causal factors assumed to be responsible for
given events-perceived causality.

bibliotherapy Requesting or advising an individual to read
written material to attain hoped-for outcomes.

contingencies Associations between behavior and related
cues and consequences.

dispositional attributions Characteristics of the individual.
effect size A number that summarizes the strength of effect

of a given intervention.
functional analysis A demonstration of the influence of cer-

tain cues and consequences on behaviors of interest. This
is sometimes confused with a “descriptive analysis” that
refers to a description of assumed cues and consequences
related to behaviors of interest (rather than a demonstra-
tion of their effects as in a functional analysis).

fundamental attribution error Focusing on personality at-
tributes and overlooking environmental causes.

generalization Occurrence of behavior in situations other
than those in which it was established.

imaginal therapy The client is guided through imagery re-
garding feared situations, thoughts, and physical reactions.

maintenance Continuation of behavior changes over time.
meta-analysis Critical review of all experimental studies re-

garding the effectiveness of a specific intervention in
achieving hoped-for outcomes.

randomized controlled trial Random distribution of partici-
pants to an experimental group and a control group to in-
vestigate the effectiveness of an intervention.

relapse prevention Interventions designed to maintain gains
in spite of lapses.

self-efficacy Expectations regarding whether we can per-
form given behaviors and whether these will result in
given consequences.

self-management Pursuit of hoped-for goals by rearranging
related cues and consequences oneself.

self-monitoring Keeping track of some behaviors, thoughts,
or feelings in real-life situations.

stimulus control Influencing behavior by rearranging ante-
cedents of behaviors.

I. INTRODUCTION

The term bibliotherapy refers to reading written ma-
terial to pursue valued goals. Surveys of counselors in a
variety of professions indicate that they often assign
(prescribe) specific readings to clients. Self-help mate-
rial is available for a wide range of aims including en-
hancing parenting skills, sexual pleasure, social and
study skills, and decreasing substance abuse, anxiety,
depression, smoking, and excess weight. Aims include
providing information about a concern including its
prevalence, motivating readers to address it, describing
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a variety of change options, and helping readers select
promising ones. The variety of aims addressed can be
seen in guides to self-help resources such as those pre-
pared by John Norcross and his colleagues. Reading has
been used throughout the ages to pursue valued goals.
Consider the Bible. This ancient manuscript was and is
used as a guide to living and wrestling with life’s prob-
lems and concerns. Steven Starker views self-help
books as a modern-day oracle replacing older sources
of guidance and advice. The United States has been
particularly enthusiastic about the use of reading as a
route to self-help; consider the attention given to the
“self-made man” and, more recently, “woman.” Possi-
ble benefits of bibliotherapy include attaining desired
outcomes with little expenditure of time, money, and
effort, and accessing accurate information about topics
of interest (e.g., social anxiety, depression) and how to
achieve valued outcomes (e.g., enhancing self-change
skills and decreasing beliefs that hinder self-change).
Another potential benefit is that we learn to rely on
ourselves rather than on a therapist.

II. DESCRIPTION OF TREATMENT

Characteristics common to use of bibliotherapy in
clinical practice include a request to read certain written
material and instructions guiding the reader in the ap-
plication of procedures described in real-life contexts.
This may include self-monitoring (keeping track of par-
ticular behaviors, thoughts, or feelings in real-life situa-
tions) for assessment or to evaluate progress, as well as
instructions on what to do given certain degrees of
progress. Underlying assumptions on which recommen-
dations are based are usually described and examples of
applying methods given. Clinical use differs along the
following dimensions: (1) extent of helper–client con-
tact ranging from none to extensive; (2) use of individ-
ual or group format; (3) development of general versus
specific skills; (4) the extent to which readers are re-
quested to “interact” with the written material in terms
of completing exercises to test their understanding of
content; (5) whether bibliotherapy is used together
with other methods; (6) whether access to additional
written material is made contingent on reading and un-
derstanding more elementary portions; and (7) atten-
tion devoted to generalization and maintenance of
positive effects. Inclusion of relapse prevention guide-
lines offers readers information they can review on an
as-needed basis. Most programs using bibliotherapy are
brief, for example 8 to 12 weeks.

Bibliotherapy materials differ in degree of attention
given to helping readers to carry out an individualized
assessment on which they would base selection of
change methods. Some written material encourages
readers to gather data (e.g., to observe and record the
frequency of behaviors of interest and related circum-
stances). Data gathered during assessment or “self-di-
agnosis” are used to plan change programs. Let’s say
that a woman reads a self-help book in order to in-
crease enjoyable social contacts. Possible reasons for
unsatisfactory social contacts (either in frequency
and/or kind) include a lack of social skills (e.g., initiat-
ing conversations), anxiety (perhaps due to fear of neg-
ative evaluation), unrealistic expectations (e.g., “I must
always succeed.”), poor self-management skills (e.g., in
controlling anger following a rejection), and environ-
mental obstacles (e.g., few places to meet people).
Written materials differ in the extent to which guide-
lines help readers to identify how they can profitably
change their behavior to achieve hoped-for outcomes.
Common errors in searching for the causes of behavior
include mistaking correlation for causation and over-
looking environmental causes. To the extent to which
data are informative (reduce uncertainty about how to
attain valued outcomes) and assumptions about how
valued outcomes can best be pursued are accurate,
readers are more likely to make sound decisions regard-
ing selection of self-change methods. Inaccurate data
and assumptions may result in incorrect choices of self-
change programs.

In totally self-administered bibliotherapy, the client
receives or is asked to purchase material from a helper
with no additional contact beyond an initial meeting. In
minimal contact formats, the counselor may provide
reading materials but takes a somewhat more active role
such as arranging phone calls and infrequent meetings.
Yet a third format consists of counselor-directed reading
in a self-help book that the client obtains at the begin-
ning of assessment followed by meetings with the helper
on a regular basis. Here, written material provides a
focus of discussion in relation to how this applies to the
client. Last, in a counselor-directed approach, self-help
books are used as a part of the counseling. In addition to
reading, other formats include listening to tapes and
computer-presented information. It is suggested that
practitioners use books with which they are familiar,
consider the length of the book as well as degree of ex-
traneous material, and select books that are applicable
to readers’ concerns and reading ability. Requisites for
successful use of bibliotherapy include reading skills
that match the required reading level of the text.

310 Bibliotherapy



III. THEORETICAL BASES

A basic premise is that readers can attain certain
hoped-for goals by implementing material read (al-
though, in some cases this may only be possible
through relinquishing control over uncontrollable
events). There is a built-in self-efficacy message, an ex-
pectation that readers can attain certain outcomes
through reading and acting on what they read. The ex-
pectation is that readers will be able to successfully
apply the instructions given in real life. For example, it
is expected that parents who read a manual describing
how to toilet train their child will be able to use the in-
formation to achieve this outcome or that readers of a
self-help manual designed to decrease alcohol con-
sumption will be able to use the information to de-
crease their drinking. That is, it is assumed that people
can be their own agents of change with minimal or no
counselor contact. A key step in behavior change is
identifying and altering factors related to desired out-
comes. Self-control or self-management involves a
process in which we are the main agent in guiding and
altering our behavior to achieved self-selected goals.

Bibliotherapy materials differ in views presented
about how valued outcomes can be attained. Thus,
self-help material not only implies a self-efficacy mes-
sage but also describes a particular viewpoint as to
how goals can be achieved. Different models of self-
management include B. F. Skinner’s operant model in
which it is assumed that self-change behaviors consist
of a repertoire of behaviors that are influenced by envi-
ronmental contingencies (i.e., by the same behavioral
principles that influence any behavior). If we ourselves
use such methods to attain goals we have set for our-
selves, we are engaged in self-management. One kind of
self-management involves the rearrangement of an-
tecedents related to behaviors of interest. This is known
as stimulus control. For example, cues that encourage
unwanted behavior can be removed or reduced, and
those that encourage desired behaviors can be increased.
We could for example use physical aids (written re-
minders) to encourage desired behaviors. A second
involves rearrangement of consequences; positive conse-
quences are provided for behaviors we would like to en-
courage, and negative consequences are removed.
Negative consequences may be provided for unwanted
behaviors, and positive consequences that usually follow
such behaviors may be withheld. Reading about pre-
sumed sources of influence on behaviors of interest may
help readers to alter behavior in valued directions by re-
arranging related cues and consequences (e.g, reminding

ourselves to focus on positive thoughts in stressful situa-
tions to keep anxiety in check).

Some authors emphasize the role of self-monitoring
of behavior and our awareness of choice points (e.g.,
what to do next), which they argue also involves self-
evaluation of behavior. Research suggests that self-ob-
servation may alter behavior. When we observe our
behavior, we attend to it more carefully and may iden-
tify and change cues and consequences that influence
its frequency. Other writers emphasize the role of attri-
butions (assumed causes for behavior) noting that re-
search suggests that we can enhance maintenance of
positive changes by emphasizing the control we have
over our behavior (e.g., attributing self-change to our
own efforts in contrast to viewing our behavior as under
the control of environmental consequences over which
we have little influence). Self-management skills that
may be involved in self-change include the following:

• Self-assessment skills in using written material to
clearly define desired outcomes and to plan how to
achieve them

• Self-monitoring skills to gather helpful assessment
information and to evaluate progress

• Skills in arranging cues and incentives so hoped-for
reactions will increase and unwanted reactions will
decrease

• Skills in choosing next steps when positive gains are
made

• Troubleshooting skills to overcome obstacles when
change methods do not work

• Skills in generalizing and maintaining positive
changes

IV. APPLICATIONS 
AND EXCLUSIONS

Certain kinds of individuals are more likely than
others to profit from self-help formats. Attributions
may influence the extent to which different people
make effective use of bibliotherapy methods. Research
suggests that those who score higher on internal locus
of control (they believe that they have a great deal of
control over what happens to them) are more success-
ful in altering their behavior compared to people who
are more externally controlled (they attribute what
happens to them largely to external events). People
differ in their repertoire of self-change skills and in
their history of using them to attain valued outcomes.
For example, some readers may not know how to set
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clear goals. Some may not know how to rearrange cues
and consequences related to outcomes of interest.
Contraindications to use of bibliotherapy include lim-
ited reading ability and small probability that the
client will follow instructions, perhaps because of per-
sonal or environmental obstacles. Countervailing per-
sonal characteristics include high anxiety that may
interfere with successful use of material. Written mate-
rial may not address key related factors, for example,
excessive alcohol drinking may be maintained by peer
support and written material may not address this. Lit-
erature on behavior change suggests that practice is re-
lated to acquiring new skills. Thus, arranging such
practice will be needed, and this will require related
self-management skills. Effective use of bibliographic
methods requires generalization and maintenance of
valued behaviors. This also requires self-management
skills. Many clients do not have the self-management
skills required to make effective use of written material
to change their behavior. Counselor guidance and sup-
port may be necessary. Support also could be provided
by group members or “buddies” who are involved in
group programs. Research suggests that acquiring dif-
ferent kinds of skills requires different kinds of learn-
ing programs. Consider learning to play golf. Will
reading books about how to play golf produce skilled
golfers? Probably not, as many disappointed readers
have found. Learning such a skill involves a complex
sequence of behaviors that may only be acquired
through on-the-spot coaching and practice.

V. EMPIRICAL QUESTIONS 
AND STUDIES

Compared to the abundance of self-help books and
manuals available, the evaluation of these materials is
skimpy in terms of whether they do more good than
harm. For example, do they really help people achieve
what they promise? Self-help books differ in the clarity
with which hoped-for outcomes are described. Promis-
ing self-fulfillment is vague compared to helping readers
lose weight, get better grades, or make friends. Self-help
books differ in the evidentiary base of their views about
how self-change can be achieved ranging from material
that appeals to will power in motivating change (notori-
ously ineffective), to those that rely on empirical find-
ings regarding what has been found to contribute to
self-change. Research on self-management and self-in-
struction suggests that some methods and formats are
more likely than others to facilitate self-help efforts. Key

to self-management is effectively dealing with the weak
effects of delayed consequences (e.g., studying more
today to avoid a bad grade on a test in 4 weeks). To what
extent do self-help books build on knowledge about self-
management? To what extent does a book help readers
to take advantage of skills they already have? As with
many other areas of psychotherapy, claims are often in-
flated. Gerald Rosen raised concerns regarding use of
self-help materials and suggested guidelines for screen-
ing do-it-yourself-treatment books:

1. What claims are made in the book? What does it
promise readers?

2. Is accurate information provided concerning the
extent to which claims of effectiveness have been criti-
cally tested? Have the techniques described in the book
been critically appraised in relation to claims of effec-
tiveness and have the results been positive?

3. Can readers check whether they develop appro-
priate expectations as to what they can (and cannot)
gain from reading the material?

4. Does the book describe methods readers can use
for self-assessment to determine whether this book will
be of benefit to them, and if so, in what way? Have these
procedures been critically tested? A key question is the
following: “Can the reader make an accurate assessment
of what may be helpful in attaining desired outcomes?”

5. Has the book been evaluated in terms of clinical
efficacy? If so, under what conditions, with what popu-
lation, with what results? Some self-help books de-
scribe procedures that have empirical support but these
procedures may not have been evaluated in a biblio-
therapy format.

6. How does the effectiveness of one source of bib-
liotherapy compare to that of other manuals or formats?
Have comparisons been made between the effects of
reading a book with the effects of other self-help books
on similar topics or use of other formats such as audio-
visual material, and, if so, what are the results? (I am
not aware of any study that compares client free choice
of reading material with counselor-selected material in
terms of effectiveness. This would be an interesting
study.)

7. Is there any evidence that positive changes last?
If so, over what period?

8. Has the possibility of negative effects been ex-
plored (e.g., a decrease in hoped-for outcomes and/or a
worsening of disliked outcomes)?

9. Does contact with a therapist enhance effects?
10. Is bibliotherapy more effective for certain kinds

of problems/people than with others?
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As with any claim, we should carefully examine the
extent to which it has been critically tested. For exam-
ple, is there any evidence that reading a book about
how to make and keep friends or how to improve your
grades yields hoped-for outcomes? Many manuals have
not been examined under conditions of intended use.
In addition, subjects used in studies may differ from
target populations, thus altering potential effectiveness.
Follow-up studies are also vital—how long do positive
effects last if they occur? In 1997 Cuijpers reviewed six
small, short-term randomized controlled trials of bib-
liotherapy involving 273 participants recruited by ads
who had mild depression. He reported a mean effect
size of bibliotherapy of .82; 79% of participants in the
control group had a poorer outcome compared to the
average participant in the bibliotherapy group.

A meta-analysis of 70 bibliotherapy studies by Rick
Marrs indicated a positive effect for bibliotherapy. This
meta-analysis involved a total of 4,677 participants.
Bibliotherapy was defined as “The use of written mate-
rials or computer programs, or the listening/viewing of
audio/videotapes for the purpose of gaining under-
standing or solving problems relevant to a person’s de-
velopmental or therapeutic needs.” Only those studies
were included that had a comparison group drawn
from the same population as participants receiving bib-
liotherapy. The 79 studies included 2,315 subjects who
participated in bibliotherapy, 455 who received a thera-
pist-directed therapy (without bibliotherapy), and
1,907 who were in control groups. The studies aver-
aged about 57 subjects each and retained 88% of partic-
ipants through the posttreatment measurement. The
average age of people involved in these studies was the
mid-30s, and participants tended to be well educated.
Problems addressed included anxiety (e.g., test anxi-
ety), assertiveness, indecision about career, depression,
impulse control (e.g., alcohol use, smoking), self-es-
teem–self-concept concerns, sexual dysfunction, study
problems, and weight loss. The individuals in the bib-
liotherapy groups met with a therapist for an average of
about 36 min per week, length of bibliotherapy aver-
aged about 212 pages, and time spent in treatment av-
eraged 6 weeks. Most studies (84%) used random
assignment to a comparison group, and 80% used a
book for the written material. Forty-eight percent of
the studies used samples from a college population,
and 39% used participants solicited from general adult
populations. Thus, most of these studies did not in-
volve clinical populations. The mean estimated effect
size of the 70 samples analyzed was +0.565 indicating
moderate effectiveness. The authors reported no signif-

icant differences between the effects of bibliotherapy
and therapist-administered treatments and no signifi-
cant erosion of effect size at follow-up. Bibliotherapy
methods appeared to be more effective for certain kinds
of problems such as assertion training, anxiety, and
sexual dysfunction than for concerns such weight loss,
impulse control, and studying problems. The amount
of therapist contact during bibliotherapy did not seem
to be associated with effectiveness. However there was
an indication that increased counselor contact resulted
in better effects for some problem types such as weight
loss and anxiety reduction.

Other follow-up studies of the effects of bibliotherapy
have also yielded positive effects. For example Nancy
Smith and her colleagues examined the effects of cogni-
tive bibliotherapy for depression and found that treat-
ment gains had been maintained at 3-year follow-up.
Positive effects were also found by Jim White in his 3-
year follow-up of the effectiveness of STRESSPAC.
STRESSPAC is designed as a self-help package for people
with anxiety. It is a 79-page booklet that includes a four-
page introduction, handout, and a two-sided relaxation
tape—one for rapid relaxation and the other for deep re-
laxation. The booklet is divided into information and
treatment sections. The former section contains infor-
mation on the nature of anxiety, describes different kinds
of anxiety disorders, gives case histories, as well as infor-
mation related to the causes and maintenance of anxiety.
The intervention section is divided into four sections in-
cluding controlling your body (progressive relaxation),
controlling your thoughts (cognitive therapy based on
the work of Beck and Meichenbaum), controlling your
actions (emphasizing the importance of exposure to
anxiety-producing cues and other behavioral advice)
and, last, controlling your future (a relapse prevention
information section).

VI. CASE ILLUSTRATIONS

Robert Gould and his colleagues compared the use of
bibliotherapy involving minimal counselor contact in
the treatment of panic with guided imaginal coping and
a wait-list group. Changes assessed included frequency
and severity of panic attacks, perception of ability to
deal with panic attacks, and level of depression and
avoidance. Participants in the bibliotherapy group
(n = 12) were requested to read Coping with Panic: A
Drug-Free Approach to Dealing with Anxiety Attacks over
a 4-week period at their own pace. This book includes
information on educating readers about the causes and
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nature of panic disorder; describes a variety of cogni-
tive and behavioral strategies including relaxation, cog-
nitive restructuring, breathing retraining, and
exposure; and advises readers how to use these strate-
gies. It describes cognitive strategies such as exploring
faulty logic, reconsidering attributions, exploring alter-
natives, decatastrophizing, and hypothesis testing. Par-
ticipants were informed that reading the book was
designed to help them deal better with their panic at-
tacks and that they would be contacted at weeks 2 and
4 by the researcher to assess their progress in reading
the book. Calls lasted about 10 min; a written protocol
was followed, and callers were coached not to answer
questions about any particular reader’s program.
Rather, participants were questioned to see if they were
reading the book and to check their progress. The au-
thors reported that, overall, participants in the biblio-
therapy group were more improved than were
participants in the wait-list group and were not signifi-
cantly different from those in the individual therapy
group. Participants in the bibliotherapy group and the
individual therapy group had greater self-efficacy rat-
ings and improvements in confidence in coping at
posttest than participants in the wait-list group and did
not differ from each other. Seventy-three percent of the
participants in the bibliotherapy group showed clinical
improvement compared to 67% of those in individual
therapy and 36% in the wait-list group. Clinical im-
provement was defined as at least a 50% decrease in all
symptoms of panic attacks. However, the authors re-
ported that anxiety sensitivity was still high on posttest
and there were no statistically significant differences
between participants in the wait-list group and partici-
pants in the other two groups in the frequency and av-
erage severity of panic attacks. The authors noted that
participants in this study were well educated and
highly motivated. Thus, similar effects may not be
found with poorly motivated clients.

George Allen compared group and self-administered
relaxation training and study counseling. Twelve par-
ticipants used a programed text designed to enhance
relaxation and effective study skills. The text described
the same content as that discussed during the group
meetings. In addition, readers of the text were asked to
complete a check list of methods used during the week.
One other contact was held with each individual in the
self-help group. In this session participants were asked
to discuss future applications of the material. In an-
other self-administered condition, the same rationale
was offered, however participants received a pro-
grammed study counseling text. Participants in both

self-administered groups received instructions in carry-
ing out a functional analyses of their study behavior
and were given forms to carry this out on a daily basis.
Results suggested that both self-administered programs
were as effective as counselor-provided help. Both pro-
grams were equally effective in reducing anxiety and
improving grades, and both were significantly better
than no treatment.

VII. SUMMARY

Bibliotherapy has been used to pursue a wide range
of goals including educating clients, decreasing anxi-
ety and depression, enhancing social contacts, and de-
veloping study skills. There are different kinds of
bibliotherapy. One utilizes self-help materials de-
signed to guide the client through assessment and/or
intervention in relation to hoped-for outcomes such
as losing weight or developing more effective study
behaviors. Another kind requests clients to read fic-
tional materials or poetry to attain certain outcomes.
Yet another encourages readers to read spiritual
literature. Many different formats are used and Inter-
net-based material is likely to increase in use. An ad-
vantage of bibliotherapy is allowing people to achieve
desired changes on their own, although some writers
point out that use of self-help manuals still ties con-
sumers to therapists because therapy “experts” are
often the authors. Potential positive effects of biblio-
therapy include acquiring skills that can be applied to
other areas. For example, if a parent learns to use pos-
itive reinforcement with one child, she may use this
with her other children as well. In addition, positive
effects found at follow-up (e.g., White’s finding of the
maintenance of effects over a 3-year period), suggest
that clients who cannot obtain access to services right
away can benefit from bibliotherapy material that can
be provided immediately, and this may provide as
much help as seeing a counselor.

Dangers of ineffective self-help materials suggested
by Gerald Rosen include an increase in hopelessness
and helplessness when desired outcomes do not occur,
neglect of other methods that might be successful—
such as consulting a clinician—and a worsening of
problems. One potential negative effect of bibliography
is encouraging the belief on the part of clients that
change is impossible because bibliotherapy did not
work, when, in fact, change would occur within an-
other format, perhaps including more contact with a
counselor. Programs that are successful when presented
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by a counselor may not be effective when self-adminis-
tered. Review of self-exposure treatment for anxiety in-
dicates that brief initial contact with a counselor is an
important motivator for some individuals. Another pos-
sible negative side effect is excessive discomfort in the
process of change due to lack of expert guidance. Al-
though prescriptive advice offers guidelines (which may
be more or less clear) about what to do, it may not pro-
vide the motivation to act on this advice. For example,
knowledge about helpful rules does not provide the mo-
tivation to act on these rules. Not carrying out instruc-
tions is a common problem in self-change programs.

Self-help books may foster incorrect views about self-
change and how it can be accomplished. They may ob-
scure sources of influence over valued outcomes which
decreases the likelihood of attaining desired goals. Self-
help books may encourage unhelpful views of “the self”
(e.g., as the seat of all change). They may encourage a
dysfunctional focus on the self and on one’s problems or
encourage the unrealistic view that life should be with-
out problems. Encouraging a focus on the self may in-
crease depression in people who already focus too much
on themselves. Self-help focuses on the individual who
is attempting to alter personal behavior, thoughts, or
feelings to attain specific goals. Individual change, how-
ever, is but one level of intervention. Many other levels
may be required to attain valued outcomes such as los-
ing weight or decreasing anxiety or depression. The
focus on self-help may obscure the role of political, so-
cial, and economic factors that influence many of our
behaviors that we try to alter through self-change and
thus exaggerate the potential we have to alter our be-
havior and related environmental influences on our
own. Consider stress for example. Many stress-related
factors are environmental such as a decrease in civility,
high noise levels, and hours spent on crowded, smoggy
freeways. The fundamental attribution error (overlook-
ing environmental causes of problems and focusing on
dispositional causes) is common and is encouraged by a
focus on the self.

A key concern for future research is the rigorous test-
ing of claims regarding the effectiveness of bibliother-
apy in relation to particular outcomes. Given the
possible rationing of counselor availability and indica-
tions that bibliotherapy can be effective and/or con-
tribute to positive effects at low cost, it is certainly
worthwhile to pursue research in this area. The effec-
tiveness of bibliotherapy methods should be enhanced

by taking full advantage of empirical literature describ-
ing components of effective self-change efforts and
making sure other information provided is accurate.
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GLOSSARY

agent A human subject capable of making and acting on a
moral choice. Synonymous with “moral agent.”

autonomy A question central to the work of Immanuel Kant.
An independent and self-legislative stance taken in making
moral judgments in the domain of justice. Emile Durkheim
stated that autonomy requires the willingness to do one’s
moral duty because reason commands it, and not from any
external constraint. The demands and ideals of morality are
willingly complied with as necessary for participating in a
desirable and fulfilling collective life. Teaching children ra-
tional autonomy by explaining the reasons behind social
rules and obligations is more effective than educating
through indoctrination or preaching. He considered it to be
the third goal of moral education after discipline and attach-
ment to the group. Heteronomy is the antonym of autonomy.

bioethics A formidable expansion of medical ethics dating to
the 1960s when the introduction of new medical technolo-
gies such as hemodialysis, kidney transplantation, repro-
ductive control techniques, life support equipment, and
the definition of brain death, introduced new and difficult
ethical choices for medical personnel, patients, institu-
tions, managed care organizations, and at the level of social

policy. The evolving role of bioethics has been to examine
critically the moral ramifications of contemporary medical
and scientific procedures, the criteria and responsibilities
for decision-making responsibilities, and their implica-
tions on societal expectations and social policy. Since these
contemporary medical and scientific procedures are widely
publicized in the mass media, and may become generally
available, the ethical discussions have involved a cross-sec-
tion of the general public as well as physicians, scientists,
journalists, philosophers, theologians, and sociologists.

collective norm Defines what is expected from group mem-
bers qua group members in their attitudes and in their ac-
tions. For example, community group members care about
each other and do not steal from each other. For a collective
norm, the group members constitute its affiliative con-
stituency. A universal affiliative constituency would include
all of mankind. The typical collective norms of a commu-
nity uphold the intrinsic value of community, and include
caring, trust integration, participation, publicity, attach-
ment to community, and collective responsibility.

ethics (Greek ethos—character) Often used interchangeably
with morality, for example, professional ethics and personal
morality. Ethics is generally accepted as being broader than
morality, and includes some areas outside morality. Aristotle
wrote that Ethics was a branch of politics because it was the
duty of the statesman to create the best possible opportunity
for the citizen (of a Greek polis) to live a good life. Ancient
ethical theories all contained the understanding of obliga-
tion or moral duty, and this fundamental notion was reaf-
firmed in modern times by Kant (1724–1804), who held
that virtue was secondary. He wrote, “By mere analysis of the
concepts of morality we can quite well show that the princi-
ple of autonomy is the sole principle of ethics. For analysis
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finds that the principle of morality must be a categorical im-
perative, and that this in turn commands nothing more or
less than precisely this autonomy.”

moral reflection Re-visioning the environment or world as
responded to by an ideal social system. When humans
change their perception of the world or of moral quan-
daries through moral reflection, the process promotes fa-
vorable changing of their behavior. Assessment of moral
reflection provides guidelines to classifying the level of
moral sophistication of individuals and societies.

morality (Latin mores—character, custom, and habit) Moral-
ity concerns a narrower range of issues than ethics, fo-
cused on what we should do, and how we should live. A
fundamental characteristic of morality is respect for one-
self and others. Becker and Becker identify four specific
characteristics that differentiate morality from the broader
ethics term: First, morality makes a distinction of kind be-
tween moral and nonmoral reasoning. Second, morality
makes a strict demand of responsibility, viz.; “ought” im-
plies “can.” Third, duty or obligation represents a major
moral precept. Fourth, morality assumes an essential con-
cept of the noninstrumental good of others.

rationalization The process of thinking by which something
immoral becomes transformed into something plausible.

social conventions Arbitrary norms that coordinate the activ-
ities of individuals in a social system, thereby serving the
organizational goals of the system.

virtue The Latin term virtus and the corresponding Greek
arête referred to all kinds of excellence. In contrast under
ethical theory the moral virtues are generally narrowed to
include courage, justice, wisdom, and self-discipline. More
recently Michele Borba, in discussing how to build moral
intelligence in children, added to this list the basic virtues
of empathy, conscience, respect, kindness, and tolerance,
to make a total of seven. More than 200 other virtues have
been described in the literature.

The life is short,
The art long
The right time but an instant,
The trial (of therapy) precarious,
The crisis grievous.
It is necessary for the physician to provide not only the
Needed treatment, but to provide the patient himself,
And those beside him, and for his outside affairs.

Hippocrates
Aphorisms I

I. BACKGROUND

Psychotherapists need bioethics on a number of lev-
els in the pursuit of their healing professions. Like our

North American society the psychotherapy disciplines
are experiencing accelerated change unparalleled in
human history. The last quarter century recorded vast
changes in almost every area of life (communication,
lifestyle, technology, social organization, physical and
mental health, and religion) that have altered the per-
ception of collective societal norms.

Behavioral health professionals and institutions have
absorbed many seismic shocks as the tectonic plates of
their paradigms have shifted. Shudders have been felt
when the state mental hospitals were virtually emptied.
This occurred as a result of national ethics debates
about the rights of mental patients to autonomy and
self-determination regarding hospitalization. The soci-
etal perception of mentally ill patients has radically
changed. At the same time this movement overlapped
the introduction of the first-generation tranquilizer
drugs that largely replaced sedatives, hypnotics, and
electroshock therapy. A new generation of psychoactive
drugs was fully expected to one day permanently cure
mental diseases. As a consequence of new drugs renun-
ciation of paternalism toward the mentally ill occurred
followed by the flight of the discharged state hospital
patients to the streets, where they continue to form the
core of the homeless. Few at that time grasped the no-
tion that by rejecting paternalism this new social policy
had actually caused harm (maleficence) while trying to
effect social good (beneficence).

After this megashift in public policy the Darwinian
economic rise and fall of private behavioral health facili-
ties and private practices appeared, closely connected
with the rise of bureaucratic restriction of behavioral
health services and medications by managed care organi-
zations (MCOs) that followed the Bentham-Mill utili-
tarian or consequential ethic. Psychotherapists had to
rethink their accustomed psychotherapy practices under
the harsh new scrutiny of MCOs’ cost-conscious business
rules. Meanwhile, second- and third-generation psy-
chopharmacology agents appealed to the MCO utilitarian
ethic as more economical than extended talking therapy.

As a result psychotherapists found themselves in an
uncomfortable area between the conflicting impera-
tives of the patient and the MCO. Regardless of the
therapist’s theories and personal convictions about the
care that was indicated for each patient, his or her treat-
ment plans for patients could only be reimbursed if
they were approved by the MCO. The developing theo-
ries of bioethics changed the perspective on the priori-
ties of classical medical ethics and professional codes of
conduct, giving the scientific and quantitative rational
approach ascendancy over the prior humanistic and
art-of-medicine approach. Subsequently the roles of the
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psychotherapist have been forced to evolve to keep up
with these new situations.

Changes in the practice of medicine and bioethics have
also thrust the psychotherapist into newly reframed clin-
ical ethics situations. During the 1960s many previously
resolved issues were brought up for new public debate,
including confidentiality, informed consent, truth telling,
patient access to medical records, patient refusal of treat-
ment, and end of life considerations. At the same time
public debate engaged new technologies such as mechan-
ical support of respiration, brain death, new reproductive
technology, and organ transplantation. Psychotherapists
regularly become involved in these bioethical issues in
their practices. The dilemma in the field of psychother-
apy involves the difficulty of defining and taking action
on moral and bioethical issues that involve deciding be-
tween seemingly equally worthy conflicting values in
mental health. But lest we feel overwhelmed, we might
remember that the imposing twentieth-century ethicist
W. D. Ross in 1939 cautioned against underestimating
the natural value of our own moral character when he
said, “The moral convictions of thoughtful persons are
the data of ethics just as the sense-perceptions are the
data of natural science. Moreover acts are either right
or wrong, whereas motivation and character are either
good or bad.”

Former United States President Lyndon B. Johnson
captured the contemporary ethical challenge in a nut-
shell. According to White House advisor Joseph Cali-
fano, one of Lyndon Johnson’s favorite sayings was, “It
is not doing what is right that is hard for a President, it
is knowing what is right.”

II. SCOPE OF THE ARTICLE

This article will briefly address the development and
ramifications of bioethics in the health sciences, with
particular emphasis on the profession of psychotherapy.
Brevity requires the perspective be restricted to that of
the Western industrialized societies. A case example will
illustrate some commonly encountered mental health
bioethical problems. The glossary complements the text
with definitions of terms and concepts that could not be
fully developed in this brief article.

III. CONCEPTS OF ETHICS 
AND MORALITY

Ethics may be broadly defined as the principles of
moral behavior by individuals and by society. What are

one’s duty to others and the duties of others to oneself?
Many philosophers consider ethics to be a broader
philosophical term than morality, to include political
philosophy such as national and international policy
making. Nevertheless some ambiguity exists in the cur-
rent use of these terms.

Professional bioethical principles emphasize truth
telling, client self-determination, and informed consent
(autonomy), doing good for the patient (beneficence),
avoiding harm (maleficence), and acting with justice
(fairness). It is, however, deceptive to believe that every
complex clinical ethical concern should be reduced to
fit a narrow principled classification without sacrificing
significant clinical issues of each case.

In 1996 a major conceptual breakthrough in the
role of morality in bioethics was contributed by
James Rest, who, after reviewing hundreds of con-
temporary professional publications on morality,
concluded that all future discussions of morality
should center around four intrinsic measurable com-
ponents: moral sensitivity, moral motivation, moral
judgment, and moral character. By separately weigh-
ing these four components it becomes possible to
identify distinctive patterns of morality in and during
the course of individual human development. Moral
philosophy research allows these components to be
accurately described at a certain point or even objec-
tively scored, over a person’s lifetime. Moreover, by
using this method of assessment previously problem-
atic historical personalities could be profiled in a
more precise common language.

For example, one could assess the level of each of the
four moral components of, let us say, Adolph Hitler,
Lieutenant Calley of My Lai, or Mother Teresa. We
might conclude that Mother Teresa possessed all four
components at high levels, while Adolph Hitler and Lt.
Calley possessed adequate potential capacity for moral
judgment but were deficient in the necessary moral
sensitivity, moral motivation, and moral character, to
behave morally. In addition these four moral compo-
nents could be used to reclassify the moral themes in
Homer’s epics and Aristotle’s Nichomachian Ethics that
have so profoundly affected Western civilization.

At a more contemporary pragmatic level, using
James Rest’s components can aid us in bioethical areas
by making meaning of the diversity of moral visions,
accounts of moral obligations, rights, and values that
confront us in our increasingly pluralistic society. Dif-
ferent ethnicities, but also religion, class, socioeco-
nomic status, education, gender assumptions, and
language, affect the context and perspective of all four
moral components defined by Rest.
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In 1996 Marvin Berkowitz amended classical Aris-
totelian ethics by giving a new definition of “the com-
plete moral person.” His proposal is complementary to
Rest’s four-component model. Berkowitz’s vision of
“moral anatomy” included six elements or “objects”:

1. Moral behavior
2. Moral character
3. Moral values
4. Moral reason
5. Moral emotion
6. Moral identity

In addition Berkowitz clarified the roles of self-disci-
pline and empathy as metamoral characteristics that
serve to support the moral life models that operate in
the field of moral psychology. He wondered how we
might best educate the moral person in our society. He
asked the related question of how contemporary par-
ents and teachers might best model for their children,
and suggested they use well-known components of (1)
the just community, (2) character education, (3)
dilemma discussions, and (4) love of the good.

Despite the established principles of bioethics and
the helpful recent moral clarifications of Rest and
Berkowitz, there is no general universal theory of secu-
lar bioethics agreed to by all, although more consensus
exists within religious and cultural subpopulations
(“moral communities”) that share values and moral as-
sumptions. This diversity has been highlighted by the
increasing internationalization of North American
communities by the flood of new immigrants who
share different ethnic and religious concepts of moral-
ity. As H. Tristram Englehardt states in The Foundations
of Bioethics, Second Edition, “Bioethics is a plural noun
… there is a swarm of alternative ethics ready to give
rise to a babble of conflicting bioethics.”

Nevertheless in the health sciences professions the
four moral components of Rest, combined with bioeth-
ical principles, precedence, and careful case analysis,
help facilitate our recognition, motivation, judgment,
discussion, and action on moral and ethical issues we
may personally encounter on a daily basis with pa-
tients, families, other professionals, and medical care
policies, however different the moral backgrounds, as-
sumptions, and communities may be.

Medical ethics relates to the classical fixed philo-
sophical themes of the responsibilities of doctor and
patient as generally perceived up until the 1960s, when
a new cycle of technological advances such as dialysis,
organ transplantation, and mechanical respirators gave

medical professionals unprecedented control over ex-
tending life. Advances in reproductive technology such
as contraception, in vitro fertilization, stem cell re-
search, and surrogate motherhood created frightening
new moral dilemmas, and brought to attention the
value-laden nature of medical decision making.

Advances in medical diagnostic technology simulta-
neously made laboratory data more reliable and quanti-
tative, and refocused medical diagnosis away from the
bedside and toward the seductive computer video-dis-
play terminal. After all, was not high technology a way
of providing the greatest good (beneficence) to the
greatest number of patients at the lowest possible cost
(utilitarianism)?

Health scientists found that new philosophical and
ethical concepts were needed to deal with advances
that put the tools and decisions affecting life and death
into the hands of both patients and professionals in
radically different ways. In 1970 the emerging new
medical ethical philosophy that dealt with the dramatic
technical advances acquired the name bioethics, bor-
rowing a term that originally referred to the philosophy
of social responsibility to preserve the biosphere.
Bioethics concerns itself with much broader philosoph-
ical and public policy questions than traditional med-
ical ethics, such as “What are the limits of science,” or
“What does it mean to be a human being.” Bioethics
stresses not a set of rules, like the Hippocratic Oath,
but a better understanding of new and changing issues.

A. Uniform Ethical Standards

Despite the lack of a universal secular ethical theory,
as the need for uniform ethical standards for govern-
ment-funded medical research emerged, health depart-
ment officials contracted with private groups such as
the Hastings Center to develop a national consensus for
bioethical principles and a National Bioethics Advisory
Commission. These advisory groups helped set stan-
dards for the National Institutes of Health grant review
process as well as for local institutional review boards
in medical centers. The post–World War II Nuremberg
trials documents provided important precedents for
these bioethical deliberations.

B. The Dawn of Professional Ethics

Philosophers from Homeric times (about 700–800 BC)
and from subsequent Socratic and Hebrew periods (after
500 BC) to the present have wondered how to define
what is good and what is bad, striving to identify some
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first principle and define universal rules that describe
morality and virtue.

Homer’s epic The Odyssey and The Iliad comprise the
first widely adopted treatises on ethics. They contained
an encyclopedic account of ethics, morals, politics,
virtues, and vices of ancient Greek society encountered
in daily life, medicine, commerce, politics, religion, and
war. The epics provide numerous positive and negative
examples of every important area of individual and
group human behavior. These epics as well as subse-
quent classics such as Aeneid, Beowulf, and Canterbury
Tales, became the standard tutoring literature for West-
ern ethical and moral teaching for many centuries af-
terward and continue to enrich our culture even up to
the present day. The Judeo-Christian and Islamic Scrip-
tures and commentaries record the long enterprise of
faith communities’ attempts to understand and codify
the moral life, the meaning of illness and insanity, and
their relationship with God.

During the classical period (fifth century BC) while
early Athenian philosophers were inquiring and teach-
ing by dialectic, the early ethical commitments of the
healing professions were formulated in the writings of
Hippocrates, a revered physician who practiced and
taught medicine on the Greek island of Cos. We have
the solemn Oath of Hippocrates to attest to that. In
fact, the etymology of the term “profession” derives
from such oaths, which were required of physicians,
priests, soldiers, temple virgins, and political leaders.
Hippocrates asserted that the medical professional
must be a model of unimpeachable ethical behavior.
Physicians should honor and sustain their teachers,
and should model honesty, morality, and integrity in
dealings with patients, their families, and other health
practitioners. The physician should avoid intentional
harm, and act to benefit patients. The value accorded to
life was exemplified by bans on euthanasia and abor-
tion. The three basic principles of Hippocrates could be
summarized as competence, caring, and commitment.

Hippocrates extracted the oath, sworn by Apollo,
from each of his medical students that they would
never abuse their trust by criminal practice, sexual im-
morality, or disclosure of medical secrets. The act of
taking an oath was a solemn commitment.

Unaccountably the Hippocratic Oath, while clarify-
ing the expected relationship between physician,
teacher, and patient, fails to provide for the moral rea-
soning behind any of the elements of the Oath. Very
likely the moral rationale was taken to be obvious, or
else the documents were lost. Curiously, the commit-
ment to teachers is listed before the commitment to pa-

tients. The Hippocratic Oath shows an unconscious pa-
ternalistic prejudice by failing to mention today’s fa-
vored priorities of patient autonomy and justice.
Nevertheless, the Hippocratic moral and technical pre-
scription for physicians was unprecedented in Greek
medicine, and it heralded a new course for the practice
of medicine.

Subsequent medical professional codes have in-
cluded at least six key concrete elements or rules of the
Hippocratic Oath, including

1. Respect for the dignity of persons and life itself
2. Avoiding willful harm (maleficence)
3. Doing good (beneficence) to clients
4. Maintaining integrity in relationships (honesty)
5. Responsible caring (empathy)
6. Responsibility to society (good citizen, husband,

parent)

Two additional elements appeared in modern times,
including

7. Respect for patient self-determination (autonomy)
8. Respect for justice (fairness)

The modern Western terms “medical ethics” and
“professional ethics,” as well as “attending physician,”
were coined by the eighteenth-century Thomas Perci-
val, an English physician trained in philosophy. Percival
founded one of the first departments of public health,
advocated the abolition of slavery, and near the end of
his life wrote the first such book in English, Medical
Ethics: A Code of Ethics and Institutes Adopted to the Pro-
fessions of Physic and Surgery, based on his experiences
heading a committee assigned to write rules of conduct
for an infirmary where a medical scandal had occurred.

Each human society generates a different ethical
structure. The Chinese have quite a different ethical vi-
sion, based to a great extent on Confucian thought.
Similarly Buddhist, Hindu, African American, Native
American, and other communities have distinctive
philosophical and ethical traditions.

C. Meaning of Profession

Although the classical understanding of profession
was associated with schooling and training that lead to
taking a binding oath dedicating one’s life and honor to
a socially important vocation, in modern language the
term “learned profession” preserves more accurately
the classical concept of medicine, psychiatry, nursing,

Bioethics 321



law, and other vocations that assume rigorous selection
of candidates, extensive formal education and training,
difficult qualifying examinations, generous rewards,
and a high degree of self-control through codes of
ethics. Furthermore learned professionals are expected
to work tirelessly for the good of society.

D. Ethical Standards after
Completion of Professional Training

The new professional psychotherapist becomes
aware that ethical concepts are embodied in the laws
pertaining to many mental health professional and
client matters. Bioethics often resides in an enigmatic
extralegal gray area.

Ethical questions shadow almost every activity in
psychotherapy. The psychotherapy disciplines includ-
ing individuals practicing psychiatry, psychology, social
work, nursing, and pastoral care subscribe to a body of
ethical traditions making the benefit of the patient the
top priority. As a member of one of the psychotherapy
disciplines, each member must also recognize responsi-
bility to society, to other health professionals, and to
family and self. Each modern profession’s membership
is expected to adhere to a set of principles, called a
“Code of Ethics.”

As an example the following principles, adopted by
the American Psychotherapy Association, are not laws
but standards of conduct that define the essentials of
honorable professional behavior of the therapist who has
completed the journey of professional training. The
American Psychotherapy Association’s “The Psychother-
apist’s Oath”:

As a psychotherapist:
I must first do no harm.
I will promote healing and well-being in my clients

and place the client’s and public’s interest above my
own at all times.

I will respect the dignity of persons with whom I am
working and I will remain objective in all relationships
with clients and act with integrity when working with
other professionals.

I will provide only those services for which I have
had the appropriate training and experience and will
keep my technical competency at the highest level in
order to uphold professional standards of practice.

I will not violate the physical boundaries of the
client and will always provide a safe and trusting haven
for healing.

I will defend the profession against unjust criticism
and defend colleagues against unjust actions.

I will seek to improve and expand my knowledge
through continuing education and training.

I will refrain from any conduct that would reflect
adversely upon the best interest of the American Psy-
chotherapy Association and its ethical standards of
practice.

This oath is a good starting point for the study of
contemporary codes since it is the briefest of all the
current psychotherapy codes. In comparison, the 1992
Ethical Principles of the American Psychological Asso-
ciation is more extensive, running to 32 pages.

For an even more comprehensive resource, the reader
is directed to the American Medical Association’s 1998
publication, The Principles of Medical Ethics with Annota-
tions Especially Applicable to Psychiatry. This reference
includes an appendix on “Guidelines for Ethical Practice
in Organized Settings” and “Questions and Answers
about Procedures for Handling Complaints of Unethical
Conduct.” This document includes a statement of the
skeletal AMA ethical code that is then fleshed out with
explicit discussions of each point in the code as it relates
to contemporary issues in psychotherapy. The appen-
dixes include ethical standards and problems in health
care organizations, as well as a detailed guide to the
making and answering of allegations of unethical profes-
sional behavior. The full text of these and other codes for
psychiatrists, psychologists, social workers, family coun-
selors, school counselors, and social workers may be
found through Internet links at the Canadian Counsel-
ing Association web site (http://www.ccacc.ca/coe.htm).

Although a code of ethics cannot guarantee ethical be-
havior, resolve all ethical issues or disputes, or fully de-
velop the richness and complexity involved in working
to make responsible choices within a moral community,
it does set forth normative values, ethical principles, and
ethical standards to which professionals aspire and by
which their actions can be judged. The Hasting Center
Reports, found in most medical libraries, are an excellent
reading source for ongoing debates in bioethics.

IV. CASE ANALYSIS

The following case abstract and bioethical analysis il-
lustrates considerations in working with an actual clin-
ical bioethical scenario.

Crystal (a pseudonym) is a 14-year-old white female
only child who suffers from depression and opposi-
tional defiant disorder. She is from a financially stable
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middle-class family. She was admitted to an acute inpa-
tient adolescent psychiatric unit for the second time in
one month after making her fourth suicide attempt in
2 years. Crystal’s mother is self-described as strict and
controlling, and admits that consequences for Crystal’s
rule infractions at home may be excessive. Crystal’s
stepfather sides with her mother. There is gloom in the
household about unusual multiple recent suicides by
aunts and uncles. After 10 days, the maximum allow-
able inpatient time under her health care plan, Crystal
voluntarily signs a discharge safety plan, and the unit
staff team determines that she is ready to transition to
an intensive step-down day hospital program, which
she will attend from home. Unfortunately, the parents
do not wish to have Crystal back home yet, and they
angrily object to her discharge.

Shortly after Crystal arrives home she gets into an
altercation with her parents. They call 911, the police
arrive, and she is arrested and taken in handcuffs to
jail. The mother then calls the attending psychiatrist,
Dr. Barnes (a pseudonym), and asks whether Crystal
can be readmitted as an inpatient. Crystal, her parents,
and Dr. Barnes are suddenly faced with a number of
uncomfortable bioethical issues.

A. Choosing a Case Analysis Method

Case analysis is a practical or “applied clinical
ethics” method of identifying, analyzing, and resolving
(if possible) the ethical values and issues in a clinical
bioethics case. Bioethical problems arise when health
care professionals, patients, and health care providers
do not agree on values or actions, or when they con-
front dilemmas about the bioethically conflicting clini-
cal choices available. Mental health care may present
extremely difficult choices, as illustrated in this case
history of an all-too-common scenario with adolescent
clients. Each individual agent involved in the ethical
encounter may be calling on the same or on different
ethical principles, or on multiple conflicting principles.

The two case analysis approaches most often used in
the United States are the principled ethics approach,
also called the top-down or deductive; and the clinical
ethics approach, also called the inductive, practical, or
bottom-up approach.

B. Principled Ethics

The principled ethics analysis begins with an ethical
principle such as autonomy or beneficence and then ap-
plies it to the case. This principleism is theoretical and
can be rather abstract. For example, Tom Beauchamp
and James Childress, in their Bioethics in 2001 empha-

size the essential middle level ethical principles of (1)
autonomy, the patient’s independence in deciding what
is best; (2) nonmaleficence, avoiding harm to the pa-
tient; (3) beneficence, doing good for the patient; (4)
justice, fairness to the patient; and (5) professional-pa-
tient relationship.

Engelhardt in 1996 points out some limitations of the
principled approach: “It is not possible to justify a canon-
ical content-full morality, right-conduct, or bioethics, in
general secular terms. … The appeal to middle-level prin-
ciples may succeed in bridging the gulf between those
who share a moral vision, but are separated by their theo-
retical reconstruction of that vision. But it will not bridge
the substantive gulf between those separated by different
moral visions or different moral senses.”

C. Clinical Ethics

In contrast, the clinical ethics approach to applied
ethics is a bottom-up or inductive approach. It provides
a structured method to help psychotherapists identify,
analyze, and resolve clinical issues in psychotherapy.
This alternative approach facilitates thinking about the
complexities of the data in actual cases in a clinical set-
ting that therapists face, rather than looking up answers
in a resource book and trying to match patients to stan-
dard models. A patient care situation is considered
comprehensively in detail first, and then the ethical
principles that best relate to the case are identified and
discussed. Albert Jonsen, Mark Siegler, and William
Winslade in 1998 use this approach in their Clinical
Ethics, as do Mark Kuczewsi and Rosa Pinkus in 1999 in
their An Ethics Casebook for Hospitals. Rather than be-
ginning with ethical principles, these authors sort the
facts and values of each case into an orderly pattern and
then call on principles in order to facilitate the resolu-
tion of each bioethical problem. Their basic pattern in-
cludes four clinical topics and six or more conceptual
subtopics that define the major elements from which
the case ethics can be identified: (1) medical indica-
tions, (2) patient preferences, (3) quality of life, and (4)
contextual features. They consider that these four topics
provide adequate information to guide the clinician
through the problem and that no case can be adequately
discussed unless these topics guide the analysis. Jonsen
and colleagues comment that this method helps clini-
cians understand where the moral concerns meet the
clinical circumstances of the case.

The Beauchamp and Jonsen approaches are not in-
compatible, since each is an organizing device to en-
sure that the basic topics necessary for analysis are
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fully considered in the process of pursuing a bioethi-
cally acceptable course of action. In fact, in the latest
edition of their textbook, Beauchamp and Childress
have come so far from principleism toward clinical
ethics that one reviewer described it as “the beginning
of the end of principleism.”

While the previously espoused principled ethics ap-
proach of Beauchamp and Childress is traditionally
used for funded research protocols and medical case-
work, the clinical ethics approach of Jonsen and col-
leagues may be more intuitive for mental health
casework and professional training.

The reader should be aware of caveats that apply to
theoretical approaches such as those discussed above.
The theories are not able to provide full moral guidance
unless one supplies them in advance with a particular
moral content. In other words, although we may accu-
rately portray the clinical case history, preferences, out-
come, and context, and identify middle level principles,
as we attempt to do in the following case, we may find
ourselves divided about the case analysis conclusions
because of conflicting moral visions of the participants
in the discussion.

If we hypothetically assigned different moral vision
and ethnicity labels to the participants, this inconclu-
sivity might be even more inevitable. When that oc-
curs, resolving concrete moral bioethics controversies
must rely on peaceable negotiation and agreement
among parties in order to reach a resolution.

On this issue Engelhardt in 1996 commented that

Each theoretical approach recapitulates the challenge
of post-modernity: a moral theoretical account must ei-
ther beg the question with regard to moral content (i.e.,
incorporate particular moral content without justifica-
tion) or give no substantive guidance. Each attempt to
justify a particular moral vision presupposes exactly
what it seeks to establish so that moral theoretical argu-
ments are at best expository, not justificatory. Even if
one attempts a defense of secular ethics or bioethics on
the basis of arguments that are not reducible to intu-
itionist, consequentialist, hypothetical-choice, or hypo-
thetical-contractor arguments, or analyses of the nature
of rational choices or game theoretic rationality or natu-
ral law arguments or middle-level principles analyses,
the arguments will fail as well. All concrete moral
choices presuppose particular moral guidance.

D. Clinical Ethics Analysis of Case

1. Medical Indications
a. Medical and Psychiatric History. The develop-

mental history given by Crystal’s mother revealed that

from about age 1 Crystal would behave normally and
then have apparently unprovoked several-week-long
periods of depression, oppositional behavior, irritabil-
ity, and difficulty with relationships. These episodes oc-
curred about every 2 months. Whether other family
problems might have been occurring at that time was
not yet fully explored.

When not in the abnormal moods, Crystal seemed to
be a bright and happy child. She enjoyed playing the
piano, singing, and dancing, and made friends easily.
She was a straight-A 10th-grade student, described by
her parents as artistic, outgoing, and active in her
church youth group. During the prior 2 years she had
twice secretly taken large doses of analgesic tablets from
the family bathroom medicine cabinet and ingested
them without telling anyone, and without apparent
physical harm. These incidents occurred at a time when
several relatives and a friend of the family were creating
a climate of grief in her family by unexpectedly commit-
ting suicide, so that a posttraumatic stress phenomenon
or grief and confusion might have been factors.

Crystal occasionally experimented with alcohol or
marijuana. One month before the present admission
Crystal got high on marijuana with a boyfriend, and ac-
cording to her, he succeeded in sexual intercourse over
her protestations (her first sexual encounter). That
night she went home and ingested a large number of
analgesic pills from the medicine cabinet and superfi-
cially cut her wrists. Then she told her mother what
had happened, and her parents took her to an emer-
gency room where she required a number of sutures to
close the wounds. Her mother reported the alleged date
rape to the police, and an investigation is ongoing.

Crystal was referred from the emergency room for
admission to the same mental health unit as for the
current hospitalization. Her admission evaluation led
to the diagnosis of two Axis One disorders, depression
and oppositional defiant disorder, that were confirmed
by history, observation, and psychological testing. She
was started on the antidepressant Paxil, and partici-
pated in multiple individual and group therapy ses-
sions that were part of the inpatient program. She
seemed to the staff to be intelligent and mature. Her
assigned writing assignments about her family and per-
sonal behavioral issues seemed thoughtful and appro-
priate. She gave correct answers about the measures
she needed to take to be safe and to reduce disputes
and disrespectful conduct at home. She was discharged
after her encouraging progress and after signing a
safety contract. Her parents made arrangements for
continued psychiatric treatment as well as outpatient
rape counseling.
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Because of the worrisome sexual incident her mother
set strict new limits on her activities after she returned
from the hospital, including restricting her dating or
driving in a car alone with males, and severely restrict-
ing her socialization with her friends. The restriction
on peer socialization was particularly disheartening to
Crystal, since one of her most valued privileges in life
was “hanging out with my friends and just laughing
and playing music and being myself.”

On the other hand, her mother perceived Crystal to
be at risk because of “poor social skills,” especially in
setting safe personal boundaries. Her mother stated
that Crystal was “not safe at home.” These strictures
and assumptions led to increasingly angry confronta-
tions and more oppositional behavior on Crystal’s part,
more tension at home, and eventually to Crystal defy-
ing her parents and making threats to kill her mother.
Her coping skills so much in evidence in the hospital
had diminished as her despair increased. On the
evening of the most recent admission she became angry
when her stepfather would not permit her to invite her
friends over to visit. After an angry confrontation Crys-
tal went into the kitchen where she deliberately cut her
wrists with a paring knife, and thereafter was brought
by her parents to an emergency room, where she was
transferred again to the adolescent psychiatric unit.

As on her prior admission Crystal was a model pa-
tient from the moment she stepped inside the unit. She
took responsibility for her actions, but explained that
she was hurting herself superficially so that “my par-
ents will hurt,” and not to kill herself. She knew that by
cutting herself she would regain, from her viewpoint,
the more tolerable and tolerant hospital environment.

Dr. Barnes, the attending child psychiatrist contin-
ued Crystal’s Paxil medication for depression, and
added Depakote for mood stabilization. He met indi-
vidually with Crystal daily, and held one family confer-
ence. Crystal also participated daily in unit activities
and group therapy. Once admitted Crystal was able to
make a contract for safety and was a model patient.
During the one family session there was much conflict
and mutual blaming between Crystal and her parents.

Dr. Barnes expressed pleasure with the progress
Crystal was making in treatment, and arranged a plan
for her follow-up treatment in day hospital after dis-
charge. He received a call from the MCO that she had
used the maximum 10 days allowed under her insur-
ance plan. Against the objections of her parents, who
felt that she was not ready to return home, Dr. Barnes
discharged Crystal. Her parents drove her home.

At home, her mother, who was still incensed about
her “premature” discharge, icily informed Crystal of

the strict new house rules including confinement to the
house and no telephone or television privileges. Her
mother hid all the telephones in the house, and discon-
nected the televisions.

When Crystal found there was no way to call her
friends, shouts rang out. Fear and anger escalated. The
parents phoned Dr. Barnes and blamed him for the alter-
cation because he discharged Crystal against their objec-
tion. The mother threatened Dr. Barnes with a lawsuit.

While this phone conversation was going on Crystal
became furious, grabbed a kitchen knife, and bran-
dished it at her mother, who was talking to Dr. Barnes
about Crystal on the phone. Crystal then put down the
knife and began choking her mother. At Dr. Barnes’ rec-
ommendation the stepfather called the police; they ar-
rived in a patrol car and handcuffed Crystal, drove her
to the police station, booked her, and placed her be-
hind bars for the night.

b. The Goals of Treatment. In this potentially suici-
dal and homicidal scenario the first goal is physical
safety for the patient and her parents (nonmaleficence,
avoiding harm to Crystal or her parents), initially by
placing Crystal in jail. Additional important goals of
treatment are for beneficence, helping Crystal and her
parents by referral to a structured treatment program to
improve Crystal’s anger management, and upgrade her
coping, negotiating, and prosocial interactions with
family members. The program should incorporate ac-
tive family therapy work. Before returning home she
needs to make a contract for safety and other mutual
behavior with her parents (nonmaleficence, prevention
of harm). She and her parents will need to arrange for
an intensive treatment program to gain insight into and
find a way to change the dysfunctional family culture
(beneficence), seeing to the good of the family unit.
The three family members need to restore mutual re-
spect and find a degree of protection and personal
boundaries for Crystal that do not unfairly restrict her
freedom of self-determination, or autonomy, as she
works to earn their trust. The parents need to recognize
Crystal’s good behavior with earned privileges, an exer-
cise of parental justice.

c. Probabilities of Success. The probabilities of suc-
cess with a course of treatment for Crystal depend on
how well the goals can be realized. Because each case of
this type is unique, and the endpoint for “cure” so vague,
statistical data are not available to estimate the progno-
sis. At this point in the crisis, Crystal and her family have
not yet had a comprehensive biopsychosocial evaluation
by a multidisciplinary team including a social worker,
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pediatrician, psychologist, chaplain, education special-
ist, psychiatrist, and occupational therapist.

Critical unknown areas in our information about
Crystal may affect the possibilities of success, including
psychosocial development history, family relations, his-
tory of neglect or abuse, peer support system, school
history, preferred recreation, sexual orientation, sexual
experience and practices, experience with drugs, and
career aspirations. Without a thorough evaluation it
will not be possible to develop an optimal treatment
plan. The treatment team owes an ethical responsibility
to evaluate comprehensively and accurately.

The best prognosis in cases like Crystal’s is realized
with clients who have adequate health insurance, are
capable of making a therapeutic alliance with the psy-
chotherapist and the mental health staff, are willing to
participate in family therapy, are faithful in keeping
mental health appointments, and are compliant with
prescribed medications. The parental participation
and sometimes individual or group parental psy-
chotherapy may be necessary to work toward a more
optimal home situation.

Treatment failure occurs when irreparable damage to
the treatment program occurs, for example, by the
client attacking treatment staff, family members, or
peers; running away; or being incarcerated, which
would undoubtedly increase the chance of maleficence
or harm to her personal safety and possibility of recov-
ery. Conditions like Crystal’s are often chronic and can
be self-perpetuating when the young person’s potential
is jeopardized through alienation from family, friends,
and community. Treatment failure also occurs when fi-
nancial arrangements break down or when custodians
remove the minor child from treatment against medical
advice, resulting in maleficence. In case of therapeutic
failure clinical circumstances might indicate termina-
tion of parental rights. The new guardian could then
arrange placement in a relative’s home, a foster home,
or a residential treatment center. Treatment failure in
some cases would lead to court-ordered incarceration
because of parole violation or a new offense.

In pediatric cases like Crystal’s the psychotherapist’s
responsibilities are the same as with an adult, to save
life, relieve symptoms, and restore health. However,
since a minor child is under the supervision of parents
or guardians, they, not the patient or psychotherapist,
have the moral and legal responsibility and autonomy
of acting in the child’s best interests, termed paternal
beneficence. Their decisions must take into account
the family values and the needs of other members of
the family, the family budget, and other paternalistic
considerations. These may override some of the minor

patient’s preferences. Where the parent’s or guardians’
conduct or choices are apparently not in the best inter-
est of the child, the courts, acting with paternalism, in
loco parentis, may alter the extent of parental or
guardian authority in order to provide remedial justice
on the minor child’s behalf. For the past few decades,
the wishes and opinions of adolescents have been in-
creasingly sought and taken into account for treatment
decisions, since it is difficult to carry out a successful
treatment plan without some cooperation and partici-
pation by the adolescent. A disgruntled adolescent
might also bring a lawsuit after reaching majority in
cases of disagreement about treatments and alleged
harmful outcomes while a minor.

2. Patient Preferences
a. Crystal. Crystal is an intelligent and sensitive

adolescent, a talented musician, and an outgoing, fun-
loving social person. She says she would prefer to live
at home, to keep her anger under control, and learn
how to avoid escalation, thus ensuring nonmaleficence.
She wants to continue to do well in high school and go
on to college and a good career, eventually achieving
autonomy. She would like to be able to recognize her
dark moods and be better able to manage them. She
would like to be able to negotiate with her parents, es-
pecially her mother, so that she could have a “win-win”
home life and have plenty of socialization with her
friends, which she sees as justice.

She realizes that she made a mistake in judgment
with the boy who assaulted her, and she wants to keep
wiser boundaries with boys and drugs in the future, en-
suring nonmaleficence. Without question, the boy is
accountable for his sexual misbehavior. The family has
made a police report of the incident with no outcome
as yet, practicing responsible paternalism, and seeking
justice for their daughter.

Crystal is fully aware that if she fails to fully cooper-
ate with a mental health program, receiving benefi-
cence, she may end up a suicide, a murderer, or an
inmate, thus experiencing unwanted maleficence and
criminal justice. She appreciated what she learned
about herself and others while hospitalized, and feels
she could form a positive alliance and transference with
Dr. Barnes if he is to treat her in the future, and help
her realize autonomy. Crystal also knows that after her
assault on her mother, her parents could press charges
against her and have her put away for a considerable
period of time, an unwanted criminal justice outcome.

b. Her Parents. Crystal’s mother on behalf of both
parents expresses the parents’ preferences. The father
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remains silent. They want Crystal to be respectful, to
learn how to curb her anger and to obey the rules nec-
essary for her safety and for their peace of mind, pro-
viding justice to each family member. They admit in
retrospect that they may have erred by instituting rules
the severity of which was excessive, and by doing so
they vindictively conspired to make Crystal’s misbehav-
ior at home a self-fulfilling prophecy, resulting in
maleficence, so that she had to be rehospitalized.

c. Dr. Barnes. Dr. Barnes preference is to play the
Hippocratic deontological, or duty-based role. He wants
to behave as the tactful, truth-telling, and competent
child psychiatrist who skillfully helps his client and her
parents gain insight and clarity about the psychody-
namic and family issues, while respecting the dignity,
worth, and ethnic and cultural values of each individual
in the family. He wants to guide them into committing
to an intensive and effective long-term treatment plan
for Crystal that will make the most of her positive po-
tentials, build her responsible autonomy, and make
treatment failure as unlikely as possible, thus achieving
clinical beneficence and nonmaleficence. Acting as an
agent of change, he wants to help the family understand
and take ownership in the big picture of what the bene-
fits of a good outcome and the downside of a bad treat-
ment outcome would mean for Crystal and for them,
resulting in socially responsible self-determination, a
well-informed family autonomy. He wants Crystal to
share actively in the decision making about her therapy
program and be accountable by taking her medications
faithfully and for all the other intelligent cooperation of
which he believes her capable.

d. Police. The police want to keep Crystal safe to-
ward herself through paternalism and beneficence, and
keep her from harming her mother or others (non-
maleficence), until it is safe to reduce the level of re-
striction when she demonstrates responsible autonomy.

e. Managed Care Organization. The MCO prefers to
keep Crystal safe and optimize her psychiatric treatment
(paternalism, beneficence) but wishes to obtain the best
care for her at a cost-effective rate, preferably in outpa-
tient or day hospital in a facility with which they have a
discounted contract. They will remind the psychothera-
pist of the limitations of treatment under the parents’
health plan under motives of paternalism and contract
justice, but their in-house medical gatekeeper and ap-
peal committee do have a process under which legiti-
mate exceptions may be awarded if more expensive care
is justified by submitted evidence (distributive justice).

The MCO has to be financially prudent and accountable
in order to stay in business, remain within budget, and
make profits for the shareholders, exercising both auton-
omy and beneficence.

3. Quality of Life
a. Crystal and Her Parents. The quality of life for

Crystal and her parents is poor at present, and will be
until some resolution can be worked out to bring the
family function and feelings under control. There may
be biases that would prejudice the psychotherapist’s
evaluation of the patient’s quality of life. This could re-
late to information not yet brought to light that may be
necessary to fully understand Crystal’s present and past
behavior, and that of her parents. For example, what
was the situation leading to her mother’s divorce from
Crystal’s biological father, and how is that affecting all
parties now? Have events or relationships at school or
with friends added to her present difficulties? Might
any of these factors jeopardize her recovery “from out
of the blue?” Where is she to live, where will she go to
school, and what will she do with her life? Both Crystal
and her parents currently do not feel safe or peaceful.

If treatment succeeds, Crystal may still experience
cyclic periods of depression and interpersonal conflict,
unless a cause can be discovered and remedied. It is
possible that adjustment of her medications could ease
those problems, but there is no guarantee that she will
not have to endure this instability the rest of her life,
thus avoiding maleficence. There is also a high likeli-
hood that she will continue to have conflicts with her
mother in the future over control issues such as pater-
nalism and autonomy.

Crystal’s parents want to improve their quality of life
by having a tolerable family interaction, and by seeing
Crystal keep her personal boundaries with them, with
her friends, and especially with boys. They know she is
intelligent and talented, and their quality of life and
peace of mind will be enhanced by her success in
school and in society, realizing autonomy and benefi-
cence. They would like her to eventually gain her inde-
pendence and use it wisely so that they would no
longer have to feel responsible for her daily welfare and
future, once they have resolved issues of paternalism
and autonomy. Overall they want to act responsibly in
the best interest of their child to achieve beneficence.

b. Dr. Barnes. Dr. Barnes would like the family to
start working more effectively to bring peace (benefi-
cence) and so that he would not have to deal with these
recurring crises on the telephone when he is at home
with his family (nonmaleficence, autonomy, justice).
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4. Contextual Features
a. Family Issues. Family issues may affect Crystal’s

treatment decisions, such as the parents’ anger, resent-
ment, assumptions, and fear about Crystal, and the
obligatory paternalism. Their family finances are suffi-
cient currently; however if her stepfather lost his job,
his insurance might be lost at some point, and Crystal
could lack funding for her treatment program and pre-
scription drugs, which would be a serious maleficence
for her. The present psychotherapist and adolescent
psychiatric program might be unable to treat Crystal if
her health insurance were to change or her stepfather
were transferred out of state, or if she were to have a
court-ordered incarceration.

There are no apparent religious or cultural factors
with the family or treatment personnel that currently
affect care, and in fact, Crystal’s religious participation
is a positive factor if it can be maintained and rein-
forced, providing beneficence. There is no compelling
reason to breach confidentiality in Crystal’s case, or re-
frain from truth telling, thus promoting beneficence
and autonomy.

There are no current legal charges since Crystal vol-
untarily cooperates with treatment, and has apparently
not yet been charged with violating any laws, aiding
nonmaleficence for Crystal. This could change if her
parents press charges for the assault incident, which
would not be possible to rebut; however, they appear to
want to put this incident behind them. No clinical re-
search or teaching is involved at this point (autonomy).

There is no provider or institutional conflict of inter-
est at this point in the case. Dr. Barnes is pleased with
the cooperation he has received from the MCO on be-
half of his patient, Crystal, resulting in beneficence and
justice for her.

Because of limitations of space the role and perspec-
tives of the social worker, chaplain, teachers, and unit
mental health staff are not given separately in the brief
case account; however, their professional participation
has been essential in the management of these bioethi-
cal issues.

While winding up our thoughts about context in clin-
ical ethics we might profit from reflecting on the larger
philosophical societal questions. How would the contex-
tual nature and ethical issues of this case be different if
the child psychiatrist were a Palestinian or Afro-Ameri-
can Muslim or an Orthodox Jew? What if the client and
her parents had been newly arrived Hindu or Ethiopian
Coptic immigrants? What is the goal of mental health
treatment in our society? What are the ends of technol-
ogy and pharmacology, and where will they take us in

the next decade? What is the future of bioethics? How
much mental and behavioral pathology could we pre-
vent by improving healthy attachment, security, and
character building within the family, school, and peer so-
cial environment? (See Borba’s work in 2001 and Lick-
ona’s research in 1983 on this important issue.) What are
our special duties to adolescent sexual assault victims?
(see American Academy of Pediatrics, Committee on
Adolescence, 2001, and Care of the adolescent sexual
assault victim, http://www.aap.org/advocacy/releases/
juneassault.htm).

E. Case Analysis Summary

In the foregoing clinical case analysis procedure, al-
though too condensed to include all the professionals
involved, most of the known clinical details have been
identified and discussed, and bioethical issues and
principles have been identified. Areas of incomplete
clinical information have been noted. In this complex
polyethical problem-solving process the Solomonic
challenge is to understand the interests, moral assump-
tions, and intensity of each party’s issues, estimate the
competency of each party, and keep focused on the
optimal outcome for the client. The clinical ethics
process attempts to resolve moral dilemmas without
the use of force by seeking agreement among parties or
peaceable negotiation.

The data can now be used for a variety of clinical
needs. In any case the analysis is saved as a record in
case of future need, discussed within the institutional
professional staff’s regular staff meetings, placed on the
schedule for discussion in a periodic institutional
ethics committee meeting, or submitted to the institu-
tional risk committee or malpractice insurance carrier.
An addendum should be added to the analysis to record
the further use made of the analysis.

The case analysis may also be used as the agenda
for an interdisciplinary meeting of all responsible
parties. For example, if the client struggles with
bioethical issues in the care given or the choices for
future care, the clinical case analysis gives a frame-
work for consideration and discussion, especially to
help the client or other responsible parties to under-
stand the ethical choices as well as the treatment
choices, and who has the authority to make the
choices of autonomy, beneficence, nonmaleficence,
and justice. In the case of this adolescent the watch-
word of prudence is always to ask, “Who speaks for
the best interests of the child?”
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Three additional professional integrity issues not dis-
cussed in the text or case analysis should be men-
tioned. The first concerns ethics regarding colleagues
such as co-workers, supervisors, and supervisees. In
these relationships therapists should always be ex-
pected to keep the best interest of the client in mind,
avoid boundary infringements, avoid personal conflicts
of interest, and meticulously respect confidentiality.
Such considerations are especially relevant to team re-
lationships. This means keeping team roles clear, being
mindful that a healthy milieu is the best treatment ve-
hicle, being aware of transference, not acting out in col-
league relationships in a way detrimental to clients, not
exploiting supervisees, not “dumping” cases, keeping
educational objectives in mind, keeping track of what
may come up about being responsible for the training
of students, and keeping track of the potentially un-
healthy side of mentoring.

The second issue concerns the ethical use of the
“special knowledge” of psychotherapy and the rhetori-
cal power of expert language. The theoretical frame-
works and special vocabulary of psychotherapy can be
used to elucidate issues, and to teach important ideas
and skills that are helpful to clients. Unfortunately they
can also be used to enforce a power differential for the
power/control/expertise/status needs of the therapist,
which can be damaging and disabling for clients. The
latter is a problematic, unethical use of our professional
skills and status.

The third issue concerns the ethics of using the spe-
cial intimacy of psychotherapy for personal gratifica-
tion. It is safe to say that what makes a therapeutic
relationship therapeutic is that it exists for the benefit
of the clients, and for their growth and achievement of
confident autonomy. The therapeutic relationship is
not for meeting the personal needs of the therapist. The
therapist uses aspects of herself or himself in service of
the professional work, and that needs to be the priority.
This is an area in which damage and retraumatization
of clients can easily occur, and as professionals, psy-
chotherapists need to set clear standards and hold one
another accountable.

V. CONCLUSION

Bioethics and the clinical ethics case analysis ap-
proach presented here may help the psychotherapist
to formulate and achieve the goal of every profes-
sional. That goal is to know what is right and to do

what is right for the patient, even in complex and
ethically conflicted cases. In order to know and do
the right thing as often as possible, the professional
not only needs to pursue competence in ethical phi-
losophy and clinical bioethics, but the professional
needs to be as complete a moral person as possible.
The professional’s personal moral anatomy needs to
be intact so that ethical issues are seen with sensitiv-
ity and handled with beneficent motivation. This
moral sensitivity and motivation focus keen moral
judgment and reflection on the problem. In the final
step the necessary moral action can be carried to its
completion through the agency of virtuous character
effecting agreement among members of controversies
or peaceable negotiations as the way to resolve con-
crete moral controversies.
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GLOSSARY

alpha wave activity EEG activity generally associated with an
alert but relaxed state, usually defined as 8 to 12 Hz.

anal sphincters The anal canal is surrounded by a voluntary
or external (EAS) and an involuntary or internal (IAS) anal
sphincter.

autogenic phrases A series of phrases developed by Shultz
and Luthe to induce a relaxed state. The phrases are di-
rected toward three domains: relaxing the major muscles
in the body, warmth and heaviness in the limbs, and quiet-
ing the mind.

autogenic training The application of a list of phrases to in-
duce a self-generated state of relaxation. Typically lasts 10 to
20 minutes and used by the individual once or twice daily.

beta wave activity EEG activity associated with an alert state,
often defined within the range of 16 to 20 Hz.

biofeedback A technique in which a biological process is
measured and information about that process is provided
to the person being measured. The information must be
contiguous with the biological event.

biofeedback facilitated relaxation training (BFRT) A biofeed-
back technique where any of several physiological events
are being fed back to the individual to help the person to

learn deep levels of relaxation. The physiological events
are usually one or more of the following: EMG, SCA, finger
temperature, heart rate, or respiration rate.

bladder training A strategy used for urge incontinence whereby
clients increase the intervoiding interval to normalize void-
ing frequency and increase functional bladder capacity.

diastolic blood pressure (DBP) Minimum blood pressure dur-
ing relaxation of heart or during cardiac cycle.

dynamic EMG feedback Multichannel EMG feedback during
different body postures and simulated tasks.

EEG biofeedback A type of biofeedback that measures the
brain waves. Both the frequency and amplitude of the
waves are of interest. There is also some interest in meas-
uring the phase relationship between different sites. Most
applications used for biofeedback are based on a quantita-
tive analysis of the brain waves called QEEG. The most fre-
quent used technique is the fast Fourier analysis.

electrodermal A general term for the electrical activity or po-
tential of the skin. Includes skin conductance, skin resist-
ance, and skin potential.

electroencephalography (EEG) The measurement of the elec-
trical activity of the brain.

electromyography (EMG) The use of instruments to measure
the electrical activity of skeletal muscles.

EMG biofeedback A type of biofeedback that measures the
electrical activity of the muscles. The strength or ampli-
tude of the signal is directly proportional to the degree of
contraction of the muscles being monitored.

finger photoplethysmograph Instrument that measures the
amount of blood flow passing through a finger.

finger temperature biofeedback This type of biofeedback meas-
ures the temperature of the fingers. Although finger temper-
ature varies with many factors including air temperature, it
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has been shown that at typical room temperature finger tem-
perature covaries with general arousal. The fingers are
warmer when a person is relaxed and cooler when stressed.
Finger temperature is a relatively slow changing event with
typical changes being less then 2 degrees per minute.

frontal EMG A general and common term referring to EMG
of the forehead and adjacent areas. Commonly used in
biofeedback facilitated relaxation training (BFRT).

galvanic skin response (GSR) A form of electrodermal activ-
ity. Older term but still accepted.

GSR/EDA biofeedback A type of biofeedback that provides
information about the activity of the sweat glands. Several
different terms are used in the literature to describe this
type of feedback. The most frequent are galvanic skin re-
sponse (GSR) and electrodermal activity (EDA).

heart rate Number of heart contractions per minute.
heart rate biofeedback A type of biofeedback that measures

the interval between heart beats and converts that time to a
number representing the number of beats per minute if
that time interval was maintained for a minute.

hertz (Hz) Unit of frequency equal to cycles per second (cps).
paretic muscles Slight or incomplete paralysis of a muscle.
power spectrum Advanced method of analyzing electrical

signals, especially the complex waveforms of the EEG.
Provides frequency and amplitude components.

progressive muscle relaxation (PMR) A common type of
muscle and general relaxation developed by Edmund Ja-
cobson. Starts with tensing and releasing specific muscle
groups and progresses to discriminating between tension
in selected areas and relaxation in others, and eventually to
releasing muscle tension without tensing.

respiration biofeedback A type of biofeedback that measures
the number of breaths taken per minute. Various instru-
ments and sensors are used to determine the interval be-
tween each inhalation and/or exhalation to determine
breaths per minute.

respiration rate Number of breaths per minute. Normal
range is between 8 and 15. Slower rates (6 to 8) are associ-
ated with relaxation.

relaxation-induced anxiety (RIA) A state of apprehension,
discomfort, or unease experienced by some who are trying
to achieve a state of general relaxation.

sensorimotor rhythm (SMR) An EEG rhythm recorded from
the central scalp, usually defined as 12 to 15 Hz.

systolic blood pressure (SBP) Maximum arterial blood pres-
sure during cardiac cycle.

theta wave activity EEG activity generally associated with a
drowsy, nonattentive state, usually defined as 4 to 8 Hz.

volar surface Palm side of fingers.

I. DESCRIPTION OF TREATMENT

The clinical application of biofeedback requires the ac-
curate measurement of various physiological processes

while providing the client with feedback that is sensitive
to small changes in physiology. The feedback signal
needs to be informative to the client. It is also important
to provide instructions to the client about proper inter-
pretation of the feedback signal. The clinician should
emphasize the role that learning to change the physiol-
ogy plays in the client’s condition. There also needs to be
generalization of the learning to the client’s home, work,
and social environments. In some instances, the feed-
back may even be entertaining. The entertaining type of
feedback is often used when providing feedback, espe-
cially QEEG biofeedback, to children. In these instances,
the feedback is not only informative but provides an in-
centive to the client to change physiology in order to
“play” such games as putting puzzles together.

The utilization of biofeedback techniques is some-
what unique in psychology and psychotherapy as the
techniques have applications that are used by several
other health care specialties. The techniques are also
used to treat conditions beyond those traditionally con-
sidered the domain of psychology. These conditions
have been primarily the domain of medicine and reha-
bilitation. Some examples of these conditions are ten-
sion and migraine headaches, hypertension, urinary
and fecal incontinence, muscle paralysis, and Ray-
naud’s disorder.

A brief history of the development of biofeedback is
warranted in order to appreciate the diversity of appli-
cations it presently enjoys. The early work in biofeed-
back stems from a controversy in learning theory. This
difference is between instrumental, or operant, and
classical conditioning, with classical conditioning oc-
curring in the autonomic nervous system and instru-
mental conditioning in the skeletal muscle system. A
student of Neal Miller’s, Leo Di Cara, was in 1967 one
of the first to publish research on the laboratory
demonstration using an operant paradigm to alter heart
rate. Miller and Di Cara used an elaborate procedure of
injecting curare, to block skeletal muscular involve-
ment of heart rate changes, and then rewarded the rat
with electrical stimulation in the pleasure center of the
brain when the heart rate reached a predetermined
threshold, for either raising or lowering the heart rate.
With this procedure, they were able to demonstrate
shaping of the heart rate based on the change that was
being reinforced. They also measured other autonomic
responses, such as intestinal motility, to demonstrate
that the changes were specific to the system being
shaped, not general autonomic changes.

The other significant research effort that initiated the
early systematic study of physiological self-regulation
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(biofeedback) was the conditioning of the brain waves
known as alpha and theta. These brain waves have
been associated with low levels of arousal and it was
thought that if individuals could be trained to increase
the amount of these brain waves they would increase
the feelings of relaxation.

This early research prompted the development of
the professional group known as the Biofeedback Re-
search Society (BRS). This organization’s goal was to
promote research in basic processes of physiological
self-regulation and its possible applications. As the
clinical applications of biofeedback became available,
the organization changed its name to the Biofeedback
Society of America (BSA). Then later, as general assess-
ment of physiological processes became useful in vari-
ous areas such as sports, the organization again
changed its name and is now known as, the Associa-
tion of Applied Psychophysiology and Biofeedback
(AAPB). 

In 1980, AAPB funded the development of the cer-
tification organization the Biofeedback Certification
Institute of America (BCIA). BCIA initiated the estab-
lishment of the minimal requirements for certifica-
tion in biofeedback. These requirements included a
degree in a health care field, minimal didactic train-
ing in biofeedback, supervised self-regulation train-
ing, supervised clinical experience, and the passing
of their written and practical examination. In addi-
tion to the general certification, in 1997, the organi-
zation started certification in the specialty of EEG
biofeedback. The requirements for the specialty certi-
fication in EEG biofeedback differ from those of the
general certification. 

The fact that biofeedback fits into the general orien-
tation of behavioral therapy and the field now known
as behavioral medicine has allowed therapists who
offer biofeedback training to take an increasing role in
the treatment of what has traditionally been conceptu-
alized as medical conditions. It is now common to find
medical clinics and hospitals with a biofeedback clinic
as part of their operation.

Another area of interest in the development of
biofeedback is the concept of stress and the discovery
that stress plays a major role in medical disorders as
well as psychological disorders. This knowledge has
initiated the search for techniques that manage stress.
One of the major techniques currently used to manage
stress is relaxation therapy. Relaxation techniques are
usually based on muscle relaxation, autogenic training,
or breathing techniques. For many applications, the re-
laxation strategy alone is sufficient, but some individu-

als have difficulty with the technique and therefore
biofeedback plays a role in making relaxation a con-
crete, observable process. In this application, biofeed-
back is used to facilitate the relaxation response. The
biofeedback training allows clients to observe objec-
tively their physiological changes as they try to relax.
Their physiological changes provide immediate infor-
mation informing them when their strategies are induc-
ing a relaxation response or an arousal response.
Biofeedback is also often helpful because many people
mislabel their physiological states. For instance, they
may think they are relaxed when they are not or when
they become relaxed, it feels strange and uncomfort-
able, so they tense up again until it feels normal and
comfortable. As an example, the muscles in the neck
might be held in sustained contraction while the indi-
vidual thinks that the muscles are relaxed. This sus-
tained contraction will often lead to a tension headache.
For these situations the biofeedback provides concrete,
observable information that can help therapists educate
clients about their misinterpretation.

The other major development that moved biofeed-
back forward was advances in biomedical engineering,
with the major contributor to the miniaturization of
the equipment being the National Aeronautics and
Space Administration (NASA). The physicians working
for NASA wanted to measure astronauts’ physiology in
space. In order to do so, they needed reliable and stable
pieces of equipment that required minimal electrical
energy to operate; therefore, they developed low power
requirement equipment that is durable, reliable, small,
and light in weight.

NASA has also benefited from biofeedback as one of
the successful applications of biofeedback has been the
prevention of “space motion sickness.” Space motion
sickness is similar to motion sickness here on earth. As
the vestibular system becomes adjusted to the sensation
changes from near zero gravity, most of the astronauts
have feelings of nausea, light-headedness, and often
vomiting. Medications are available to reduce the symp-
toms of motion sickness but there are side effects such
as drowsiness and slowed reaction times. These side ef-
fects cannot be allowed since astronauts can take 2 to 3
days, or longer, to adjust. In the early 1970s Patricia
Cowings, as reported by Cowings, Billingham, and
Toscano in 1979, started working on a series of studies
to determine if she could raise the motion sickness
threshold. She used a chair, which could be rotated at
controlled rates with varying degrees of tilt. With this
chair, she could take anyone, spin him or her, tilt the
chair back, and demonstrate the symptoms of motion
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sickness. Although the speed and degree of tilt neces-
sary to induce motion sickness will vary, everyone will
become symptomatic. She carefully assessed motion
sickness thresholds and then began using biofeedback
combined with autogenics phrases to train subjects to
raise their threshold for motion sickness. Her research
demonstrated successful raising of the threshold and
she was allowed to train some astronauts. The results of
her training with astronauts were successful and the in-
dividuals she trained were able to control their symp-
toms without medication.

Biofeedback is unique among types of psychotherapy
in that it requires the use of instrumentation and
knowledge of anatomy and physiology; therefore, it is
necessary to briefly present the basic aspects of the
types of instruments used and the physiological
processes measured by these instruments. This article
is organized by a presentation of the instrumentation
often utilized along with the basic physiology, followed
by a presentation of the diagnostic categories treated by
biofeedback. The major instruments to be discussed
will be the electromyography (EMG), finger tempera-
ture, sweat gland activity (GSR/EDA), electroen-
cephalograph (EEG), and pelvic floor disorder sensors.

A. Electromyography

The EMG is the electrical energy generated by the
muscles when they contract. The EMG utilized in most
biofeedback applications is not the same as the tradi-
tional medical EMG used to determine damage to the
nerves of the skeletal muscles. The medical EMG typi-
cally uses indwelling electrodes and measures latency
and amplitude of muscle activity following nerve stim-
ulation, whereas the EMG used in biofeedback applica-
tions is usually measured by using electrodes placed on
the surface of the skin over the muscles of interest.
When specific muscle activity is of interest, concern
must be given to placement of the electrodes because
research by Lawrence and De Luca in 1983 has shown
that the amplitude of the surface EMG is highly corre-
lated with the level of contraction of the muscles when
the electrodes are appropriately placed. The EMG is
measured with three electrodes by a differential ampli-
fier, which is designed to reduce unwanted electrical
signals. With this type of amplifier, one electrode is a
reference and the other two are active electrodes. The
strength or amplitude is measured in microvolts and is
averaged over some time period to provide a running
average of the amount of muscle tension detected. This
running average is then provided to the individual

being monitored as information about the amount of
tension of a muscle system from moment to moment.
(See Peek’s 1995 research for further details). In many,
but certainly not all biofeedback applications, the focus
of the therapy is not specific muscles but muscle activ-
ity in a specified area such as the face.

When EMG biofeedback is used for general relax-
ation therapy, most therapists use the frontal place-
ment. In this placement, the electrodes are placed
parallel to the eyes, above the eyebrows, with the refer-
ence electrode in the center and an active electrode
over each eye. The electrodes detect the activity of the
muscles from all of the face when in this placement, ac-
cording to Basmajian in 1976. When specific facial
muscle activity is of interest, the use of small electrodes
with proper placement will allow specific muscle activ-
ity to be measured. However, in the frontal placement,
the interest is in general facial muscle activity because
in order to facilitate general body relaxation, most peo-
ple relax all of the muscles in their face. The rationale
for this placement is based, in part, on the hypothesis
that we tend to express our emotions in our facial mus-
culature. Darwin provides us with some of this ration-
ale in the 1965 version of his book The Expressions of
the Emotions in Man and Animals.

Other applications of EMG biofeedback are to reduce
specific muscle activity in the treatment of tension
headaches, back pain associated with skeletal muscle
hyperactivity, and other conditions of inappropriate
muscle activity such as writer’s cramps. EMG biofeed-
back is also used to recruit muscle activity, to aid in the
rehabilitation of muscle paresis resulting from injuries
such as strokes.

Because EMG biofeedback is frequently used to facil-
itate general relaxation, this procedure is presented as
an application. The client is selected for this procedure
based on a clinical interview. When the clinical inter-
view indicates that the client would benefit from general
relaxation, the rationale for frontal EMG biofeedback is
provided to the client and permission to place the elec-
trodes is obtained. The skin is properly prepared, the
electrodes are attached, and the nature of the feedback
is explained. It is proper procedure to then conduct
what is referred to as a “behavioral test.” The client is
asked to tense a facial muscle such as the frontalis, by
raising the eyebrows, or by gently biting down on their
teeth. If the system is working properly, it will respond.
For instance, when you say, “lift your eyebrows” and the
client does so, the signal should increase in level, indi-
cating that the person is properly attached and the sys-
tem is working.
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During the first session and if necessary in later ses-
sions, it is good practice to conduct what this author
calls facial muscle discrimination training (FMDT). This
is a behavioral test in which the client is asked to tighten
and relax the major muscles in the face. This is an effec-
tive training strategy as the client can see the EMG in-
crease as the muscles are tensed and then decrease when
relaxed. The clinician should then sequentially instruct
the client in the following activities: frown and then
relax, squint the eyes then relax, bite down just hard
enough to feel tension in the jaw and relax. With each of
these maneuvers, the client will see the EMG feedback
signal increase and then decrease as he or she tenses and
then relaxes the specific muscles. Having the client press
the tongue against the teeth can also show the muscles
of the tongue. The client is then asked to take one hand
and make a fist. There should not be any increase in the
EMG levels in the face and if an increase is observed,
then displaced effort or dysponsis is occurring. This
means muscles that are not involved in performing the
task are being contracted. If an increase in activity is
noted, it is a good opportunity to educate the client
about the displaced effort. The clinician can explain to
the client that the electrodes on the forehead do not de-
tect muscle activity in the arm, and therefore activity
should not be noted when clinching the fist. Then, in-
struct the client to concentrate and relax the facial mus-
cles while at the same time clenching the hand. If any
activity is detected, have the client repeat this procedure.
FMDT allows the therapist to teach the client about
muscle activity and helps the client recognize that he or
she may be using muscles that do not need to be used.
This exercise also allows the client to feel a sense of con-
trol, that he or she can “do” biofeedback and change
physiology. It is also good to point out to the client that
the instrumentation detects muscle activity from all the
muscles in the face but is unable to discriminate which
muscle or group of muscles is causing the increase.
Therefore, it is the client’s role to become aware of the
muscles he or she tends to tense and to learn how to
relax all the facial muscles when trying to achieve a state
of general relaxation.

B. Finger Temperature

Finger temperature is measured by using an electri-
cal device called a thermister. The thermister is an
electrical component, selected because it changes its
resistance to an electrical current proportionally over
the range of temperatures of interest. Therefore, the
temperature-monitoring equipment is designed to

generate a small electrical potential that is passed
through the cables, leading to and from the thermister.
The device measures the change in current flow as the
thermister changes its resistance due to temperature
changes. The amount of current is calibrated in de-
grees and most systems label the degrees in Fahren-
heit. It is to be noted that unlike skin conductance
systems, which pass a small electrical current through
the skin between the electrodes, this system only
passes electrical current through the thermister. The
thermister is then placed on the surface of the area
with the temperature of interest.

Because the thermister measures the temperature
present at its surface, care must be exercised in its
proper placement on the area of interest. For most
biofeedback relaxation training applications, the ther-
mister is placed on the surface of the hand, specifically
the fingers. Although there is no research indicating a
particular finger or place on the hand as a superior loca-
tion for the thermister, most clinicians have a prefer-
ence. The location of choice for this author is the volar
tip of the little finger. The rationale that it is the smallest
finger and therefore can gain and lose temperature faster
than other fingers or areas of the hand. Because skin
temperature is determined by blood flow and heat lost
to the environment, the smaller the area, the quicker
changes in blood flow will be reflected in temperature
changes. The thermister has its own mass, so it too must
be cooled and heated. Thermisters are available in vari-
ous grades and sizes. The most desirable thermister is
one small in size, so it can readily lose and gain temper-
ature as the skin cools and heats. Most biofeedback
equipment manufacturers will offer a choice in the qual-
ity of the thermister. Although there is no research avail-
able on the value of the quality of the thermister, there is
research indicating that the more accurate the measure-
ment and feedback, the better the learning of finger tem-
perature regulation. Therefore, it seems prudent to use
the best thermister available.

A consideration regarding the placement of the ther-
mister is that it needs to make contact with the skin,
without the holding device cutting off the blood circula-
tion. The method of choice is to use paper tape. Tape
the thermister to the skin by pressing down on the tape
around the thermister. If using the finger tip, gently
wrap the tape around the finger to keep the thermister
in contact with the skin, without forming a tourniquet
on the finger. The wire leading to the thermister needs
to be taped along the finger, keeping the wire the same
temperature as the skin. Otherwise, what is referred to
as the stem effect will allow temperature changes of the
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thermister to be determined by changes in the wire lead-
ing to the thermister. Once the thermister is in place,
care must be used to make certain that the hand is not
moved to a position where the thermister comes in con-
tact with furniture, such as the arm of the chair or a
desktop, as the temperature will then be altered by the
temperature of the object that comes in contact with the
thermister.

Finger temperature is thought to reflect general
stress levels or relaxation levels. The stress response of
the cardiovascular system is to reduce blood flow to
our organs, so blood will be available to our striated
muscles. Because the skin is an organ, when we are
stressed, finger temperature will decrease and when we
relax, finger temperature will increase. Finger tempera-
ture can vary in individuals in a normal room environ-
ment, usually around 70°F, from the high 60s to the
middle 90s. Finger temperature is not the same as core
body temperature. Very seldom will finger temperature
be above 96° or 97°F because as the blood leaves the
core of the body and goes out to the skin, it will cool
from the core body temperature. The physics of heat is
such that when blood is flowing into the skin, it takes
time for that heat to permeate through the skin tissue
and warm it and if you have reduced blood flow in the
skin, then it takes time for the skin to lose the heat to
the environment. There is usually a delay, 5 to 15 sec-
onds, between blood flow changes, as measured by a
finger photoplethysmograph, and the temperature
changes detected by the thermister. Thus, finger tem-
perature is a relatively slow-changing phenomenon.

Because finger temperature is a slow-changing event,
its interpretation is best used as an indicator of general
relaxation level, not as a measure of instantaneous
physiological events. Finger temperature monitoring
has been used as a treatment modality in several auto-
nomic nervous system related disorders, such as Ray-
naud’s, hypertension, and migraine headaches, because
warming the hands through relaxation strategies has a
powerful effect on the cardiovascular system.

C. Sweat Gland Activity

There are two types of sweat glands located in the
human skin, the apocrine and eccrine glands. The
apocrine sweat glands primarily respond to thermal
regulation and the eccrine sweat glands tend to re-
spond to emotionality or arousal level. Therefore, the
eccrine glands are of interest in most psychophysiology
and biofeedback applications. Eccrine glands have the
greatest density in the palm of the hands, the volar sur-

face of the fingers, the bottoms of the feet and toes,
under the arms, the groin area, and between the lip and
the nose. The skin on the palms of the hands contains
as many as 2000 eccrine sweat glands per square cen-
timeter. This physiological response has one of the
longest and largest research histories in psychophysiol-
ogy. It is of interest because it is a measure of the activ-
ity of the sympathetic nervous system uncontaminated
by the parasympathetic nervous system. With only a
few exceptions, dual intervation of the sympathetic and
parasympathetic nervous systems provides control over
body organs, such as the heart, stomach, and salivary
glands. One system increases activity while the other
decreases activity, and thus the level of functioning is
the difference in balance between the two systems.
Through stimulation and lesion studies, the areas of
central activation of sweat gland activity have been
shown to be the brain stem, limbic system (involved in
emotional regulation), basal ganglia, and Brodmann
area 6 of the temporal lobe, according to Boucsein in
1992. The involvement of these neural anatomical sites
provides users of electrodermal activity (EDA) with
confidence of the basis of cortical and emotional influ-
ence on the eccrine sweat glands.

The eccrine sweat glands have a tubular that travels
upward from the gland, through the tissue to the surface
of the skin. This tubular has smooth muscle surround-
ing it and the sweat glands are activated when the
smooth muscle opens this tube. Most biofeedback sys-
tems measure sweat gland activity by passing a very
small electrical signal through electrodes placed on the
skin. The opening and closing of the sweat gland causes
changes in the resistance of the skin to the electrical cur-
rent passing through the tissue. The strength of this elec-
trical source is far below that which would cause tissue
damage or be felt by the participant. Opening the sweat
gland tubulars, which are filled with sweat (primarily a
saline solution and good conductor of electrical current)
causes a reduction in the resistance to the electrical cur-
rent, so an increase in the amount of current will be ob-
served. The amount of current flowing is normally
measured in micromhos. The number of micromhos in-
creases as emotionally or arousal increases. This tech-
nique is called skin conductance activity (SCA).
Therefore, the measurement of SCA is actually the meas-
urement of the opening and closing of the sweat glands.

The sympathetic nervous system controls the num-
ber of sweat glands opened. During low arousal levels a
few sweat glands are open, whereas many sweat glands
are opened at high arousal levels. It is speculated that
this is an adaptive response as it allows better gripping
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and reduces tearing of the skin under moderate to high
arousal conditions. The relationship between the skin
conductance level and the number of sweat glands acti-
vated is linear. For a more detailed presentation on the
technique of sweat gland activity see Montgomery’s
1998 work or Boucsein’s 1992 research.

There are two methods used to measure sweat glands;
both were discovered in the late 1800s. One method in-
volves measuring the electrical potential generated by
the smooth muscles that surround the tubulars when
they depolarize, thereby opening the tubulars. This
technique is called skin potential activity (SPA). Most
biofeedback systems do not use this technique, so it will
not be discussed further. The other method used to
measure sweat gland activity is to pass an electrical cur-
rent through the skin. This is called skin conductance
activity. SCA used to be called the galvanic skin re-
sponse or GSR. The term GSR is still found in current
literature, but most use the term skin conductance ac-
tivity. Skin conductance activity has two terms associ-
ated with it, skin conductance level (SCL) and skin
conductance response (SCR). SCL is the average ongo-
ing level or tonic level of sweat gland activity that de-
creases as you relax. If an arousing stimulus is
perceived, it will cause a shift in arousal and a skin con-
ductance response. The SCR is a momentary increase in
conductance usually lasting a few seconds to a minute.

The sweat glands can change their activity based on
a multitude of factors, but there are some interpretable
ranges. The range of SCL readings for most biofeed-
back systems is from 0 to 100 micromhos, with the
typical level being observed between 1 and 20. Al-
though there is no conclusive data indicating an opti-
mal level, the usual range for most “normals” is
between 1 and 10 micromhos when the individual is
relaxed and resting, or involved in a nonstressful con-
versation. Although the above ranges are helpful for
interpretation, there are many factors that determine
the SCA. Therefore, the clinician needs to know the in-
dividual being recorded and what is “normal” for that
person. It is important to be aware that at the extremes
of sweat gland activity, the SCA may be attenuated. If
the skin is very dry, SCRs may be difficult to monitor
and if the skin is very moist, SCRs may be reduced. In
the clinical setting if dry electrodes are being used, and
if the skin is very dry or callused then it is usually
helpful to add a small amount of electrode gel to the
electrodes. It is important to remember that the great-
est clinical value of SCA during clinical biofeedback is
not in comparing individuals, but in observing an in-
dividual’s changes during sessions.

In summary, the manner in which the sweat gland ac-
tivity can be conceptualized is that a gradual decline in
skin conductance level will be observed as the person
relaxes, until an asymptote is reached. The rate of de-
cline varies from person to person and from time to
time, but is generally related to how quickly the person
is recovering from an arousing event. The decline in
level is interrupted by curvilinear increases in conduc-
tance, which usually last a few seconds and are called
skin conductance responses. These increases in conduc-
tance are associated with evoking stimuli, whether ex-
ternal or internal. External stimuli are stimuli that have
arousing properties or are novel to the individual,
whereas internal stimuli are thoughts that have arousing
aspects associated with them. Although the amplitude of
the SCRs is not typically measured in biofeedback appli-
cations, psychophysiologists measure them and there is
an abundance of literature on the interpretation of them.
A large body of literature clearly demonstrates that the
response amplitude is proportional to the intensity of
the stimulus that evokes the response, and this is impor-
tant in biofeedback applications. For example, if a small
electric shock is presented, a small response will follow.
If a moderate electric shock is presented, a moderate re-
sponse will be observed, and so forth. This relationship
is very clear across various stimuli and under most con-
ditions. This is important in biofeedback applications
because if a SCR is observed, it can be inferred that
something happened to change the individual’s arousal
level. If this change is not related to an external stimu-
lus, such as talking, then the change in arousal level was
likely the result of the individual’s thoughts. When sev-
eral SCRs are observed, it can be inferred that the indi-
vidual is having trouble with intrusive internal dialogue.
The idea that skin conductance responds to thoughts or
internal dialogue, and not just to the presentation of
external stimuli, allows the therapist and the client to
observe the impact that internal dialogue has on physio-
logical processes. However, it is necessary to emphasize
that the skin conductance level cannot be overly inter-
preted because many factors influence the observed
level. For example, food and medications that are sym-
pathetic agents or central nervous system agents can
change skin conductance levels.

D. Electroencephalogram

EEG biofeedback is the fastest growing area in biofeed-
back today. Part of this interest is due to the fact that
changes in instrumentation hardware and software have
provided the means to quickly perform mathematical
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analysis of brain waves so that feedback about the EEG
characteristics can be provided within fractions of a sec-
ond after they are detected. However, recording the EEG
is of great technical difficulty because the electrodes must
be placed in the correct location while maintaining ac-
ceptable levels of impedance. Impedance is the electrical
resistance between the electrodes and the skin and must
be kept to a minimum in order to reduce unwanted elec-
trical activity. The electrode placements are based on
what is called the 10–20 international system, as de-
scribed by Jasper in 1958. The 10–20 international sys-
tem identifies positions on the scalp, which are directly
over structures of the cortex. The details of electrode
placement are beyond the scope of this article, but must
be learned before attempting this biofeedback. 

Neurologists interpret the EEG to determine abnormal
brain function, as certain wave patterns are associated
with brain disorders such as seizures. The EEG is also
used to determine sleep stages. In most biofeedback ap-
plications, the use of the EEG is based not on the inter-
pretation of the raw or unaltered EEG, but on the
quantitative analysis of the EEG, called the QEEG. Math-
ematical analysis of the frequencies of brain waves deter-
mines the amount of each frequency occurring within a
period of time or epoch. The mathematical analysis used
in most applications is the technique based on the theo-
rem developed by Joseph Fourier in 1822, called the fast
Fourier transform (FFT). This is a mathematical routine
or algorithm that takes each wave, determines its length
in time as well as its amplitude, and then determines the
average amount of energy in all the frequencies of inter-
est. Computer systems today are capable of providing
feedback about the QEEG characteristics within about
3/10 of a second after it is monitored. The results of this
analysis can then be displayed on a computer monitor, al-
lowing the individual to become aware of the nature of
his or her brain waves. This occurs fast enough for the
brain to alter its activity, according to its ability and the
instructions provided the person.

The brain waves have information of interest in their
amplitudes and frequencies. The frequencies were cate-
gorized into different bandwidths in the 1920s by Berger,
and reported in 1929. He recorded the EEG activity from
his children and labeled the EEG frequencies that he ob-
served. These labels are still being used today although
many are starting to abandon them, as they may be too
restrictive. Four bandwidths (theta, alpha, sensory
motor rhythm [SMR], and beta) are used extensively in
clinical applications. Thus, they will be briefly described.
Researchers are inconsistent in the frequency definitions
of these bandwidths, so the reader must determine how

each author defines them in an article. However, they are
usually defined as follows: Theta is 4 to 8 Hz, alpha is 8
to 12 Hz, SMR is 12 to 15 Hz, and beta is 16 to 30 Hz.
Beta has been used to define a wide range of frequencies,
so it is extremely important for the reader to determine
the definition of this bandwidth in an article. The reason
these bandwidths have been identified is that they are
loosely associated with psychological states: Theta with
drowsiness, alpha with nonfocused attention, SMR with
muscle activity inhibition, and beta with focused atten-
tion. Although these associated states have some heuris-
tic value for adults, they are not consistent across
individuals or age ranges. The other important charac-
teristic of the QEEG is its amplitude, measured in micro-
volts or picawatts. This is a measure of the amount of
energy within each frequency or bandwidth. Presently,
there are a few databanks available for normative and ab-
normal values of the QEEG.

The methods presently used in most clinical QEEG
biofeedback applications are based on determining
which frequency or bandwidth is of interest and then
providing the individual with information about its ac-
tivity either via a shift in frequency or amplitude. There
are other techniques used to provide information about
the EEG, such as hemisphere asymmetries and average
evoked potentials, but their use, at this time, is not as
widespread as amplitude or frequency-based applica-
tions. The clinical protocol for QEEG feedback for the
treatment of attention deficit disorder/attention deficit
– hyperactivity disorder (ADD/ADHD) will be pre-
sented later in the section Case Illustrations. 

E. Pelvic Floor Disorders

The primary biofeedback applications in pelvic floor
disorders are the treatment of urinary and fecal inconti-
nence through the use of EMG biofeedback and spe-
cially designed sensors. This section will briefly cover
biofeedback for urinary and then fecal incontinence.

Urinary incontinence is the inability to maintain con-
trol over urinary functions. The goal of biofeedback
treatment is to alter both smooth and striated muscle
activities related to bladder control. The following
methods are employed: reinforcement of bladder inhibi-
tion, pelvic muscle recruitment, and stabilization of
intra-abdominal and bladder pressures during the re-
cruitment of pelvic floor muscles. In order to accom-
plish these goals, bladder pressure is manipulated and
measured while simultaneously measuring pelvic floor
muscle activity with EMG sensors. The EMG sensors
are specially designed vaginal and anal probes. 
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Fecal incontinence biofeedback is similar, yet differ-
ent from urinary incontinence biofeedback. Fecal in-
continence is the inability to maintain control over
bowel movements. During normal anal functioning,
when a bolus of feces moves into the rectum, two
sphincters are involved in keeping the feces internal.
The internal sphincter, which is smooth muscle and
controlled by the autonomic nervous system, relaxes.
The external sphincter, which is striated muscle and
controlled by the somatic nervous system, constricts.
The constriction of the second sphincter is a condi-
tioned response and prevents the feces from being
eliminated. The internal sphincter along with the pub-
orectalis muscle normally maintain the stored feces by
staying contracted. During elimination, both sphinc-
ters and the puborectalis muscle are relaxed and the
contraction of the smooth muscles around the large
colon and rectum provides the force to move the stool
through the anal canal. Muscle weakness, injury to
muscles in this area, or loss of temporal conditioning
can cause fecal incontinence.

A medical examination is necessary to determine if
biofeedback treatment is appropriate. If the results of
the examination indicate that biofeedback is appropri-
ate, then a probe that uses balloons is used in the
biofeedback treatment.

The commercially available probe has three balloons
attached to it. The pressure in the balloons is displayed
on a monitor or polygraph record so the individual can
observe changes in the pressure, as the manipulation of
the walls of the rectum is accomplished by inflating the
most internal balloon with air, causing a pressure wave
that simulates feces moving into the rectum. The two
other balloons are positioned on the probe to measure
the contraction and relaxation of the internal and ex-
ternal sphincters. When proper sequencing of the in-
ternal and external sphincters occurs, the internal
sphincter will relax, causing a decrease of pressure in
the middle balloon, and the external sphincter will
contract, causing an increase in pressure in the external
sphincter balloon. When an inappropriate sequence is
observed on the display, this is pointed out to the indi-
vidual and instructions on what the display should
look like is explained so the individual can then try to
exert deliberate control of the sphincters. This feed-
back combined with instructions has proven effective
in changing the patterns of sphincter contraction, al-
lowing the individual to regain control over elimina-
tion. This technique usually requires only a few
sessions for the individual to recondition a natural se-
quence so that no further symptoms are manifested. 

II. THEORETICAL BASIS

Although some have conceptualized biofeedback as
a technique without a theoretical basis, it is plausible to
conceptualize the biofeedback process within a learn-
ing model of classical and operant conditioning. As
mentioned earlier, one early development of biofeed-
back was based on a controversy between classical and
operant conditioning. A parsimonious way of explain-
ing clinical biofeedback is to postulate that both classi-
cal and operant processes are evoked in most clinical
applications.

The operant portion of clinical biofeedback is that
the information provided by the system is a conse-
quence of the behavior. With proper instructions, indi-
viduals will perceive the feedback signal that changes
with the physiology as reinforcement and will perform
to bring the reinforcing stimulus into their environ-
ment. This is especially clear when a signal is contin-
gent on the individual obtaining a predetermined level
of the physiology. An example is when temperature
feedback is being provided and a tone is turned on
when the finger temperature reaches a defined temper-
ature. The operant model is also obvious in QEEG
feedback applications with children, where it is com-
mon for the biofeedback system to accumulate points
when specific criteria are met. These points may be
converted into reinforcements such as money or the
opportunity to participate in a desired event.

The classical model is being utilized when clients are
asked to imagine previous events that have a relaxing
emotional memory associated with them. In this case,
the relaxing imagery is the unconditioned stimulus
(UCS) and the present situation is the conditioned stim-
ulus (CS). This may seem like backward conditioning,
but it is not in that the present situation is ongoing and
the imagery is then placed temporally into the ongoing
event, which places it, in time, after the ongoing event.

III. APPLICATIONS 
AND EXCLUSIONS

In order to present the disorders treated with biofeed-
back techniques, Table I was developed. Any listing of
disorders must be taken as only a guideline as it is al-
ways biased by the interpretation and experiences of the
author. The presentation should not be taken as all-in-
clusive or exclusive of any particular application. Al-
though some applications appear well established by
controlled outcome studies of clincial effectiveness and
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cost-effectiveness, others are based on repeated single-
case studies or multiple studies with relatively small
sample sizes. Additionally, some applications are based
on the clinical literature and the clinical experience of
the author. For ease of interpretation, in Table I the list-
ing of disorders treated with biofeedback is divided into
three categories. The categories are A = well established;
B = multiple research support, but not enough to firmly
substantiate the application; and C = promising but not
established at this time.

This section will present the biofeedback techniques
used to treat the disorders listed in the category of well-
established treatments. For information on the disor-
ders in the other categories, except seizure disorders,
see Schwartz’s 1995 work. 

A. Attention Deficit 
Disorders (All Types)

There are multiple studies that have shown QEEG
biofeedback to be a successful treatment for attentional
problems. These studies are based on the rationale that
individuals with attentional problems generally have
more slow waves in their EEG than individuals who do
not have attentional problems. Therefore, the protocol re-
quires the reduction of slow waves, either theta or alpha,
while increasing faster waves, such as SMR or beta. The
protocol for EEG biofeedback treatment of ADD/ADHD
will be presented in the section Case Illustrations. 

B. Anxiety Disorders

The biofeedback techniques primarily used in the
treatment of anxiety disorders are frontal EMG, fin-
ger temperature, SCA, and heart rate feedback. These
modalities are used to train a deep state of relaxation.
The clinician can then use the deep state of relax-
ation as an incompatible response to the anxiety
state. Although specific biofeedback such as heart
rate might be used for a cardiac phobic, the most
widely used technique is to train on the most active
modality, based on the individual’s ability and the
clinician’s experience. 

C. Asthma

The asthmatic attack is caused by the constriction of
the upper bronchial tubes, which restrict the passage of
air in and out of the lungs. These tubes are dilated by the
sympathetic nervous system and constricted by the
parasympathetic nervous system. The link between

biofeedback and this disorder is through facial muscle
relaxation and correct diaphragmatic breathing. Facial
muscle relaxation has been shown to reduce resistance
of airflow in both asthmatic children and healthy adults.
The rationale is through a demonstrated link between fa-
cial muscle relaxation and the trigeminal-vagal nerve.
Following facial muscle relaxation training, reduced re-
sistance to airflow has been observed for several hours. It
is believed that this effect can be generalized and sus-
tained over days. 

D. Chronic Back Pain

The use of biofeedback facilitated relaxation training
(BFRT) and specific muscle retraining have been
shown to be successful in treating chronic back pain.
When BFRT is used, it is often combined with specific
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TABLE I
Selected Disorders Treated with Biofeedback Techniques

A B C

ADD/ADHD Dyschezia (anismus) Dysmenorhea
Anxiety disorders Esophageal spasm Hyperfunctional 

dysphonia
Asthma Forearm and hand Mild to moderate 

pain from repeated depression
motion syndrome

Chronic Hyperhidrosis Phantom limb 
back pain pain

Diabetes mellitus Insomnia Tinnitus 
(associated
symptoms)

Essential Nocturnal enuresis
hypertension

Fecal and Specific seizure 
urinary disorders
incontinence

Fibromyalgia TMJ or MFP
Irritable bowl Writer’s cramp

Syndrome
Motion sickness
Muscle 

rehabilitation
Raynaud’s disorder
Tension and 

migraine 
headaches

Note. A: well-established; B: multiple research support, but not
enough to firmly substantiate the application; C: promising but not es-
tablished at this time.



muscle feedback. The specific muscle feedback therapy
is based on the finding that some chronic back pain is
caused by hyperactivity in specific muscles of the back
and neck. This pain may be the result of a unique learn-
ing history, in which hyperactivity was inadvertently
reinforced, or after an injury in which protective mus-
cle activity becomes maladaptive and the hyperactivity
results in pain. 

E. Diabetes Mellitus

Diabetes mellitus is caused by the disregulation of
insulin produced by a malfunctioning of the pancreas.
Because insulin regulates the amount of glucose avail-
able to cells, this disorder has serious consequences for
life expectancy. The traditional management of dia-
betes is lifestyle changes through education, diet, and
physical exercise along with hypoglycemic medication.
The role biofeedback plays in the management of dia-
betes is through stress reduction techniques with
biofeedback-facilitated relaxation training. The BFRT
techniques reported in the literature have been frontal
EMG training and finger temperature training, usually
combined with some form of general relaxation train-
ing such as PMR or autogenic phrases. This application
helps to stabilize and reduce insulin demands. 

F. Essential Hypertension

There is substantial research on the treatment of es-
sential hypertension with biofeedback. Studies show
that frontal EMG, finger temperature, SCA, and direct
blood pressure feedback have all been used success-
fully. Most of the research supports combining the
biofeedback with some relaxation strategy such as pro-
gressive muscle relaxation, or autogenic training. Al-
though direct blood pressure feedback might seem
superior because it is straightforward, the research does
not support it as a treatment of choice, as the other
techniques generally reduce blood pressure more than
direct blood pressure feedback. 

G. Fecal and Urinary Incontinence

Biofeedback treatment of this disorder is presented
in the section Case Illustrations.

H. Fibromyalgia

Fibromyalgia is characterized by generalized muscle
pain, fatigue, headaches, and insomnia. Although

there is debate about the nature and diagnosis of this
condition, it will be assumed it is a unique disorder
and that after its diagnosis there are treatments that
have been helpful. The biofeedback techniques used to
reduce the symptoms of this disorder have been frontal
EMG biofeedback and in some instances, specific mus-
cle biofeedback training. 

I. Irritable Bowel Syndrome (IBS)

IBS is manifested in about 8 to 19% of the population
and is associated with symptoms of abdominal pain,
constipation and/or diarrhea, and gas. About 85% of
those with IBS have an increase in symptoms when ex-
periencing stress. Therefore, the treatment of choice is
relaxation therapy and research has shown that relax-
ation therapy combined with finger temperature
biofeedback is the most effective. Although more direct
forms of feedback have been tried, such as colonic motil-
ity sounds, rectal feedback using rectal balloons, and
feedback of the electrical activity of the lower gut, these
techniques have not proven effective and at this time are
not used in general practice. The biofeedback is usually
combined with client education about the relationship
between stress and symptoms. 

J. Motion Sickness

Motion sickness was discussed earlier, but will be
briefly presented here as well. Cowings and her
colleagues, starting in the 1970s, conducted the early
work in this area. They used physiological feedback of
SCA, finger temperature, and heart rate along with au-
togenic training to train individuals to increase their
threshold for motion sickness. She published many
controlled outcome studies and was finally given per-
mission to train some astronauts. The individuals she
trained were capable of preventing space motion sick-
ness during their space flights without medication. She
successfully extended this work to high-performance
jet pilots. 

K. Muscle Rehabilitation

EMG biofeedback is used to monitor specific muscle
activity in order to facilitate recruitment of muscle ac-
tivity in hypoactive muscles and to reduce muscle ac-
tivity in hyperactive muscles. The primary role of
EMG biofeedback in paretic muscles is to allow the in-
dividual to know that some recruitment of muscle ac-
tivity is being generated even though it may not be
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enough to cause movement. EMG biofeedback therapy
allows the individual to know he or she is correctly ac-
tivating the muscle but not enough to cause movement,
as then the slightest increase in effort is detected by the
instrumentation. Any minor successes can be used to
build further recruitment until enough activity is gen-
erated to cause observable changes, which can then be
built into functional movements. For hyperactive mus-
cles, the technique uses specific muscle feedback to re-
duce inappropriate and sustained muscle contractions. 

L. Raynaud’s Disorder

There are several outcome studies that demonstrate
that the biofeedback treatment of choice for this disorder
is finger temperature combined with autogenic training.
Along with biofeedback, lifestyle changes are also rec-
ommended. These changes include avoidance of sympa-
thetic nervous system stimulants, such as caffeine and
nicotine; stress management techniques; and the avoid-
ance of low-temperature experiences, such as holding
ice drinks and picking up frozen objects. 

M. Tension and Migraine Headaches

There is a wealth of outcome research demonstrating
that these two disorders can be effectively treated with
biofeedback techniques. For tension headaches, BFRT,
with placements of the EMG sensors in the frontal loca-
tion, combined with general relaxation techniques, such
as PMR has been shown to be effective. Utilization of
specific muscle feedback of the muscles of the face, neck,
and cervical area has also proven effective. This author
recommends the combination of frontal EMG feedback,
PMR, and specific muscle feedback of the face, neck, and
cervical area. The muscles selected for the feedback are
determined by a dynamic EMG assessment. 

For biofeedback treatment of migraines the treat-
ment of choice is finger temperature feedback com-
bined with a relaxation technique, such as autogenic
training. For those clients unresponsive to the finger
temperature feedback, usually frontal EMG feedback
will be effective. Based on the outcome research,
biofeedback should be the treatment of choice for chil-
dren who suffer from migraines. 

N. Exclusions

When considering clinical biofeedback for an indi-
vidual, the following basic requirements must be met:
The individual must be able to tolerate the application
of the sensors; the individual must be able to under-

stand the instructions regarding the relationship be-
tween his or her physiology and the feedback signal;
the individual must be motivated to change physiology,
using the feedback signal to facilitate this process; and
finally, the individual must be motivated to practice
what he or she has leaned in the clinic in his or her
everyday world.

There are also cautions and contraindications for the
use of clinical biofeedback. First, a determination must
be made that a more appropriate intervention, such as
an immediate medical treatment rather than biofeed-
back therapy, is not warranted. An example of this is
that an individual may be suffering from the recent
onset of headaches caused by an aneurysm. In this situ-
ation, providing biofeedback as the only treatment
would not be sensible, as a surgical intervention may be
needed. Although there is little literature on contraindi-
cations for psychological states, logic indicates that in
certain psychological conditions, biofeedback should
not be considered the treatment of choice. These condi-
tions include psychological states such as severe depres-
sion, uncontrolled schizophrenia, delirium, and
depersonalization. Caution or special considerations
should be employed when the client has the following
conditions: impaired attention, dementia, mental retar-
dation, or if the client is taking medications, as the med-
ications may need to be adjusted as therapy progresses.

Therapists should also be aware that some individuals
might experience what is being referred to as relaxation
induced anxiety (RIA). Although little systematic infor-
mation is available on the incidence of this in clinical
practice, it is of concern as some individuals feel a strong
sense of apprehension when a deep state of relaxation is
induced. These individuals often report disturbing cog-
nitions, feelings of loss of control, depersonalization,
and strange body sensations. For these individuals, it is
necessary to gradually train them in moderate levels of
relaxation until they can tolerate and enjoy the benefits
from deep states of relaxation. For further information
on cautions and contraindications see Standards and
Guidelines for Biofeedback Applications published by
AAPB in 1992, and Schwartz’s 1995 work.

IV. CASE ILLUSTRATIONS

Because of the diverse areas of applications of clinical
biofeedback, instead of case examples, two general clini-
cal protocols will be presented. The two clinical protocols
selected for presentation will be the protocol for biofeed-
back facilitated relaxation training (BFRT) and for QEEG
feedback for ADD/ADHD. These protocols reflect the two
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major strategies of clinical biofeedback applications:
biofeedback for relaxation purposes and a specific
biofeedback training technique based on specific physio-
logical levels that are related to the diagnostic category.

A. Example of a BFRT Protocol

When using BFRT, it is first necessary to determine if
the client would benefit from such therapy. General re-
laxation may be helpful in a variety of conditions and it
may also be useful as an incompatible response during
such procedures as systematic desensitization. BFRT nor-
mally takes between 8 and 20 sessions, depending on the
acquisition skills and the distress level of the client before
and during therapy. After determination of the need for
BFRT, the therapist must explain the rationale for biofeed-
back therapy, outline the basic aspects of the physiologi-
cal processes that will be trained, and discuss the potential
benefits and risks of the training. This author recom-
mends conducting the first BFRT session with frontal
EMG feedback, while monitoring other modalities such
as finger temperature, SCA, and/or heart rate. The thera-
pist may also find it beneficial to monitor additional
physiological events that are connected to the specific
conditions being treated. During the first biofeedback
session, facial muscle discrimination training should be
demonstrated and the client should be provided time to
use his or her relaxation techniques to reduce frontal
EMG levels. The therapist should monitor the other
modalities during the session to observe the changes that
occur as the client tries to reduce frontal EMG levels. An
example of the value of monitoring other modalities is
that by observing SCA, it can be determined if the client
is engaging in arousing internal dialogue by noting if sev-
eral SCRs are observed. If so, the therapist can interrupt
the session and suggest a change in strategy by the client.
During the interruption, the therapist should ask the
client what strategy he or she is using and then encour-
age him or her to select a different strategy, such as di-
aphragmatic breathing or changes in imagery. The most
responsive modality is usually selected as the target of
therapy after frontal EMG levels are acceptable.

B. Example of a QEEG 
Feedback Protocol for 

Treatment of ADD/ADHD

One of the applications of QEEG biofeedback is with
children who are diagnosed with ADD/ADHD. These
children have been shown to have more slow waves,
such as theta and alpha, and fewer fast waves, such as
SMR and beta, in their EEGs than non-ADD/ADHD

children of comparable age, according to Monastra and
colleagues in 1999. The biofeedback technique provides
QEEG therapy for ADD/ADHD children and trains for a
decrease in theta or alpha and an increase in beta or
SMR, while simultaneously keeping facial EMG levels at
an acceptable level. The specific protocol requires a
QEEG assessment to determine which specific band-
width and microvolt levels will be trained. Several stud-
ies have been published that clearly demonstrate that
the EEG patterns change according to the direction of
training and that clinical improvements are observed
with successful training. The number of sessions neces-
sary is usually 40 to 60, depending on how quickly the
EEG changes and the amount of behavioral improve-
ments observed. It takes the brain longer to learn to
control its own processes than body organ systems;
therefore, the number of sessions needed for this proto-
col is greater than that typically required in most
biofeedback applications. An additional reason for the
greater number of sessions needed in QEEG biofeed-
back may be that we do not know how to best train
the brain to change its functioning. 

V. SUMMARY

In order to be effective in the clinical application of
biofeedback, there must be a measurable physiological
process that can be monitored with existing technology
and feedback about the process must be provided with
enough resolution and speed to allow the individual to
obtain volitional change of the physiological event.
Then, this change in physiology must alter the physio-
logical processes causing the targeted disorder. In some
instances the relationship between the monitored phys-
iological event and the disorder is obvious, such as fin-
ger temperature for Raynaud’s disorder; for others,
such as BFRT for asthma and IBS, the relationship is
less obvious. In some instances, training a physiologi-
cal event indirectly related to the physiology of interest
has proven superior to treating the event itself. An ex-
ample of this is frontal EMG for the treatment of essen-
tial hypertension. Therefore, the clinician must be
aware of the physiology underlying the disorder and of
the literature that relates to the different biofeedback
treatments used to treat that disorder. This information
must then be combined with the individual’s character-
istics such as his or her unique physiological levels and
the ability to benefit from the various types of biofeed-
back techniques available. The clinician must also be
skilled in helping the client generalize the control ac-
quired in the clinic to the individual’s life situations.
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Constant advances in computer technology and devel-
opments in bioengineering, which provide new sensor
technology and signal processing, make the future of
clinical biofeedback look very promising.
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GLOSSARY

breathing retraining A self-control strategy used to regulate
breathing behavior.

gas transference Delivery of oxygen to support metabolism
and removal of carbon dioxide as a byproduct and mainte-
nance of systemic acid-base balance.

I. DESCRIPTION OF TREATMENT

Breathing retraining refers to methods used to modify
breathing behavior. Because breathing is essentially a
self-regulatory process that marks the beginning of life
with its initiation and the end of life with its termina-
tion, it is clear that one does not have to learn how to
breathe. Thus, the word retraining is not entirely appro-
priate and may cause confusion because it implies that
training has occurred prior to “retraining.” Although
the term breathing training is coming into more popular
usage, the bulk of the literature on the topic refers to
“breathing retraining.”

Preliminary to a discussion of breathing and its mod-
ification the reader should also keep in mind that while
the words breathing and respiration are often used syn-

onymously, “breathing” refers primarily to the mechan-
ical process of moving air in and out of the lungs
whereas “respiration” would include the exchange of
blood gases at the cellular level. Thus, by holding one’s
breath, breathing (the mechanical means of moving air
in and out of the lungs) is temporarily inhibited volun-
tarily but respiration (the exchange of blood gases in
cells) continues involuntarily.

Although the techniques of breathing retraining are
essentially an art that depends on the therapist, patient,
and other factors, there are in general two approaches.
In one approach the therapist addresses the disordered
breathing directly by explaining to patients some rudi-
ments of basic respiratory physiology so that they can
understand the relationship between their disordered
breathing and the symptoms they present. The thera-
pist then proceeds to teach patients how to control
breathing (and thus reduce excessive ventilation) by
means of relaxation of the abdominal muscles, contrac-
tion of the diaphragm, and relaxation of the intercostal
muscles. The goal here is to teach the patient how to
suppress thoracic breathing and thus restore slow
rhythmic diaphragmatic breathing, that is, how to
breathe in a manner that eliminates complaints or re-
duces their intensity.

In the other approach the therapist addresses the dis-
ordered breathing indirectly by deemphasizing breathing
performance and instead emphasizing relaxation and en-
couraging self-awareness of interoceptive cues from all
muscles involved in breathing. Whichever approach fol-
lowed, the purpose of breathing retraining is to help the
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client learn how to gain voluntary control of breathing in
the short run and to establish habitual patterns of salu-
tary breathing in the long run. In psychotherapy the spe-
cific goal of the adjunctive procedure of breathing
retraining is to help the patient learn to reduce ventila-
tion so that it is consonant with metabolic demand for
oxygen, thus facilitating relaxation and clear receptive
thinking while reducing anxieties.

II. THEORETICAL BASES

The principles of learning that underlie the methods
of modifying breathing are essentially those that under-
lie behavior therapy. The specific breathing behaviors
that are the targets of programs of breathing retraining
include (a) frequency, (b) volume, and (c) patterns.
Breathing frequency (respiration rate) refers to the num-
ber of breaths per minute or the number of respiratory
cycles completed in 1 min, where a respiratory cycle
consists of one inhalation followed by one exhalation.
Breathing volume is measured in terms of either volume
of air breathed in one respiratory cycle (tidal volume) or
the sum total of air breathed per minute (minute vol-
ume); volume is expressed by expansion of the thoracic
cavity caused primarily by contractions of the di-
aphragm, intercostal, and clavicle muscles. Pattern refers
to combinations of respiratory frequency and contrac-
tions of particular muscles or groups of muscles, for ex-
ample, fast contractions of intercostals and clavicles with
little or no discernible contraction of diaphragm versus
slow contraction of diaphragm with little or no dis-
cernible contraction of intercostals and clavicles.

Although breathing is the only vital function under
direct and immediate voluntary as well as involuntary
control, the limits of voluntary control, the limits to
which breathing can be modified, are fairly narrow. The
breaking point of breath holding marks one extreme;
loss of consciousness by means of overbreathing marks
the other. Involuntary control of breathing, especially
during sleep, is maintained by a self-regulatory system
governed primarily by neural pathways with origins in
the medulla and pons. This self-regulatory system has
been studied extensively.

While the physiological–vegetative role of respira-
tion in gas transference, namely, the delivery of oxygen
(O2) to support metabolism and removal of carbon
dioxide (CO2) as a byproduct and maintenance of sys-
temic acid-base balance (pH), is fairly well understood,
the psychological effects of breathing on emotion and
cognition has received relatively little scientific atten-
tion until about the middle of the 20th century. Al-

though programs of breathing retraining have been ap-
plied only recently in the treatment of psychological–
psychiatric complaints and breathing-related somatic
complaints, it should be noted that breathing retraining
has been used through the years to modify breathing
and thus facilitate speech, singing, playing wind instru-
ments, swimming, running, as well as relaxing and re-
ducing emotional reactivity in general. Breath control
is at the heart of yogic exercises.

The relationship between disordered breathing and
psychological–psychiatric disorders is not broadly under-
stood. Part of the reason for this probably harks back to
the separation of body and mind or corpse and spirit: life
begins with inspiration (the body incorporating the
spirit) and ends with expiration (the body giving up the
spirit). Although few scientists would openly support
the Descartian notion of body–mind dualism, some
would argue that there is a clear distinction between psy-
chology and physiology beyond that of a convenient di-
alectic convention within biology. A simple example from
respiratory psychophysiology that demonstrates how
breathing provides a bridge between psychology and
physiology is volitional overbreathing. Self-initiation of
rapid and strong contractions of the diaphragm and in-
tercostal muscles while resting (i.e., low metabolic de-
mand for oxygen) will lead quickly to hyperventilatory
hypocapnia (diminished arterial CO2 and consequent
rise in pH) and produce an almost immediate increase in
heart rate, decrease in parasympathetic activation (i.e.,
sympathetic dominance), decrease in respiratory sinus
arrhythmia, increase in electrodermal conductivity, and
decrease in blood flow to the brain combined with a rise
in pH and consequent decrease in dissociation of oxygen
from hemoglobin to brain cell tissue. The immediate con-
sequence of these reactions are acute cerebral hypoxia
and a host of psychological, somatic, visceral, and neuro-
pathic complaints. If some psychiatric disorders are a
manifestation of faulty cognition that results from an in-
adequate supply of oxygen to the brain (cerebral hy-
poxia) then disordered breathing (viz., hyperventilation)
can be a significant factor that contributes to the produc-
tion or exacerbation of psychological–psychiatric and/or
behavioral disorders.

Another part of the reason for the narrowly under-
stood relationship between disordered breathing and
psychiatric disorders may lie in problems of measure-
ment. Although hyperventilation is correlated with
both respiration frequency and tidal/minute volume,
variables that are relatively easy to measure reliably,
respiration frequency and/or volume can only be
used as rough estimates of hyperventilation. The
problem lies in fluctuations in metabolic demand for
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oxygen. Changes in skeletal muscle tension or auto-
nomic nervous system arousal (e.g., changes in men-
tation/emotion) will alter metabolic demand that in
turn will effect changes in breathing. There are direct
and indirect means for measuring hyperventilation (a
reduction in partial pressure of arterial CO2 and con-
sequent rise in pH), independent of metabolic de-
mand for O2.

The direct means of determining hyperventilation is
to assay samples of arterial blood for CO2, an invasive
and hazardous technique. The indirect means for esti-
mating arterial CO2 is the capnometer, an infra-red gas
analyzer that samples expired air for its content of CO2.
This technique, which is neither invasive nor haz-
ardous, uses a small tube attached just inside a nostril
through which a vacuum pump relays air to the gas an-
alyzer. The capnometer can provide both a continuous
analogue readout of the percentage of CO2 or a digital
display of momentary readings of percentage CO2 in
expired air. The percentage of CO2 at the end of a respi-
ratory cycle (end-tidal CO2) is richest in CO2 because it
contains a proportion of CO2 that best represents the
level of CO2 at the point of diffusion of CO2 from the
arterioles to the lungs.

Although the determination of the proportion of CO2

in the end-tidal peak of expired air by means of a gas an-
alyzer (capnometer or capnograph) provides an accurate
and reliable noninvasive estimate of partial pressure of
arterial CO2, this method seems to have escaped the at-
tention of many psychotherapists. The reason for this
may lie, in part, in tradition: psychotherapists study the
mind, and physiologists study the body. Perhaps the
time has arrived for a rapprochement; perhaps respira-
tory psychophysiology provides a bridge.

Recently, however, reports from patients suffering
panic attacks and reports of laboratory findings, espe-
cially the occurrence of adventitious panic attacks dur-
ing physiological assessments, have shown (1) the
occurrence of hyperventilation in panic attacks, (2) the
relatively low resting level of CO2 in the arterial blood
of patients who suffer panic disorder, and (3) the high
incidence of complaints of severe dyspnea reported to
occur in panic attacks. As a consequence of this con-
nection between aberrant breathing and panic, pro-
grams for the treatment of panic disorder include
breathing retraining in an attempt to reduce ventila-
tion. Programs of treatment that do not directly address
breathing either prescribe a drug, unwittingly or by in-
tention, that reduces ventilation (e.g., benzodi-
azepines) or a method (e.g., relaxation) that indirectly
reduces ventilation thus preventing hyperventilation
and concomitant panic or terminating an attack soon

after its onset. Recognition of the role of breathing in
panic places panic disorder in the realm of clinical res-
piratory psychophysiology.

The study of panic attacks in the laboratory has been
confounded by four major factors: (1) inadequate criteria
for the selection of subjects, (2) absence of a reliable
panic challenge, (3) inadequate measures of psychophys-
iological functions, and (4) inadequate criteria for the de-
termination of the occurrence or nonoccurrence of a
panic attack. The criteria for the selection of subjects for
experiments have typically been those of the Diagnostic
and Statistical Manual of Mental Disorders of the American
Psychiatric Association. Although these criteria may be
adequate for clinical diagnosis, they are not sufficiently
specific for the purposes of scientific experimentation be-
cause they allow for the inclusion of several distinctively
different categories or types of panic attacks. Challenges
used in attempts to elicit panic attacks cover a wide range
(e.g., lactic acid, caffeine, yohimbine, CO2, false heart-
rate feedback, forced voluntary hyperventilation, false in-
formation on effects of breathing compressed air). All
studies on the effects of challenges report some success in
eliciting panic attacks, but none have demonstrated high
reliability. Inadequate measurement of psychophysiologi-
cal factors (especially end-tidal CO2) prevents an ade-
quate evaluation of the effects of challenges and the
detection of changes that occur concurrently with panic
attacks. Criteria for the determination of the occurrence
of panic attacks typically rely on self reports by the pa-
tients or judgments by experimenters; objective physio-
logical criteria are usually not used. To date, the most
valuable information on psychophysiological processes
in panic attacks in the laboratory have been adventitious
panic attacks that occurred in the absence of any in-
tended challenge.

Because breathing retraining in the treatment of panic
disorder and other psychophysiological complaints
aims “to prevent” hyperventilation by training patients
to reduce their ventilation, it is essential for both the pa-
tient and the reader to have a clear understanding of the
meaning of “hyperventilation.” Hyperventilation is
often confused with tachypnea (fast breathing—rapid
cycles of inspiration and expiration) or with hyperpnea
(voluminous ventilation—large volumes of air inhaled
and exhaled per breathing cycle). While tachypnea and
hyperpnea are types of breathing that can produce hy-
perventilation, they are not hyperventilation. Hyper-
ventilation can only be understood in terms of the
magnitude of ventilation with respect to the metabolic
need for oxygen. Thus, while climbing stairs or running
one might be engaged in tachypneic and/or hyperpneic
breathing but not be hyperventilating if breathing does
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not exceed the amount of oxygen required by the mus-
cles for the task. Alternatively, a sedentary person
watching an emotionally arousing television drama or
sports event (or the evening news) might be hyperventi-
lating (breathing an amount of air that exceeds meta-
bolic demand for a recumbent musculature) even
though there are no apparent signs of either tachypnea
or hyperpnea.

Given that hyperventilation is any breathing beyond
metabolic demand for oxygen, the issue of the deleteri-
ous effects of hyperventilation is not simply a matter of
its occurrence or nonoccurrence. Everyone hyperventi-
lates throughout the routines of everyday life. Deleterious
effects of hyperventilation depend on the degree of over-
breathing in conjunction with a number of other vari-
ables: intensity, duration, speed of onset, frequency of
occurrence (acute or chronic), the internal and external
conditions under which it occurs (e.g., intense emotion
in an unfamiliar or threatening environment), and the
extent to which one experiences a sense of control over
the hypocapneic effects produced (e.g., dyspnea/breath-
lessness, tachycardia). Hyperventilation is complicated
because the consequences of its occurrence depend on
such a complex interaction of so many physiological and
psychological factors.

III. SUMMARY

Although breathing retraining (the modification of
breathing behavior) has been briefly discussed in the
context of panic and related anxiety disorders, mention
should be made that breathing retraining is applied in

the treatment of a broad range of complaints. The salu-
tary effects of breathing retraining can be found in the
treatment of noncardiac chest pain, as an adjunctive
procedure in stress management programs and cardiac
rehabilitation programs, and in the reduction of inten-
sity of symptoms of chronic lung disease (asthma,
bronchitis, and emphysema).
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GLOSSARY

brief therapy Psychotherapy, typically of short duration,
where efficiency in achieving change is an explicit aim.
Sometimes referred to as time-effective or short-term
therapy.

common factors Treatment ingredients shared by the differ-
ent models of therapy that can account for the similar
outcomes achieved by those models.

contextual models Approaches to therapy that seek change
by shifting the situational contexts that are associated
with the enactment of problem patterns. Examples in-
clude strategic-systems and solution-focused therapies.

learning models Approaches to therapy that seek change
by teaching coping skills and rehearsing these in situa-
tions that have been problematic. Examples include cog-
nitive-behavioral and cognitive-restructuring therapies.

relationship models Approaches to therapy that seek
change by introducing powerful emotional experiences
within the helping relationship that challenge maladap-
tive interpersonal patterns. Examples include interper-
sonal and brief psychodynamic therapies.

time-limited therapy Brief therapy in which duration is
capped at the outset of treatment.

I. OVERVIEW OF BRIEF THERAPY

Brief therapy, sometimes also referred to as short-
term therapy, is a generic label for any form of therapy
in which time is an explicit element in treatment plan-
ning. There is no uniform dividing line between brief
and nonbrief therapies. Rather, the range of interven-
tions described as brief range from single session thera-
pies in the strategic and solution-focused literature to
episodes of 20 or more sessions in the short-term psy-
chodynamic tradition. It is not at all unusual, for exam-
ple, to find models of cognitive restructuring therapy
that last for 12–15 sessions. This might be viewed as
very brief treatment for a client with a personality dis-
order, but not one with an adjustment problem. Clearly
brevity is relative to the accustomed duration of treat-
ment and the objectives undertaken by the therapist.

Defining brief therapy becomes even more difficult
when considering the range of extant models. Some
brief therapies, for example, are “time limited,” allocat-
ing a fixed number of sessions for clients. Such limits
often are dictated by administrative policies, such as
benefit limits among insurance plans or service restric-
tions within clinics or counseling centers that have lim-
ited professional resources. Other approaches seek to
be “time effective,” maximizing efficiency in change
processes, but not laboring under a fixed duration of
care. “Intermittent” models are especially difficult to
categorize, as in the case of monthly therapy sessions
that continue for a full year. Such interventions may be
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long term, yet still “brief” in their consumption of ther-
apeutic resources.

Finally, there is Simon Budman and Alan Gurman’s
important distinction between therapies that are brief
by design and those that are brief by default. A hall-
mark of all brief treatments is their planned nature.
Many clients drop out of therapy for a variety of rea-
sons, including a lack of resources, low motivation, dis-
enchantment with the therapist, or satisfaction with a
small number of visits. Indeed, approximately one-half
of all terminations appear to be unilateral, initiated by
the client. Although such cases turn out to be of short
duration, they are not brief in the planned sense. True
brief therapy makes an active effort from the outset to
streamline change processes. Defined in this manner,
brief therapy is not a separate school of treatment, but
an approach that is applicable to any school.

There are several elements common to brief thera-
pies that distinguish them from treatments that do not
explicitly address the component of time. These in-
clude the following:

• Focus: Brief therapies typically target specific pat-
terns rather than attempt broader personality changes.
Such a focus is explicitly addressed in treatment plan-
ning and generally is part of a mutual understanding
between therapist and client.

• Activity level of the therapist: Brief therapists charac-
teristically adopt active methods to maintain the focus of
treatment and promote self-understanding and change.
The role of the brief therapist is more akin to a catalyst
than to the blank screen described by Freud.

• Activity level of the client: The efficient utilization of
time requires that clients be absorbed in change efforts
between sessions, as well as during them. Brief therapies,
therefore, generally make use of explicit tasks, homework
exercises, and between-session efforts to apply skills and
insights obtained during meetings.

• Client selection: The great majority of brief thera-
pists recognize that brief therapies are not appropriate
for chronic and severe mental illnesses, although tech-
niques borrowed from brief approaches may be of
value. Accordingly, therapy typically begins with an as-
sessment to determine the appropriateness of brief
treatment for a particular client.

• Enhanced experiencing: People appear to be more re-
ceptive to change when they are in altered and enhanced
states of experiencing. Many methods utilized by brief
therapists, including hypnosis, relaxation techniques, in-
trospection, confrontation, exposure, and role playing,
enable individuals to experience themselves and their
problems in new ways.

• Emphasis upon readiness for change: Following the
work of James Prochaska and Carlo DiClemente, brief
therapists typically target changes for which clients are
ready. When clients are not aware of changes that need
to be made or committed to making these, brief therapy
goals will typically focus on advancing readiness for
change rather than working through long-term resist-
ance.

• Emphasis on impact of intervention: Brief therapists
typically regard the emotional power of interventions,
rather than their absolute duration, as critical to
change. Accordingly, they tend to emphasize the pro-
motion of corrective emotional experiences rather than
exhaustive insight into past conflicts.

By actively maintaining focused efforts at change and
maximizing the involvement of both parties within and
between sessions, brief therapists attempt to make opti-
mal use of time in treatment. There are, however, a
range of persons and problems for which brevity is not
feasible and, indeed, can even exacerbate problems.
Among the dimensions that are important in determin-
ing whether or not treatment can be brief are:

1. Duration: Although there is no one-to-one corre-
spondence between the duration of a presenting prob-
lem and treatment length, it is fair to assume that
chronic, long-standing patterns have been overlearned
and may require more intensive and extensive work on
discrepancy and consolidation than recent, situational
adjustment problems. Chronic problems pose a partic-
ularly significant risk of relapse, significantly extending
the time that must be spent in consolidation work. In-
deed, therapists specializing in substance abuse work
and the treatment of the severely and persistently men-
tally ill view relapse as an integral part of change, not as
a treatment failure. To the extent that clients must pass
through iterations of change, relapse, and renewed
change, treatment cannot be highly abbreviated.

2. Interpersonal history: A precondition of brevity is
the formation of a quick, positive, and durable therapeu-
tic alliance. This is most likely to be possible among
clients who have not experienced significant interper-
sonal traumas. When clients have grown up within abu-
sive, neglectful, or highly inconsistent homes, the
capacity for trust and bonding may be impaired. Such in-
dividuals may need many months of meeting before they
can feel sufficiently comfortable to open up about their
true concerns. This greatly extends the time needed to ef-
fect change. In such cases, the formation of a positive al-
liance may itself comprise the bulk of the therapy,
allowing clients to modulate their needs for closeness
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and distance and establish consistent and caring relation-
ships with others.

3. Severity: When presenting problems are so severe
and complex that they greatly impair emotional, voca-
tional, and interpersonal functioning, it may be difficult
to maintain the singular focus that is the hallmark of brief
treatments. Indeed, highly depressed, psychotic, and
anxious clients—as well as those in the throes of drug or
alcohol dependence—may require medical attention
before being able to focus on targeted therapy. It is not
unusual in such circumstances for therapists to concep-
tualize what would otherwise be a lengthy course of
treatment as a modular series of brief therapies, each ad-
dressing a particular facet of the client’s concerns.

4. Understanding: As suggested earlier, clients are
most appropriate for brief work when they are aware of
a problem in their life and committed to doing some-
thing about it. Many clients, however, are at a lower
level of change readiness. Some realize that their lives
are not going well but possess little or no insight into
their patterns. Others may be aware of their shortcom-
ings, but ambivalent about changing them, as in the
case of someone who remains in a familiar but unsatis-
fying romantic relationship. In the absence of insight
and commitment, therapy is apt to become elongated,
helping clients explore problems and their costs prior
to taking remedial action.

5. Capacity to tolerate discomfort: Much of the brevity
of therapy is accomplished by provoking client patterns
within sessions and creating active opportunities for new
learning. Such corrective experiences may be highly
threatening to a client with poor coping ability and/or
one who is in a state of crisis. Habib Davanloo’s notion of
a “trial therapy,” in which highly emotional techniques
are attempted on a limited scale during an initial session,
is quite useful in assessing the degree to which a vulnera-
ble person can benefit from accelerated efforts at change.
Indeed, the entire notion of brevity may be overly anxiety
provoking—and hence inappropriate—for clients who
are struggling with long-standing issues of attachment
and rejection.

II. THEORETICAL UNDERPINNINGS 
OF BRIEF THERAPY

There are many specific schools of brief therapy and
numerous variations within each school. It has been sug-
gested that all these approaches may serve a common
function: helping therapists and clients achieve a com-
mon understanding of patterns and the means by which
patterns can be altered. Each approach, from this per-

spective, may be seen as a distinctive translation system
that transforms a bewildering array of presenting prob-
lems into a meaningful set of patterns. To the extent that
this is so, it may be less important to ask which approach
to brief therapy is more effective than its alternatives than
to find approaches that can serve as useful translation
frameworks for particular therapeutic dyads.

In the broadest sense, there are three overarching mod-
els of brief therapy: contextual, learning, and relation-
ship. These make different assumptions regarding the
scope and genesis of problem patterns, the role of the
therapist in addressing these patterns, and the techniques
to be utilized in effecting change. As we see, these as-
sumptions play a crucial role in determining the ultimate
brevity of treatment.

A. Contextual Therapies

The contextual therapies owe their genesis to the pi-
oneering work of Milton Erickson and the subsequent
elaboration of his therapy in strategic-systems and so-
lution-focused therapies. These are among the briefest
of the brief therapies, sometimes addressing change in
a single session.

Common to the contextual brief therapies is the no-
tion that problems are constructed and not intrinsic to
the individual. Once people construe a set of life out-
comes as problems, they typically attempt solutions to
these problems, sometimes making the initial difficul-
ties worse in the process. The result is a circular diffi-
culty in which problems and solutions become
self-reinforcing and amplifying. A common and simple
example of this is the insomniac client who tries as
hard as he can to fall asleep, only to find that repeated
trying keeps him awake.

Contextual brief therapy proceeds from the recog-
nition that relatively small shifts in the context of the
client’s problem can be sufficient to interrupt these
self-reinforcing cycles and set the client along a new
trajectory. The emphasis is thus not on analyzing
problems or their historical roots, but in finding con-
textual parameters that no longer sustain the un-
wanted behavior patterns. The insomniac client who
is instructed to laboriously clean his floors whenever
he cannot sleep is thus prevented from enacting his
prior efforts at solution. The prescribed task becomes
so monotonous that anything—including sleep—be-
comes an easier course of action.

In the solution-focused variant of contextual brief
therapy, efforts are made early in the treatment process to
discover exceptions to the problem patterns associated
with presenting complaints. Problems rarely occur all the
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time, and even troubled individuals possess significant
coping resources. This allows the solution-focused thera-
pist to help clients identify patterns of solution—that is,
regularities in their ability to not experience problematic
responses. Once people are able to identify what they are
already naturally doing when they avoid falling into old
patterns, they are encouraged to rehearse these “solu-
tions” both within and between sessions.

An essential assumption behind the strategic and solu-
tion-focused approaches is that clients already possess
the resources needed to shift their patterns. Indeed, con-
texts that can disrupt problem patterns and foster new,
more desirable actions are generally available to clients.
Because clients are so locked into their constructions of
problems and solutions, however, they are unable to es-
cape from their difficulties. From this perspective, spend-
ing significant time delving into client recitations of
problems is counterproductive, as it reinforces the notion
that these problems possess an existence apart from the
client’s system of construals. The goal of therapy is less to
solve a problem than to help clients see that there wasn’t
really a problem at all; that the presenting complaints
were artifacts of their particular context.

Accordingly, the contextual brief therapies are
among the briefest of the short-term therapies. They do
not actively discuss the relationship between client and
therapist, and they move quickly from the initial pres-
entation of problems to an action-oriented exploration
of solutions. Indeed, an explicit goal of the solution-fo-
cused modalities is to construct solutions that can be
self-amplifying, creating large developmental impacts
from relatively modest interventions.

In terms of technique, several elements distinguish the
contextual brief therapies. These include the following:

1. An avoidance of resistance: Resistances to interven-
tions are viewed as signs that a particular construction
offered by the therapist is not user friendly for a client.
Accordingly, the therapist is apt to shift to a different
construction rather than delve into the resistance. An
underpinning of the literature in strategic therapy is
the role of interpersonal influence in change processes.
Efforts are made to maximize this influence by main-
taining a positive, nonthreatening relationship between
therapist and client. Indeed, strategic therapists some-
times adopt a “one-down” stance, disavowing their sta-
tus as experts, as a way of minimizing distance between
themselves and those seeking their assistance.

2. The creative use of language: Many of the interven-
tions used by contextual brief therapists help clients re-
frame patterns in ways that create cognitive flexibility

and open new behavioral alternatives. Such strategies in-
clude the use of metaphors and stories that can stick in
clients’ minds and help them see their problems in a dif-
ferent light. Many times, clients will provide their own
language to describe incidents in which problems were
not sustained. This language may be adopted by the ther-
apist to anchor future discussions of solution patterns.

3. The use of prescribed tasks: The goal of many of the
contextual brief therapies is to provide clients with a first-
hand experience in which the constructed problem does
not occur. Prescribed tasks are an effort to create such ex-
periences in a vivid manner that can serve as the basis for
new construals. For example, a therapist may prescribe a
paradoxical task in which couples are instructed to hold
their arguments at a given hour in the evening while
standing in a ludicrous and unaccustomed setting, such
as a walk-in clothes closet. The absurdity of standing in
the closet—and the cooperation needed to make the ar-
gument occur at the appointed time and place—make it
impossible for the couple to summon their normal ran-
cor. With the anger defused, the couple can engage in a
different mode of communication, more likely to con-
structively address their concerns.

4. Shifts in states of consciousness: Milton Erickson’s
realization that much of therapy involves a process of
interpersonal influence led him to work with trance in-
duction as a strategy for accelerating change. Many of
the prescribed tasks offered by strategic therapists have
a novelty or shock value that maximizes their emo-
tional impact. The goal is to facilitate the deep process-
ing of new information, bypassing the normal critical
awareness that helps to sustain problem constructions.

B. Learning Therapies

The learning models begin with a different set of as-
sumptions, defining problem patterns as learned, mal-
adaptive responses to situations. The goal of therapy
from this perspective is to unlearn these self-defeating
responses and replace them with more constructive al-
ternatives. This places the client in the role of student
and the therapist in the role of teacher. Instead of af-
fecting client constructions with novel framings and
experiences, the therapist engages in active instruction.
These nascent skills can then be rehearsed in situations
that have led to problems in the past, eventually be-
coming part of an established repertoire.

In the approaches derived from operant and classical
conditioning—often designated as cognitive-behavioral
therapies—treatment begins with an extensive behav-
ioral analysis of the situational determinants of problem
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patterns. Such an analysis can be undertaken through
direct observation in school, hospital, or other struc-
tured settings or might be conducted through home-
work exercises involving self-monitoring. The key idea
is that problem patterns are elicited by a limited set of
internal and environmental cues. Once these triggers
are identified, they can be targeted as opportunities for
introducing, rehearsing, and reinforcing skills. The goal
is to introduce an element of self-observation into be-
havior patterns that have been automatic, creating flexi-
bility in response. In behavioral modification, for
example, when trigger situations are encountered, ef-
forts are made to withhold any reinforcement of
problematic behaviors and systematically reward ap-
proximations to new, desired actions—including those
that have been modeled for the client. The creation of
incentives, such as those found in a token economy, can
be especially effective in sustaining awareness of skill-
based responses in problem situations. This is often un-
dertaken in structured environments, such as school
classrooms, where professionals possess a high degree
of control over environmental and interpersonal vari-
ables and can observe clients on an extended basis.

The idea of enacting new patterns in contexts that
have generally fostered problematic behaviors is a hall-
mark of brief therapies that derive inspiration from
classical conditioning. These exposure-based methods,
well exemplified in the work of Edna Foa and David
Barlow, actively provoke problem patterns, such as
anxiety episodes, while the client engages in cognitive
and behavioral coping efforts. Through repetition,
clients learn to control responses previously viewed as
out of control, gaining a sense of mastery. Such expo-
sure can be gradual, as in systematic desensitization, or
it can be undertaken all at once, as in flooding meth-
ods. Many times, the exposure is first tackled through
the use of vivid imagery (imaginal exposure), in which
clients invoke anxiety by imagining themselves in
stressful situations. Later, the work can proceed to in
vivo exposure, as clients tackle actual situations within
and between sessions.

The exposure-based therapies generally follow a se-
quence of steps that are common to the learning
modalities. These steps include the following:

1. Monitoring: Clients are encouraged to become
aware of situational precursors of problematic responses
and internal cues that precede these responses. Many
times these cues are fairly subtle, as in the case of bulimic
clients who may become overly sensitive to interoceptive
stimuli of bloating or fullness during menstrual cycles or

following meals. The use of journals or self-rating forms
can be especially helpful in these efforts, requiring clients
to exercise self-awareness between sessions.

2. Skill introduction and modeling: Before a skill,
such as a relaxation technique, is actually taught to a
client, it is first introduced and explained in detail. Its
rationale is described, and client questions are ad-
dressed to facilitate compliance. The skill is also mod-
eled by the therapist for the client, with a step-by-step
explanation of how it is performed. The goal is to help
a client understand and feel comfortable with a skill
before attempting it directly.

3. Skill rehearsal: Learning models emphasize the role
of rehearsal in generating new and lasting behavior pat-
terns. Rehearsal is first undertaken within the session,
with copious feedback offered by the therapist. Only
when the skill is mastered within the session is it as-
signed as between-session homework. Often such home-
work encourages repetition of the skill in nonthreatening
situations to maximize the probability of early success.

4. Pairing of skill enactment with problem cues: Once a
person has mastered a coping skill, therapy attempts to
actively invoke cues that provoke problem patterns.
These challenges are utilized as opportunities to re-
hearse and apply the coping skills, with the idea of ex-
tinguishing anxiety and preventing unwanted behavioral
responses. By invoking stresses on a graduated basis,
therapists can help to ensure client successes, building
the sense of mastery. The intensity of repetition with
which the pairing is undertaken is adjsuted to the client’s
tolerance level, with special care taken to avoid trauma-
tizing vulnerable individuals.

5. Generalization: Once a person can successfully in-
voke coping in a former problematic situation, the situa-
tion may be rehearsed many times—in and and out of
session—to promote the internalization of the skill and
its application to new situations. Daily homework makes
maximum use of time between sessions, allowing clients
to benefit from regular experiences of self control.

The classical conditioning paradigm has been ex-
tended to the treatment of trauma by Francine Shapiro
in her work on eye movement desensitization and re-
processing (EMDR). In this approach, clients are asked
to relive emotionally upsetting episodes in their lives
while rehearsing repetitive patterns of eye movemnt
or other bodily action. Shapiro postulates that change
is accelerated when clients can actively reprocess
painful emotional experiences that have not been prop-
erly assimilated. EMDR appears to benefit individuals
by eliciting their emotional memories in a relatively
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nonemotional context. Most of the EMDR tasks are rou-
tine and even somewhat boring. By pairing traumatic
memories and fears with the performance of emotion-
ally neutral tasks, EMDR may extinguish anxiety in
much the same way as exposure-based behavioral ther-
apies, allowing clients to experience stressors in a less
aroused state and build a sense of mastery.

Cognitive restructuring approaches, popularized by
the work of Aaron and Judith Beck, apply principles of
learning to the modification of problematic thought
patterns. The key idea behind this work is that patterns
of construal underlie emotional responses. If these
schemas are altered, individuals can respond to situa-
tions in new, healthy ways.

Many of the schemas that individuals draw on to
make sense of the world embed information processing
distortions. For example, people may engage in a
process of selective abstraction, focusing on the most
negative aspects of a life event and generalizing these to
themselves. These distortions have become over-
learned to the point where they now are automatic. In
essence, the client mistakes his or her faulty processing
of the world for reality. The automatic thoughts thus af-
fect both feeling and behavior, creating problem pat-
terns as distorted as their underlying schemas.

Brief therapy with a cognitive-restructuring model
tends to be somewhat longer term than the exposure-
based therapies largely because of the time devoted to
identifying and understanding these information pro-
cessing distortions. Exposure-based work often targets a
very narrow behavioral pattern for change—phobic re-
sponses being a common example—while cognitive-re-
structuring methods are frequently employed to deal
with broader problems of depression and personality
disorders. Because the underlying distortions of thinking
manifest themselves in multiple arenas for clients—
emotional, interpersonal, vocational, etc.—the general-
ization process often takes more time. As a result,
cognitive restructuring therapy can be expected to last
10–20 sessions, instead of the 5–10 sessions often asso-
ciated with other cognitive-behavioral work.

The first step in cognitive-restructuring work in-
volves psychoeducation. Clients are introduced to the
cognitive model, drawing on examples from everyday
life and specifics from the client’s past. A particular
point of emphasis is the linkage between thoughts,
feelings, and behaviors and the ways in which our con-
struals of events mediate responses. Individuals are
much more likely to undertake the in-session and
homework demands of therapy if the rationale of the
treatment makes sense.

As with the aforementioned exposure-based modali-
ties, self-monitoring is also a key initial phase of short-
term cognitive work. Clients are encouraged to think
about their thinking, often by keeping a written record
of emotional events in their lives and the thoughts sur-
rounding these events. A review of these journals
within the initial therapy sessions helps clients identify
distortions and appreciate the emotional and behav-
ioral consequences. Once participants become adept at
identifying their distortions in the sessions, they are
encouraged to use their journals to become aware of
their problematic thoughts between meetings, as they
are occurring. With consistent practice and feedback,
clients can build their self-observation skills and in-
creasingly catch themselves in the act of engaging in
problematic interpretations of events.

The core of cognitive-restructuring work occurs
when clients learn to dispute their automatic thoughts
with more rational, constructive ways of construing
their lives. Once again this is first modeled within ses-
sions by the therapist, using examples elicited from
clients wherever possible. It may be possible, for in-
stance, for individuals to reflect on how other people
might interpret similar situations, or they might be
aware of situations in which they would make very dif-
ferent interpretations. It is often helpful to encourage
people to identify how they would respond to a best
friend or significant other who was facing a similar sit-
uation. Interestingly, given such a scenario, many
clients will spontaneously generate constructive con-
struals that completely bypass their automatic, self-rel-
evant schemas.

When these alternative interpretations are generated,
they are rehearsed in a Socratic fashion within sessions,
first with the therapist challenging the client and then
with clients challenging themselves. The objective is to
interrupt the automatic thoughts by initiating an inter-
nal dialogue in which one distances from one’s schemas
and evaluates them for accuracy. It is not unusual for
therapists to suggest small experiments to be con-
ducted between sessions in which clients test their au-
tomatic thoughts as if they were hypotheses in a
scientific study. Such experiments can provide a power-
ful firsthand confirmation that the negative schemas
are not accurate depictions of the world.

The extension of written journals to embrace efforts
at disputing troublesome automatic thought patterns is
another common technique employed in cognitive-re-
structuring therapies. The process of writing down
negative thoughts and generating more constructive al-
ternatives helps clients rehearse their thinking skills in
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real time under controlled conditions. At first, such
written work may require considerable time and effort.
With practice, however, the skills themselves become
automatic, and clients find themselves naturally ques-
tioning their old thought patterns as they are occur-
ring. This generalization is aided by targeting
challenging events between sessions and rehearsing
ways of using the journal to respond to the challenges.

C. Relationship Therapies

Whereas the learning-based brief therapies rely heav-
ily on skills-teaching and homework-based rehearsal,
the relationship brief therapies emphasize interper-
sonal experience as a change vehicle. Central to these
approaches is the idea that individuals internalize their
interpersonal experiences, cementing their identity in
the process. When these experiences have been con-
flicted, the person internalizes a fragmented, negative,
and/or inconsistent sense of self. This disrupts mood
and action and potentially impairs future relationships.
Unlike the contextual therapist, the relationship thera-
pist emphasizes the internal experience of clients and
its social origins. Unlike the learning therapist, the re-
lationship therapist stresses the curative impact of the
helping relationship, rather than didactic instruction.

The brief relationship therapies differ from their
longer-term siblings—client-centered and psychoana-
lytic treatment—in their focus on specific relationship
patterns and relative emphasis upon the present. The
Interpersonal Therapy for Depression (IPT) introduced
by Gerald Klerman and colleagues links the depressive
syndrome to several core issues, including delayed grief
reactions, interpersonal role disputes, role transitions,
and interpersonal deficits. Clients are helped to appre-
ciate the interpersonal sources of their feelings, making
their depression more understandable and less threat-
ening. Sessions then focus on addressing the interper-
sonal challenges, interrupting the client’s negative
focus on self and promoting constructive action.

The psychodynamic brief therapies make particular
use of in-session events between therapist and client to
facilitate change. Like their longer-term counterparts,
the brief dynamic therapies emphasize that problem
patterns in the client’s life will be replayed within the
therapeutic relationship. This transference offers an op-
portunity for clients to see their patterns as they are oc-
curring, to appreciate the costs of these patterns, and to
initiate efforts to engage the therapist in a more con-
structive mode. Once clients are able to become better
observers of their patterns within the sessions and initi-

ate efforts at change, their successes can serve as tem-
plates for shifting those patterns in other, extrathera-
peutic relationships.

The underlying model of problem creation and main-
tenance is also shared between the brief and longer-term
analytic approaches. Early childhood conflicts are de-
fended against through a variety of mechanisms. If these
conflicts are repressed or otherwise left unresolved, they
tend to resurface whenever the individual faces similar
challenges in later life. At such times, people are apt to
regress to their prior, less mature modes of coping.
Whereas these defensive modes may have worked in the
past, they are no longer adaptive for the current, adult
context and yield new, painful consequences. For in-
stance, a child who was abused may have warded off her
anxiety by learning to dissociate. This no longer proves
adaptive, however, in coping with conflict in mature
working and loving relationships.

The brief and longer-term dynamic therapies differ
in three crucial respects:

1. Therapist activity: In longer-term analysis, inter-
pretation is a gradual process that is only undertaken
after considerable work has been done to resolve resist-
ances (defensive patterns that interfere with the ther-
apy). The interpretive stance of the brief dynamic
therapist is much more active, emphasizing present-
day manifestations of patterns rather than their histori-
cal roots. Such practitioners as Lester Luborsky, Hans
Strupp, and Hanna Levenson narrow their focus to spe-
cific cyclical interpersonal patterns that lead to mal-
adaptive outcomes. Instead of waiting for clients to
recognize these patterns on their own, brief dynamic
therapists are much more likely to actively interpret
their presence and associated consequences.

2. Use of confrontation: Longer-term analytic therapies
emphasize interpretation as a primary intervention mode
in dealing with resistances. Such brief dynamic therapists
as Peter Sifneos and Habib Davanloo replace this inter-
pretative work with a more direct confrontation of de-
fenses, vigorously pointing out their maladaptive nature.
This tends to heighten clients’ anxiety level, placing them
in greater touch with the thoughts, feelings, and impulses
being defended. The brief analytic therapist largely aban-
dons the analytic blank screen and instead acts as a cata-
lyst for change by strategically heightening anxiety and
bringing conflicts to life within sessions.

3. Corrective emotional experiences: The goal of tradi-
tional analysis is to foster insight into unconscious in-
terpersonal conflicts and their consequences and
support novel, adaptive efforts to deal with these. The
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brief dynamic therapist, building on the framework
first offered by Franz Alexander and Thomas French,
attempts to speed this process by offering immediate
relationship experiences that challenge the client’s
repetitive patterns. Davanloo’s work, for instance, de-
rives much of its power by goading repressed patients
into expressions of anger against the therapist. By re-
sponding to this anger constructively, the therapist ac-
tively disconfirms the client’s expectations of rejection
and abandonment, making it easier to deal with con-
flict openly. This strategic use of the therapeutic rela-
tionship in brief dynamic therapy draws significant
inspiration from interpersonal therapies, including the
work of Sullivan. Providing powerful emotional experi-
ences that challenge client patterns is more important
than offering verbal insight into these patterns.

Although briefer than traditional psychoanalysis,
many short-term dynamic therapies are longer term
than other brief modalities. Indeed, it is not unusual for
a brief dynamic therapy to extend for 20 sessions or
longer, falling well outside the utilization guidelines
and benefit limits of many managed healthcare plans.
Once again, this is typically a function of the breadth of
change being sought. The brief dynamic therapies gen-
erally target long-standing conflicts that have interfered
significantly with emotional functioning. Because of
the time required for these conflicts to play themselves
out in the transference, for the therapist to earn the
trust of an interpersonally troubled individual, and for
adaptive efforts to take root, it is difficult to imagine
brief dynamic work of only a few sessions. In summary,
it appears that the term brief therapy actually masks a
variety of interventions of differing scope and duration,
with highly directive and focused modes at the shortest
end of the continuum and more exploratory and broad
treatments at the opposite end.

III. RESEARCH FINDINGS

A great deal of what we know about the effectiveness
of therapy and the processes that contribute to favor-
able outcomes is derived from investigations of treat-
ments that are brief. For this reason, researchers have
noted that the outcome literature in therapy actually is
a literature on brief therapy outcome.

Reviewers of the literature on brief therapy outcome
have generally concluded that short-term treatments
are effective in helping people who are suffering from
situational and less severe disorders, such as anxiety

and grief. There is also ample evidence that brief ther-
apy is helpful in the treatment of trauma and stress-re-
lated disorders. More chronic disorders, such as major
depressive and psychotic conditions, appear to be more
refractory to brief intervention.

A number of methodological factors appear to medi-
ate brief therapy outcomes, generating several impor-
tant conclusions:

• Outcomes are a function of the time of assessment: As
the large National Institute of Mental Health (NIMH)
study of depression found, outcomes tend to be more fa-
vorable at the end of treatment than at longer-term fol-
low-up periods. The phenomenon of relapse is especially
acute for disorders with long-term, chronic courses, such
as major depressive disorder, compared with more situa-
tional anxiety problems.

• Outcomes are a function of the criterion being meas-
ured: Change in therapy appears to not occur all at once,
but in phases. Symptom relief—reduced depression, anx-
iety, anger—tends to precede functional improvements in
work, home, and interpersonal spheres. A brief therapy is
most likely to look successful if symptom relief is the cri-
terion. More interesting, clients appear to draw on differ-
ent criteria in assessing change than their therapists,
stressing symptom relief measures. They thus rate brief
therapy outcomes more highly than their therapists, who
place greater emphasis on measures of functioning.

• Outcomes are a function of the client population: Re-
search by Kenneth Howard and colleagues found that,
overall, change occurs relatively quickly—within the first
few sessions—for the majority of neurotic clients. Adding
sessions beyond the first 10 brings sharply diminished re-
turns. Clients with personality disorders and severe psy-
chopathology, however, continue to benefit from sessions
beyond brief parameters and display only modest change
within the first 10 visits.

• The achievement of a rapid alliance is crucial to brief
therapy outcome: Howard’s work also suggests that suc-
cessful clients tend to experience a rise in well-being
early in treatment, as they bond with their therapists
and perceive the possibility of change. The failure to
reach a working alliance early in therapy is a poor prog-
nostic indicator of brief therapeutic outcome.

An important finding of the aforementioned NIMH
study is that different forms of therapy conducted
within brief parameters, including cognitive and inter-
personal, did not produce unique changes among
clients. That is, therapies with different explanatory
models and intervention techniques may produce very
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similar types of outcome, as well as similar magnitudes
of change. This supports the notion that common fac-
tors may be the most important effective ingredients in
short-term work. Indeed, therapy may be brief to the
extent that it can harness these common ingredients
and apply them intentionally and systematically to tar-
geted problem patterns.

Studies of change processes in brief therapies tend to
support this common factors hypothesis. It appears that
brief therapy is not so much different from time-unlim-
ited treatment as an intensification of longer-term
modalities. The brief therapist emphasizes the effective
ingredients in all therapies and attempts to maximize
these in a planned, deliberate manner so as to catalyze
desired changes. This can be described as a several-step
process, an overarching, integrative model of brief ther-
apy that can account for the shared elements among the
contextual, learning, and relationship approaches:

1. Engagement: The earliest phase of therapy fea-
tures a vigorous encounter between therapist and client
in which the dimensions of the presenting problems are
explored. Very often, this features a ventilation of the
emotional upset that has brought the individual for
help. By listening attentively, inquiring actively, and re-
sponding sensitively, the therapist facilitates a building
of rapport and trust.

2. Pattern search: Bernard Beitman has emphasized
the importance of pattern searching in the earliest
phases of treatment. Presenting problems such as de-
pression, anxiety, and relationship conflicts frequently
arise under specific conditions. By asking for many ex-
amples of presenting problems, it is possible for thera-
pist and client to identify the similarities among these
instances and the conditions that serve as contexts for
the generation of distress.

3. Translation: Clients typically enter therapy only
after they have unsuccessfully attempted other means
for solving their problems. As a result, by the time they
sit for their first session, they are typically somewhat
frustrated and discouraged. Not infrequently, the ways
in which they have defined their problems—and hence
the possible solutions to these—have led them to a
dead end. When a brief therapist translates presenting
problems into the new terms of a pattern—helping
clients see this pattern for themselves—the result is
often a sense of relief and hope. If the brief therapist
has been effective in building trust and rapport and
successfully identified outstanding patterns, the trans-
lation can serve as a mutual focus for therapy, engaging
the client’s readiness for change.

4. Discrepancy: A key process feature across the brief
therapies is the attempt to elicit problem patterns within
therapy sessions. This helps to heighten emotional expe-
riencing and more deeply process efforts at change. It also
speeds the change process by allowing clients to work di-
rectly on targeted patterns. Because the brief therapist
takes an active role in eliciting problem patterns, brief
therapies can be anxiety provoking for clients. Indeed,
the heightened anxiety may serve as a spur for change.
Many of the techniques specific to the brief therapies—
exposure methods in behavioral desensitization, journal
keeping in cognitive restructuring approaches, con-
frontation in the short-term dynamic methods, directed
tasks in strategic work—allow clients to experience their
problem patterns in a controlled and safe context. This
allows for the possibility of responding to these patterns
in a discrepant and adaptive manner, generating true cor-
rective emotional experiences.

5. Consolidation: Once new, constructive patterns
have appeared, the task of the brief therapist is to aid in
their internalization. Although initial change can bring
meaningful symptom relief, clients remain at significant
risk of relapse if they have not truly made a new pattern
part of their cognitive, behavioral, and emotional reper-
toire. Accordingly, the latter phases of brief therapy fea-
ture significant efforts at rehearsal and generalization,
encourging clients to extend their in-session changes to
out-of-session contexts. Frequent feedback from thera-
pists and rehearsal of anticipated future challenges facil-
itate generalization, as the focus comes full circle, from
the identification of problem patterns to the facilitation
of adaptive responses. Not infrequently, therapy moves
to an intermittent basis of meeting as clients develop the
capacity to sustain this consolidation on their own.

IV. SUMMARY

The term brief therapy subsumes a variety of treat-
ment approaches derived from different models of
change and spanning a range of treatment durations.
Brief therapies share a number of procedural elements,
including criteria for inclusion and exclusion, the
maintenance of a sharp treatment focus, a high degree
of therapist activity and client involvement, and con-
certed efforts to elicit and rework client patterns within
and between sessions. Brief therapies range from very
short-term strategic and solution-focused modalities to
cognitive-behavioral and cognitive-restructuring mod-
els and more extended short-term dynamic approaches.
All appear to be effective in helping people deal with
situational problems and less severe anxiety and stress
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concerns but may be limited in sustaining change
among clients with chronic and severe disorders.
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GLOSSARY

active coping Finding some aspect of a stressor that one can
do something about and formulating a plan of action to re-
spond to it.

affective expression The direct ventilation of emotion.
hypnosis A state of relaxed, attentive, focused concentration

with a reduction in peripheral awareness.
personalization Bringing discussion of problems into the

“here and now” by discussing problems as reflected by is-
sues among group members rather than involving others
outside the group.

social constraints Aspects of a social network that discourage
open expression of feelings and thoughts.

As treatment for cancer has become more effective, it
is better thought of as a chronic rather than a terminal
illness. However, given the progressive nature of the
disease, and the fact that approximately half of all peo-
ple diagnosed with cancer will eventually die of it, a
readjustment in the medical approach to cancer is
needed. Currently, we focus almost exclusively on cure,
despite the fact that cure is often impossible. We pay far

less attention to “care,” the process of helping ill people
live with cancer as well and as long as possible. That
latter perspective is the focus of this article.

I. DESCRIPTION OF TREATMENT

A. Content

1. Social Support
Psychotherapy, especially in groups, can provide a

new social network with the common bond of facing
similar problems. Just at a time when the illness make a
person feel removed from the flow of life, when many
others withdraw out of awkwardness or fear, psy-
chotherapeutic support provides a new and important
social connection. Indeed, the very thing that damages
other social relationships is the ticket of admission to
such groups, providing a surprising intensity of caring
among members from the very beginning. Further-
more, members find that the process of giving help to
others enhances their own sense of mastery of the role
of cancer patient and their self-esteem, giving meaning
to an otherwise meaningless tragedy.

2. Emotional Expression
The expression of emotion is important in reducing

social isolation and improving coping. Yet it is often an
aspect of cancer patient adjustment that is overlooked
or suppressed. Emotional suppression and avoidance
are associated with poorer coping. At the same time,
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there is much that can be done in both group and indi-
vidual psychotherapies to facilitate the expression of
emotion appropriate to the disease. Doing so seems to
reduce the repressive coping strategy that reduces ex-
pression of positive as well as negative emotion. Emo-
tional suppression also reduces intimacy in families,
limiting opportunities for direct expression of affection
and concern. Indeed, there is evidence that those who
are able to ventilate strong feelings directly cope better
with cancer.

The use of the psychotherapeutic setting to deal with
painful affect also provides an organizing context for
handling its intrusion. When unbidden thoughts involv-
ing fears of dying and death intrude, they can be better
managed by patients who know that there is a time and a
place during which such feelings will be expressed, ac-
knowledged, and dealt with. Furthermore, disease-re-
lated dysphoria is more intense when amplified by
isolation, leaving the patient to feel that he or she is de-
servedly alone with the sense of anxiety, loss, and fear
that he or she experiences. Being in a group where many
others express similar distress normalizes their reac-
tions, making them less alien and overwhelming.

3. Detoxifying Dying: Processing 
Existential Concerns

Death anxiety in particular is intensified by isolation,
in part because we often conceptualize death in terms
of separation from loved ones. Feeling alone, especially
at a time of strong emotion, makes one feel already a
little bit dead, setting off a cycle of further anxiety. This
can be powerfully addressed by psychotherapeutic
techniques that directly address such concerns.

Exploring and processing existential concerns is a
primary focus of supportive-expressive therapy. Irvin
Yalom has described the ultimate existential concerns
as death, freedom, isolation, and meaninglessness.
Rather than avoiding painful or anxiety-provoking top-
ics in attempts to “stay positive,” this form of group
therapy addresses these concerns head-on with the in-
tent of helping group members better use the time they
have left. This component of the therapy involves look-
ing the threat of death right in the eye rather than
avoiding it. The goal is to help those facing the threat of
death see it from a new point of view. When worked
through, life-threatening problems can come to seem
real but not overwhelming. Following a diagnosis of
cancer, a variety of coping strategies come into play, in-
cluding positive reappraisal and cognitive avoidance.
However, denial and avoidance have their costs, in-
cluding an increase in anxiety and isolation. Facing

even life-threatening issues directly can help patients
shift from emotion-focused to problem-focused coping.
The process of dying is often more threatening than
death itself. Direct discussion of death anxiety can help
to divide the fear of death into a series of problems: loss
of control over treatment decisions, fear of separation
from loved ones, anxiety about pain. Discussion of
these concerns can lead to means of addressing if not
completely resolving each of these issues. Thus even
facing death can result in positive life changes. One
woman with metastatic breast cancer described her ex-
perience in this way:

What I found is that talking about death is like looking
down into the Grand Canyon (I don’t like heights).
You know that if you fell down, it would be a disaster,
but you feel better about yourself because you’re able
to look. I can’t say I feel serene, but I can look at it now.

Even the process of grieving can be reassuring at the
same time that it is threatening. The experience of
grieving others who have died of the same condition
constitutes a deeply personal experience of the depth of
loss that will be experienced by others after one’s own
death.

4. Reorganizing Life Priorities 
and Living in the Present

The acceptance of the possibility of illness shorten-
ing life carries with it an opportunity for reevaluating
life priorities. When cure is not possible, a realistic
evaluation of the future can help those with life-threat-
ening illness make the best use of remaining time. One
of the costs of unrealistic optimism is the loss of time
for accomplishing life projects, communicating openly
with family and friends, and setting affairs in order.
Facing the threat of death can aid in making the most
of life. This can help patients take control of those as-
pects of their lives they can influence, while grieving
and relinquishing those they cannot. Having a domain
of control can be quite reassuring. Previous studies by
Roxanne Silver, Phillip Zimbardo, and colleagues of the
sequelae of past traumatic events indicate that long-
term psychological distress is associated with a tempo-
ral orientation that is focused on the past rather than
on the present or future. For cancer patients who are
experiencing the traumatic stressor of anticipating
their imminent death and its impact on their loved
ones, adjustment may be mediated by changes from
past- or future-focused orientation to a present-focused
orientation that is more congruent with the reality of
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their foreshortened future. In addition, progress in life
goal reappraisal, reorganization of priorities, and per-
ception of benefits of cancer may also mediate im-
provement in symptoms and enhance quality of life.

5. Enhancing Family Support
Psychotherapeutic interventions can also be quite

helpful in improving communication, identifying
needs, increasing role flexibility, and adjusting to new
medical, social, vocational, and financial realities.
There is evidence that an atmosphere of open and
shared problem-solving in families results in reduced
anxiety and depression among cancer patients. Thus fa-
cilitating the development of such open addressing of
common problems is a useful therapeutic goal. The
group format is especially helpful for such a task, in
that problems expressing needs and wishes can be ex-
amined among group members as a model for clarify-
ing communication in the family.

In addition to enhancing communication, group par-
ticipants are encouraged to develop role flexibility, a ca-
pacity to exchange roles or develop new ones as the
pressures of the illness demand. One woman, for exam-
ple, who became unable to carry out her usual house-
hold chores, wrote an “owner’s manual” to the care of
the house so that her husband could better help her
and carry on after her death. Others wrote letters to
friends asking them to cook an extra bit of dinner one
evening a month to share with them to relieve them of
the pressure of cooking.

6. Improving Communication with Physicians
Support groups can be quite useful in facilitating bet-

ter communication with physicians and other health
care professionals. Groups provide mutual encourage-
ment to get questions answered, to participate actively
in treatment decisions, and to consider alternatives
carefully. Research by Lesley Fallowfield has shown that
cancer patients are more satisfied with the results of in-
tervention, such as lumpectomy versus modified radical
mastectomy, to the extent that they have been involved
in making the decision about which type of treatment to
have. Such groups must be careful not to interfere with
medical treatment and decisions, but rather to encour-
age clarification and the development of a cooperative
relationship between doctor and patient. The three cru-
cial elements are communication, control, and caring:
improving communication, enhancing patients’ sense of
control over treatment decisions, and finding caring
physicians and other health care professionals who are
interested in the patient as a person.

7. Symptom Control
Many treatment approaches involve teaching cogni-

tive techniques to manage anxiety. These include
learning to identify emotions as they develop, analyze
sources of emotional response, and move from emo-
tion-focused to problem-focused coping. These ap-
proaches help the patient take a more active stance
toward the illness. Rather than feeling overwhelmed
by an insoluble problem, they learn to divide prob-
lems into smaller and more manageable ones. If I
don’t have much time left, how do I want to spend it?
What effect will further chemotherapy have on my
quality of life?

Many group and individual psychotherapy programs
teach specific coping skills designed to help patients re-
duce cancer-related symptoms such as anxiety, antici-
patory nausea and vomiting, and pain. Techniques used
include specific self-regulation skills such as self-hyp-
nosis, meditation, biofeedback, and progressive muscle
relaxation. Hypnosis is widely used for pain and anxi-
ety control in cancer to attenuate the experience of
pain and suffering, and to allow painful emotional ma-
terial to be examined. Group sessions involving in-
struction in self-hypnosis provide an effective means of
reducing pain and anxiety, and consolidating the major
themes of discussion in the group.

B. Treatment Process (see Table I)

1. Personalization
Leaders are taught to bring group discussions “into

the room” by keeping the focus on interactions occur-
ring among group members, rather than directing dis-
cussion toward people and events outside the group.
Although some discussion of family, friends, and out-
side events is inevitable, the processing of issues raised
on the “outside” is best done on the “inside.” Thus
when one patient discusses how she feels that she is a
burden to her husband, the discussion is better di-
rected toward the question, “Do you feel like a burden
to the group?” or “Do other group members feel you
are a burden?”

2. Affective Expression
Leaders should “follow the affect” in the room rather

than the content. If a silent group member shows signs
of emotion, the leader should respectfully direct atten-
tion toward her: “You seem upset now—what are you
feeling?” Expression of emotion produces vulnerability,
and it is important to make sure that those who express
feelings are heard and acknowledged.
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3. Supportive Group Interactions
The leader is responsible for starting and ending the

group on time, and seeing that there are few interrup-
tions of the group time. Each member should be made to
feel that her problems are as important as anyone else’s.
It is necessary to inquire about missing members, and to
make sure that very silent members have a chance to
talk. Also, avoiding scapegoating—the group’s “fixing”
one patient as a displacement of dealing with their own
problems—is critical. Leaders must remember that their
“patient” is the group, not just a series of individuals.

4. Active Coping
As problems are discussed, it is helpful for the leader

to direct the group toward means of responding to
them, rather than merely accumulating a series of unre-
solved difficulties, or avoiding discussing them. Find-
ing a means of addressing problems reduces the
helplessness engendered by them.

II. THEORETICAL BASES

No one is well prepared by life to deal with a life-
threatening diagnosis and the rigors of treatment, and
yet medical treatment has focused almost exclusively
on the necessary problems of undergoing diagnostic
tests, surgery, radiotherapy, chemotherapy, hormonal
treatments, and other biomedical interventions. Far
less attention has been paid to educating patients about
their illness and its effects on their lives, processing
emotions inextricably intertwined with the disease, and
enhancing social support, which is often damaged by
the presence of the disease.

There is strong evidence that social contact has not
only positive emotional effects, but that it reduces over-
all mortality risk as well as that from cancer. In a major
review James House showed that social isolation is as
strongly related to age-adjusted mortality as serum
cholesterol levels or smoking. Indeed, being married
predicts better medical outcome with cancer, while so-
cial stress such as divorce, loss of a job, or bereavement
is associated in some studies with a greater likelihood
of a relapse of cancer. Thus, constructing new social
networks for cancer patients via support groups and
other means is doubly important: It comes at a time in
life when natural social support may erode, and when
more is needed.

A. Social Constraints

The social-cognitive processing model of adjustment
to trauma developed by Stephen Lepore contends that
it is not merely the act of thinking about trauma-related
information that facilitates processing, but it is disclo-
sure and active contemplation of meanings, feelings,
and thoughts with supportive others that is pivotal. A
social environment that inhibits such disclosure may
cause patients to avoid thinking and talking about the
stressful experience and interfere with cognitive pro-
cessing, resulting in prolonged distress and a failure to
come to terms with the cognitive and emotional infor-
mation in question. These social constraints cause can-
cer patients to feel unsupported, misunderstood, or
otherwise alienated from their social network and have
been associated with greater cancer-related intrusive
ideation and avoidance. A similar construct, aversive
emotional support put forward by Lisa Butler, has been
found to amplify the impact of past stressful life events
on current traumatic stress symptoms in cancer pa-
tients. Treatment-related changes in patients’ percep-
tion or elicitation of social constraints should therefore
result in greater processing of the cancer experience.

Living with the traumatic stressor of cancer creates
an unending series of existential challenges. The threat
to life is continuous, and reminders are constant,
through symptoms such as pain, treatments and their
side effects, loss of social roles, and the response of oth-
ers to the condition. Thus the successful treatment of
symptoms and the enhancement of quality of life for
cancer patients requires interventions that focus on
emotional and cognitive processing of the cancer expe-
rience and addresses the themes and issues that are
specific to living with cancer. Successful treatment of
cancer-related symptoms and improvements in quality
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TABLE I
Group Process Goals for Leaders

Personalization
Facilitating an examination of personal and specific 

cancer-related issues.
Affective expression

Facilitating the expression of here-and-now feelings
Supportive group interaction

Facilitating supportive interactions among group members
Sharing group time and access to group attention
Avoiding scapegoating
Maintaining boundaries

Active coping
Facilitating the use of active coping strategies



of life are mediated by engagement of cancer-related
fears and other aversive emotions, increases in patient
emotional self-efficacy for coping with the challenges
of living with the illness, the degree of processing of ex-
istential cancer-related concerns and stressful cancer-
related events, reduced social constraints that inhibit
processing, the degree to which patients can reorganize
their life priorities and live more fully in the present,
and utilization of techniques such as self-hypnosis for
pain and anxiety control.

Many of the psychotherapies that have shown prom-
ise in improving emotional adjustment and influencing
survival time involve encouraging open expression of
emotion and assertiveness in assuming control over the
course of treatment, life decisions, and relationships.

III. OUTCOME

Psychotherapeutic treatments for cancer patients,
both group and individual, have been shown to have a
variety of positive effects, ranging from reduction in
anxiety and depression to several recent studies sug-
gesting increases in survival time.

A. Beneficial Effects of Group
Interventions on Psychiatric

Symptoms and Mood

Group interventions are of proven benefit in improv-
ing quality of life for cancer patients. For example, re-
search on university- and hospital-based group
interventions by Catherine Classen, David Spiegel,
Fawzy Fawzy, and others has shown that they reduce
traumatic stress symptoms and other psychological dis-
tress, improve coping skills, enhance disease knowl-
edge, improve quality of life, and reduce pain.

B. Effects of Social Support
Interventions on Health Status

Recently, a provocative literature has emerged indi-
cating that group psychotherapy may affect the quan-
tity as well as the quality of life. Our research group
found that the metastatic breast cancer patients in our
original randomized trial who had undergone support-
ive/expressive group therapy lived, on average, 18
months longer than did the randomly assigned control
sample. By 48 months after the study had begun, all of
the control patients had died, but a third of the treat-
ment sample were still alive. There is now a larger and

divided literature on this survival effect. Four other
studies have shown an effect of psychotherapy on can-
cer survival time of cancer patients: two involving lym-
phoma, one with melanoma, and one with
gastrointestinal cancers. All of the psychosocial inter-
ventions were effective in reducing distress. Some in-
volved supportive-expressive interventions, while
others emphasized more cognitive-behavioral ap-
proaches and training in active coping. However, five
others studies show no effect of psychotherapy on sur-
vival time. All but one involve breast cancer patients;
the other lung and gastrointestinal cancers. Only two
of these five studies were able to demonstrate psycho-
logical effectiveness in reducing distress. One study
conducted by Pamela Goodwin was a major multicen-
ter trial using the supportive-expressive model. This
program was quite effective in reducing distress, but
there was no treatment effect on survival time. Clearly
further evidence is needed to resolve the provocative
question of whether or not group psychotherapy affects
cancer survival time. The mechanisms underlying such
an effect may involve influence on daily activities such
as diet, exercise, and sleep, or on adherence to medical
treatment, or may involve changes in endocrine and
immune function as well. Thus there is growing evi-
dence that psychotherapy for the medically ill is a pow-
erful and important treatment, with marked
psychological and possible physical effects. The medi-
cine of the future would do well to take these psy-
chosocial effects into account. When we rediscover the
role of care as well as cure in medicine, we will help pa-
tients and their families better cope with disease, and
may also better mobilize the mind and body’s resources
to fight illness.

IV. SUMMARY

Group therapy for cancer patients involves attention
to enhancing social support; encouraging emotional
expression and processing; confronting existential con-
cerns; improving relationships with family, friends, and
physicians; and enhancing coping skills. These include
taking a more active stance toward disease-related
problems, and learning techniques such as self-hypno-
sis for pain control. Group leaders emphasize the here-
and-now, personalizing discussion by making the
group interaction itself the focus of discussion. Thus
group relationships, feelings, and coping experience in-
tensify learning and solidarity. Such group therapy ap-
proaches have been shown to reduce distress, enhance
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coping, and ameliorate symptoms. There is some evi-
dence that they may even enhance the quantity as well
as the quality of life.
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GLOSSARY

conditioned reinforcer A previously neutral stimulus that
acquires its reinforcing properties through its pairing
with an unconditioned reinforcer or another conditioned
reinforcer.

discriminative stimulus Stimulus in the presence of which a
response is reliably reinforced.

fading The systematic removal of prompts or other supple-
mentary discriminative stimuli so as to facilitate independ-
ent responding.

prompt A supplemental discriminative stimulus that is pre-
sented to facilitate the emission of a correct response,
but is gradually removed so as to encourage independent
responding.

reinforcement A contingent relationship between a behavior
and a behavioral consequence, in which that consequence
causes the behavior to increase in frequency.

stimulus generalization The spread of the effects of reinforce-
ment to stimuli not correlated with reinforcement, but that
are similar along some dimension to a stimulus or stimuli
that are correlated with reinforcement.

task analysis Breaking a complex task or skill down into its
correct sequence of components.

I. DESCRIPTION OF TREATMENT

Chaining is an instructional procedure used to teach
complex skills or tasks that are made up of several indi-
vidual discrete components, which must occur in a
specific sequence in order for the skill to be correctly
performed. Such a sequence of responses is defined as a
chain. Many daily living skills can be conceptualized as
chains of responses. Preparing a bath, for example, is a
task that requires the emission of several responses in a
specific sequence in order to be performed correctly. In
order to identify the individual responses comprising a
chain, a task analysis must be conducted, in which the
skill or task is broken down into a detailed listing of its
component subtasks or subskills. For preparing a bath,
a task analysis may include securing the plug in the
drain, turning on the faucet, testing the water tempera-
ture, adjusting the water temperature, and stepping
into the tub. When performed correctly, there is no
break from the completion of one response of the chain
to the next, and the final reinforcer of a warm bath be-
comes available only after the completion of the entire
chain. Cooking a meal, getting dressed, and setting a
place-setting are similar examples of chains.

In order to establish new behaviors via chaining,
several variables will enhance the likelihood that a pro-
cedure is successful. First, it is imperative that an accu-
rate task analysis be completed before instruction
begins. Each response in the chain must not only be
identified, but the correct order in which each response

Chaining

Ruth Anne Rehfeldt
Southern Illinois University

365
Encyclopedia of Psychotherapy
VOLUME 1

Copyright 2002, Elsevier Science (USA).
All rights reserved.



occurs must also be specified. Observing the demon-
stration of a skill by a person who has mastered that
skill will help ensure the accuracy of a task analysis.
Second, only complex skills that include responses that
are already in the individual’s repertoire should be
taught; this will be much easier than attempting to es-
tablish a complex skill that includes responses that are
difficult for the individual to perform. Third, over the
course of instruction, it may be necessary to prompt
the individual to respond correctly. Prompts can be
modeled, verbal, gestural, or physical, and will facili-
tate acquisition by ensuring that the individual is suc-
cessful. Prompts will be particularly beneficial in
helping the individual transition between each re-
sponse of the chain. However, because the ultimate
goal of chaining is for the individual to perform the
task independently, it is important that the degree of as-
sistance with which an individual is provided is gradu-
ally faded or reduced over the course of teaching.
Fourth, reinforcing or providing verbal feedback for
the correct emission of each response in the chain will
also facilitate acquisition. But because outside of the
context of instruction reinforcement is not made avail-
able until the entire chain has been completed, it will
be necessary to gradually fade or reduce feedback that
is provided during the chain.

II. THEORETICAL BASES

Chains that an individual has mastered are per-
formed fluently; each individual response is performed
with ease and the individual demonstrates a smooth
transition from one response to the next. Because rein-
forcement does not occur until the end of the chain, it
may be difficult to understand how responding during
the chain, particularly one that is made up of many in-
dividual responses, can be maintained. Delayed rein-
forcement is seldom as effective as reinforcement that is
delivered immediately following a response. We can
understand how delayed reinforcement maintains re-
sponding during the chain if we acknowledge that with
the emission of each response of the chain, new stimuli
are introduced into the environment that may come to
have both discriminative and conditioned reinforcing
properties. For example, turning on the faucet intro-
duces a new stimulus into the environment, the sight of
running water. This stimulus may now occasion the
next response of the chain, the response of testing the
temperature of the water. This response also introduces
a new stimulus into the environment, the feeling of

water of a certain temperature on the finger. This stim-
ulus may now occasion the next response of the chain,
the response of adjusting the temperature of the water,
and so forth. Thus, response-produced stimuli may be
established as discriminative for the next responses in
the sequence of responses making up a chain. In addi-
tion, because those stimuli are temporally paired with
the delayed reinforcer that becomes available at the end
of the chain, they may be established as conditioned re-
inforcers, which maintain the responses that produce
them. For example, the sight of running water may
come to reinforce the response of turning on the water,
and the feel of water on the finger may come to rein-
force the response of touching the running water to test
its temperature. It seems, then, that chains need not
only be regarded as complex tasks made up of a series
of individual responses, but as sequences of response-
produced discriminative stimuli and conditioned rein-
forcers. Very lengthy chains can thus be easily executed
and maintained by the stimuli that are produced as the
chain is completed, despite the fact that the final rein-
forcer is delayed.

III. PROCEDURES FOR
ESTABLISHING CHAINS

Chains that are frequently performed or for which
individuals have had a great deal of practice are often
performed with ease. Although persons with develop-
mental disabilities may prove capable of demonstrating
the individual components of a skill or task, they may
experience considerable difficulty executing the entire
sequence of responses consistently and accurately. Spe-
cial instructional methods must be employed in order
to ensure an individual’s acquisition of a response
chain, as well as his or her completion of a chain in the
absence of adult instruction or intervention. There are
three methods that are typically used to establish new
behaviors via chaining. These include forward chain-
ing, backward chaining, and total task presentation
(also sometimes referred to as whole, concurrent, and
simultaneous task presentation).

A. Forward Chaining

The first procedure for establishing new behaviors by
chaining is forward chaining. In this procedure, the first
response of the sequence is taught to an individual.
When he or she has mastered that first response, the first
and second responses of the chain are linked together,
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and are then taught until the link has been mastered.
Next, the first three responses of the chain are linked
together, and are then taught until that link has been
mastered, and so forth, until the individual eventually
masters the entire chain. Thus, forward chaining is used
to teach chains by constructing longer and longer links
and adding one response at a time, starting at the begin-
ning of the chain and working forward. The individual’s
success determines when each next response is added to
the most recently taught link. An advantage of forward
chaining is that it is conducted according to the natural
order in which the individual responses comprising
skills or tasks occur in everyday situations.

B. Backward Chaining

A second procedure for establishing behavior by
chaining is backward chaining. As the name suggests,
in this case the chain is constructed by teaching re-
sponse links in the opposite order from which the skill
will eventually be performed. In other words, the last
response to be emitted before the chain is completed is
taught first, then the second-to-the-last response and
the last response are linked together and taught next.
The third-from-the-last response is then linked to the
second-to-the-last and the last responses, and that link
is taught next, and so on, until the first response of the
chain has been linked. Thus, like forward chaining,
new behaviors are established by constructing longer
and longer links and adding one response at a time,
contingent on the individual’s success. In this case,
however, instruction starts at the end and proceeds
backward through the chain. Backward chaining may
seem to be counterintuitive, for in no situation would
we wish for an individual to actually perform a skill
backward. However, backward chaining is a very effec-
tive procedure for establishing new behaviors in the
repertoires of persons with developmental disabilities.
By beginning at the end of the chain, the stimuli that
are produced by each response of the chain are more
proximal with reinforcement than is the case for the
stimuli that are produced by responses at the beginning
of the chain. For a neutral stimulus to be established as
a conditioned reinforcer, it must be highly correlated,
or closely paired temporally, with another conditioned
reinforcer or an unconditioned reinforcer. When a new
behavior is taught via backward chaining, the discrimi-
native stimuli that are produced by responses near the
end of the chain are thus established as highly effective
conditioned reinforcers, which maintain the responses
emitted earlier in the chain as instruction proceeds

backward. Likewise, as training continues, the discrim-
inative stimuli produced by each preceding response in
the chain is then temporally paired with already estab-
lished conditioned reinforcers, thus establishing new
conditioned reinforcers that maintain the beginning re-
sponses of the chain. Hence, backward chaining may
be desirable when one wishes to establish lengthy re-
sponse chains, and for individuals who have trouble
tolerating delay-to-reinforcement intervals.

C. Total Task Presentation

The third procedure for establishing a new behavior
by chaining is total task (also known as concurrent, si-
multaneous, or whole task) presentation. This proce-
dure requires that the individual attempt to correctly
emit all of the responses from the beginning to the end
of the chain on one training trial, and the trial is not
considered complete until the individual has worked
through the entire chain. In other words, unlike for-
ward and backward chaining in which single response
units are gradually linked together until the entire
chain is mastered, total task presentation requires that
the individual attempt the entire chain from its onset.
As was the case with forward chaining, an advantage of
using total task presentation is that the skill is taught in
the natural sequence in which it occurs outside of the
context of instruction. For very lengthy chains, how-
ever, it may prove challenging for an individual with a
developmental disability to work through the entire
chain on one trial.

IV. EMPIRICAL STUDIES

A. Forward Chaining

In 1987, John LaCampagne and Ennio Cipani used
forward chaining to teach four adults with developmen-
tal disabilities the complex task of paying bills. Specifi-
cally, check-writing was defined as the occurrence of a
sequence of six discrete responses: (1) Payee recorded
on check, (2) date entered on check, (3) amount of pay-
ment entered in numerical form, (4) amount of payment
entered in written form, (5) check signed, and (6) ac-
count number from bill entered on check. The first re-
sponse of this chain was taught until the individual
demonstrated the response correctly and independ-
ently five to eight times consecutively, after which the
second response was added. The first two responses
were then taught until the individual demonstrated this
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link correctly and independently on five to eight con-
secutive trials, and so forth. Verbal instructions, model-
ing, and rehearsal were used to prompt correct
responses as the links of the chain were mastered, and
verbal feedback was provided for correct and incorrect
completion of each response link. Prompts were gradu-
ally faded until the particular links of the chain could
be successfully performed independently, and feedback
was gradually faded until it was eventually only pre-
sented following the correct execution of the entire
chain. This procedure was effective in establishing
check-writing skills for all four participants; moreover,
these skills were maintained over a 2-month period
during which instruction was not provided. The estab-
lished chain of responses was also shown to generalize
to bills that were unfamiliar to the individuals or had
not been used during the original training.

B. Backward Chaining

In 1996, Louis Hagopian, Debra Farrell, and Adri-
anna Amari used backward chaining as a treatment for
liquid refusal that was demonstrated by a developmen-
tally disabled child with severe gastrointestinal prob-
lems. The authors hoped to teach the individual to
independently drink water from a cup, using a pre-
ferred activity as a reinforcer. The task analysis con-
sisted of the following: (1) Bringing a cup of water to
the mouth, (2) accepting water into the mouth, and (3)
swallowing the water. On each trial that the child re-
sponding correctly, he was reinforced with the opportu-
nity to cut paper with scissors for 90 seconds. Each
teaching session consisted of five trials, and the child
was required to perform with 100% accuracy on two
consecutive sessions before a new response was added
to the link. First, reinforcement was delivered contin-
gent on the child’s swallowing, in the absence of water
in the mouth, after being prompted. When the child
demonstrated this response to criterion, reinforcement
was provided contingent on swallowing after a syringe
of water was depressed into his mouth. When this re-
sponse link was demonstrated to criterion, reinforce-
ment was then delivered contingent on accepting and
swallowing water placed into his mouth from the sy-
ringe. When this response link was demonstrated to
criterion, the amount of water that the child was re-
quired to accept and swallow from the syringe was
gradually increased. Next, reinforcement was provided
contingent on the child’s bringing a cup of water to his
mouth, accepting it, and swallowing the water. This
chaining procedure was thus successful in establishing
water consumption, and the child’s drinking of water

was shown to generalize to settings different from that
in which the original training had been conducted.

C. Total Task Presentation

In 1988, John McDonnell and Susan McFarland used
total task presentation to establish laundromat skills in
the repertoires of four high school students with severe
developmental disabilities. The task analysis for the op-
eration of the washing machine consisted of the follow-
ing six steps: (1) locating an empty washing machine,
(2) adding soap, (3) loading the clothes, (4) setting the
wash cycle, (5) inserting the four quarters into the coin
slide, and (6) activating the machine. The students
were required to complete all of the responses in the
chain in order on a given trial, and were provided with
verbal feedback for the correct, independent emission
of each of the six individual responses. Students re-
ceived three training trials on the entire chain during a
given session. A response was considered correct if the
student completed the response accurately and inde-
pendently. A response was considered incorrect if the
student did not initiate the response within 5 seconds
from the time the last response was completed, per-
formed the response incorrectly, or was physically or
verbally prompted to complete the response. Probe tri-
als were inserted into the sessions of training trials, in
which the students’ ability to complete the entire task
without assistance or feedback from teachers was as-
sessed. The procedure was successful in establishing
laundromat skills for all four participants.

D. Effectiveness of Each Procedure

It may not always be easy to discern under what con-
ditions each of the three chaining procedures may be the
most effective. The nature of the task at hand, the indi-
vidual, and the amount of instruction time available are
all variables that must be taken into consideration when
deciding which procedure to use. As mentioned previ-
ously, an advantage of forward chaining and total task
presentation is that the instruction occurs in the natural
sequence in which the skill will be performed in every-
day situations. However, some individuals may have dif-
ficulties tolerating the delay interval before which the
reinforcer at the end of the chain is made available. This
may be particularly problematic when establishing very
lengthy chains, and when using total task presentation.
When establishing a new behavior that consists of a
number of individual responses via total task presenta-
tion, it may be wise to divide the chain into smaller seg-
ments, and teach one smaller segment at a time.
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The challenges posed by the length of the delay-to-
reinforcement interval in forward chaining and total
task presentation make backward chaining seem like a
desirable option to use in teaching persons with devel-
opmental disabilities. As was stated previously, the re-
sponse-produced stimuli may serve as more effective
conditioned reinforcers with this approach. In 1981,
Thomas Zane, Richard Walls, and John Thvedt com-
pared the amount of instruction time that was required
to teach adults with developmental disabilities to assem-
ble nine-part assemblies, using both backward chaining
and total task presentation. Interestingly, total task pres-
entation resulted in substantially less instruction time
than did backward chaining. Similarly, in 1984 Fred
Spooner demonstrated a higher acquisition rate for voca-
tional tasks established via total task presentation than
for backward chaining for persons with developmental
disabilities. However, in 1989, John McDonnell and
Brent Laughlin discovered no differences in the acquisi-
tion and maintenance of skills established by total task
presentation or backward chaining. Moreover, in 1981
Richard Walls, Thomas Zane, and William Ellis showed
that forward and backward chaining resulted in substan-
tially fewer errors than did total task presentation when
teaching vocational assembly tasks to persons with de-
velopmental disabilities. Thus, there is no unequivocal
answer as to which is the best chaining procedure to use;
the decision must depend on the specifics of the situa-
tion at hand. An appropriate resolution would be to base
one’s decision on data, and attempt all three procedures
and select that which suggests the most success.

V. SUMMARY

Chaining is a procedure used to establish complex
skills that are made up of several responses, which must

be performed in a particular sequence for the skill to be
executed correctly. Reinforcement does not become
available until the end of the chain. The responses con-
stituting a chain may be maintained by response-
produced stimuli, which function as conditioned
reinforcers. Such stimuli may also have discriminative
properties. Forward chaining, backward chaining, and
total task presentation are all procedures for establishing
new behaviors by chaining. There are different advan-
tages associated with each of the three types of chaining,
and research has provided different answers. Which pro-
cedure to use depends on the particular situation.
Chaining will be most effective if a thorough and accu-
rate task analysis of the skill is completed, if the chain
includes responses already in the individual’s repertoire,
and if prompts and reinforcers are provided for individ-
ual responses within the chain, but are gradually faded.
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GLOSSARY

conflict (intrapsychic) When requirements or elements are
opposed to each other within a person’s mind, such as a
wish being judged internally as wrong or unacceptable, or
two contradictory emotions.

countertransference Defined most broadly, the therapist’s in-
ternal reactions—thoughts and feelings—both conscious
and unconscious, to the individual patient.

defense mechanisms Mental operations unconsciously di-
rected toward internal states of mind that a person desires
to keep out of awareness because of threatened distress.
For example, if someone is very angry with another but
unintentionally behaves in an overly friendly or solicitous
manner because experiencing the anger would be too
threatening, it might be said that the defense mechanism
of reaction formation is being used.

drives Internal pressure arising from innate patterns of expe-
rience such as aggression or sexual attraction.

major depression A sustained period of at least 2 weeks dur-
ing which a person has a substantial lowering of mood or
loss of interest or pleasure in normal activities, accompa-
nied by changes in appetite or weight, sleep disturbances,

difficulty with mental tasks, feelings of worthlessness or
guilt, or possible thoughts or plans of suicide.

psychosocial functioning Ability to perform in psychological,
social, and occupational realms.

psychotic Psychosis is characterized by significant disruptions
in thought patterns due to intrusions by hallucinations,
delusions, or gross disorganization of speech or behavior.

transference Childhood prototypes for interacting with sig-
nificant others are unconsciously applied to figures in one’s
adult life; that is, old wishes, expectations, and conflicts
may unwittingly shape current relationships.

I. INTRODUCTION TO THE
CONCEPT OF CHARACTER

The construct of character is a complex one, with a
long and illustrious history. Robert Liebert has aptly ar-
ticulated the conundrum we face when considering the
meaning and significance of character:

It has become customary that any paper on character
begin by emphasizing the confused conceptual status of
the term—a term that comes down to us from ancient
Greece. Its etymological roots, significantly, refer to that
which is carved or engraved. Character has been a
subject of concern for Aristotle, the Stoics, and every
theologian, dramatist, gossip, Boy Scout leader, and psy-
choanalyst ever since. Our exploration of character is
further complicated by the fact that the term has techni-
cal meaning in our discipline and also has varied conno-
tations that are established in common parlance.

Character Pathology

Donna S. Bender and Andrew E. Skodol
New York State Psychiatric Institute/Columbia University

371
Encyclopedia of Psychotherapy
VOLUME 1

Copyright 2002, Elsevier Science (USA).
All rights reserved.



We must, then, at the outset define what we mean
when we talk about character—a person’s typical ways
of perceiving and thinking, forms of emotional experi-
ence, and behavioral and activity patterns—what we
generally think of as personality. Although specific
proclivities may wax and wane, most individuals are
recognized by others as having a style of approaching
the world, even if that might be predictably unpre-
dictable. For instance, we might use more common-
place terms such as easygoing, odd, or high-strung to
describe various types of people. However, because we
are considering character within the context of treat-
ment, our discussion is focused more on trait clusters,
enduring conflicts, and pervasive coping deficits that
cause significant impairment and distress. The general
term we use is character pathology, but specific “per-
sonality disorders” are mentioned, as well. Finally, it is
important to note that the phenomena described exist
on a continuum, with most of the pathological traits
representing exaggerated versions of traits seen in nor-
mal personality.

Nearly four decades ago, David Shapiro proposed a
collection of “neurotic styles” to capture a range of
character pathology: obsessive–compulsive, paranoid,
hysterical, and impulsive. The obsessive–compulsive
character is associated with more stable interpersonal
relationships than some other styles, but typical de-
fenses are centered on the repression of instinctual sex-
ual and aggressive drives, with patterns of highly
regulated gratification and ongoing denial of interper-
sonal and intrapsychic conflicts. Self-willed and obsti-
nate, with a constant eye toward rules and regulations,
and a never-ending list of “shoulds,” people with obses-
sive–compulsive attributes guard against any meaning-
ful consideration of their impulses toward others.
Maintaining control over internal experience and the
external world is a top priority, so rigidity is often a
hallmark of this character type. Except in its most se-
vere manifestations, obsessive–compulsive character
pathology is less impairing than some of the others and
more readily ameliorated by treatment.

First written about at length by Sigmund Freud, the
hysterical style conjures up images of dramatic scenes
staged by people who are impressionable and highly
distractible. When asked to describe themselves,
others, or daily situations, people with this style will
produce global and diffuse portraits. Because of asso-
ciated inhibition in cognitive functioning and mem-
ory due to internal conflict, individuals with the
so-called hysterical character may appear to be defi-
cient in intellectual knowledge and shallow in emo-

tional experience. It has been traditionally more asso-
ciated with women.

Considered to be more severely pathological than the
others discussed, the paranoid style is associated with
pervasive suspiciousness. Others’ motivations are con-
stantly called into question, with diligent surveillance
for evidence to confirm these assumptions, making the
individual guarded and tense. Although this type of
personality must be distinguished from schizophrenia
and other primarily psychotic disorders, the paranoid
dynamic may, at times, become severe enough to cause
lapses in the ability to grasp reality. The potential for
difficulty in treating people with such traits should be
readily apparent.

The impulsive label relates to a group of styles shar-
ing the common characteristics of lack of control and
impairment in deliberateness, leading the individual
to act on a whim, being unable to delay gratification
or tolerate frustration. There is a disjunction between
taking action and any understanding of the motiva-
tion behind it. Shapiro attributed impulsive character
pathology to a diverse range of problems and behav-
iors ranging from those of psychopaths, to alcoholics
and drug addicts, to people with narcissistic issues.

Narcissistic character traits have received considerable
attention in the clinical literature. Andrew Druck has de-
scribed individuals for whom there is a fundamental
deficit in the ability to regulate self-esteem without re-
sorting to omnipotent strategies of overcompensation or
overreliance on admiration by others. Some people who
are narcissistically vulnerable have difficulty in maintain-
ing a cohesive sense of self because of ubiquitous shame,
resulting from a notion that they fundamentally fall short
of some internal ideal. They look for constant reinforce-
ment from others to bolster their fragile self-images. On
the other side of the narcissistic “coin” are people who
are intensely grandiose, seeking to maintain self-esteem
through omnipotent fantasies and defeating others. They
defend against needing others by maintaining fusions of
ideal self, ideal other, and actual self-images. Thus, there
is an illusion maintained whereby this type of narcissistic
person has a sense that, because he or she is perfect, love
and admiration will be received from other “ideal peo-
ple,” and so there is no need to associate with inferiors.
This character type has been called the malignant narcis-
sist by Otto Kernberg and is one of the most daunting
treatment challenges because the patient’s psyche is both
disorganized and potentially disorganizing to the analyst.

Kernberg has also written extensively on the border-
line character, which is characterized by instability in the
areas of mood, interpersonal relationships, self-image,
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and impulse control. John Gunderson and Mary Za-
narini have done extensive work with such patients
and have identified central characteristics of what has
come to be specifically called “borderline personality
disorder”: quasi-psychotic thought, self-mutilation,
suicide gestures and attempts, abandonment and en-
gulfment fears, a sense of entitlement, and unstable
identity. Patients with more severe forms of this disor-
der may be frequently hospitalized because of life-
threatening behaviors. Kernberg’s concept of borderline
personality organization emphasizes a fragile and shift-
ing sense of self, use of primitive defense mechanisms,
and temporary lapses in awareness of reality. This is a
broader formulation than that of borderline personality
disorder and subsumes other personality traits such as
narcissistic, antisocial, and schizoid.

The antisocial personality is associated with ongo-
ing violation of society’s norms, manifested in such be-
haviors as theft, intimidation, and violence to people
and animals, or making a living in an illegal fashion
such as by fraud, selling drugs, or stealing, for exam-
ple. Clearly, this style would be found extensively
within the prison system. Michael Stone has suggested
that there are gradations of the antisocial style, with
the milder forms being more amenable to treatment.
However, within the broader label of antisocial is a
subset of individuals who are considered to be psycho-
pathic. These people, sadistic and manipulative, are
pathological liars, show no empathy or compassion,
no remorse for hurting others, and take no responsibil-
ity for their actions. The most extreme form is mani-
fest by individuals who torture or murder their
victims. This represents the extreme end of the spec-
trum of antisocial behavior and would be the most dif-
ficult to treat.

One system for more specifically describing differ-
ent character pathology is the Diagnostic and Statisti-
cal Manual for Mental Disorders, Fourth Edition
(DSM-IV). Specific diagnostic criteria have been es-
tablished for ten personality disorders, characterized
within three broader clusters. The Cluster A disor-
ders are associated with odd or eccentric presenta-
tions and include schizoid, paranoid, and schizotypal
disorders. Cluster B disorders are of an erratic or dra-
matic nature and include borderline, antisocial, nar-
cissistic, and histrionic disorders. The Cluster C
group, characterized as anxious or fearful, includes
obsessive–compulsive, avoidant, and dependent per-
sonality disorders. This is a categorical approach to
the classification of character pathology, and it has
been widely noted that many people meet criteria for

several of these personality disorders, either within
the same cluster or across clusters.

II. GENERAL ISSUES 
IN THE TREATMENT OF

CHARACTER PATHOLOGY

Regardless of the system used to describe the phe-
nomenology of character pathology or personality disor-
der, it is clear that these are long-standing, problematic
and rigidly held patterns of organization. As such, pa-
tients with character pathology are likely to present for
treatment with impaired coping strategies, troubled or
nonexistent relationships, and related difficulties, such
as anxiety, substance abuse, and depression. Thus, tran-
scending diagnosis and treatment approach, the funda-
mental goal is to assist patients with character pathology
to develop more flexible thought and behavior patterns
to replace their maladaptive ways.

To accomplish this broad goal, the clinician must be
able to engage the patient in a constructive therapeutic
endeavor. Although establishing an alliance is impor-
tant in all types of treatments for patients with all types
of presenting problems, it is of fundamental impor-
tance in working with individuals with character is-
sues. Forming an alliance is often extremely difficult,
particularly in work with patients with severely narcis-
sistic, borderline, or paranoid proclivities, as troubled
interpersonal attitudes and behaviors will also infuse
the patient’s engagement with the therapist. Narcissistic
patients may not be able to allow the therapist to be a
separate, thinking person for quite a long time,
whereas someone with borderline issues may exhibit
wildly fluctuating emotions, attitudes, and behaviors,
thwarting the potential helpfulness of the treater.

Countertransference on the part of the therapist
must be monitored closely, as interactions with diffi-
cult patients may often be provocative, inducing reac-
tions that must be carefully managed. Treatment
approach and technique must also be flexible, so that
interventions can be made appropriate to the individ-
ual patient’s style. One-size-fits-all treatment is inap-
propriate and ill advised. Otherwise, the alliance may
be jeoparadized, the patient will not benefit or may
leave treatment altogether. Furthermore, it can be ex-
pected that noticeable improvements in symptoms
and functioning will likely require a significantly
longer period of treatment when compared to patients
with no character pathology.
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III. PSYCHODYNAMIC
PSYCHOTHERAPY AND

PSYCHOANALYSIS

A. Description

The practice of psychodynamic psychotherapy and
psychoanalysis is based on a collection of perspectives
that have evolved since Freud’s original work began over
a century ago, and the basic concepts and techniques are
explicated elsewhere in this volume. However, it is im-
portant in setting a context for the discussion of the
treatment of character pathology to reiterate that the
psychodynamic/psychoanalytic approach, most gener-
ally speaking, utilizes the relationship between patient
and therapist as a primary vehicle for change and fo-
cuses on enduring patterns of thoughts, emotions, and
behaviors that may or may not be in conscious aware-
ness. Psychodynamic psychotherapy is informed by psy-
choanalytic theory, and psychoanalysis is considered to
be a more intensive form of treatment compared to psy-
chotherapy, because it most often entails four or more
sessions per week.

The therapist’s stance toward the patient and the
kinds of interventions chosen should be based on the
particular types of character issues most salient for the
individual patient, and the approach may vary accord-
ing to the patient’s needs in any given session or during
different phases of the treatment. Glen Gabbard has
stressed the importance of understanding that there is
usually a mixture of expressive and supportive elements
in every analysis or psychodynamic psychotherapy.
That is, the expressive, insight-oriented mode of assist-
ing patients in uncovering unconscious conflicts,
thoughts, or affects through interpretation or confronta-
tion may be appropriate at times, while a more support-
ive approach of bolstering the patient’s defenses and
coping abilities is preferable in other circumstances.

For instance, the severely narcissistically impaired
patient may not be able to tolerate the analyst’s inter-
pretations of his or her unconscious motivations for
quite a long time, so that supportive, empathic com-
munications may be more effective interventions in
building an alliance by helping the patient feel heard
and understood. Similarly, it may be difficult to focus
on more insight-oriented interventions with a patient
with borderline impairments until that patient is as-
sisted in achieving a safe, more stable working rela-
tionship in treatment. Conversely, a patient who is
characterized by obsessional difficulties may benefit
earlier in treatment by interpretations of the repressed
conflicts that may underlie the symptoms.

B. Theoretical Bases

Therapeutic work is also guided by the clinician’s uti-
lization of various theoretical models about the nature of
the etiology of character pathology. Although psychoan-
alytic theories abound about the nature of psychopathol-
ogy and its treatment, we focus on several main schools
of thought that relate directly to character: object-rela-
tions theory, self psychology, and ego psychology.

1. Object Relations
The object-relations (the term “object” refers to per-

son) perspective views the individual’s earliest relation-
ships with primary caregiving figures as focal points for
understanding the salient features of how he or she re-
lates to others as an adult. Explaining this phenome-
non from the perspective of internalized object
relations, Fred Pine described the psychology of the in-
dividual as “coming about through the laying down as
memories and fantasies of early interactions (or imag-
ined interactions) between the person and significant
caretakers, so that behavioral expectancies, longings
for particular gratifications, knowings of behaviors that
will produce expectable responses are recorded and can
be repeated.” Clearly, central to this way of thinking is
that all people construct mental representations of self
in relation to others that become influential entities in
both the conscious and unconscious mind.

Character pathology, within this framework, may re-
sult from disruptions at various points of development
causing the child to internalize relationships as “bad,”
leading to maladaptive psychic constructions. The
more primitive the level at which the early representa-
tions remain, the more distorted later representations
are likely to be. Object-relations theory posits a model
of treatment, then, that is based on modifying patho-
logical images of self and others.

2. Self Psychology
Originally formulated by Heinz Kohut, and elabo-

rated on by others, the self psychology paradigm fo-
cuses on the role of external relationships in the
shaping and maintenance of self-concept and self-es-
teem. Kohut developed this approach while treating se-
verely narcissistically disturbed patients who appeared
to require certain kinds of responses from others in
order to be able to function. Although everyone has the
need throughout life for a certain amount of affirma-
tion from others, people with narcissistic problems re-
quire excessive ongoing validation and confirmation to
maintain any equilibrium. Kohut suggested that there
may not have been appropriate “mirroring” of self by
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caretakers who could not empathize with the child’s ex-
perience when exhibitionistic behavior was a phase-ap-
propriate part of development, consequently impeding
the child’s formation of a stable identity. As a result, an
adult person with narcissistic difficulty cannot inter-
nally regulate his or her sense of self and so may feel re-
quired to be perfect, or to perform for others to gain
adequate attention, constructing a grandiose self. Oth-
ers do not exist as separate individuals, but merely as
objects for gratifying needs.

This dynamic for need gratification might be mani-
fest in treatment in the form of a “mirroring transfer-
ence,” whereby the patient is compelled to act in
various ways to try to gain the therapist’s admiration
and approval. At the same time, Kohut also described
an “idealizing transference” in which the therapist is
seen as the powerful and perfect figure who can protect
and heal, and the patient’s status is boosted merely by
association. The self psychology approach has been in-
fluential in informing therapists about the nature of
narcissistic issues, and the important role of empathy
in helping patients with character pathology to develop
more cohesive and stable self-identities.

3. Ego Psychology
Freud, in The Ego and the Id, proposed the structural

model of the mind with its three components: the id,
ego, and superego. In his earlier work, he described a
conscious aspect of the mind, responsive both to exter-
nal stimuli as well as to intrapsychic events relating
both to the natural impulses and wishes residing with
the id, and to the directives and prohibitions issued by
the superego, the residence of societal and parental val-
ues. This mediator between internal and external was
designated as the ego, and from here ego psychology
arose. The concept has been studied and greatly elabo-
rated on as psychoanalytic thinkers realized the com-
plexity of the ego’s functions.

As the discussion continued, two branches of ego
psychology and structural theory eventually arose. The
first, which emerged in the 1930s and was most closely
associated with Anna Freud, was oriented toward the
defensive functions associated with the ego—those un-
conscious operations that occur in response to instinc-
tual drives and fantasies that must be tempered to
accommodate social demands in the real world. Pathol-
ogy arises from conflicts among structures, id versus
superego, ego versus superego, id versus ego. Therefore,
the role of the analyst is to address the patient’s uncon-
scious conflicts by making these dynamics conscious.

However, as psychoanalytic discourse continued to
evolve during the 1940s, there were others such as

Heinz Hartmann who shifted the emphasis to the ego as
an entity primarily concerned with adaptation. That is,
the importance of understanding patients’ ways of deal-
ing with reality became the emphasis, which helped to
expand psychoanalytic theory’s explanation of normal
as well as pathological psychology. While Anna Freud’s
approach focuses on conflict (although she recognizes
adaptive functions as well), Hartmann underscored the
ego’s functioning in nonconflictual spheres as well.

Within the ego psychology model, a system of uncon-
scious defenses was elaborated. When there is conflict
among structures, id versus superego, for example,
painful anxiety may arise that the person may not want
to experience. Therefore, various kinds of compromise
formations occur as the result of defenses such as re-
pression, projection, reaction formation, and splitting.
Defenses are pertinent for understanding character
pathology, as different styles are associated with different
emphasis on the types of defenses typically employed.

To illustrate, as described earlier, a person with an ob-
sessional style may be prohibited in some ways by his or
her superego from expressing anger and aggression,
leading to the repression of these emotions to keep them
from conscious awareness. The price of repression, how-
ever, from a character standpoint, may be ongoing un-
emotionality, rigidity, and anxiety. The person who is
predominantly paranoid uses projection as a defense,
that is, he or she ascribes his or her own aggressive im-
pulses to someone else. One of the key features of bor-
derline personality is the use of the splitting defense,
whereby ambiguity that cannot be tolerated because of
the emotional turmoil it creates leads the person to see
the world in black-and-white terms, vacillating between
all good or all bad. This picture can be very disruptive to
treatment, as there is often a pattern of alternative ideal-
ization and denigration of the therapist.

C. Case Example

Consider a vignette from the treatment of a 26-year-
old female patient, whom we will call T. T. is a graduate
student, recognized as quite promising in her field. She
came to session wanting to talk through a recent inci-
dent occurring at a conference where she presented a
paper. She was the only member of the panel who had
not yet obtained a Ph.D., and the others, and many in
the audience, were already professors. T. described how
she had taken a stand in her paper that sounded rea-
sonable but was apparently considered iconoclastic.
Thus, although she took a risk in asserting herself in
this way in this forum, she did so knowing she usually
had no problem discussing her intellectual ideas. T.
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was upset, partially because she was attacked by the
discussant and various audience members for her posi-
tion, but mostly because she found herself capitulating
and not making much of an attempt to defend her ar-
gument, cheerfully accepting their comments. (T. often
finds herself avoiding conflict.) Furthermore, as is typ-
ical for her, she had subsequently become depressed
because her talk was not uniformly praised and lauded
by all present. She wanted assistance in understanding
her behavior and ensuing reaction.

There are various ways to conceptualize T.’s dynamics,
but we suggest one possibility using the three approaches
of object relations, and self and ego psychology. First,
from the perspective of ego psychology, we might view
T.’s capitulation and putting on a positive face, frequent
behavior that could be considered characterological, as
stemming from the id-generated aggressive and competi-
tive strivings that were met, not only with external op-
position, but also with superego prohibitions against
challenging her elders. Her solution was a passive sur-
render to the authority figures as a defense against her
unconscious wishes. The defense mechanism used in
this case would be considered a reaction formation,
meaning she responded in the opposite manner to the
way she really felt. She wished to attack back, but in-
stead, was cordial and friendly. This would be a more tra-
ditional conflict–defense way of understanding her
behavior, and the therapist would most likely interpret
this dynamic by drawing the patient’s attention to how
she staved off undesirable impulses.

The fact that she became depressed because she was
not responded to as a superstar reflects ongoing narcis-
sistic issues. From a self psychology standpoint, it is
apparent that T. needs a great deal of validation and ad-
miration from others or her self-esteem collapses into
depression. The object-relations piece might be that
she has an internal model of herself needing to be per-
fect or she will be rejected as bad by others. The inter-
ventions that would follow from formulating this
aspect of the case in this manner might be to empathize
with how difficult it must have been for her to get the
reaction she did, and to try to help her reflect on her
tendency to condemn herself for not being perfect,
ending up becoming depressed.

IV. COGNITIVE-BEHAVIORAL
THERAPIES

The cognitive-behavioral tradition, generally speak-
ing, focuses predominantly on consciously available

thoughts and observable behaviors. Compared with
psychoanalysis and psychodynamic psychotherapy,
cognitive-behavioral treatments tend to be shorter in
duration, more specifically goal oriented and skills fo-
cused, with more directive interventions by the thera-
pist. There are several treatment variations from within
this paradigm that have been developed specifically for
character pathology.

A. Cognitive Therapy 
for Personality Disorders

1. Description
Aaron Beck and his colleagues originally developed a

cognitive approach for treating depression and subse-
quently extended its application to problems associated
with personality disorders. Fundamental to this ap-
proach is assuming a stance of “collaborative empiri-
cism,” that is, the therapist and patient together collect
information about the patient’s typical and troubled
ways of thinking, feeling, and behaving, particularly in
the context of problematic situations. An explicit profile
of the patient’s problems is proposed, goals for the treat-
ment are agreed on, and treatment is focused on modify-
ing maladaptive thoughts and behavior patterns.
Because of the nature of character pathology, particularly
those with more severe problems such as borderline per-
sonality, certain modifications were made to the cogni-
tive approach. First, it is assumed that treatment will
take longer, that the collaborative approach between pa-
tient and therapist must occur within clearly established
boundaries, and that more pervasive and entrenched
patterns of thinking and activity will be the focus of ther-
apeutic work. In addition, the therapy relationship in
and of itself may be the focus of attention at times be-
cause character pathology often serves to make an ongo-
ing collaboration difficult to sustain.

2. Theoretical Bases
Cognitive therapy rests on the assumption that peo-

ple are information-processing beings who develop
characteristic ways of thinking about and interacting
with the environment. Psychopathology arises when
maladaptive responses are developed stemming from
perceptions and beliefs that became distorted because of
innate sensitivity, early social learning, and, in certain
cases, traumatic events. People are thought to respond
to the environment based on their established
“schemas,” which include intrinsic assumptions about
how the world works and how one should respond. Be-
haviors become programmed based on the individual’s
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particular collection of schemas. In most cases, patterns
have become automatic and so are outside of the per-
son’s immediate awareness.

When cognitive therapy is applied to character pathol-
ogy, it is assumed that broader core beliefs, rather than
merely selected processing errors, are at the root. Charac-
ter pathology is seen as resulting from dysfunctional
“pervasive, self-perpetuating cognitive-interpersonal cy-
cles” in which experiences often end up confirming long-
standing maladaptive schemas. Beck believes that
personality traits evolved originally as a set of stereo-
typed, but adaptive, strategies for responding to the envi-
ronment. Personality disorders arise when traits are no
longer appropriate to environmental circumstances.

B. Schema-Focused 
Cognitive Therapy

1. Description
As an extension of Beck’s cognitive therapy for per-

sonality disorders, Jeffrey Young and his colleagues for-
mulated the concept of an “early maladaptive schema,”
defined as “a long-standing and pervasive theme that
originates in childhood; defines the individual’s behav-
iors, thoughts, feelings, and relationships with other
people; and leads to maladaptive consequences.” Ap-
plied specifically to characterological issues, the goal of
schema-focused therapy is to help patients to identify
cognitive distortions and challenge underlying beliefs
that routinely result in impaired psychosocial function-
ing. For example, one might hold to a maladaptive
schema centered on the fear of being abandoned, which
results in excessive jealousy and clinging in relation-
ships. The therapeutic approach would be to assist the
patient in uncovering his or her assumption that signif-
icant others will inevitably leave and the connection of
that assumption to particular behavioral and emotional
responses. Over time, the patient is encouraged to de-
velop other ways of relating to replace the counterpro-
ductive modes, accompanied by shifts in thinking and
affective reactions.

2. Theoretical Bases
Maladaptive schemas arise as deeply entrenched

patterns of response that developed as the child tried
to organize personal experience of himself or herself
and others in a world that may have been filled with
abuse, instability, or neglect. Although they may have
served as logical solutions in childhood, they remain
in play in adulthood as ineffective means for meeting
basic security and intimacy needs, and, thus, are asso-

ciated with negative emotions and impaired function-
ing. David Bricker, Jeffery Young, and Catherine Flana-
gan have proposed three domains, or groupings, of
schemas: instability and disconnection, impaired au-
tonomy, and undesirability.

C. Dialectical Behavior Therapy

1. Description
Dialectical Behavior Therapy (DBT), developed by

Marsha Linehan, is a method developed specifically for
the treatment of borderline personality disorder, partic-
ularly for those patients with chronic problems with
suicide gestures and attempts. Combining techniques
from cognitive, behavioral, and supportive approaches,
the goals of the therapy are to reduce life-threatening
behaviors, behaviors that interfere with the treatment
process itself, and behaviors that significantly impair
quality of life. DBT is based on a manual, and patients
participate in both weekly individual and group thera-
pies for 1 year. During this time, individual therapists
are accessible by telephone between sessions, and the
groups focus on skills training targeting interpersonal,
distress tolerance, and emotional regulation issues.

2. Theoretical Bases
Within the DBT paradigm, the nature of borderline

disturbance is thought to revolve around impaired reg-
ulation of emotions, stemming from biological sensitiv-
ity interacting with an early environment lacking in
emotional validation. Linehan has defined the term di-
alectics as “the reconciliation of opposites in a contin-
ual process of synthesis.” This applies most broadly to
the notion that treatment must provide an environment
of acceptance of the ways patients currently are while
also trying to help them change. That is, because of the
presumed roots of borderline issues, the patient’s cur-
rent experiences are validated by the therapist, while at
the same time, problem-solving efforts are aimed at
modifying maladaptive thinking patterns and informa-
tion processing, and teaching new ways of coping. The
therapy relationship is considered central as the labora-
tory for change, but also because, at times, it is the only
thing that is keeping seriously suicidal patients alive.

D. Case Example

The following is an application of various aspects of
the cognitive-behavioral models presented to a particu-
lar case. K. is a 30-year-old unemployed woman who
sought treatment because of difficulties holding down a
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job, problems getting along with people in general, fre-
quent outbursts of temper, and intermittent suicide
gestures. Initial evaluation confirmed that K., along
with symptoms of major depression, suffered from bor-
derline personality pathology. Although highly intelli-
gent, with an advanced degree, K. described how she
would always get into struggles with her supervisors
because they were envious of her ability and highly
critical of her. Both in professional and personal rela-
tionships, she would become enraged over perceived
minor slights, either blowing up at the other person, or
injuring herself with a knife or a razor blade.

If K. found her way to DBT, she would be assigned an
individual therapist and join a group. The individual
therapist would help her learn how to manage emo-
tional trauma through establishing a hierarchy of is-
sues. Problem-solving techniques would first target
those issues at the top of the hierarchy, such as her self-
harm behaviors and emotional reactions that may jeop-
ardize the treatment. K. would be assisted in
reconstructing in detail the series of events that led to a
self-harm incident, so that alternative solutions may be
explored. From week to week, her hierarchy would be
revisited to determine what issue was of highest prior-
ity for intervention. Once safety issues were adequately
addressed, the treatment would be able to focus more
directly on the nature of K.’s troubled interactions with
others. The therapist would be diligent in attempting to
avoid reinforcing any of K.’s maladaptive patterns. At
the same time, in group treatment, K. would receive
skills training, such as improving social tactfulness,
which helps to enhance and reinforce the work in indi-
vidual treatment.

In cognitive therapy, K. would collaborate with her
therapist in developing a list of goals, with changing
self-harm behaviors as top priority. In general, the
focus would be on identifying maladaptive thoughts
and behaviors so that alternative approaches could be
developed. Given K.’s interpersonal sensitivity, the
therapist would also be attentive to her engagement or
resistance to cooperating in the therapeutic endeavor.
If Young’s specific schema-focused view were applied,
K. would be assisted in identifying specific internal
scripts that were not serving her well. For example, K.
most likely has some form of an “abuse/mistrust”
schema whereby she expects that others will hurt her
or react negatively to her in some way. Using the ther-
apy relationship as a model of safety and trust, K. could
begin to examine and challenge her assumptions that
others always approach her with ill intent.

V. EMPIRICAL STUDIES

In 1999, J. Christopher Perry published an analysis of
15 studies of the effectiveness of psychotherapy for pa-
tients with personality disorders. The studies reviewed
were the most rigorous of their kind in that the investi-
gators used systematic methods to diagnose the disor-
ders, along with validated outcome measures. 4 of the
studies focused on borderline personality disorder: there
was one on borderline and schizotypal disorders, one
each on avoidant and antisocial personality disorders;
and 8 examining mixed types of personality disorders. 6
studies evaluated psychodynamic psychotherapy: three
evaluated cognitive-behavioral psychotherapy, and three
compared the psychodynamic and cognitive-behavioral
treatments. Treatment duration varied, with a median of
28 to 40 sessions. The frequency of sessions ranged from
daily in an inpatient study to once or twice weekly for
outpatient therapy.

Despite wide variation in patient type, treatment
type, and duration and frequency of sessions, an overall
pattern emerged indicating significant improvement in
psychopathology for patients with personality disor-
ders receiving psychotherapy. In studies reporting the
proportion of patients no longer meeting criteria for a
personality disorder at follow-up, 52% had “recovered”
after a mean of 78 sessions over a mean of 67 weeks.
This corresponded to a recovery rate of 26% per year of
treatment, seven times greater than the rate observed
when the course of these disorders is followed when no
treatment is received.

There have also been a number of other research
endeavors, such as the Menninger Psychotherapy Re-
search Project, that have employed a variety of method-
ologies targeting different aspects of psychotherapy
treatments of character pathology. Separate review arti-
cles highlighting many of these other studies have been
written by Mary Target and Glen Gabbard. In addition,
a very recent study by Anthony Bateman and Peter
Fonagy demonstrated significant reductions in symp-
toms, including self-mutilation and suicide attempts,
and notable improvements in functioning for patients
with borderline personality disorder who received in-
tensive psychodynamic psychotherapy over 18 months
in a partial hospitalization program. Benefits increased
or were sustained at a follow-up evaluation 18 months
after discharge. Thus, although some would hold that
those with more severe character pathology may not be
treatable, empirical work has shown that psychother-
apy can be quite effective.
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VI. SUMMARY

Character pathology is associated with a long-standing
and rigid set of personality traits that cause impairments
in a person’s ability to adaptively function in interper-
sonal and occupational realms. Because there are many
types of character pathology, or personality disorders, any
psychotherapy addressing such problems must take into
consideration the salient features of the particular
patient’s personality so that an effective therapeutic part-
nership can be formed and appropriate interventions can
be applied. There is a range of therapies available from
psychodynamic/psychoanalytic treatment that utilizes
insight-oriented and supportive elements and the thera-
peutic relationship as vehicles for change, to cognitive-
behavioral strategies that focus on consciously available
thoughts and observable behaviors. Regardless of the
type of psychotherapy chosen, it should be expected that
enduring changes in personality pathology will require
an extended period of treatment.
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GLOSSARY

conflict Refers either to psychic conflict, which is a struggle
between incompatible or opposing forces within the mind
or external conflict. Psychic conflict may be between in-
compatible wishes (e.g., the child’s wish to please a parent
and his wish to be in control) or between different psychic
structures or aspects of the mind (e.g., a wish to make a
mess might be opposed by the individual’s conscience that
upholds values of cleanliness and order). Sometimes psy-
chic conflict may become externalized in the individual’s
effort to avoid anxiety or other uncomfortable feelings. In
this situation a conflict that originates within the individ-
ual is experienced as originating from outside forces (e.g.,
the adolescent who is ambivalent about his sexual wishes
may experience himself as unconflicted by imagining that
his parent is opposed to his developing sexuality). Exter-
nal conflict describes essential conflicts that arise between
the individual and aspects of the outer world, when there
are incapacities in either the individual or the environment
to meet the other’s needs and expectations.

countertransference A complementary term to transference
and refers to the therapist’s experiencing thoughts and
feelings toward the patient that are derived from an earlier
period and earlier relationships in the therapist’s life.
Countertransference is usually mobilized in response to a
particular transference of the patient and reflects the thera-
pist’s unconscious reaction to aspects of the patient. It may
be manifested in the therapist’s identification with the pa-
tient, by intense emotional reactions both positive and
negative to the patient or particular material. When coun-
tertransference is unrecognized it can create significant
blind spots for the therapist compromising, his or her abil-
ity to work clinically by impairing objectivity and empathy.
In contrast, when the therapist is able to recognize and an-
alyze his or her own countertransference, he or she may
gain significant clues to the patient’s thoughts and feelings.

representation Usually refers to a psychic representation,
which is an image or configuration of images within the
mind. This may be an image that roughly corresponds to a
figure or experiences that an individual has had in real life.
Representations are very often based on a composite of
memories, affects, impulses, and wishes associated with
important figures and interactions with those figures that
have been experienced in an individual’s life. Representa-
tions also refer to the images of oneself that are also based
on a range of experiences, especially those involving the
earliest and most significant relationships.

transference Refers to the displacement of feelings, thoughts,
and behavior about significant childhood figures (usually
the parents) onto another person. Transferences are thought
to be ubiquitous, occurring in and coloring any individ-
ual’s important current relationships. When the term is used
in the context of psychotherapy transference refers to the
displacement of thoughts, feelings, and behavior originating
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in relation to the individual’s parents (or other emotionally
significant figures) at an earlier point in time (usually
childhood) onto the therapist. Transference is unconscious
and involuntary, the sources being unrecognized, and may
be experienced by the individual as rational or may feel in-
appropriate and be a source of internal distress. There is
disagreement within child psychoanalysis whether young
children are capable of transference since the young child
is actively involved with his or her parents in reality. A
young child may behave toward his therapist in much the
same way he behaves with his parents but this may be less
an issue of transference and more the result of habitual
ways of interacting with others. For example, a 3-year-old
who is imperious and demanding with his parents may be
equally so with his therapist, but this is less likely to be
transference and much more likely to be the way this child
treats any important adult. Latency-age children in the
course of psychotherapy may exhibit behavior or feelings
that more closely fit the definition of transference in that
the behavior can be understood as referring back to an ear-
lier time and relationship with the parent. Adolescents
readily exhibit transference and indeed this may form a
significant resistance to psychotherapy as the adolescent
experiences the therapist as the all-powerful, controlling
parent from very early childhood. When transference is
understood it can provide clinically useful material that
can be used to help the patient better understand himself.

unconscious Used both as a noun to describe hidden aspects
of the mind and as an adjective to describe mental content
that is not available to conscious awareness. Freud origi-
nally believed that the unconscious was a dynamic system
within the mind that contained contents and activities rep-
resentative of the drives that had never been conscious.
Characteristics of the unconscious are that there is no nega-
tion, contradiction, or ambivalence and that unconscious
thought follows idiosyncratic associative paths rather than
logical connections. Although the unconscious is not avail-
able to direct inspection, derivatives can be seen in dreams,
in slips of the tongue, and disconnected thoughts. Current
psychoanalytic theory argues that aspects of psychic struc-
ture involving adaptation to reality, defenses, and moral
judgement are unconscious. Mental content may also be-
come unconscious through the operation of defenses
against the experience of intrapsychic conflict.

Psychoanalytic theories of human functioning begin
with a focus on the interplay between the child’s fan-
tasy world, the organization of mental life and func-
tions, and the experience of the real world. How these
domains are elaborated and interact over the course of
development is central to psychoanalytic inquiry. Psy-
choanalysts and psychoanalytically oriented psy-
chotherapists are especially interested in the most

personal of emotions and thoughts and the ways in
which individuals reveal or conceal their longings,
wishes, fears, pleasures, and dreams to and from them-
selves and others. Psychoanalytic clinicians are inter-
ested in the way children behave and in the interaction
between children’s inner experiences and their actions
in daily life. Of particular concern for analysts and ana-
lytic therapists are the ways in which the child comes
to understand and represent his or her own inner life
and the minds and behavior of others. As such, psycho-
analytic theory is primarily concerned with the dynam-
ics of mental processes and individual experience that
are influenced by biological, social, and environmental
contributions. With psychoanalytic theories as a con-
ceptual frame of reference, psychodynamic psychother-
apy attempts to observe the rich details of children’s
individual experiences as a way into understanding the
origins and functions of symptomatic behavior that
brings them into treatment.

Psychodynamic interventions are based on the notion
that symptoms and problematic behavior that have not
yielded to time or changes in the external world derive
from a complex matrix of constitutional, developmen-
tal, and environmental factors that find representation
in children’s fantasies and theories about themselves,
their expectations of the world, and their adaptation to
it. In this context, symptoms are seen as a result of chil-
dren’s best efforts both to resolve and to express in dis-
guised form solutions to conflicts among their wishes,
the demands of external reality, and developmental
capacities. What distinguishes a psychodynamically ori-
ented intervention from other types of clinical inter-
vention is the therapist’s conviction that children’s
behavioral difficulties have as their source the complex
interplay between the wishes and fears inherent to chil-
dren’s inner world; the status of biologically driven,
maturational capacities; the pressures of progressive de-
velopment; and the demands of external reality. Psycho-
dynamic interventions may be employed in varying
forms, including psychoanalysis, intensive psychother-
apy with several sessions per week over a long period of
time, weekly psychotherapy, brief psychotherapy, struc-
tured sessions, and parent–child guidance. The guiding
principle of psychodynamic intervention is that
throughout development, there is a complex interaction
between internal and external demands and children’s
unfolding capacities to meet these demands. The goal of
psychodynamic psychotherapy is to help children find
alternative solutions to conflicts that have given rise to
symptoms that interfere with current functioning and
progressive development.
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Essential to psychodynamic interventions is the
recognition that defenses against danger—whether ex-
perienced as emanating from the inner or external
world—are felt by the child to be necessary, regardless
of how disruptive these defensive maneuvers may be.
On that basis, the central task of intervention is to learn
in what way symptoms serve to protect children from
and help them adapt to unconscious conflict aroused
by the demands of development and of everyday life.
The therapist’s capacity to understand meaning in the
child’s presentation in play, activity, and discussion oc-
curs in the context of a relationship that provides a safe
forum for the communication of feelings, impulses,
and ideas that children have about their life, self, and
others. As the relationship between a child and thera-
pist deepens, the child becomes better able to tolerate
and be curious about his or her inner life and the mul-
tiple ways internal conflicts may compromise develop-
ment and daily functioning.

The clinician’s choice of dynamic psychotherapy may
be made when considering a range of presenting clinical
situations. In addition to being the treatment of choice
for children suffering internal conflict, a dynamic per-
spective also informs treatment considerations for a di-
verse range of clinical presentations in which internal
conflict appears to be absent, such as conduct disorders.
In conjunction with pharmacological, educational, and
behavioral management interventions, psychodynamic
psychotherapy may be the treatment of choice in work-
ing with a child who is coping with chronic illness or a
matrix of constitutional, cognitive, and developmental
deficits or with a child who has experienced acute or
cumulative trauma. In each of these clinical situations,
the dynamic psychotherapist’s primary tasks are to learn
the language of the child and to develop a relationship
that provides a forum in which the child can explore his
or her experience of self and others while trying on new
solutions to difficulties that have blocked the path to
optimal development.

I. DEVELOPMENTAL 
FRAMES OF REFERENCE

Conceptualizations about unconscious conflicts are
central to any psychodynamic approach to intervention.
Here, “unconscious” refers to the dynamic interaction
of thoughts, feelings, memories, bodily experiences,
and thought processes that operate outside of an indi-
vidual’s conscious awareness. These unconscious con-
figurations of experience exert influence on patterns of

behavior, interactions with others, perceptions of the
world, and feelings about the self. Many behavioral
symptoms of childhood reflect children’s defensive ef-
forts to ward off dangers that they experience as origi-
nating in the intensity of their urges and wishes; in the
severity of internal, superego judgment of those wishes
and feelings; or in the limitations and demands im-
posed by the environment.

A. Case Example

Five-year-old Jerry was referred by his kindergarten
teacher because of his aggressive attacks on the other
boys in his class. Jerry’s attacks appeared to be unpro-
voked: He might be playing in an apparently coopera-
tive way with another boy and suddenly become quite
angry, accusing the other boy of having tried to grab
something from Jerry or of having somehow insulted
him. Following these outbursts, Jerry appeared unre-
morseful, adopting a swaggering, somewhat threaten-
ing stance. At times Jerry could be heard bragging
loudly to the other boys about his athletic accomplish-
ments as well as his many possessions; some of these
tales seemed to reflect reality, albeit with a bit of exag-
geration, but others were quite clearly false. Jerry got
along very well with his female teacher toward whom
he was quite affectionate and whom he sought out fre-
quently for special attention. On the playground Jerry
often raced around wildly, drawing attention to him-
self, declaring dramatically that he was Batman or the
fire chief or some other heroic figure. After a careful
evaluation, Jerry was referred for once a week psycho-
dynamic psychotherapy. Gradually, in talking and play-
ing with Jerry, his therapist began to understand that
Jerry’s braggadocio and swagger masked an intense un-
derlying anxiety that he was not big enough or ade-
quate enough in comparison with his classmates. Jerry
had anticipated starting kindergarten with some trepi-
dation, worried that he did not know enough academi-
cally. His dreams of being a big successful grade school
boy were accompanied by fears that he would instead
be humiliated by not knowing enough. His attacks
against the other boys were Jerry’s attempt to restore
his precarious self-esteem by appearing aggressively
manly at those moments when he felt most threatened
by another child’s accomplishments, whether real or
imagined. Jerry was still quite dependent on his teacher’s
affection and interest to sustain feelings of self-worth.
When he was in situations with his classmates that were
more competitive and in which he could not count on
his teacher’s ready attention, Jerry’s self-esteem was
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more fragile and more easily threatened by perceived
slights. At those moments, Jerry felt in danger of being
overwhelmed by feelings of humiliation brought on by
his own age-appropriate but quite intense wishes for
success that he felt were eluding him. His hitting out
and swaggering involved an underlying compensatory
fantasy that he was not a little boy who did not know
enough but that he was a big, powerful man who would
win the admiration of others, especially his teacher,
through force.

Children’s struggles with basic conflicts between
their desires and the limitations imposed by reality and
internal moral prohibitions motivate their exploration
of alternative forms of expression that both satisfy
strong urges and meet acceptable internal and external
standards. This compromise solution is shaped by the
specific age-typical wishes in conjunction with the
child’s capacities as set by endowment as well as by op-
portunities available in the environment. Children’s
unfolding intellectual and physical resources; opportu-
nities afforded in the social realms of home, school,
and the community; and ability to tolerate delay and
accept substitute gratification all contribute to their
ability to create compromise between competing de-
mands of their inner worlds and external reality. As
such, symptoms may also reflect children’s efforts to
negotiate developmental conflicts as they seek mastery,
independence, and pride in midst of increasing de-
mands and dangers.

At each phase of development there tend to be nodal
conflicts that inevitably give rise to crises and symptoms
of childhood that evoke concern in the adults who are
most involved with children. Although the disruption of
sleeping and eating behavior and separation anxiety typ-
ical in toddlerhood are troublesome to caregivers, they
do not necessarily indicate deviation from normal trends
in development. These developmentally expectable
symptoms are especially salient during the time of chil-
dren’s emerging recognition that they are individuals,
separate and different from their parents, whom the chil-
dren wish to please. Similarly, the nighttime fears, tran-
sient phobias, and defiance of 4- to 6-year-old children
do not automatically represent psychopathology but,
rather, reflect their active attempts to negotiate conflicts
between normal feelings of love, hate, jealousy, and com-
petition. Older preschoolers or early grade school chil-
dren have ambivalent feelings about establishing a
greater sense of autonomy. These mixed feelings may be
expressed in testing rules, tattling on others, social diffi-
culties, rapid shifts in mood, or heightened concerns
about bodily changes; they do not automatically signal
the need for clinical intervention.

Additionally, above and beyond the symptomatology
of normal development, children’s behavior or mood
may change in direct response to clear external precipi-
tants, such as moving to a new house, changing schools,
parental discord and divorce, acute illness, or exposure
to exceptional, traumatic incidents, or it may reflect the
stress of coping with cognitively based learning difficul-
ties. Children undergoing such external stressors may
require supports or interventions that are informed by
an appreciation of the dynamic interaction of multiple
contributions, but they do not necessarily warrant ex-
tensive individual psychotherapy. When conflicts and
attendant symptoms are primarily reactive in nature,
work with parents and teachers to alter a child’s envi-
ronment or to increase adult appreciation for the nature
of developmental struggles may be sufficient. Such in-
tervention, when based on psychodynamic principles,
can help a child mobilize adequate resources to achieve
a more adaptive set of responses and so resolve the im-
mediate crisis. Alternatively, at times, a careful evalua-
tion reveals a history of a child’s failure to successfully
negotiate previous developmental tasks.

When presenting difficulties have not yielded to envi-
ronmental manipulation, the severity and persistence of
symptoms may reflect a relatively intransigent adaptation
to internalized conflict that the child experiences as pro-
tective but that actually exacts a high price for both the
child and those around him or her. In this situation, the
adult’s logic, suggestions, and admonitions are at exas-
perating odds to the child’s counterproductive, albeit best
attempts to resolve the internal conflicts that seem to
elude conscious recognition and rational response. In
such a case, the psychotherapeutic task with the child is
to provide a new, different setting in which the therapist
and patient can develop a language for exploring what
has heretofore been unknown to both. A therapist should
decide to engage a child of any age in dynamic psy-
chotherapy based on a careful evaluation of the patient’s
presenting difficulties, developmental history, and family
and environmental circumstances. Dynamic psychother-
apy is called for when the child’s difficulties reflect a fail-
ure to negotiate conflicts that are at once an essential part
of every phase of development and at the same time have
become elaborated, and fixed, requiring an expenditure
of psychic energy that impedes rather than promotes de-
velopmental progression. As such, children may adopt
and rigidly adhere to defenses that help them to ward off
the danger while constricting the development of new
defensive strategies that might provide more flexible
adaptation to both internal and external demands.

The adolescent’s tasks are negotiating parental eman-
cipation and the sexual and aggressive drives. It has also
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been noted that adolescents in some ways recapitulate
tasks faced in the first few years of life. During that early
age, children must learn to control their volitional out-
flow. The preschooler, for example, becomes aware that
his or her sexual attributes are not sufficient “in that
way” to attract the parent of the other gender and that
his or her fortitude is not sufficient to fend off the jeal-
ousy of the same gender parent. With puberty the ado-
lescent now feels sexually ready and available. A true
oedipal victory becomes actually possible. At this time
the universal incest taboo comes into play and the ado-
lescent must learn to control the associated emotional
outflow. Although adolescents possess the strengths of
greater experience and the cognitive ability to think ab-
stractly, their task of becoming an adult is hampered by
both the upsurge of their drives and the developmental
need to individuate from parents. This latter change
partly removes the primary sources of stability and sup-
port counted on during childhood. Oedipal feelings
suppressed with the advent of the superego often
reemerge. The adolescent feels the need to increase the
emotional distance from both parents. Not only are par-
ents avoided as people, but also their parental prohibi-
tions internalized within the superego may be
distanced. Although unacceptable aggressive or sexual
behavior often brings an adolescent into treatment,
inner conflicts between progressive and regressive urges
are the chief foci of psychodynamic psychotherapy.

II. AIMS OF DYNAMIC
PSYCHOTHERAPY

As trial action in thought, fantasy is a testing ground
that serves as a refuge from the disappointment of
wishes that cannot be fulfilled by reality. When the child
is not yet able to give up certain wishes and has been un-
able to find acceptable alternatives for satisfying the un-
derlying urges, fantasy may serve as both a retreat and as
a means of titrating their intensity as new solutions are
sought. Thus, fantasy can serve as a respite and as a stag-
ing ground on which new responses to internal and ex-
ternal demands and new solutions to conflicts can be
practiced. Fantasy solutions themselves may prove to be
enormous sources of anxiety and guilt. While serving as
a retreat from conflicts aroused by disappointment
and/or by frightening reality, fantasy solutions for con-
flict can also become a distorting lens through which the
child now perceives his or her world. These phenomena
may best be demonstrated in the case of a child whose
experience of real danger invokes fantasy solutions that
also contribute to the patient’s difficulties.

A. Case Example

Annie was 6 years old when she was involved in a
traffic accident while riding on her school bus. She was
unhurt, but a classmate suffered serious head injuries
after he was slammed against a bus window. Annie en-
tered two times a week psychotherapy when, 6 weeks
following the accident, she continued to be sympto-
matic. She had difficulty sleeping and eating, had mul-
tiple new fears, and needed to remain close to her
mother at all times. Annie’s previous school function-
ing was good, as was her adaptation in an intact family
that included mother, father, and a 10-month-old
brother. Her developmental history was unremarkable.

In her individual sessions, Annie repeatedly re-
turned to the scene of the accident, reviewing an in-
creasing array of details in both play with toy figures
and in her drawings. Each narrative was ended with
Annie looking and stating that she felt scared or “bad.”
Over time, the therapist probed these feelings further—
either within the action of the play or the narrative that
accompanied the pictures. Annie would elaborate that
she felt scared she might have been injured in the acci-
dent and very bad because her friend had been hurt. In
one session, she drew a picture of herself and her friend
on the bus. Although the two children had in fact been
sitting in different sections of the bus, in her drawing,
they both sat on the same seat. She pointed out that
even though they were together only one of them was
hurt. She then grew quiet and looked forlorn. With the
suggestion that there was a connection between her
feelings and the story that lay behind the picture, Annie
revealed a secret whose telling spanned many sessions
and was accompanied by a dramatic reduction and final
resolution of her presenting symptoms.

The first part of the secret was that for several days
before the accident, Annie had been reprimanded by
the driver for bad behavior on the bus. She thought
that perhaps she should have been the one injured, as a
punishment. Later, she told the therapist that her “bad”
behavior had really been about her teasing and poking
at the very classmate who was hurt in the accident. The
third part of the secret was about her baby brother.
With great anxiety, Annie reported that she teased the
baby on numerous occasions and that, in fact, she often
wished the brother was no longer around. With this,
the pieces of her worry and guilt became clearer. She
was able to articulate her fear that somehow her bad
wishes about pesty brothers had come true in the in-
juries sustained by her schoolmate in the accident.
Annie was terrified that her wishes would be discov-
ered and severely punished. The therapist was able to
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point out that Annie was punishing herself as if the re-
ality of the scary events had somehow been under her
magical control.

Annie’s hostile wishes toward a rival baby brother
and their displacement onto a schoolmate was not at all
unusual. However, for Annie, the realization of these
wishes—if only in the displacement—constituted the
central source of her overwhelming anxiety and
traumatization. In addition, her sense of magical con-
trol reflected age-expectable phenomena but was relied
upon for the purposes of restitution and recovery. That
is, a belief in magical control would revise the original
experience of traumatization or “absence of control” in
the accident, even if the belief in magic might also lead
to a tremendous sense of responsibility for and guilt
about the real and imagined events. Annie’s presenting
symptoms resolved as play and discussion with the
therapist revealed the connection between the traffic
accident and her age-expectable wishes and conflicts.
When no longer unconscious, the distorting and anxi-
ety-laden solutions to Annie’s conflicts became clear to
her. Symptoms were no longer necessary as Annie’s fear
and guilt were replaced by her tolerance of her own
feelings. She could recognize that being frightened in
the face of an external danger was not a permanent
state of infantile helplessness, that hostile feelings
about family members did not obliterate loving ones,
and that whatever the benefits, a belief in magic does
not make wishes come true.

As suggested in the case of Annie, the use of fantasy as
refuge from conflict and anxiety may not always be suc-
cessful or may evoke its own set of problems for the
child. While unable to give up the original aims, fantasy
configurations may themselves become a source of inter-
nalized conflict. Clinging to the solutions found in these
fantasies may block more reality-based compromises be-
tween wishes and consequences that might be devel-
oped. In the face of challenges the child faces in the
present, he or she may return to earlier configurations of
wishes, unable to utilize new developmental competen-
cies to mediate as well as express current feelings. Re-
taining their original force, these developmentally
regressive fantasies are also experienced as unacceptable;
the conflicts that ensue may only find expression in dis-
guised form in symptoms and age-inappropriate behav-
ior. For all of these reasons, Freud’s guiding principle of
“making the unconscious conscious” remains central to
the psychotherapeutic task of alleviating symptomatic
presentation and helping children return to the path of
optimal development. Psychodynamic treatment at-
tempts to provide a setting in which the child and thera-

pist can observe the different manifestation of their feel-
ings and fantasies and their representation in symptoms
and behavior. With the therapist’s help, the child
achieves a greater appreciation of the conflict between
wishes and the demands of external reality and internal
moral judgments. Through play, discussion, and interac-
tions in the consulting room, children have the opportu-
nity to try out new solutions in an effort to find a
compromise that permits some realization of their
wishes while simultaneously adapting to the limitations
imposed by reality and by internalized moral values.

Regardless of the unconscious, conflictual sources,
academic difficulties; constant fights with peers, sib-
lings, and parents; soiling; enuresis; disturbed sleep
and eating; social isolation; drug and alcohol abuse;
avoidant behavior and phobias; and depressive with-
drawal may cause a great deal of discomfort to patients
themselves and to their families. However, from a psy-
chodynamic perspective, these symptoms represent the
individual’s best attempts to simultaneously defend
against conflictual wishes and to give expression to
them in a disguised form. While attempting to avoid or
modulate threats to well-being, symptoms are highly
condensed modes of communication that parents,
teachers, or patients themselves have been unable to
translate fully and understand. In making the uncon-
scious conscious, dynamic psychotherapy aims to pro-
vide a setting in which the patient can safely explore
previously “unknowable” aspects of their inner world
that give rise to conflict, defense, and maladaptive ways
in which they negotiate daily life.

Threats to self-esteem arise from internalized con-
flicts involving the guilt and shame associated with in-
ternal moral judgment as well as with failures of
achievement in the external world. For example, by the
late preschool years, children recognize that their de-
structive wishes toward parents or siblings are incom-
patible with their intense loving feelings and need for
these same people. The little boy who wants to destroy
all of his competition from the field, particularly his fa-
ther or older brother, also loves his father, wants to be
like him, and needs to feel that his father loves and ap-
proves of him. The child may experience so much pain
about this struggle between his loving and hating feel-
ings for the father, or other loved figure, that they are
pushed out of consciousness, only emerging now in
highly disguised or displaced forms. Such conflicts be-
tween intense feelings, wishes, and aims occur natu-
rally in development. However, they may be complicated
by multiple and interweaving contributions from chil-
dren’s lives, such as (1) a history of risk, or realization
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of attack, either emotional or physical, by parents or
other caregivers in response to the child’s expression of
developmentally appropriate needs; and (2) the failure
of age-expectable capacities to regulate impulses and
needs that lead to feeling flooded and overwhelmed.
Children may also fear being overwhelmed by impulses
and needs when (1) their capacities for self-regulation
are compromised by constitutional hypersensitivities,
inadequate visual-motor apparatus, chronic illness, dis-
ordered language and cognitive development, skeletal
or neuromusculature abnormalities; (2) the mental ca-
pacities that are in place are not able to reduce the level
of environmental overstimulation—for example, inter-
personal violence in the home and in the neighbor-
hood; the absence of external order as represented by
consistent parental rules and expectations; exciting ex-
posure to parental nudity or sexual activity; or (3) a his-
tory of repeated failure of satisfaction of children’s basic
needs—such as poor bodily and physical care—with the
associated somatic distress, discontinuous and unreli-
able presence of the caregiver, or inconsistent and un-
predictable communication of affection. However
powerful the specific stressors or risks might be in the
child’s life, his or her capacity to mediate their impact is
determined by a combination of endowment, available
defenses, and countervailing external supports. Opti-
mally, an increasingly broad and sophisticated array of
mediating activities, and the background of experience
that needs will be met in a timely fashion, allow chil-
dren to achieve satisfaction, pleasure, and mastery.

Seeking safety and securing pleasure are the most
central of human endeavors that guide children’s at-
tempts to guard against danger and helplessness. When
the dangers and threats are based in current experi-
ences, interventions first must focus on remedying or
alleviating the most immediate and persisting risks to
the child’s development (e.g., mandated referrals to
protective services when a child is neglected, abused,
or sexually exploited; intensive work with parents, ed-
ucators, and social services in altering the child’s mi-
lieu). Similarly, when neuropsychological and other
impairments of the physical and cognitive apparatus
can respond to pharmacological interventions or reme-
dial assistance, these approaches need to be considered
as central to the overall treatment plan. Often, the his-
tory of environmental failures or inherent problems of
affect regulation or cognitive processing will have had
an impact that changes in the environment, educa-
tional and pharmacological interventions alone will not
ameliorate maladaptive attempts at conflict resolution.
At the point that children need to enter psychotherapy,

their attempts to defend against internal pain and dis-
comfort are at too high a price. Their symptoms, ef-
fects, and behaviors reflect both the child’s best efforts,
and failure to negotiate the challenges, demands, and
conflicts that are essential components of progressive
development.

Unlike adults, children and adolescents rarely are the
ones who request or make decisions about entering into
psychotherapy. Children are often told that they are
going to see a special kind of doctor who helps get rid of
worries and difficulties in order that the child is able to
feel happier and more successful in life. It is essential
that therapists remember that seeing a therapist does
not magically or immediately relieve children of their
suffering or decrease the need for the defenses and
symptoms that have brought them to the consulting
room. In fact, many children feel particularly guarded in
the treatment situation, believing that their inner
thoughts and feelings will leak out or be readily dis-
cernible to the therapist who is invested with intrusive
and dangerous “mind-reading” powers. Engaging in an
evaluation or entering into psychotherapy is especially
difficult for most adolescents. Referral usually stems
from the desire of a parent or other authority figure
whom the adolescent does not fully trust, and may be in
outright conflict with. The aim of the therapy to make
the unconscious conscious does not vary from the aim
with younger children or with adults, but patient–clini-
cian trust is often more difficult to establish with ado-
lescents than at any other developmental phase.

If the patient is to give up current, maladaptive at-
tempts at resolving conflicts, a new setting, a new rela-
tionship, and a new language will be required. It is in
this new situation that the patient and therapist have
an opportunity to explore—through themes and con-
sistent patterns of play, discussion, modes of expres-
sion, and ways of engaging—the dynamic interaction
between what is internal and what is experienced in
daily life. The psychotherapeutic intervention provides
a stage on which, over time, the language of the uncon-
scious fantasies, conflicts, defenses, and symptoms can
become observable, translatable, and gradually under-
stood. To this end, the psychotherapist engages in the
process as an observer, a participant, and an anchor in
reality, helping children clarify what they are thinking
and feeling as well as noticing repetitive themes and
patterns, making connections between themes and
feelings for children. Interpretations assist children in
understanding and mastering thoughts, feelings, and
behaviors of which they previously had been unaware
and that have given rise to the current difficulties. The
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therapist uses verbalization, clarification, and interpre-
tation in the context of a relationship that includes ele-
ments of transference, displacement, and therapeutic
alliance.

III. THERAPEUTIC TASKS

For psychodynamic psychotherapists, children’s play
in the context of the clinical setting provides an impor-
tant window into the inner life. The play themes, mate-
rials chosen, and the child’s affects and verbalizations
are viewed by the clinician as revealing complex as-
pects of the child’s internal life of which he or she may
be unaware and unable to verbalize directly. In the
course of treatment and in the context of a developing
therapeutic relationship, the clinician makes observa-
tions about the unfolding narratives that emerge in the
play activities and what they reveal about children’s
conflicts, defenses, and consequent behaviors and
modes of relating. The clinician does not comment on
everything that is observed. The therapist chooses the
material to be interpreted based on his clinical judg-
ment about what is uppermost or closest to conscious-
ness in the child’s mind at that particular point in time.
The clinician’s goal in interpreting this material is to in-
crease the child’s conscious awareness of and insight
into the relationship between unconscious conflicts,
defenses, and manifest behavior and symptoms. For
other clinicians the child’s capacity to play and talk
freely in the presence of another and to develop multi-
ple narratives that give expression to underlying con-
flicts, interests, and concerns is therapeutic in and of
itself. Particularly with regard to young children, this
latter conceptualization emphasizes the action of play
as serving the function of mastery through repetition
and elaboration of central themes in their lives, trying
on new solutions to problems as well as practicing and
expanding the modes of representing them. In this
model, the goal of interpretive work is not to create or
enhance children’s insight per se but rather to decrease
the anxiety and defensive operations that disrupt or in-
terfere with the expansion and unfolding of the play
and/or discussion itself.

IV. TRANSFERENCE

Transference is the term used to describe or charac-
terize the patient’s attitude toward the therapist. The
term derives from psychoanalytic treatment with adults

and refers to the ways in which a patient’s perceptions
of and relationships with significant figures from child-
hood are expressed in current perceptions, thoughts,
fantasies, feelings, attitudes, and behavior in current re-
lationships. In the clinical situation, transference refers
specifically to the ways in which these experiences
from the past are organized around and expressed
within the relationship with the therapist. A major dif-
ference in considering this phenomenon in work with
children lies in the fact that, unlike adults, children
continue to live with and rely on parents. Much of what
children bring to the treatment situation reflects not
only a transference of aspects of relationships from the
past but significant aspects of current experiences, fan-
tasies, perceptions, feelings, and attitudes from current
relationships, particularly those with parents and other
family members.

The attitudes that children direct toward the thera-
pist are one of the central markers of the transference
relationship. These attitudes are also an essential ingre-
dient in considering the child’s ability or inability to
play or engage in discussion with the therapist. This is
especially the case at the beginning of a treatment,
when children’s expectations of what will occur in the
sessions are not determined by specific past experi-
ences with the therapist, but rather by expectations
that derive from habitual modes of relating, current re-
lationships, and past experiences with others.

In an attempt to clarify the phenomena of transfer-
ence, particularly as it is observed in the treatment of
children, Anna Freud and her colleagues developed a
topology of transference of (1) habitual modes of relat-
ing (2) current relationships, (3) past experiences, and
(4) transference neurosis. The first type refers to fixed
ways of relating to others that, while deriving from ear-
lier relationships, have now been applied to the world at
large or to whole categories of people with whom chil-
dren have contact. The second category refers to the
transfer or displacement of current preoccupations with
real situations in children’s lives or with aspects of cur-
rent developmental challenges. The emphasis here is on
the distinction between a revival of past experiences ver-
sus the displacement of current ones that can be observed
in children’s relationships with the analyst. The third cat-
egory involves children’s attitudes, fantasies, and memo-
ries from the past that were previously repressed and that
are now manifested in the current relationship with the
therapist as it develops during regular contact over a sus-
tained period of time. In the last category, there is a “very
special intensification of the transference involving an
externalization of a major pathogenic internal conflict
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onto the therapist, so the conflict is felt by the patient to
be between himself and the therapist, according to San-
dler and colleagues in 1980 (p. 92). In child psy-
chotherapy, it is much less common to see as much
evidence of the transference neurosis as occurs in the
analysis and psychotherapy of adults. When this form
of the transference does emerge, the child’s attention,
interests, and preoccupations shift toward his or her in-
teractions and relationship with the therapist.

Narrowly defined, the child’s attitudes to the therapist
are based solely on the internal configurations of experi-
ence, urges, feelings, and fantasies that are, in the main,
a reflection of life outside of the consulting room. This
notion assumes that the therapist’s presentation and
modes of relating to children have no or only minimal
bearing on the ways in which the children present them-
selves in this particular setting. The opposite view sug-
gests that the therapist’s demeanor is always determining
the child’s attitude to the clinical encounter. Therefore,
the child’s attitude to the therapist cannot be used as a
prominent source of data or window into the inner
world. These two views reflect the extremes in consider-
ing the extent to which children’s manifest attitudes to-
ward the therapist are a pure reflection of their inner life
or of their day-to-day experiences outside of the consult-
ing room. That is, children’s attitudes in isolation from
other aspects of the fuller presentation of themes and
emotional presentation may, in fact, tell the therapist
very little about the children’s central interests, fantasies,
concerns, and modes of regulating and communicating
them. In addition, even when considering children’s atti-
tudes in the broader context, initial impressions may not
be borne out as the fuller picture of the children emerges
over the course of the psychotherapy treatment. Rapid
shifts in children’s presentation may occur, from friendly,
positive engagement to attitudes of hostility, disappoint-
ment, and fear. It is important to remember that chil-
dren’s attitudes to the therapist develop in the context of
a unique setting and special relationship. As such, the
clinical data emerge from observations of two people in
the consulting room who set the stage for understanding
the patient’s experiences of themselves in relations to the
many others who have and have had significance in both
inner and daily life.

Transference issues with adolescents in psychody-
namic psychotherapy are often very intense and
threaten the formation or continuation of a therapeutic
alliance. The aims of adolescence and psychodynamic
psychotherapy are, at times, essentially hostile to one
another. In structural terms, the ego’s defenses are al-
ready tenuous because of the pubertal upsurge of drives.

Probing by a clinician of resistance and transference
may seem to the patient too threatening to endure. This
is particularly the case during early adolescence from
approximately age 12 to 14 or 15. The transference re-
action is often negative and that of a parent with whom
the patient is having conflicts. The therapist can also
represent an other-than-parent-adult transference that is
positive in the way of a cult leader. This presents the dif-
ficulty of the patient’s expectation of “cure” coming al-
most magically from the guru rather than from the
patient’s therapeutic work. Adulation of the therapist
can also raise hostility on the part of the parents who
must support and pay for the treatment.

A. Case Example

Mark was a 14-year-old who entered twice-weekly
psychodynamic psychotherapy because of a drop in his
grades in school and arguments with his father, which
had transcended from only verbal interchanges to
physical pushing and shaking. Both males were wor-
ried about this escalation. The referral was made by the
boy’s pediatrician. Mark did not want his parents in-
volved with his therapist, and they as a couple began
seeing another clinician. Mark was immediately im-
pressed with the therapist, based on what his pediatri-
cian had told him and because of various certificates
and plaques on the office walls. Mark’s father was an
extremely successful attorney, not only locally but also
nationally. In the almost instant transference, the thera-
pist became the “good” father who was even more pow-
erful than the biologic “bad” father. It was very difficult
for the boy to acknowledge any good in his father or
bad in the therapist until the transference took on an
erotic component. As the homosexual urges became
apparent to him, the patient struggled with whether to
stay in treatment or flee. Remnants of the nonerotic
positive transference allowed him to continue therapy.
Now fearful of submitting to the clinician’s control,
Mark began working in therapy. He challenged the
therapist’s power, declaring it was not so much due to
the therapist’s excellence, but because he was part of an
excellent university. Mark became more interested in
flirting with girls in school and in improving his
grades. He also came to appreciate his father’s accom-
plishments, and the love the father must have for him
in order to support and pay for the psychotherapy. The
tussling between father and son undoubtedly also had a
drive-defense sexual component for the boy, but after
working through erotic feelings for the therapist, the
son–father love also lost its overt sexuality.
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Countertransference is an entity that all therapists
must keep in mind. Countertransference is the uncon-
scious influence that a therapist’s past needs and con-
flicts have on his or her understanding, actions, or
reactions within the treatment situation. James Anthony
was the first writer to assert that because of the regres-
sive pull inherent in working with children and the fact
that child therapy is more primary process activity than
secondary process talk, that countertransference is more
commonly experienced in therapy with children than
with adults. Burlingham in 1935 noted that in work with
younger children, therapists may drift into a wishful role
of being a superior parent. With the sexual and hostile
proclivities of adolescents, therapists have a particular
challenge not to be seductive or counteraggressive. The
therapist’s narcissistic concerns may also cloud his or her
listening carefully, regardless of the patient’s age.

V. THE THERAPIST–CHILD
INTERACTION

A central focus of the clinician’s observations is the
way in which children relate to him or her, from the first
introduction in the waiting area to the myriad shifts in
attitude presented in the consulting room throughout
the course of psychotherapy. From a psychodynamic
perspective, ways of relating to the therapist reveal a
great deal about children’s attitudes to the most impor-
tant people in their daily lives and suggest observable
surface markers for a range of internal configurations
involving their fantasies about those people. Children’s
attitudes toward the therapist suggest their feelings
about being with an adult other than the parent. At
most, the attitude children present in this particular set-
ting may reflect a generalized set of expectations and
modes of relating that have referents outside the con-
sulting room, in the children’s daily lives—from the
present or the past. At the very least, the attitude pre-
sented may reflect aspects of children’s expectations of
the current situation in the consulting room itself.

Children’s comfort in the room and their experience
of their interaction with the therapist will be a key de-
terminant of the play, discussion, and activities that
occur in a given hour. Representations of self and oth-
ers as reflected in play and discussion reveal the organ-
ization of the variety of composite images of self and
others that children have constructed on the basis of
experiences, urges, and feelings. These representations
of the self and others, although never fully conscious,
are reflected in children’s ever-changing conscious fan-

tasies, attitudes, and behavior. In other words, the chil-
dren’s attitudes, suggested by the way they relate to
others, reveal an internal frame of reference that draws
on (1) their experience of interacting with similar fig-
ures and their awareness of an expectable set of social
conventions; (2) the status of specific urges and the rel-
ative balance between the pleasure gained from their
expression versus fear of potentially negative conse-
quences in the form of shame, guilt, anxiety, or actual
danger that might result from a clash with either inter-
nal or external expectations; and (3) the developmental
status of a sense of self, that is, an appreciation for per-
sonal abilities that are now experienced as autonomous
in relation to the parents.

Unlike other approaches to clinical interviews with
children, psychodynamic technique eschews struc-
tured questions that aim at eliciting “mental status” on
the basis of verbal responses and verbal information re-
garding attitudes and interests. It is assumed that chil-
dren are most likely to reveal their interests, attitudes,
and capacities in a situation that can become familiar
and comfortable. This sense of familiarity and comfort
can best be established by children themselves as they
become acclimated to the therapeutic setting. The ther-
apist is in the best position to observe what children
bring to the sessions if the therapist’s questions, sug-
gested activities, direction of play narratives, and the
like are kept to a bare minimum. When the session is
not directly shaped by themes that the therapist intro-
duces, children will bring to therapy their own versions
of personal experiences that are configured and repre-
sented in play, activities, and discussion. This does not
mean that the therapist must remain inactive, silent, or
vacant in his or her presentation, but rather that he or
she should convey a friendly interest and respect for
children by attending to what children themselves in-
troduce in the session.

VI. THE INTERVIEW SETTING

At the beginning of any treatment, the therapist’s
knowledge of children’s phase-specific concerns con-
tributes to his or her ability to set the stage for a thera-
peutic atmosphere in which therapist and child can
learn about and work on the dynamic intersection be-
tween inner life and the external world of the child.

In the clinical situation, the child psychotherapist
has the task of introducing the consulting room and the
psychotherapy as a safe situation in which the therapist
and child together have an opportunity to explore and
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work through the difficulties that have been brought
into the treatment. Children’s sense of safety is influ-
enced by the ways in which the therapist conveys ap-
preciation for the dangers children confront throughout
the process. The child’s comfort level during the ses-
sion will also vary according to what is uppermost in
the patient’s mind at any given time.

Preschool children experience the sense of safety in
the familiarity and pleasure of the imaginative play
with a friendly adult who can follow their lead while
maintaining effective limits on potentially dangerous or
overly exciting behavior. Safety also will be experi-
enced in the comfort or confidence the parents convey
in their attitude toward the therapist and by their avail-
ability before, after, and at times during the session.
Children will begin to develop a sense of safety as they
discover that the therapist will do no harm—whether
in response to provocative behavior or to any thoughts,
fantasies, or feelings that may emerge.

These same issues may be equally prominent for
school-age children. However, there is now an addi-
tional burden for these children. They are invited to re-
veal aspects of their inner life at a time in development
when the need to renounce the open expression of in-
fantile longings is paramount. School-age children’s in-
creased interest in privacy and secrets, games with rules,
cause-and-effect thinking, engagement with peers and
activities outside the home, curiosity and learning, and
bodily self-care are products of newly emerging mental
structures made possible by advances in both cognitive
and physical capacities. These interests reflect children’s
ability and need to move away from their earlier de-
pendence on parents as well as from a fantasy life in
which the parents figured prominently as direct objects
of sexual and aggressive impulse. In many ways these
new developmental acquisitions add additional chal-
lenges to the usual ones of establishing a psychothera-
peutic relationship. For school-age children, anxiety is
aroused from the intimacy of the relationship with the
therapist to reawaken old, now-unacceptable dependent
longings as well as stimulate the emergence of wishes
and fantasies experienced as dangerously regressive.

For adolescents, the dangers of yielding to a resur-
gence of longings and interactions that resonate with
earlier phases of development are now intensified by
biological maturation. Asking for or being sent for psy-
chotherapy may confirm the adolescent’s worst fear
that his fluctuations in mood, preoccupations with sex-
ual and aggressive fantasies and feelings, and anxiety
about negotiating aspects of daily life are indications
that he is crazy, infantile, and incompetent.

In therapeutic work with each of these age groups,
the child’s sense of safety will, in large part, derive from
the therapist’s appreciation of the specific dangers that
are evoked for this particular child by the introduction
of the psychotherapeutic situation as well as from an
understanding of the developmental importance of the
defenses that are called into play.

VII. DEVELOPING THE
THERAPEUTIC PROCESS

The first meeting with children usually is preceded
by meetings with the parents in which the presenting
difficulties and developmental and family history are
discussed. These meetings with the parents are con-
ducted either by the child therapist or by a colleague.
This background information will provide a context for
direct observations made by the therapist over the
course of two or three evaluative sessions. In the con-
text of these meetings, it is suggested to parents of
young children that the child be told in simple terns
that they will be meeting with someone who helps chil-
dren who are having worries. The parents can intro-
duce their child to the idea of meeting with the
therapist by saying that they know that the child has
been having troubles and that they would like to help
so the child will feel happier and free of the worries
that are making life so difficult. Additionally, parents
may briefly describe the nature of the contact with the
therapist by telling the child that they will have a
chance to play and talk, get to know the therapist over
time, and slowly figure out worries with the help of the
therapist. Although the details of what parents tell their
child may vary, parents of children younger than 5
years of age are counseled to keep the explanation
brief. Parents should be helped to understand the im-
portance of following the child’s lead regarding how
elaborate the explanation about the consultation
should be. For example, in response to the child’s ques-
tions, parents may distinguish the difference between
the kind of doctor who does examinations and gives
shots and the doctor who helps children through play
activities and/or words.

Children under 6 may feel most comfortable if a par-
ent accompanies them and the therapist into the con-
sulting room for the initial meeting. Young children
frequently make verbal and nonverbal requests—by
holding onto a parent’s hand, climbing onto the parent’s
lap, or leaning up against the parent’s body—that the
familiar adult remain in the consulting room for some
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time. The therapist’s initial communications are meant
to demonstrate that the setting and the therapist are
free of external demands or threats that might prove
overwhelming. These opening communications should
be kept simple but should include a verbal introduc-
tion of herself and her intentions (i.e., “We are going to
a room where we can play and talk”); an awareness of
the child’s wishes about the timing of separating from
the parent; and a friendly but low-key invitation to the
child to explore the contents of the playroom and to
use the toys and drawing materials. Just as the parents
have introduced their child to the idea of seeing the
therapist, the clinician also may tell the child that he or
she is there to help them with their worries. Some psy-
chotherapists prefer to say more, describing in greater
detail the schedule as well as the nature of their work;
others say very little, preferring initially to learn from
the child his or her initial ideas about treatment.

The choice of play materials should invite the child’s
imaginative use of them as well as be appropriate to the
child’s level of developmental functioning. For younger
children, the use of small animal and human figures,
puppets, a doll house, toy cars, and paper and markers
all serve as relatively neutral objects that they can use
in developing play themes and narratives. In contrast,
using toys that derive from television shows may evoke
scripts that even when personally elaborated by chil-
dren were originated in the imagination of someone
else and therefore confuse and diminish their projec-
tive and communicative value in the therapeutic
process. Similarly, too many toys or activities that in-
crease the potential for regression and direct enactment
of impulses—play with water, paints, swords, and guns
with projectiles—may succeed in engaging children in
the room but may be overstimulating for many chil-
dren who come to experience the consulting room and
the therapist as dangerous.

A. Case Example 1

A psychotherapist just beginning her work with a
5-year-old girl expressed surprise and some anxiety as
she reported in supervision on the first 3 psychother-
apy hours with the girl. The therapist reported that the
girl, Yvonne, had been referred because of chronic bat-
tles with her mother, frequent nightmares, fights with
kindergarten classmates, and obstinate refusal of her
teacher’s requests to join in-group activities. There
were no immediate external precipitants to these diffi-
culties, which had been apparent in varying degrees for
the previous 18 months. Her history was unremarkable

except for her mother’s acknowledgment that both she
and her husband were perhaps overly strict, demanding
compliance to their expectations that, from age 2,
Yvonne should behave like a “little grown-up.” Mother
reported that prior to the current difficulties, both she
and her husband as well as other adults frequently had
commented on how well-behaved and mature their
daughter seemed—“she was such a sweet, good little
girl … maybe too good.”

The therapist went into some detail in describing
the first three sessions and her consternation about the
dramatic fluctuations in Yvonne’s presentation. In the
first hour, the girl had separated easily from her mother,
was friendly, and seemed comfortable accompanying
the therapist into the consulting room. However, once
in the room, Yvonne stood in one corner, finger in her
mouth, eyeing the therapist and the contents of the
room quietly. After several minutes the therapist invited
her to explore in sequence, the dollhouse, human fig-
ures, and finally the crayons and paper. Yvonne stood
her ground and quietly shook her head. The therapist
posed several questions about favorite toys and activi-
ties, to which Yvonne gave brief responses. After 30
minutes in the room, Yvonne walked over to the doll-
house and explored it for the next several minutes. She
ignored or did not respond to any of the therapist’s at-
tempts to engage her but remained seated in front of the
dollhouse fingering the figures and furniture inside.
Suddenly, 40 minutes into the session, Yvonne looked
up at the therapist and announced, “I’m done,” and
walked out of the room with the therapist trailing be-
hind her. She was not interested in the suggestion that
perhaps it might feel more comfortable to have Mom in
the room with them and instead informed both thera-
pist and mother that it was time to go home.

The second session began in a similarly quiet fash-
ion. However, the therapist had decided to become
more active in this meeting and to bring more play ma-
terials that might be of more interest to the girl. She
equipped the room with an easel, paints and brushes as
well as several cans of Play-Doh, and several different
size dolls. The therapist described her demeanor as more
upbeat, for example, greeting Yvonne with a buoyant
announcement that she had a number of surprises
waiting for her in the room. Yvonne declined the offer to
have her mother in the room. Again she stood for sev-
eral moments surveying the room as the therapist began
unpacking Play-Doh, mixing paints, and describing
what fun they might have playing with these items.
After several moments, Yvonne did engage in painting,
at first slowly and carefully on the paper and then with
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less care, which then culminated in a frenzy accompa-
nied by wild giggles as she flung paint onto the paper,
the walls, and the floor. Before the therapist had any
time to comment, Yvonne went to the Play-Doh, which
she rolled in balls and excitedly threw against the wall
while darting about the room, glancing in a challenging
way at the therapist. And so the session continued as
the therapist spoke of the need to keep her patient safe,
the rules for being able to continue to use the materials,
and so on—all accompanied by the therapist’s frozen
smile and strained attempts to retain her composure.
The session ended abruptly when Yvonne gleefully ran
out of the room screeching her way down the hall until
she reached her mother and again grew quiet as she
looked out from behind her mother’s dress, gazing at
the therapist who had finally caught up with her.

The third hour presented yet another picture of
Yvonne and a new set of challenges for the therapist as
her young patient was now terrified of entering and
then remaining in the consulting room. Yvonne in-
sisted on having her mother in the room and sat quietly
on her lap for the entire session. The therapist hypoth-
esized that her eagerness to engage Yvonne in exciting
activities was an attempt at seduction that had been too
overwhelming for a child whose threshold for excite-
ment and retaining self-control is especially low. The
therapist and the sessions themselves had become the
focus of fear as they represented the invitation to give
full rein to impulses that Yvonne found both exciting
and dangerous. In subsequent hours, the therapist ver-
balized how excited and frightened Yvonne had be-
come and how important it was for her to feel safe
again. In addition to inviting the mother into the room,
the therapist eliminated the more stimulating paints
and Play-Doh while assuming a more low-key and pa-
tient approach to Yvonne. After several sessions Yvonne
was again comfortable being alone with her therapist
and continuing, at her pace, the exploration of this new
setting and the struggle over expression of impulses
that brought her into treatment.

In contrast to the younger child, many school-age
children are well aware of the troubles that have
prompted their referral for treatment. With children
of this age, the therapist will need to discuss more di-
rectly the children’s and therapist’s ideas about why
children are coming for psychotherapy. When appro-
priate, the therapist may want to negotiate directly
with older school-age children such issues as the
scheduling of sessions and elicit their interest in
helping with the therapist’s choice of materials avail-
able in the room. The goal here is to create a bridge,

or neutral ground, in which children can begin to de-
scribe directly or in displacement their experience of
themselves internally and in relation to others in day-
to-day life. Although school-age children may choose
the same materials as younger children, such as play
figures, puppets, a doll house, and markers and
paper, older children may prefer activities less clearly
associated with their younger selves. A deck of cards,
checkers or chess, and models to be constructed may
all play a role in the psychotherapy of older school-
age children. Children may employ such activities as
“something to do” while they talk, or children may
use them in the service of representing their difficul-
ties around aggressive, competitive, and superego
conflicts.

B. Case Example 2

John was a 10-year-old, highly constricted boy who
shied away from engaging with peers or attending to
his schoolwork when referred for evaluation and subse-
quent psychotherapy. Over the course of his 18-month
treatment, the theme of competition became increas-
ingly linked to danger as he developed play and written
stories about armies fighting over a country and the af-
fections of its ruler, the queen. The sessions often
would end with each of the armies being decimated. As
the therapist eventually commented on how dangerous
the battles seemed for both sides. John replied outside
of the play, “Well, that’s what can happen when you
want something too badly.” During the work, John
could reveal through play and discussion the extent to
which his wish to be the best at everything preoccupied
him. This longing was accompanied by intense rival-
rous and destructive fantasies that were directed to-
ward his father and siblings whom he felt were
competitors for his mother’s exclusive attention and, by
extension, toward peers for the teacher’s. Equally in-
tense were John’s sense that his wishes were morally
unacceptable and in direct conflict with the positive at-
tachments he felt to his rivals. For John, any competitive
strivings engendered the same massive superego repudi-
ation, guilt, and accompanying anxiety that greeted his
unconscious fantasies and the conviction that his de-
structive wishes would come true. As John became more
conscious of the link between his fantasies and his
symptomatic avoidance of any show of competence and
competition, his academic and peer involvement signif-
icantly improved. Exploring the origins of intensely ri-
valrous feelings through play and talk led to a greater
tolerance for himself and an increased sense of safety in
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the fact that, as he put it, “Wishes are only wishes, you
know.”

The use of elaborate board games, while reflecting age-
appropriate interests, often narrow the focus of the thera-
peutic work to the task of mastering specific rules and
strategies, thereby closing off other avenues of representa-
tion and communication that might be expressed and
observed more easily in a less demanding game. The
repetitive and circumscribed nature of elaborate games
may, in fact, serve the defensive function of avoiding con-
scious awareness of fantasies and associated troubling
feelings. In addition to the tasks of listening, observing,
and exploring the contents of the imaginative play,
games, or discussions, the therapist must be able to ap-
preciate the importance of children’s defensive opera-
tions in order to assist in developing a safe enough
forum in which fantasies and feelings can be elaborated.
In some treatments, such as John’s, the original use of
displacement (or the expression of conflictual themes
and feelings via characters in play, narratives accompa-
nying drawings, or discussion of the lives of “others”)
may lead to greater insight, conscious recognition, and
verbalization of the links between inner life and pat-
terns of behaviors. In many other treatments, however,
the use of displacements themselves may provide just
the opportunity children need to work through new so-
lutions to conflicts that have given rise to the symptoms
and troubles that have brought them into psychother-
apy. Verbalizing formulations that reflect hard-won in-
sight into the presenting problems may be more of a
need for the therapist than for such children.

Similarly, the developmental tasks of adolescence de-
mand a very different approach from preschool and
school-age children, usually from the moment of refer-
ral. Although young and mid-adolescents may come for
treatment primarily at the instigation of parents or
school, usually they have a very clear idea of why oth-
ers think they are in trouble. It is important in the be-
ginning work for the therapist to recognize that
adolescents’ protests that it is parents or others who
have the real problems does not determine or predict
the extent to which they will be able to engage in the
psychotherapeutic process. Instead, adolescents may
have a very different agenda concerning psychotherapy
from the adults who have encouraged, or required,
them to seek help. Although the therapist may want to
make some effort to negotiate with adolescents the dif-
ferences between their agenda and that of the adults, if
adolescents are to be engaged successfully in their own
treatment, the therapist must acknowledge and, when
possible, accept their agenda as the central psychother-
apeutic task.

With adolescents whose feelings of mistrust, displays
of negativism as a defense against fears of passivity, and
a negative transference are common, it is important for
the therapist to ally with those parts of the patient’s ego
that strive for harmony. An initial focus on the adoles-
cent’s strengths is often the best way to foster a thera-
peutic alliance. Adolescents, even more than adults,
find it easier to fight external conflicts than internal
ones. Helping the patient put the former in better per-
spective often builds confidence in the therapist that al-
lows for later exploration of the latter. The therapist’s
ability to use language that stretches the patient’s
awareness, but does not talk down or sound autocratic
to him, is crucial for the patient to hear what the thera-
pist is conveying. Two other aspects of psychoanalytic
psychotherapy with adolescents must be kept in mind.
One is that adolescents frequently have a confused
sense of time. It is not uncommon that only the near
future is recognized. The past is what as soon-to-be-
adults they want to put behind them, while adulthood
beyond the 20s is too much like their parents’ lives to
comprehend. This concentration on “now” may leave a
feeling of rapid movement and of being in a hurry to go
they know not where that requires understanding by a
therapist. Another aspect of adolescence that may in-
trude into the therapeutic interaction are the para-
digms of love and mourning, which may intrude to
take the patient’s mind off the therapy. These are typical
of the age and, rather than resistance, are usually short-
lived and can be learned from.

Unlike preschool or school-age children, adolescent
patients may be much more comfortable sitting and
talking “like an adult” rather than playing. However,
the psychodynamic developmentally informed thera-
pist understands that the operative word here is “like,”
not “as.” Young to mid-adolescents, although wishing
to appear adultlike, often are not able to sustain for
long the sort of introspective, self-reflective stance that
characterizes many adults seeking treatment. Adoles-
cents may feel most comfortable talking about their life
with peers or about the failings of their parents. On the
other hand, they may be very reticent to engage in or
reveal the self-reflection and troubling affects that may
accompany such “neutral” topics that are seemingly so
distant from internal experiences. It is the therapist’s
task to introduce adolescents gradually to a more self-
reflective stance and to help them to sustain such a
stance during sessions. Because it is the central develop-
mental task of the young to mid-adolescent to achieve
greater psychological independence and separation
from parents, adolescents experience any thoughts,
fantasies, or feelings that they associate with earlier
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developmental levels as a dangerous move backward
toward earlier childhood feelings (i.e., regression);
therefore, they go to great pains to avoid them. When
adolescents experience the psychotherapeutic process
as exerting a regressive pull toward psychological reen-
gagement with the parent of childhood, they are most
likely to flee psychotherapy in the service of reestab-
lishing what they are convinced is a developmentally
necessary separation and attainment of greater auton-
omy. For these reasons, it is the therapist’s task to ap-
proach the inner conflicts of adolescents, which
inevitably carry with them this regressive valence, with
great tact and developmental understanding. Young to
mid-adolescents may be most comfortable “chatting”
during their hours about sports, apparently superficial
peer relationships, or television shows and characters.
During the early phase of treatment, the therapist may
have to work almost exclusively through the displace-
ments afforded by such seemingly bland topics, which,
over time, may help both to establish a feeling of con-
trol and safety in sessions as well as to provide his or
her version of the bridge to discussing more directly in-
creasingly relevant personal material.

In attempting to make adolescents feel comfortable,
the therapist may make the mistake of trying to present
himself or herself as a “hip” pal by initiating conversa-
tion that adolescents experience as dangerously seduc-
tive or intrusive (e.g., presenting as knowledgeable and
“up” on culturally current topics, such as the latest
sports or cultural figures and popular music). Adoles-
cents in treatment are most comfortable with a thera-
pist who is clearly an adult, but one who is an
especially careful and thoughtful listener. Young ado-
lescents often will become more comfortable as they
feel confident that the therapist will not intrude on
their burgeoning sense of psychological autonomy by
moving to intolerably “deep” levels too quickly or mak-
ing interpretations that they experience as “wild” and
tactless. For adolescents who have the greatest diffi-
culty in tolerating any verbal engagement or face-to-
face contact that increases the sense of being scrutinized,
the offer of simple games (e.g., card games, checkers,
chess) may provide a more neutral basis of interaction.
Again, adolescents’ experience of control and of the
therapist as nonintrusive may allow them to feel safer
revealing themselves in their own good time and
guided by their own wish to feel relief from struggles
that have brought them to treatment.

The choice of materials, scheduling, and frequency
of meetings is crucial in setting the tone of the thera-
peutic relationship. These decisions should be in-
formed by the therapist’s understanding of the patient’s

developmental level. For preschool children, a mini-
mum of twice-a-week appointments usually is neces-
sary to provide the continuity in which psychodynamic
lens can be employed usefully. Although older children
may be able to develop a sense of therapeutic continu-
ity in a once-a-week treatment, here, too, more fre-
quent weekly appointments help therapist and children
to cultivate a sustained “therapeutic atmosphere” in
which the material of sessions can be understood by
both participants to reflect the children’s inner world
with its conflicts and defenses. This therapeutic atmos-
phere, which includes the even, observing attention of
the therapist to children’s underlying conflicts and de-
fenses as they are revealed in their play, behavior, and
talking, permits children and therapists to develop a
shared therapeutic language.

More so than with younger patients, the possible use of
psychopharmacological agents arises increasingly with
age. If medication is prescribed by someone other than
the psychotherapist, this can affect the patient–therapist
relationship. Up until the past 10 to 20 years, there was
also much debate as to whether medications negatively
affected the therapeutic relationship even if the
pyschotherapist was also the prescriber. It is now clear
that if the patient has a disorder for which medication
is helpful, alleviation of symptoms make psychother-
apy more effective. At the beginning of the 21st century,
there is more concern that psychoactive medications are
given without psychotherapy, than the reverse. For the
psychodynamic psychotherapist, the important aspect
of medications, often overlooked in other types of psy-
chotherapy, is the monitoring of the patient’s fantasies
and/or symbolic meanings of, and expectations, appre-
ciation, and/or disappointment with, the medication.

VIII. WORKING WITH PARENTS AS
AN ADJUNCT TO TREATMENT

Collaborative work with parents can be a crucial
component when working psychodynamically with
children under the age of 13. Children, even of grade-
school age, are not able to present a full picture of their
daily lives and behavior. In particular, children may
wish to avoid reporting external events for fear of the
critical judgment of the therapist. Meetings with par-
ents during which they can report on events in chil-
dren’s daily lives are important for filling out the
therapist’s understanding of the children. Here we offer
a few guidelines and warnings.

Collaborative work with the parents is critical to the
psychodynamic treatment of children age 6 and under.
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Unless parents share information concerning a child’s
daily life and behavior with the therapist, his or her ca-
pacity to understand the referents of the child’s play
may be severely compromised. In addition, parents of
young children in treatment frequently are quite anx-
ious or confused about how to handle their children’s
behavior. Developmental child guidance attuned to the
needs of the specific family and child can be extremely
useful in ensuring the parents’ continuing support of
the treatment. When necessary, helping the parents un-
derstand why they should alter their approaches to the
child and in helping them develop new strategies may
be an important factor in supporting gains the child
may be making within the treatment hours. Children
younger than age 5 have not yet developed a firm cog-
nitive understanding of privacy or secrets and expect
that the significant adults in their life share a mutual
concern for their well-being; for these reasons, children
under 5 usually are quite comfortable with the idea of
meetings between parents and therapist.

Children over age 5, however, have begun to develop
a strong sense of privacy and secrets and may be much
less comfortable with the notion that material from
their sessions might be shared with parents. For this
reason, the therapist of school-age children must not
only assure the children of the confidentiality of mate-
rial from sessions but must in fact be careful during
parental child guidance sessions that the material chil-
dren wish to have kept private is not revealed.

Parental meetings should be scheduled often and
regularly enough that parents understand their impor-
tance in conveying significant information about their
child’s ongoing life. Frequency and regularity of con-
tact between parent and therapist also helps parents
recognize that they have a critical contribution to make
to the success of their child’s treatment; under such cir-
cumstances, parents are less likely to retain the magical
notion that they can turn their child over to the thera-
pist to be “fixed.” In addition, parental meetings under-
pin the development of sufficient trust in the therapist
for the parents to utilize any development child guid-
ance that is offered. Finally, such meetings permit the
therapist to gain adequate understanding of the par-
ents’ personalities to know whether it would be useful
to the success of the child’s treatment to refer one or
both parents for their own treatment. If such a referral
is indicated, the therapist who has developed a collabo-
rative relationship with the parents will have an ade-
quately informed working alliance so that he or she can
decide how to best approach the question.

Although it is usually the parent of the adolescent
who initiates the contact with the therapist and un-

doubtedly pays for any treatment undertaken, collabo-
ration with parents of children of this age is more diffi-
cult. Because adolescents are moving toward greater
psychological independence and autonomy from their
parents, they may experience any collaboration with
their parents as threatening; collaboration thereby runs
the risk of compromising the usefulness of the treat-
ment to the adolescents. In general, adolescents are
also better reporters of their daily lives and behavioral
difficulties than younger children. For these reasons,
parental contacts should be infrequent in the treatment
of adolescents and in most cases they should not occur
without the adolescent being present. Often, however,
parents of adolescents feel most confused and upset
about how to handle their child’s behavior; they may
express the need for increased contact with the thera-
pist as a way of allaying their own anxieties and of de-
veloping new ways of handling their child. During the
initial contact with the parents, the therapist must
make clear the developmental reasoning behind the
necessary restriction of contact between parents and
therapist. Often treatment of adolescents is enhanced
or successful only when the parents are seen on a regu-
lar, or as needed, basis by a colleague. With informa-
tion about the parents and their contributions to family
interactions alongside of reports from the adolescent’s
therapist, the collaborating clinician will be in a good
position to help parents develop and assess new ways
of understanding and responding to their adolescent
more effectively while helping to maintain the confi-
dentiality of the adolescent’s treatment itself.

IX. CHILD PSYCHOANALYSIS

The principles we have described for psychodynamic
psychotherapy have been derived from child psycho-
analysis. The differences between psychoanalysis and
psychodynamic psychotherapy lie in the frequency of
appointments, the analyst’s more consistent focus on
defense and transference issues, and the relative absti-
nence of the analyst’s stance toward the child patient.
Children in analysis are generally seen four or five
times a week. This frequency allows the analyst to be
more patient for material to emerge; he or she can be
confident that important psychic material will appear
over and over again in different forms. As a result, the
analyst does not need to rush to understand or to make
what may well be premature interventions based on
limited material. The frequent sessions also make the
child’s characteristic modes of defense against conflict
much more clear and the child’s attention can be more
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easily drawn to his or her defensive activities. In a sim-
ilar way, it becomes easier for the analyst to sort out
what aspects of the child’s relationship with him or her
are being driven transferentially and what aspects may
constitute the “real relationship.” Finally, the analyst’s
confidence that significant clinical material will emerge
in a context that both analyst and child can understand
allows the analyst to be somewhat less active, or rela-
tively more abstinent, in the clinical setting, counting
on the interpretation of conflict, defense, and transfer-
ence to carry the primary therapeutic action.

The intensity and details of the treatment relationship
and material that can emerge in a psychoanalysis require
additional training for the clinician who engages in this
specialized area of clinical practice. Graduate psychoan-
alysts have had a rigorous and extensive clinical training
following completed graduate education as a psychiatrist
(M.D.), psychologist (Ph.D.), or clinical social worker
(M.S.W.). Psychoanalytic training consists of three parts.
Candidates attend a multiyear sequence of courses on
development, psychoanalytic theory, and technique.
They undergo a personal analysis. They conduct a num-
ber of psychoanalyses under close clinical supervision.
Usually child psychoanalysts have completed training in
adult psychoanalysis as well as child and adolescent psy-
choanalysis. The latter training involves an additional
sequence of courses and the supervision of the psycho-
analysis of children and adolescents. There are a small
number of training programs that train candidates in the
practice of child and adolescent psychoanalysis without
training in the practice of adult psychoanalysis. There is
no federal or state accreditation for psychoanalysts, but
the standards of training are maintained by two major
professional organizations: The American Psychoana-
lytic Association and the International Psychoanalytic
Association. Training programs are affiliated with either
or both of these organizations, which establish, accredit,
and maintain the affiliated training programs.

When, then, is psychoanalysis the recommended
treatment for a child as opposed to once or twice weekly
psychodynamic psychotherapy? Why would a child an-
alyst make the decision to recommend analysis for a
particular child and when would it be appropriate for a
nonanalyst to make a referral of a child to an analyst?

A child would be an appropriate candidate for psy-
choanalysis if (1) he or she is strongly defended against
acknowledging the severity of his or her problems; (2)
if the relationship with the clinician is dominated by
transference dynamics that have not yielded to a less
intense form of intervention; and, (3) at times, when
the severity and intractability of the child’s symptoms
have resulted in a developmental arrest that seriously

impedes the child’s ability to move forward develop-
mentally. This latter situation may, at times, include
children with ego vulnerabilities.

Some children, particularly latency-age children, are
quite resistant to being able to recognize the severity of
their problems. Grade-school age children in once-a-
week treatment may use board games to ward off the
encroachment of reality outside the clinician’s office,
the reality in which they are most symptomatic. At-
tempts on the part of the clinician to confront the child
with his or her symptomatic behavior outside the office
are met with staunch denial and an insistence that
“everything is fine.” Such a child is well able to main-
tain the comforting fiction that whatever problems he
or she may face are really someone else’s problems.
When externalization successfully deflects the patient’s
capacity for self-observation, psychoanalysis may yield
a great deal more data and opportunity for joint
scrutiny of the sources of internal conflict and discom-
fort and the counterproductive ways in which un-
wanted struggles are characteristically jettisoned.

A. Case Example 1

Ten-year-old Amy had a history of sabotaging her
friendships by her passive-aggressively expressed criti-
cal stance toward others; she would roll her eyes mock-
ingly, make a low-voiced angry comment, or fail to
interpret correctly the social cues given by other chil-
dren. Amy experienced herself as endlessly falling vic-
tim to the meanness of others, whether it was to her
classmates’ “cattiness” or to her parents’ “unfairness.”
When her attention was forcefully drawn to these re-
ported problems, she would respond at first with denial
and then would sadly insist that she “couldn’t help”
being so angry “because my parents are divorced.”
Amy’s relationship with her therapist was dominated by
her need to present herself as a nice cheerful girl who
enjoyed coming to therapy to play cards. A year of once-
weekly psychodynamic psychotherapy had not allowed
Amy to make any real progress; she remained as insis-
tent as ever that the world had dealt her a bad hand of
cards and that other people should change. A recom-
mendation for psychoanalysis would be appropriate for
Amy. The frequency of sessions would make it more dif-
ficult for Amy to sustain her “niceness” with her thera-
pist; it would be expected that her symptomatic critical,
hostile behavior would come more directly into the rela-
tionship with the analyst, even if her mode of commu-
nication continued to be to play cards. In addition, the
frequency and intensity of the clinical hours would
allow the analyst to scrutinize more carefully the defen-
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sive aspects of Amy’s pleasant facade with him. Amy’s
attention could then be drawn to the defensive aspects
of her “niceness,” her underlying fear that she was a
stinky, nasty girl whom nobody could really like, as well
as provide a better understanding about what drove her
aggressive conflicts.

Similarly, the intransigence of symptomatic behavior
may be an important indication that too little about the
nature of the underlying internalized conflicts has been
revealed, understood, or worked through. This may be
especially the case when the child has, in fact, been
well-engaged in a psychotherapy and the parents have
been able to alter life circumstances of and responses to
the child based on their full involvement in parent
guidance work.

B. Case Example 2

Five-year-old Joey was referred for treatment be-
cause of his provocative, combative stance toward
people in authority, not only his father, but his female
kindergarten teacher and the playground monitor.
Parental child guidance had helped the father and
mother change their handling of Joey, recognizing
that much of his provocative behavior was driven by
an underlying anxiety. The parents had also inter-
vened with his classroom teacher who responded by
making the rules and structure of her classroom
clearer and praising Joey for his academic success. In
his once-weekly treatment, Joey continued to play out
stories of knights stealing beautiful princesses, fight-
ing the king for the castle, and stories of motorcycle
daredevils who took life-threatening risks to great ac-
claim. Joey’s relationship with his male therapist was at
times provocative, but when his therapist attempted to
draw Joey’s attention to his behavior, Joey quickly “set-
tled down,” turning from his dramatic play to some sort
of “busy work.” His behavior outside the classroom con-
tinued to be very problematic, with Joey hitting other
children, disrupting playground games, and seeming to
invite a punitive response from those in charge. Joey’s
analyst hypothesized that if Joey were in analysis, his
attention could be drawn to the ways in which his oc-
casional provocative behavior within his sessions was
driven by his underlying fantasy that his “kinglike”
analyst was out to take away Joey’s power, making
him feel once again helpless and little as he had so
often in the past with his exciting and powerful father.

Psychoanalysis may also be indicated when symptoms
and age-inadequate functioning derive from vulnerabili-
ties in ego functioning that intensify the intransigence of

internalized, neurotic conflicts. Difficulties involving
poor impulse and affect regulation, deficits in capacities
for synthesis and integration of stimuli, or paucity or
primitive nature of defenses may only be observed, un-
derstood, and addressed fully in the context of an inten-
sive, long-term analytic relationship.

C. Case Example 3

Six-year-old Betsy was referred for psychoanalysis be-
cause of her inability to adapt to many age-appropriate
expectations. Her parents, though loving, had had little
ability to set any appropriate limits for Betsy: She was
not expected to go to bed at any particular time, she
watched unlimited television, she ate only what she
wanted and when she wanted. Weekly meetings with the
parents helped the clinician understand the severity of
the parents’ own conflicts around aggression; the parents
experienced any limit setting as dangerous and cruel.
They recognized that their daughter was ill-prepared for
life outside the family but felt quite helpless to do any-
thing about it. Clinical evaluation revealed that Betsy
was a bright child who was unusually comfortable at re-
treating into her own fantasy world of happy, magical
fairies whenever reality made a demand on her. Betsy ex-
pressed a high level of anxiety about how dangerous the
world outside the family was; she found it hard to con-
centrate in school because of her preoccupation with the
idea that a fire might break out. She was equally con-
cerned with the idea that the weather might suddenly
and inexplicably turn seriously bad; in her mind there
was a constant possibility of tornadoes or catastrophic
storms. When she had such thoughts, Betsy quickly
turned away from reality and withdrew into her magical
fantasy world. The evaluating clinician viewed Betsy as a
child with clear ego vulnerabilities, particularly in the
realm of tolerating frustration, delaying gratification,
vulnerability to ego regression under the press of her
anxiety, and a reliance on a retreat from reality as a pri-
mary mode of defense. The clinician felt that once- or
twice-weekly psychotherapy would prove inadequate to
addressing the severity of these vulnerabilities because
of the comfort Betsy experienced in withdrawing from
the demands of reality. It was felt that only with the de-
velopment of an emotionally significant relationship
with the analyst would Betsy be able to tolerate the level
of anxiety she experienced and become able to relin-
quish her reliance on such primitive modes of defense.

As suggested earlier, adolescence may be the most dif-
ficult period of development in which to engage a young-
ster in a close therapeutic relationship that involves
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self-revelation. Although the diagnostic indications are
similar to those described for younger children, there
must be a particular urgency, either from the adolescent
himself or herself or from his family or community that
is necessary to sustain an analytic treatment in this
phase of development. The analyst’s recognition of the
normative developmental demands that pull the adoles-
cent away from an intensive therapeutic process require
a level of flexibility with regard to frequency and conti-
nuity of treatment even when the adolescent has agreed
in principle to its necessity.

D. Case Example 4

Having been involved in a series of delinquent acts,
Dean was 15 years old when he was referred for treat-
ment by the state run group home to which he had been
remanded as a condition of probation. Dean had a long
history of outpatient and residential treatment for a
range of depressive, antisocial, and anxiety symptoms
that had made it impossible for him to live at home
from the age of 9. With an extensive traumatic history
that included exposure to domestic violence between
his parents, their subsequent divorce, witnessing his
mother’s suicide attempts, and leaving his mother to live
with his father and stepmother, Dean frequently pro-
voked fights with peers, teachers, and family members.
His use of alcohol and drugs, like his involvement in
burglaries and vandalism, were exciting refuges from
feeling sad, abandoned, frightened, and helpless. While
he entered psychotherapy as an adolescent under
duress, Dean enjoyed regaling the therapist with excited
stories about illegal and dangerous activities. He eagerly
agreed to the suggestion that he might have a great deal
on his mind and that once-a-week meetings were insuf-
ficient. Dean was eager to meet more regularly and
agreed to the suggestion of four sessions per week.

In the context of the frequent contact, Dean was
able to sustain the treatment even when furious with the
analyst about his suggestions of a possible link between
Dean’s unhappiness and provocative behavior. Missed
appointments occurred most predictably when Dean ex-
perienced his increasing longings for an idealized
mother most keenly in the transference. At these times,
Dean needed to reassert his independence at precisely
the time when he felt most like a helpless infant. How-
ever, the analyst’s continued availability combined with
sanctioned expectations of probation forced and allowed
Dean to sustain his treatment. In the context of reliable
and intensive engagement with his analyst, Dean was
able to tolerate his intense longings as he explored, and

increasingly understood their early origins. Behavioral,
academic, and social symptomatology diminished signif-
icantly when he could appreciate that the ways in which
he defended against feeling small, helpless, and enraged
also invited the rejection that confirmed bad feelings
about himself and the sanctions that restricted his free-
dom and autonomy. The regularity, frequency, and rela-
tive flexibility of contact allowed Dean to sustain a
treatment experience that replaced the dangers of infan-
tile regression with mastery that accompanied insight.
The intensity of the therapeutic relationship provided an
opportunity for Dean to locate the sources of his current
difficulties in the disappointment, fear, and rage of the
past. As a result, he was more able to relinquish hope of
recovering what could not occur in the past, in favor of
seeking relationships and accomplishments that could
be gratifying in the present.

X. CONCLUSION

All psychodynamic interventions focus on the dy-
namic interplay between internal agencies of the mind,
the inner life of fantasy, cognitive abilities and neuro-
physiologic regulatory capacities, and how the demands
of external reality are experienced. Psychodynamic
treatment may take a variety of forms: psychoanalysis,
intensive long-term psychotherapy, weekly play ther-
apy, brief treatment, semistructured sessions, and con-
sultation with parents. The multiplicity of methods
employed in psychodynamic interventions are linked
by a set of shared principles:

1. The individual has an “inner world” that includes
representations of central wishes and fears, associ-
ated feelings, characteristic modes for avoiding dis-
comfort, displeasure, and tension (defenses) as well
as for obtaining pleasure.

2. Aspects of the inner world are unconscious.
3. Conflict is inherent within the inner world between

wishes, within and between psychic structures, and
between the inner world and the demands of reality.

4. Conflict within the inner world may either stimu-
late or impair developmental progression.

5. The inner world unfolds developmentally, sup-
ported, enhanced, or compromised by constitu-
tional givens and environmental responses.

6. Behavioral symptoms reflect the child’s efforts at
finding a compromise solution to conflict.

7. The nature of the child’s inner world can be under-
stood through observations of play, verbalizations,
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behavior, and relationship to the therapist and sig-
nificant others.

The data that inform clinical decisions are derived
from observations of the child in the consulting room—
modes of relating, thematic content, regulation of emo-
tions, activity levels, and self-observation capacities—as
well as what is reported about the child’s life outside of
the consulting room. The form of the psychodynamic
intervention is determined by the child’s developmental
level, the nature of environmental stresses and supports,
and the child’s constitutional endowment. The funda-
mental techniques employed are influenced by the
child’s level of developmental organization but are likely
to include imaginative play; discussion; observation of
behavior and feelings; and exploration, verbalization,
and clarification of wishes, fears, and feelings.
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teaching films Use of films for demonstrating clinical pathology.

Modern psychotherapy and movies were invented at
the same time. In 1895, Lumiere first publicly demon-
strated the new motion picture system, and, in the
same year, Freud and Breuer published Studies in Hyste-
ria. The histories of the two inventions have been strik-
ingly parallel. Both started humbly and in their long,
early development were seen as dangerous or immoral.
The pioneers in both endeavors were largely outsiders
or members of minority groups. After a period of in-
creasing respectability, intellectual acceptance, and
popularity, both became powerful cultural forces but
then began to wane under pressures from competing
systems, TV and medications. Both inventions re-
sponded with modification and experimentation and
are now fighting for survival in a changing world.

From the beginning, both psychiatry and the movies
have borrowed themes and terms from each other.
Dreams, madness, and old motivations have been the

subject of countless movies; dream screens, frame analy-
sis, and flashbacks have infiltrated psychological dis-
course. But beyond this, the movies and psychiatry have
always demonstrated a special affinity for each other, be-
cause to an uncommon extent they share an interest in
human behavior in general and deviations from the norm
in particular. Movie stories and psychiatric case histories
have always drawn their content from the same reservoir
of heightened emotions and unusual motivations.

As early as 1900, 5 years before the proliferation of
nickelodeons, Clifford Beers testified to the psycholog-
ical power of the new medium in his groundbreaking A
Mind That Found Itself when he described his psychotic
break in these terms:

I imagined that these visionlike effects, with few ex-
ceptions, were produced by a magic lantern controlled
by some of my myriad persecutors. The lantern was
rather a cinematographic contrivance. Moving pic-
tures, often brilliantly colored, were thrown on the
ceiling of my room and sometimes on the sheets of my
bed. Human bodies dismembered and gory, were one of
the most common of these.

As therapy and cinema developed, they have inter-
acted in three major directions: the commercial film
has depicted psychiatry and psychotherapy in various
ways; teaching films have been developed to illustrate
psychopathological states and treatments; and movies
have been used in therapy to highlight themes of trou-
bled patients.

Cinema and Psychotherapy

Irving Schneider
Georgetown University Medical School
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I. HISTORY OF COMMERCIAL 
FILMS AND PSYCHOTHERAPY

Early movies, apart from a variety of trick and fantasy
subjects, were mainly depictions of real-life events, and
real or faked historical occurrences. A number of physi-
cians, intrigued by the new invention, used it as a teach-
ing tool to photograph an array of neurological and
psychiatric pathological states. Only a year after the first
public showing of a motion picture in 1897, Paul Schus-
ter of Berlin filmed patients with a variety of neurologi-
cal disorders. A year later the Romanian clinician,
Georghe Marinesco, filmed the gait in hemiplegia and
paraplegia. About 1905, Emil Kraepelin in Munich
began to make films of psychiatric cases. In 1908,
Camillo Negro of Turin made a number of medical films
of neuropathic disorders. The first attempt to use movies
to depict neurological patients in the United States was
made by Dr. Walter Chase of Boston. It was a film
demonstrating characteristics of epileptic seizures. On a
sunny day in 1905, he assembled on the lawn 125 naked
patients, covered only with blankets, and waited. A fixed
movie camera stood in readiness. As soon as a patient
began to have a seizure, the blanket was removed, and
the patient was placed in front of the camera. On that
one day, 21 grand mal seizures were filmed.

By the middle of the first decade of the century, story
films began to predominate. These were one reelers,
about 10 min in length, leaving little room for character
development or subtlety. The first treatment of psychi-
atric patients consisted mostly of comic chases in which
asylum patients, dressed as Napoleon in some films, out-
wit their attendants in escaping from the hospital, lead
them a merry chase through the countryside, tormenting
them along the way, and then return to the asylum. The
Escaped Lunatic, The Maniac Chase, and Dr. Dippy’s Sani-
tarium are examples of these films. Other films of the pe-
riod featured such titles as The Kleptomaniac, What Drink
Did, and A Drunkard’s Reformation. More serious and dra-
matic treatments of mental illness appeared in D. W.
Griffith’s 1909 The Maniac Cook and The Reformation.

The 1906 chase film Dr. Dippy’s Sanitarium depicted
the first psychiatrist, an asylum doctor, to appear in
films, and the 1909 Griffith one reeler The Criminal Hyp-
notist featured the first outpatient psychiatrist. However,
these movies are interesting for another reason. These
two crude films present, at the very outset of movie de-
piction of psychiatrists, the three dominant models of
mental health workers that would recur throughout film
history. First, a brief synopsis of the films.

Dr. Dippy’s Sanitarium opens with Dr. Dippy hiring a
new attendant. The employee is introduced to four pa-
tients who are to be in his care, one of whom is a
woman. The four inmates perform comic “lunatic” rou-
tines and then begin to harass him. Finally, the three
male patients escape from the hospital, closely followed
by the corpulent, frantic Dr. Dippy and excited atten-
dants. As was characteristic of other maniac chase
films, the escape ends up back at the hospital where the
goofy doctor distracts and soothes the increasingly vio-
lent patients by giving each a pie (is this the first major
tranquilizer in the movies?).

The Criminal Hypnotist tells the story of a party
hypnotist who puts a young woman under his spell
and instructs her to steal money from her father’s
desk drawer. He absconds with the money and leaves
her in her home still in a trance. Her father sends for
a “mind specialist,” a term apparently more meaning-
ful in that era than psychiatrist or alienist. The large,
stocky, bearded specialist quickly responds. He im-
mediately recognizes the problem and lightens her
trance, preserving enough of it to enable the young
woman to lead him, her father, and a policeman to
the hypnotist’s lair. As the policeman takes the villain
away, the “mind specialist” fully clears the young
woman’s mind, and she falls happily into her father’s
embrace.

What appears in these films is the emergence of three
distinct types of mental health specialists (when the
hypnotist is included as a mental expert), essentially
archetypes. Irving Schneider has named them Dr.
Dippy, Dr. Wonderful, and Dr. Evil. All movie depic-
tions of therapists can be seen as featuring one or an-
other of these types. Dr. Dippy is the typical comical
movie psychiatrist, the one who is crazier or more fool-
ish then his patients. Some classic films in which he has
appeared are Mr. Deeds Goes to Town (1936), Bringing
Up Baby (1938), Carefree (1938), What’s New Pussycat?
(1965), and High Anxiety (1977).

Dr. Evil, as he appears in so many movies, has an
urge to master or control, often for criminal purposes,
but just as often for the sheer pleasure in power. He is
willing to experiment without regard to human conse-
quences, and those who come under his control are
often driven to murder, suicide, or crime. When he
treats patients, he is likely to use methods seen as coer-
cive: ECT, lobotomy, drugs. Examples of his appear-
ance are The Cabinet of Dr. Caligari (1919), Nightmare
Alley (1947), I, the Jury (1982), Dressed to Kill (1980),
and Frances (1982).
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Dr. Wonderful is all that Dr. Evil is not. He is hu-
mane, earnest, modest, and deeply caring. He is always
ready to come to the patient’s rescue, whatever the time
or circumstance. He is gifted at improvisation, espe-
cially when necessary to uncover traumatic events, and
thereby achieves instant cures. His treatment is almost
always the talking cure, seldom drugs or procedures
seen as coercive. Some classic examples of these films
are Secrets of a Soul (1926), Now, Voyager (1942), Spell-
bound (1945), The Snake Pit (1948), and Ordinary Peo-
ple (1980).

Throughout movie history the Dr. Dippys and Dr.
Evils have outnumbered the Dr. Wonderfuls, which is
either a commentary on movie plots or a reflection on
how the profession is viewed by much of the public.
Some typical movies of the decades since the 1930s
that are examples of each of the three archetypes fol-
low, representing a Dr. Dippy, a Dr. Evil, and a Dr.
Wonderful. The 1930s had few psychiatric movies,
but among them were Mr. Deeds Goes To Town, The Tes-
tament of Dr. Mabuse, and Private Worlds. In the 1940s,
Miracle on 34th Street, Nightmare Alley, and King’s Row.
In the 1950s, Harvey, I, the Jury, and The Three Faces of
Eve. The 1960s saw Three On a Couch, A Fine Madness,
and Pressure Point. The 1970s featured Deep Throat,
One Flew Over the Cuckoo’s Nest, and I Never Promised
You a Rose Garden. The 1980s had Lovesick, Dressed To
Kill, and Ordinary People. The 1990s, What About
Bob?, Basic Instinct, and Good Will Hunting. A com-
plete filmography of psychiatric movies appears in the
Krin Gabbard and Glen O. Gabbard book Psychiatry
and the Cinema.

The very first film to depict psychotherapy was made
in Germany in 1926. An executive of UFA, the princi-
pal German film company, suggested to Karl Abraham
that he participate in making a film that would illus-
trate some of the mechanisms of psychoanalysis. Freud
was not happy with the project but did not actively dis-
courage it, so it proceeded with Abraham and Hans
Sachs (who was increasingly involved because of Abra-
ham’s fatal illness) acting as consultants. The resulting
film, directed by G. W. Pabst, was the famous Secrets of
a Soul (Die Geheimnisse Einer Seele), subtitled A Psycho-
analytic Playlet.

The story, taken from life according to the credits,
tells of a chemist who develops a knife phobia, impo-
tence, and homicidal impulses and is cured by psy-
choanalysis. Dream analysis plays a significant role in
the treatment, with somewhat sophisticated visuals
and interpretations.

The film is prefaced by the following statement:

There are desires and passions which are hidden be-
neath our conscious minds. These unconscious desires
come to the surface especially in moments of mental
conflicts and depressions. At such times, mysterious
sickness can develop which are part of the field of psy-
choanalysis. The progressive teaching of the university
professor Dr. Sigmund Freud showed doctors trained in
psychoanalysis the way toward healing such sickness.

As it turned out, psychoanalysis has become the
principal theory and method of movie psychiatry.
Sometimes wacky and sometimes serious portrayals
and explanations of psychotherapy have taken off from
the psychoanalytic model. Consider how psychoana-
lyst Fred Astaire explains his profession to reluctant pa-
tient Ginger Rogers in Carefree (1938):

Miss Cooper, you understand the principle of psy-
choanalysis, don’t you? … You do know that you have
two minds, the conscious and the subconscious? The
conscious mind is the ego; that’s a thing that says, “I
am I and you are you” … let me put it this way. [Hand
to back of head] Back here is a jungle full of the most
noble and horrible things. … That’s your subconscious
mind. It works all the time, even when you sleep. It
dreams. It never forgets anything. Your conscious mind
lies here [Hand to front of head] It doesn’t dream. It
thinks. What we try for is perfect coordination be-
tween the two. Do you understand? … To psychoana-
lyze you, I have to interpret your dreams. What sort of
things do you dream?

A somewhat more sophisticated statement appears in
the 1945 film Spellbound. By that time, psychoanalysis
had become popular in the movie colony. The pro-
ducer, David Selznick, had been in personal analysis
with May Romm who became consultant to the film,
and the screenwriter, Ben Hecht, had done his home-
work interviewing several analysts. Here is how Euro-
pean analyst, Michael Chekhov, explains his work to
amnesiac patient, Gregory Peck:

I’ll explain to you about dreams so you don’t think it
is hooey. The secret of who you are and what has made
you run away from yourself – these secrets are buried
in your brain, but you don’t want to look at them. The
human being very often doesn’t want to know the truth
about himself because he thinks it will make him sick;
so he makes himself sicker trying to forget. You follow
me? … Here is where dreams come in. They tell you
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what you are trying to hide, but they tell it to you all
mixed up like pieces of a puzzle that don’t fit. The
problem of the analyst is to examine this puzzle and
put the pieces together in the right place and find out
what the devil you are trying to say to yourself.

In recent years, such explanations of psychodynamic
principles have not been necessary. Both Hollywood
and the movie public have grown more sophisticated
about psychotherapy. The treatment course in movies,
however, remains stereotyped and elementary. It fol-
lows a typical path. As doctor and patient get to know
each other, sometimes with initial conflict, they begin
to explore the patient’s life. At a critical moment, per-
haps as a result of some outside event, the Dr. Wonder-
ful makes a crucial intervention, and the causative
traumatic event is unveiled. The patient is cured; often
patient and doctor fall into each others’ arms, and they
all live happily ever after. To achieve this outcome,
drugs or invasive treatments are almost never used. Ex-
amples of this include Home of the Brave (1949), the
first modern film about race; Ordinary People (1980),
Good Will Hunting (1998), and Analyze This (1999).

In contrast to this felicitous but uncommon out-
come, real therapy requires patience and attention and
yields occasional, but not so dramatic, breakthroughs.
Probably the most realistic therapy scene depicted in
the movies occurs in Paul Mazursky’s Bob & Carol &
Ted & Alice (1969). It features Don Muhich, a real-life
psychiatrist, as the therapist, and Dyan Cannon as the
patient. As Muhich sits stonefaced in his chair, she sits
on the couch talking animatedly about her marriage. At
one point, she makes a significant slip of the tongue,
which he points out to her. She is startled about what
the slip may mean, but as she starts ruminating about it
the hour comes to a close. The doctor’s problem now
becomes how to get the reluctant patient out of the of-
fice in time for his next patient, while at the same time
not closing out her new insight. The scene is played for
comedy, but most therapists will immediately recognize
the genuineness of the scene, as they might in some
other realistic portrayals in Blume In Love (1973), An
Unmarried Woman (1978), and Lovesick (1983).

Many of the rules for Dr. Wonderful do not seem to
apply to female therapists. The career path for female
therapists is quite different from their male counter-
parts. As Glen Gabbard has pointed out, no film in Hol-
lywood history has ever shown a satisfying personal life
and a successful analytic career co-existing in the same
woman. Female therapists are either single, unhappily
married, divorced, childless, or otherwise unfulfilled.
And in their work there is almost no example of the fe-

male therapists effectively and ethically treating the
male patient. The most glaring boundary violations
occur in the area of romance. In real life, the most fre-
quent occurrence of patient–doctor sexual violations
takes place between male therapists and female patients.
In the movies, however, female therapists frequently
and approvingly fall in love with a male patient. The fe-
male side trumps the therapist’s side. Consider Ingrid
Bergman in Spellbound, Barbra Streisand in The Prince of
Tides (1991), Lena Olin in Mr. Jones (1993).

Another difference between movie therapy and real-
life therapy is manifest in the mental conditions being
treated. Rather than the more common cases of depres-
sion, anxiety, bipolar illness, schizophrenia, and just
plain unhappiness that therapists treat most often,
movies, although including these, that is schizophrenia
with David and Lisa (1962) and The Snake Pit (1948),
have concentrated on the more dramatic diagnoses. The
list of disorders overly represented in the movies in-
cludes dissociative reaction, especially amnesia and
multiple personality (Spellbound, Three Faces of Eve
1957); homicidal mania, especially when combined
with dissociative identity disorder (Psycho 1960, Dressed
To Kill 1980, and Halloween 1978); substance abuse (The
Lost Weekend 1945, Days of Wine and Roses 1962); disor-
ders of impulse control; hysterical paralysis (Home of the
Brave); phobic disorders (Vertigo 1958 and High Anxiety
1977); paranoid disorders (many action and horror
movies); and no mental illness, with or without greater
wisdom. This last category has been the terrain in which
Dr. Dippy reigns supreme. Many of the Woody Allen
movies are examples of this category. A popular version
is What About Bob? (1991) in which a patient pursues
his pompous psychiatrist to his summer home, ingrati-
ates himself with the doctor’s family and colleagues, and
proceeds to take over his practice.

Psychological conflict and heightened emotion have
been the dramatic material for commercial movies
since the industry started. From the beginning and all
through the years, psychotherapists and psychotherapy
have periodically appeared to add a professional iden-
tity to the plot. This juncture at which therapy and dra-
matic content meet has been the subject of the first part
of this article.

II. TEACHING FILMS

As already noted, the use of films for demonstrating
clinical pathology began early in motion picture his-
tory. This effort has continued, but because of prob-
lems with sound reproduction and other technical
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issues, this endeavor has tended to concentrate on
neurological problems, and studies in infant and child
behavior rather than therapy. The most famous of
these were Arnold Gesell’s films at the Yale Clinic of
Child Development, Kurt Lewin’s Iowa State Univer-
sity studies of social behavior, Rene Spitz’s films of
emotional starvation in infants, and Margaret Fries’s
studies of the effects of different maternal attitudes on
the child’s development. Though not directly dealing
with therapy, these films had an effect on therapeutic
theory and practice.

World War II led to John Huston’s famous Let There
Be Light (1945), which depicted the sodium pentothal
treatment of various combat-related neuroses. However,
the use of actual patients limited the showing of the
films, ostensibly to protect the identity of the patients.
Parenthetically, a similar fate befell Frederick Wiseman’s
Titicut Follies (1967), filmed in a Massachusetts prison
hospital for the criminally insane with actual inmates.

After the war, the National Film Board of Canada
made one of a series of mental health films, The Feeling
of Rejection (1947). This was intended as an aid to
group therapy, but like many of the Board’s films it re-
ceived a response from all audiences. By 1949, there
was a heightened demand for films on mental health.
The National Institute of Mental Health of the U.S.
Public Health Service participated in establishing the
Mental Health Film Board. This group supervised the
production of many mental health films, including
Angry Boy and Fears of Children.

In the late 1940s and early 1950s, the Veterans Ad-
ministration produced a series of mental health films,
including a group titled Psychotherapeutic Interview-
ing Series. Carl Rogers conducted a group of therapy
sessions on film for teaching purposes. Several pharma-
ceutical companies sponsored films for therapists. The
National Institute of Mental Health in the 1960s filmed
a complete psychoanalysis, lasting for years. This film
required extra-long reels of film, special projectors and
cameras, and a room with a one-way mirror. There
were high hopes for the research gains from this proj-
ect, but very little was accomplished. Hundreds of film
cans are stored somewhere but never seen.

From 1960 through the 1990s, Edward A. Mason, a
psychiatrist/filmmaker at Harvard University Medical
School produced a well-made series of teaching films.
The subjects include consultation techniques, inter-
view methods, street corner research, and above all,
children’s issues. His Wediko Series featured residential
treatment of a group of conflicted adolescent boys. Un-
like many of previous mental health films, his films are
not acted; they depict real people in real-life situations.

Filmmaking is an expensive undertaking. Filmmak-
ers like Mason are always concerned with budget and
fund-raising. With the advent of video, it suddenly
became possible with a small investment in equip-
ment to become a moviemaker. Film and processing
costs were no longer a problem. Many therapists
began making films at centers all over the country.
Two pioneers in this endeavor were Milton Berger on
Staten Island and Ian Alger in New York City. The
video revolution deserves notice but cannot be dealt
with here.

III. USE OF FILMS IN THERAPY

The use of commercial films as a stimulus to therapy
has become popular, but it also has a history. In the late
1930s, the Commission of Human Relations of the Pro-
gressive Education Association used material from 30
feature films for group discussion. However, given the
costs and practical requirements of renting that many
films, the effort had little influence.

Similarly, when Steven Gressitt in the 1970s com-
piled a catalogue of films dealing with a variety of
mental traits and diagnoses for teaching psychiatry
students and laypersons about varieties of human be-
havior, getting that many films was a problem in cost
and accessibility. Harvey Greenberg avoids that draw-
back. In his book, he advocates asking patients about
their favorite movies. He has found this to be a useful
device, almost a projective test for highlighting pa-
tients’ dynamics.

With the advent of videocassettes, all the problems
of accessibility have been resolved. A spate of books
has been published that describe the use of video in
therapy. Typically in these books, commercial movies
are catalogued according to theme. This may involve a
diagnosis, a dominant feeling, or a painful event. All
are generally available in the local video store. Accord-
ing to what the therapist sees as the patient’s problem,
the appropriate video is assigned for home viewing.
The resulting experience is then discussed in the ther-
apy session that follows. The claim is that this process
illuminates the issues and frees the pent-up emotion.
One example of this approach is included in the Fur-
ther Reading section.

IV. SUMMARY

Movies are one of the principal inventions of the
20th century. Whole populations have been educated
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in the ways of dress, manners, vocations, romance, sex,
criminal behavior, and history. Censors have forever
fought to limit access to one or another of these influ-
ences. Throughout the history of movies, one theme
has remained prominent, the vagaries of human behav-
ior. This, too, has been the realm of psychotherapy.
Inevitably, cinema and psychology have found com-
mon ground. Some aspects of this interaction have
been presented in this article.

See Also the Following Articles
Art Therapy � Bibliotherapy � History of Psychotherapy
� Virtual Reality Therapy
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VI. Summary
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GLOSSARY

clarification Technique for gaining clearer understanding of
the meaning of a patient’s conscious (manifest) behavior
and experience.

confrontation Technique of directing a patient’s attention to
inner experiences or perceptions of outer reality of which
he or she is conscious or is about to be made conscious.

interpretation Verbalized understanding of meaning, con-
scious or unconscious, of patient behavior or experience.

introjection Form of internalization by which properties or
functions of another person in a relationship are assimi-
lated to the self-structure but remain partially integrated,
instinctually motivated, and defensively organized. Intro-
jective structure is reflected in self-representations.

reconstruction Recovery and formulation of past events to
gain understanding of hidden meanings.

I. MEANING OF CLARIFICATION

The concept of clarification is centered on the basic
idea of helping the patient to see more clearly, to differ-

entiate meanings more accurately, and particularly to
gain clearer and more accurate differentiation of self-
organization and the relationship to the world he or she
lives in. Earlier views saw clarification as consisting in
restating the patient’s feelings or thoughts in clearer or
more precise terms. A fundamental distinction lay be-
tween clarification and interpretation: Interpretation
involved conveying meaning or some form of explana-
tion, however hypothetical, whether of meaning or
causality. The general consensus was that clarification
did not refer to unconscious (repressed or otherwise
warded off) material but to conscious and/or precon-
scious processes, of which the patient was not suffi-
ciently aware or which escape attention, but which can
be recognized more-or-less readily when clearly pre-
sented to the patient. In contrast, interpretation may
deal with conscious or unconscious content and
processes and typically focuses on unconscious rather
than conscious material.

Clarification is also distinguished from confronta-
tion, which, along with clarification, provides another
technical channel for dealing with conscious content
in the patient’s ongoing behavior. Although clarifica-
tion has the function of making clear or of bringing
about recognition, it does so in a more neutral and
dispassionate fashion; confrontation adds the note of
activity on the part of the therapist, emphasis, even
forcefulness, and the overcoming of resistance. Clari-
fication does not target resistance, but unclarity or
lack of awareness. There may be defenses behind these
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obscurities, but clarification goes no further than call-
ing attention to them when apparent. But even more
subtle differences may come into play. There is a differ-
ence between accusing the patient of wasting time ver-
sus observing that the patient is still reacting as if his
or her work with the therapist were doomed to be un-
productive. The former is confrontative of resistance
and renders a judgment, the latter provides merely a
translation. The latter statement is more in the order of
directing the patient’s attention to a subsequent line of
interpretation. The difference has to do with the pres-
ence of the therapist in the intervention. The patient’s
assent to the first intervention necessarily involves ac-
cepting both the fact and the role of the therapist,
whereas assent to the latter requires only acceptance of
the fact. In a sense, then, confrontation involves the
therapist’s forcing of the self on the patient, an intru-
siveness involving real activity on the part of the ther-
apist beyond transferential considerations.

In these approaches, clarification is treated as a form
of intervention aimed at clarifying something in the
patient’s mind. But before that can be done, clarifica-
tion has to take place in the therapist’s mind. Clarifica-
tion, then, is involved in the inquiry directed to
understanding for both patient and therapist. Its ob-
jective is seeking information. The focus of clarifica-
tion can be something the patient tells us about his or
her experience outside the consulting room, some-
thing related to activities or relations with other peo-
ple. What we want to find out are the details, the
specifics of action and interaction to whatever extent
the patient can remember or reconstruct them. The
basic tactic is to encourage the patient to tell us more
about the event or events in question, to convey inter-
est, to ask questions to elicit more information. The
point of course is that the devil is in the details—the
more we can know about the specifics the better pur-
chase we can get on the meanings and motives embed-
ded in the account, the more opportunity we have of
hearing the subtle reverberations of repetitive themes
and transferential enactments. Among the more im-
portant details are whatever affects or feelings the pa-
tient can recount; the closer one gets to the concrete
details of the situation, the more available are the rele-
vant affects. In addition, the closer one gets to the
specifics, the greater the likelihood that the material in
the current event will reverberate with comparable
events in the patient’s network of associative material,
and that parallel or comparable material from the pa-
tient’s life history will become available, thus facilitat-
ing the process of free association.

II. RECOUNTING AND
RECONSTRUCTING

Fundamental to the therapeutic role of clarification is
the fact that as the patient develops his or her account
of the events, whether that be some recollection of past,
even childhood, events, or events occurring in recent or
current experience, the patient subjects the material to a
process of objectifying in constructing the narrative ma-
terial, first in his or her own mind and then in telling it
to another listener. In so doing, the patient reviews the
material in his or her own mind, objectifying it in the
process of reconstructing details. In this way, patient
and therapist take the first steps along the path toward
interpretation. Not only does the therapist gain a better
understanding of what was involved in the event and
why, but the patient does also—not by reason of any
input from the therapist, but solely by reason of per-
sonal objectifying review and reconstruction.

As has been noted from the time of Freud, the patient’s
reconstruction, whether of a memory, fantasy, dream, and
so on, is not necessarily a veridical recounting of actual
events, but a rendering conducted through the lenses of
retrospective construction (Freud’s Nachträglichkeit),
screen functions, selection, defensive distortion, and so
on. These introjectively derived fantasy-related phenom-
ena and their role in early object relations as well as cur-
rent transference relations can be further clarified,
helping to specify the patient’s introjective configuration
and progressively delineate it from reality. The interpre-
tive process aims ultimately at maintaining a distinction
between fantasy and reality: this issue, the clarification of
the boundaries between the patient’s fantasy life and its
derivatives and reality is one that pervades the interpre-
tive process from beginning to end. Even at the earliest
stages of interpretive work with many patients, the thera-
pist’s effort is also directed toward beginning to establish
the rudiments of a working alliance, which may require
some clarification and at least phenomenological inter-
pretation of the patient’s experience in the therapeutic re-
lationship as reflecting more therapeutic misalliance than
therapeutic alliance.

Drawing the account closer to the concrete specifics
does not eliminate these factors but does modify their im-
pact to a degree. We are consequently forced to accept a
degree of partiality or probability in any such account,
that will usually yield to further elaboration or correction
as the therapeutic inquiry continues, but never allows us
the consolation of achieving an assuredly factual narra-
tive, that is we may never get beyond narrative truth. If
we do not arrive at the certitude of a factual account,
however, neither do we necessarily have to settle for an
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historical fiction. I would question the assumption that
the truth generated in the course of therapeutic inquiry is
either exclusively narrative or historical; the account of
the past rather shares to some extent in aspects of both.
The account of the past reconstructed from the patient’s
memories and associations is basically a subjective ac-
count that may or may not approximate to some degree
the veridical historical events. However, the therapist is
not directly interested in establishing such a veridical ac-
count but is concerned with finding the meaning of the
reconstructed events in the patient’s mind. If the account
is not based in some degree on historical truth, that is
based on data that bear the stamp of real happenings in
the patient’s memory and thus have a verifiable factuality,
the reconstruction remains a fiction or illusion lacking
credibility and impact for the patient. Thus, I would
argue, not any reconstruction will do, but only that re-
construction that conveys a sense of factuality and reso-
nance with the patient’s experience and achieves a level of
consensual acceptance for both therapist and patient.

From this point of view, then, clarification can be
seen as integral to the interpretive process. Even more
tellingly, clarification emerges as a process involving
therapist and patient in a dialectic of inquiry, each en-
acting a contributory role in the process—the patient
remembering, reconstructing, and recounting, the ther-
apist listening and inquiring. This emphasis on the in-
teractive quality of clarification process moves beyond
early views of clarification in a one-person paradigm
and locates the therapist’s clarifying activity in a two-
person process without changing the essentials of what
the therapist does or what it means. In the classic view,
the therapist clarifies by presenting a clarifying com-
ment for the patient’s consideration; but in the present
view such an active intervention is only one dimension
of clarification that reflects an underlying process of
seeking for clearer information and understanding.

III. CLARIFICATION OF THE SELF

Clarification has another and even more important
focus, namely what is involved in the patient’s experi-
ence of self in whatever context of action and reaction
or interaction encountered. We are concerned here
with clarification with respect to the patient’s self-intro-
spection, that is the subjective experience of self as
object. Clarification in this respect involves the same
attention to specifics and detail as described earlier
with regard to external events, but here the focus in on
the patient’s subjective self-experience, with special at-
tention to affective states and feelings. The supposition

here is that the configuration of qualities the patient at-
tributes to himself as a person plays a crucial and cen-
tral role in the patterns of maladaptive, self-defeating,
and pathogenic action and experience that lie at the root
of the neurotic difficulties or character faults. This as-
pect of the subjective inner world can be described phe-
nomenologically in terms of pathogenic self-images or
self-representations, that is of the patient’s self- and ob-
ject representations and their relation to self- and object
roles in the therapeutic interaction, or in more struc-
turally oriented terms as introjective configurations.

The introjects are derived from internalizations of
significant objects in the patient’s developmental his-
tory, but in distinction from identifications, are based on
instinctual motivations, largely aggressive and narcissis-
tic, and reflect corresponding defensive organization
and expression. The introjective configuration can be
schematized along the lines of aggressive and/or narcis-
sistic derivatives distributed in polarized components.
The aggressive components are centered in the aggres-
sor introject versus the victim introject; narcissistic
components find expression in the superior versus infe-
rior introjects. These introjective configurations are all
present and active in all forms of psychopathology, but
with varying patterns of expression and emphasis. One
component may dominate the structure of the self as
object, while the rest are repressed or left operating
more subtly in the background. In masochistic patients
the victim introject may hold sway and determine the
patient’s self-experience, but not without contributions
from the other components. In shame-prone patients,
the narcissistic inferior introject is prominent, while the
others remain in the background. Moreover, where one
component dominates, the polar opposite is always in
one way or other operative and will in time and with
continuing inquiry and clarification come into play.
Where the aggressor introject predominates, there is al-
ways a corresponding sense of the self as victim; where
the narcissistic inferior introject is on display, the supe-
rior introject (grandiose self) is not far behind.

The clarification of these pathogenic introjects, in-
cluding the gradual delineation of the component ele-
ments, identification of the polarized aggressive and
narcissistic dimensions, awareness of their reciprocal
defensive involvement, and the manner in which they
form an integral whole within the subject’s experience
of himself, as well as progressive differentiation be-
tween elements of fantasy and reality, all contribute to
the gradual delineation and undermining of the embed-
dedness and investment in the introjects. This much of
the process is rarely sufficient for effective therapeutic
intervention but leads to a further step of exploring and
establishing their derivation.
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The introjects are internalized derivatives of relation-
ships with important others, so that exploration of their
derivation requires clarifying the specific ties to past
and/or present individuals in the patient’s experience.
How to accomplish this is a matter of clinical judgment
and technique. With some patients exploration of this
area of their experience can be done fairly actively, but
this is not often the case. More frequently, the exploration
must be more indirect and subtle and requires a consider-
able degree of self-discipline and patience on the part of
the therapist. Little by little, the picture of the patient’s
past relationships, particularly with parental figures, be-
comes clearer. The pitfalls are familiar enough, and it
often takes a considerable amount of time and work be-
fore more reliable information about the patient’s past ex-
perience becomes available. Early reminiscences or even
the first or second rendition of the patient’s past experi-
ence cannot be taken as having unquestionable validity.
The picture that the patient paints in the first rough
sketching of his or her past will be progressively filled in,
resketched, refined, and recast as the therapy progresses.
It is not simply a matter of recapturing a past reality.
Rather, what is in question is the recapturing of the pa-
tient’s experience, which may be overladened and
permeated with elements of fantasy, wish, desire, and de-
fense. The task is to retrace the patient’s experience, to es-
tablish the links between the present organization and
structure of the introjects and the patient’s past experi-
ence of personal relationships. The critical persons in this
context are, of course, the parents, though not exclu-
sively. Other important figures may enter in, depending
on the peculiarities of the patient’s life experience. Sib-
lings may play a vital role, or other relatives such as aunts
or uncles, or even nonfamily figures.

Likewise, the clarification of important relationships
can only be usefully undertaken in the context of a rea-
sonably good therapeutic alliance; it may not be useful
to try to clarify or confront the patient’s convictions
about important objects, because disruption of such
object connections may be more damaging than help-
ful. Patients can be brought gradually to a point of rec-
ognizing and understanding the more realistic aspects
of their relationships, but this comes as the fruit of
therapeutic effort and can be achieved only in the con-
text of a solid therapeutic alliance.

IV. CLARIFICATION AND 
THE TRANSFERENCE

Nonetheless, confrontation along with clarification
may have an important role to play, especially early in

the course of the therapy. Interpretation is not possible
or useful until the patient has developed some degree
of at least a working alliance. As long as the therapist’s
interpretations are caught up in the vicissitudes of the
patient’s projective distortions and negative transfer-
ence reactions, they will be heard as either threatening
or destructive, or if reflecting a more idealized transfer-
ence situation as unempathic reinforcements of the pa-
tient’s transference views. Consequently, a relative
focus on the patient’s daily life experience and a process
of gentle and gradual clarification can lead not only to
the establishing of a better alliance but can also gradu-
ally clarify and delineate the pathological patterns of
interaction that the patient generates both within the
therapeutic interaction with the therapist and in im-
portant relationships outside the therapy. Success with
many more severely disturbed patients is a function of
the accuracy, empathy, and timeliness of the therapist’s
gentle and understanding clarifications and confronta-
tions that lay the basis for later interpretations and to a
degree contribute to unveiling transference. Especially,
gentle confrontation and clarification of the patient’s
feelings about the therapist can open the way to clarifi-
cation of therapeutic alliance issues and further cat-
alyze transference reactions.

Part of the process of clarification of the introjects
depends on their display in the transference. The clari-
fying process tries to link aspects of both aggressive
and victim introjects and superior and inferior narcis-
sistic introjects, as discovered in the other aspects of
the therapeutic work, with the patterns emerging in the
transference, as deriving from a common root. Recog-
nizing and acknowledging these patterns in the ongo-
ing interaction with the therapist can often make a
powerful impression on the patient and add conviction
and vividness to the basic patterns.

In the interest of maintaining the therapeutic alliance,
the therapist must pay careful attention to negative trans-
ference elements. A consistent element in many therapies
is the patient’s efforts to defeat the therapist, to make the
therapy into a meaningless and ineffectual game as well
as to destroy whatever there is in the experience that may
be positive and constructive. Behind this lies the inner
necessity on the part of the patient to maintain the intro-
jective configuration that provides the core of the often-
fragile and unstable self-organization. As I have already
suggested, the projective elaboration underlies and in-
duces a transference–countertransference interaction, the
underlying motivation for which is preservation of the
pathogenic introjective organization. Thus, a constant at-
tention to focusing, clarifying, and eventually inter-
preting negative transference elements is of particular
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importance in the interest of establishing and maintain-
ing a therapeutic alliance.

Therapeutic clarification is particularly useful when
the patient adopts the victimized position, reflecting the
underlying victim introject. The need for some patients
to preserve the sense of victimization (victim introject)
forces them to provoke aggressive or devaluing re-
sponses from the therapist, often in the form of acting
out around the dimensions of the therapeutic structure,
forcing the therapist, for example, to take remedial limit-
setting measures. It is essential for the therapist to set
limits to maintain the parameters of the therapeutic
situation, but the risk of being drawn into a transfer-
ence–countertransference interaction cannot be ignored.
A clear statement of the patient’s victimized position, or
of the potential victimizing effects of a projected course
of acting out, can serve as a useful way of focusing on the
underlying dynamics and the motivations related to
them and of bringing into focus their effects on the ther-
apeutic work and particularly the therapeutic alliance.
Such clarifications, and where necessary, confrontations
with the patient’s potential self-destructiveness, and
need to assume the victimized position carry with them
a reassurance that the patient is not on this account
abandoned or rejected, and undercut the pull in the
countertransference reaction to playing into the patient’s
victimization, thus reinforcing it.

The risk of acting out of the transference can be dealt
with by a combination of clarification, confrontation,
and interpretation. The extent to which these interven-
tions can be usefully employed in such situations de-
pends on the degree to which the therapeutic alliance is
effectively intact. Where the alliance is disrupted or sig-
nificantly distorted, interpretive efforts are liable to
yield little fruit. Nonetheless, active confrontation and
clarification of the issues, particularly in alliance terms,
and a clarification of the possibly harmful consequences
for the patient and the role of the patient’s intended act-
ing out in undermining the work of the therapy is often
sufficient to short-circuit the patient’s impulse.

These experiences have considerable potential value
in that they immediately involve both patient and thera-
pist in the process. The therapist does not have to rely on
a secondhand account with all its potential for distortion
and obscurity but is himself engaged in the process with
the patient, so that the elements that enter into the pa-
tient’s need to act out can be more directly and effectively
identified and dealt with. In a mild form, for example,
the patient may act out around the issue of coming to the
appointments on time. Usually, this reflects some distor-
tion in the therapeutic alliance and may or may not
reflect underlying transference dynamics. Yet the con-

tributing factors lie ready at hand for examination as a
part of the ongoing therapeutic interaction and can be
clarified, explored, and dealt with in those terms. The
patient who comes late following the therapist’s vacation
is usually expressing some degree of resentment or anger
at abandonment by the therapist. Clarification and inter-
pretation of the feelings of abandonment can usually ef-
fectively modify the patient’s behavior.

For some patients in whom the impulse to act out is
inconsistent with their self-image and creates anxiety,
the therapist’s effort to clarify, and even at times inter-
pret the basis of the impulse and the possible conse-
quences are enough to forestall the behavior and
enable the patient to reestablish reasonable control.
Often, the clarification of the patient’s feelings, partic-
ularly what the feelings may be about and against
whom they would be directed, or a clarification and
exploration of possible consequences of the actions
envisioned by the patient, or even clarification and in-
terpretation of the patient’s impulse by comparing it to
similar impulses in other contexts, whether in the pa-
tient’s current life situation or in the past life experi-
ence, to whatever extent that is available, enables the
patient to gain some perspective and objectivity about
the projected course of action and allows him or her to
bring resources to bear to forestall a self-destructive or
potentially detrimental course of action. At times sub-
stitute actions can be discussed, which would be in the
long run more adaptive and even effective for the pa-
tient. At times it is also useful for the therapist to an-
ticipate patterns of acting-out behavior, especially
when the previous experience of the ways in which the
patient has dealt with similar stimulus situations
would lead the therapist to expect that some parallel
pattern of behavior might evolve. The classic example
is the exploration of a patient’s projected behavior dur-
ing the therapist’s vacation. The exploration of these
possibilities and the comparison of the anticipated pat-
tern of behavior with similar previous experiences can
be both clarifying and extremely helpful.

One young man who was given to impulsive rage at-
tacks became furious during an argument with his girl-
friend and put his fist through a wall. The consequences
were that not only did he have to pay for the damage to
the wall, but he also broke his fist, which had to be put
in a cast, which meant that he could not work and sub-
sequently lost his job. In subsequent therapeutic work
with this patient, it was extremely helpful to anticipate
situations of conflict and tension in which his impulse to
act out in some self-destructive way could be discussed,
clarified, the feelings explored and connected with a va-
riety of similar and previous contexts, and some sense of
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adaptive options developed that might provide more ma-
ture and even constructive outlets for his anger.

Extending the exploration and clarification to in-
clude the derivation of the introjects has the additional
benefit of clarifying that the patient’s experience of self
and the world around—and particularly relationships
with other important figures—is dependent on experi-
ences and patterns of responding deriving from the pa-
tient’s own infantile past. The disparity between that
past and the present experience reinforces insight into
the fantasy quality of the experience generated from
the introjects and clarifies the distinction between ele-
ments of that experience and the real world of the pa-
tient’s present life. In the transference neurosis, of
course, this understanding and realization are borne in
on the patient with particular force, because it allows
him or her to see most clearly and vividly how the pat-
terns of infantile relating play themselves out in inap-
propriate and unrealistic ways.

V. THERAPEUTIC CONTEXTS

There is some differentiation in the role of clarifica-
tion with respect to expressive versus supportive ap-
proaches to therapy, although the climate of opinion has
shifted somewhat to seeing psychotherapy for the most
part as combining supportive and expressive tech-
niques. More expressive approaches seek to bring about
structural change by way of clarifying and interpreting
the patient’s distortion of self and the object world pri-
marily through analysis of transference. More support-
ive approaches, in general, recommend focusing on
current events and recent sources of stress in the pa-
tient’s life and tend to focus away from transference
elements, particularly where they seem regressive; atten-
tion is directed to clarifying feelings and reinforcing a
sense of reality. The therapist takes a more active stance
in supporting and reinforcing the patients adaptive ca-
pacities, supporting useful defenses, and generally act-
ing as an auxiliary ego. Thus, supportive approaches
tend to rely more extensively on techniques of clarifica-
tion focused on current conscious manifest experience,
whereas expressive approaches seek to go further and
deeper to interpret psychogenetic, dynamic, and uncon-
scious implications of the patient’s behavior. If therapy
shifts more in the direction of an expressive modality, in-
terpretation comes to play a more prominent and central
role. When the therapy is more supportive, interpreta-
tion is by no means ruled out but tends to assume a
more modest role in favor of a more prominent use of

other more supportive techniques, including clarifica-
tion, confrontation, giving support, encouragement, ad-
vice, and so on.

Clarification has a special role to play in family ther-
apy. In dealing with the family, the therapist must be
clear about the nature of the relationship to the patient
and how that interdigitates with the relationship to the
family and what his or her purpose and role is in each
of those related contexts. Ultimately, the desire for all
parties involved must be taken as seeking the well-
being of the patient as connected with the better- and
healthier functioning of the family system and ulti-
mately to the benefit of all parties involved. This clarifi-
cation and stance must be maintained in the face of
continual pressures from all sides, on the part of both
the individual patient and the family, to undermine this
position, to draw the therapist into one or other trans-
ferential position, and to elicit from him or her some
form of countertransferential response that will serve
to undermine the therapeutic alliance, destroy the ther-
apeutic position and make him or her in-effectual as a
therapist, and thus preserve the underlying fantasies
and narcissistic and aggressive distortions that are an
integral part of the neurotic family system.

Often enough treatment of adolescents involves
work with the family. The difficulties in maintaining a
therapeutic alliance with a disturbed adolescent pa-
tient are monumental enough, but when the therapist
moves into the realm of family therapy, in addition to
the work with the patient, the situation inevitably be-
comes more complex and difficult. There is a kind of
cost-benefit analysis involved—the cost in terms of
the jeopardy to the alliance and the individual thera-
peutic effort versus the gains to be gotten from the
work with the family. That analysis is not always neg-
ative. Where the therapeutic alliance with the adoles-
cent is sufficiently stabilized, where the therapeutic
interaction is such that the potential difficulties in the
alliance that may arise from the involvement with the
family system can be explored and clarified and un-
derstood, and where the therapist is able to maintain a
sufficiently balanced position in the dual role as indi-
vidual and family therapist, the process can often be
gratifying and successful.

VI. SUMMARY

This article discusses the nature of clarification as an
integral component of the interpretive process, and as
distinct from both confrontation and interpretation. Clar-
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ification concerns inquiry and seeking for understanding,
thus providing the basic material essential for further in-
terpretation. Clarification focuses not only on the patient
behavior and experience with others in external interac-
tions, present or past but includes consideration of the
person’s inner subjective experience of self as acting and
experiencing, especially aspects of the affective experi-
ence. Clarification of both aspects of the experience
provides the basis for clearer and more meaningful un-
derstanding both of self and of his or her behavior.
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GLOSSARY

classical conditioning A form of associative learning in which
a neutral stimulus is paired with an unconditioned stimu-
lus. After a sufficient number of trials the neutral stimulus
comes to elicit responses similar to those originally evoked
by the unconditioned stimulus.

counter-conditioning A classical conditioning procedure in
which a stimulus that formerly elicited one response (e.g.,
pleasure) is conditioned to elicit a different response (e.g.,
nausea). Sometimes used in the treatment of paraphilias
and substance use disorders.

exposure A group of methods commonly used to treat pho-
bias and other anxiety disorders. Exposure involves pre-
senting the person with harmless but fear-evoking stimuli
until the fear response is extinguished.

extinction Reduction of a learned response by presenting the
conditioned stimulus in the absence of the unconditioned
stimulus.

operant conditioning A form of associative learning in which
a given behavior is shaped by its consequences. In the case
of phobias, for example, avoidance and escape from feared
stimuli increases in frequency because these behaviors are
reinforced by short-term fear reduction.

Classical conditioning, as conceptualized in early
work and in contemporary theories, provides a way of
understanding the occurrence of a range of maladap-
tive emotional and behavioral responses. Although
there are multiple ways in which these responses can
be learned, classical conditioning appears to represent
an important pathway. Classical conditioning theories
provide a basis for understanding how such responses
can be treated. Exposure therapies for treating fears are
among the most useful interventions to arise from
these theories. Exposure therapies also are effective for
reducing fears arising from other forms of learning.

I. DESCRIPTION OF TREATMENT

A. Overview

Treatments based on classical conditioning fall into
two broad categories: aversion therapies, which are de-
signed to reduce appetitive responses, and exposure
therapies, which are designed to reduce aversive or un-
pleasant responses. Aversion therapies have been vividly
portrayed in novels and films such as A Clockwork Or-
ange. The focus is on reducing maladaptive responses
that the patient might find enjoyable, such as the elimi-
nation of excessive alcohol consumption or, in the case
of Little Alex, the protagonist of Clockwork Orange, the
elimination of his passion for “ultraviolence.” Classical
conditioning methods for reducing alcohol consump-
tion include emetic treatments, where the person ingests
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a nausea-inducing drug and then is asked to sample his
or her favorite alcoholic beverage. Over a series of trials,
the person learns to associate drinking with immediate
nausea. Thus, the former association between drinking
and pleasure is replaced by an aversive association,
thereby reducing alcohol consumption. Similar treat-
ments have been devised for treating self-injurious be-
havior in children and paraphilias in adults.

Aversion therapies are not commonly used today. This
is because of ethical concerns about inflicting harm on
patients, and concerns about patient welfare. The effi-
cacy of aversion therapies is also debatable. Some critics
argue that these treatments are short-lived in their ef-
fects, and that they only suppress maladaptive responses
without teaching the patient more adaptive alternatives.
Aversion therapies are widely regarded as interventions
of last resort, to be used only when more benign meth-
ods have failed. If used, aversion therapies should be ad-
ministered by a trained professional, with the approval
of the institution in which the professional is working.
Informed consent should be obtained and regional laws
should be considered, because aversion therapies have
been outlawed in some jurisdictions.

A more popular application of classical conditioning
is the exposure therapies. These treatments are used to
help people overcome specific phobias and other anxi-
ety disorders in which excessive fear plays a prominent
role, such as agoraphobia, social phobia, posttraumatic
stress disorder, and obsessive–compulsive disorder.
Given that exposure therapies for treating phobias are
the most widely used applications of classical condi-
tioning, these treatments and their theoretical bases
will be the focus of this chapter.

The treatment of fears is not a trivial undertaking. Se-
vere phobias can produce extreme distress and can se-
verely impair a person’s functioning. Driving phobia,
arising after a motor vehicle accident, for example, may
prevent the person from earning a living and may lead to
social isolation if the person lives in a remote area. Even
common phobias such as spider phobias can be debilitat-
ing. One patient reported being too afraid to enter rooms
of her house in which she had seen spiders, and experi-
enced intense panic attacks whenever she unexpectedly
came across a spider. She lived in an area in which spiders
were commonly encountered, and therefore was chroni-
cally hypervigilant for spiders, and worried about en-
countering them. This was associated with persistent
tension and irritability. Her fear, avoidance, and preoccu-
pation significantly interfered with her marital relation-
ship. Fortunately, even severe phobias such as this one
can readily be treated by exposure therapies.

During exposure therapy, the person is presented
with fear-evoking stimuli in a controlled, prolonged
fashion, until the fear diminishes. Patients are encour-
aged to focus on the stimulus and to notice their anxi-
ety, without engaging in distraction or other forms of
avoidance. Treatment is collaborative, with the patient
and therapist working together to decide how and
when exposure will take place. Exposure duration de-
pends on many factors, including the type of feared
stimuli and the severity of the person’s fears. Typically,
an exposure session lasts 20 to 90 minutes, and ses-
sions are repeated until the fear is substantially re-
duced. Sessions may be either therapist-assisted or
completed by the patient as a homework assignment.
Antianxiety drugs such as benzodiazepines should be
used sparingly or not at all with exposure therapies, be-
cause these drugs can interfere with the effects of expo-
sure. Sources of perceived safety, such as the therapist
or significant others, are also faded out during expo-
sure therapy, so that patients can overcome their fears
in the absence of safety cues.

There are several ways that exposure can be con-
ducted. The person may be exposed to real stimuli or
may simply imagine the stimuli. Exposure may be to in-
tensely fear-evoking stimuli, or may be gradual, working
up a hierarchy of feared stimuli. Type of stimuli (real vs.
imagined) and intensity of exposure (gradual vs. highly
fear-evoking) are the variables distinguishing the four
main types of exposure therapy: graded in vivo exposure,
flooding, systematic desensitization, and implosion.

B. Graded in Vivo Exposure

This is the method most commonly used to reduce
fear. It has two components. First, the patient is in-
structed how to rate the intensity of discomfort using a
Subjective Units of Distress Scale (SUDS). This meas-
ure of fear and distress ranges from 0 to 100, where 0 =
none, 50 = moderate, and 100 = extreme. Second, the
therapist and patient devise a hierarchy of real-life fear-
evoking stimuli, ranging from stimuli that evoke little
or no fear or distress, to extremely frightening or upset-
ting stimuli. Table 1 shows an example of a hierarchy
used in the treatment of agoraphobia.

Typically there are 8 to 10 stimuli in the hierarchy,
separated by SUDS increments of approximately 10
points, so that the stimuli are not too discrepant in the
levels of fear or distress they evoke. Patients begin by
exposing themselves to items lowest on the hierarchy.
Exposure to a given stimulus is repeated until the fear
or distress abates. When fear of a given stimulus is
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reduced, the other stimuli on the hierarchy also tend to
become less fear evoking. The patient gradually works
up the hierarchy; once the fear of one stimuli is dimin-
ished, exposure to the next stimulus is attempted. This
continues until all the stimuli on the hierarchy no
longer evoke fear or distress.

Sometimes it is necessary to develop more than one
hierarchy to reduce all the patient’s fears. For a person
with generalized social phobia, a patient might work
through a public speaking hierarchy, a hierarchy of sit-
uations involving one-to-one conversations with peo-
ple of the opposite sex, and a hierarchy involving
asserting oneself to authority figures. The disadvantage
of graded in vivo exposure is that it is slower than the
more intensive flooding method. The advantage of
graded exposure is that it teaches patients a skill for
overcoming their phobias in a simple, step-by-step
fashion. By progressively working up a hierarchy, pa-
tients can overcome their phobias gradually, without
enduring extreme fear or distress. After a formal course
of therapy ends, patients can continue to devise hierar-
chies on their own for overcoming any remaining fears.

C. Flooding

Flooding involves exposure to real-life fear stimuli
that are at the top of the person’s hierarchy. A person
with a dog phobia might be exposed to a large boister-
ous dog until the person is no longer afraid. The advan-
tage of flooding is that it is the most rapid method for
reducing phobias; four 2-hour sessions are often all
that is required. Sometimes phobias can be successfully
reduced within a single 3- to 4-hour session.

There are several disadvantages to flooding. First, it
requires the person to tolerate a great deal of distress.

Some people, particularly those with severe phobias,
are unable to do this. Second, flooding can produce
temporary but intense side effects such as irritability
and nightmares. Third, flooding is often too difficult
for patients to conduct alone, and so this treatment
does not teach patients a skill they can readily use on
their own. A further concern is that patients may be
more likely to refuse or drop out of very intensive pro-
grams, compared to less demanding programs. When
used, flooding is typically implemented with the sup-
port and encouragement of a therapist. It is most often
used when there is some pressing need for the rapid
elimination of the fear. If a person had a phobia of hos-
pitals and medical staff, for example, flooding might be
used if the person were to be admitted to the hospital
for an urgent medical procedure.

D. Systematic Desensitization

Systematic desensitization consists of gradual, imag-
inal exposure to stimuli organized on a hierarchy con-
structed using SUDS ratings. The stimuli in Table 1, for
example, could be used in systematic desensitization
by having the patient imagine each stimulus. Typically,
systematic desensitization is combined with some form
of relaxation training. The patient is asked to sit back
in a comfortable chair and practice a relaxation exer-
cise. Once a state of deep relaxation is attained, the pa-
tient is asked to imagine the least upsetting stimulus on
the hierarchy. Exposure duration might be only for a
few minutes, alternating relaxation with imaginal ex-
posure until the imagined stimulus no longer evokes
fear or distress. The procedure is then repeated with the
next stimulus on the hierarchy. The disadvantage of
systematic desensitization is that it is slow, and that it is
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TABLE 1
Sample Exposure Hierarchy for Agoraphobia: Fear of Traveling Far from Home

Exercise: Walking to … and then returning SUDSa

1. End of street (2 blocks away from house), accompanied by spouse 10
2. End of street, unaccompanied 25
3. End of street and one block around the corner (so house is not visible), accompanied 35
4. End of street and one block around the corner, unaccompanied 50
5. To the nearby park (6 blocks from house), accompanied 60
6. To the nearby park, unaccompanied 75
7. To the grocery store (8 blocks from house), accompanied 80
8. To the grocery store, unaccompanied 90

a Subjective Units of Distress Scale, ranging from 0 (no fear or distress) to 100 (extreme fear or distress).



often necessary to eventually implement some form of
real-life exposure in order to fully reduce the fears. The
advantage is that it is easily tolerated and is therefore a
good place to start when treating patients with ex-
tremely severe fears.

E. Implosion

Implosion involves exposing the person to intensely
fear-evoking imagined stimuli, which lie at the top of
the fear hierarchy. Often exposure is embellished by
having the patient imagine extremely terrifying forms
of the stimuli. Implosion is often used in the treatment
of posttraumatic stress disorder, where the goal is to re-
duce the fear and associated distress associated with
traumatic memories. More often, however, the feared
stimuli are simply imagined in great detail, with the
person imaging all the sensory aspects of the stimulus
(e.g., sights, sounds, smells), along with any bodily
sensations, emotions, and thoughts that might occur
when the stimulus is encountered. A person who devel-
oped posttraumatic stress disorder as a result of being
in a motor vehicle accident, for example, would be
asked to repeatedly imagine the traumatic experience,
typically for 30 to 45 minutes per treatment session
over several sessions. The narrative of the experience
might be spoken into a tape recorder or written down,
and the person would be encouraged to repeatedly go
over the tape or transcript until the memory of the
traumatic event no longer evokes distress.

The advantage of implosion is that by reducing the
distress associated with traumatic memories, the other
symptoms of posttraumatic stress disorder also tend to
abate. In other words, implosion can lead to reductions
in reexperiencing symptoms (e.g., nightmares, flash-
backs), hyperarousal symptoms (e.g., irritability, in-
creased startle response), and avoidance and numbing
symptoms (e.g., avoidance of reminders of the trau-
matic event). A further advantage is that implosion en-
ables the patient to overcome fears for which live
exposure is impossible or impractical. Fear of thunder-
storms, for example, can be reduced by having the pa-
tient repeatedly imagine such events.

The disadvantage of implosion is that it can be de-
manding on patients; they must be able to tolerate in-
tense distress. A further problem is that implosion does
not teach patients a skill that they can readily employ by
themselves at home, simply because it is often too diffi-
cult because of the degree of emotion generated. Even if a
patient is able to complete a course of implosion, it is
often necessary to add some form of real-life exposure in

order to completely reduce the fear. A person with a
thunderstorm phobia might need to actually experience a
thunderstorm in order to fully overcome his or her fear.

II. THEORETICAL BASES

A. Two-Factor Theory

During the 1960s and 1970s the most influential
conditioning model of fear was O. Hobart Mowrer’s
two-factor theory, which has its origins in the 1920s
work of Ivan Pavlov and John B. Watson. Mowrer pro-
posed that fears are acquired by classical conditioning
and maintained by operant conditioning. Classical con-
ditioning is the learning of associations between an un-
conditioned stimulus (UCS) and conditioned stimulus
(CS). In the case of learned fears, UCSs are stimuli that
evoke pain or fear in the absence of any prior learning.
Fear or pain evoked by UCSs are called unconditioned
responses (UCRs). Conditioning occurs when a CS is
paired with a UCS over one or more trials. Gradually,
the organism learns that the CS is premonitory of the
UCS. Thus, the CS becomes fear-evoking. The acquired
fear is the conditioned response (CR). Operant condi-
tioning is learning in which a given behavior is shaped
by its consequences. Avoidance and escape from feared
stimuli increases in frequency because these behaviors
are reinforced by short-term fear reduction. Thus,
avoidance and escape behaviors fall under the influ-
ence of operant conditioning.

A rodent phobia, for example, might arise from a trau-
matic incident where the person is bitten on the hand by
a rat while organizing boxes in a dark cellar. Stimulation
of the pain receptors in the hand might represent the
UCS, which evokes pain and fear (UCRs). Through the
process of associative learning, pain and fear become
paired to stimuli associated with the UCS (e.g., CSs such
as rats, mice, places frequented by rodents). In turn, the
CSs elicits fear (the CR). The strength of the CR is deter-
mined by a number of factors including the intensity of
the UCS and factors influencing the strength of the asso-
ciation between the CS and UCS, such as the number of
pairings between the two. Stimuli resembling fear-evok-
ing CSs can become fear-evoking in their own right by
processes of stimulus generalization and second-order
conditioning. As a consequence, a wide range of rodent-
related stimuli may elicit fear and associated behaviors,
such as escape or avoidance.

The strength of the CR tends to decline over succes-
sive trials in which the CS is presented without the UCS.
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Thus, fear would gradually decline if the rodent phobic
had repeated harmless encounters with rats. Given a suf-
ficient number of trials of CS without UCS, the CS even-
tually ceases to elicit the CR. When this occurs the CR is
said to be extinguished. Extinction does not occur if the
UCS is occasionally encountered. Driving phobia would
be unlikely to extinguish if a person occasionally experi-
ences “near misses” while driving. For many people with
phobias, the process of extinction is blocked from occur-
ring because the person learns that fear can be mini-
mized (at least in the short term) by avoiding or
escaping from the CS. In other words, avoidance or es-
cape (operant behaviors) prevent classically conditioned
fears from being unlearned.

Mowrer’s theory is supported by a good deal of evi-
dence (see Marks, 1987; O’Donohue, 1998). In brief,
evidence from a variety of sources supports the theory,
including (1) studies of the experimental induction of
fear in animals; (2) naturalistic observations of soldiers
during military combat; (3) clinical observations from
anxiety-disordered patients; (4) incidental findings
from studies of aversion therapy. Studies of the experi-
mental induction of fear in children provide mixed
support for the theory, possibly because of method-
ological limitations and ethical constraints that pre-
clude the induction of intense fears.

B. Are Conditioned 
Associations Indelible?

It was once believed that extinction was a process of
weakening or even breaking the CS–UCS association.
Findings emerged, however, to call this assumption
into question. When the CR is extinguished by repeat-
edly presenting the CS in the absence of the UCS, it was
found that the CR could be rapidly reestablished by
only a few CS–UCS pairings. Reinstatement of the CR
is often more rapid that the original conditioning of the
CR. Moreover, extinguished CRs sometimes “sponta-
neously” reemerge, or reappear when the person un-
dergoes some unrelated stressful experience. These
findings suggest that the CS–UCS link is preserved to
some extent even when the CR is extinguished. Indeed,
some researchers have argued that fear memories (i.e.,
representations of a link between a CS and aversive
UCS) are indelible.

If CS–UCS links are preserved (to some extent) even
after the CR is extinguished, then how does extinction
occur? There are several possibilities. CR extinction
may be due to counter-conditioning, where the CS is
conditioned to competing UCSs. To illustrate, in a con-

ditioned dog phobia, dogs (CSs) are associated with
pain or physical injury (aversive UCSs). Over a course
of exposure trials, consisting of exposure to friendly,
harmless dogs, the conditioned fear (CR) extinguishes.
This may occur because the extinction trials cause dogs
to become associated with pleasurable UCSs (e.g.,
pleasurable tactile stimulation from patting dogs; or a
state of enjoyment from playing with dogs). If the link
between the CS and a pleasant UCS is stronger than the
link between the CS and an aversive UCS, then the CR
will tend to be pleasure rather than fear. Thus, extinc-
tion can be regarded as a process of building up com-
peting responses that inhibit or interfere with the link
between the CS and an aversive UCS. Other models of
extinction also have been postulated. The interested
reader should consult O’Donohue (1998).

The preservation of links between the CS and aver-
sive UCS has important implications for exposure ther-
apy. It suggests that successfully treated phobic
individuals are at risk for relapse if, for example, some
event caused the CS-aversive UCS link to become
strengthened. A former dog phobic might discover that
his or her phobia reemerges after an unpleasant en-
counter with a dog. Therapists need to prepare patients
for the possibility of relapse. This can be done by dis-
cussing the issue with the patient, and formulating a
plan for dealing with any reemergent fears. It is impor-
tant that the patient understands that if the phobia re-
turns, it can be readily eliminated by reapplying
exposure techniques such as graded in vivo exposure.

C. Pathways to Fear

Despite its strengths, there are several problems with
Mowrer’s two-factor theory: (1) It sometimes appears
that fears are acquired in the absence of conditioning;
(2) conditioning theory fails to account for the uneven
distribution of fears; that is, some stimuli are more likely
to become feared (e.g., harmless snakes and spiders)
compared to others (e.g., guns, knives, electrical out-
lets); and (3) people sometimes fail to acquire fears in
what should be fear-evoking situations (e.g., air raids).
Rather than reject the two-factor theory, theorists have
attempted to modify it to account for these findings.

To account for fear acquisition in the absence of con-
ditioning, S. J. Rachman postulated three pathways to
fear acquisition: (1) classical conditioning, (2) model-
ing (e.g., vicarious fear acquisition due to observational
learning), and (3) verbal information (e.g., receiving
fear-evoking information or misinformation from oth-
ers) (see Rachman, 1990). Several retrospective studies
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of fears have assessed the relative importance of these
pathways. Results show that approximately half of clin-
ical phobias are associated with classical conditioning,
with a smaller proportion of phobias associated with
modeling or verbal information. Research also suggests
that classical conditioning plays a greater role in pho-
bias than in milder fears. A minority of people with
phobias appear unable to recall the origins of their
fears. This may be because they have forgotten the pre-
cipitating events. Another possibility is that some peo-
ple cannot recall the origins of their fears because some
fears are innate.

Aversive conditioning experiences are not just re-
ported by phobics; they also occur in nonfearful peo-
ple. As noted earlier, the fact that some people may
have a history of “conditioning events” without devel-
oping phobias is one of the criticisms of the two-factor
theory. To account for this anomaly, it has been pro-
posed that aversive conditioning experiences are less
likely to produce phobias when the person has a his-
tory of fearless contact with the stimulus in question.
For example, an aversive experience (e.g., falling from
a horse) may not be phobogenic when the person has a
history of mishap-free equestrian adventures. This fear-
impeding effect is known as latent inhibition or fearless
familiarity. Latent inhibition has been experimentally
demonstrated in a variety of organisms, including chil-
dren and (under certain circumstances) adults. Latent
inhibition appears to occur because the CS fails to be-
come fear-evoking because a history of fear-free CS pre-
sentations causes the CS to be a predictor of the absence
of fear. The high incidence of condition events for non-
fearful people may be due to the mechanisms responsi-
ble for latent inhibition.

D. Prepared Fears

In 1970, Martin E. P. Seligman observed that phobias
have a number of characteristics that seem inconsistent
with the two-factor theory. Phobias can be (1) rapidly ac-
quired (e.g., single-trial learning), (2) resistant to extinc-
tion, (3) “noncognitive” (i.e., phobias persist even when
the person “knows” the stimulus is harmless), and (4)
differentially associable with stimuli of evolutionary sig-
nificance. With regard to the latter, the two-factor theory
assumed an equipotentiality of stimuli; all neutral stim-
uli can be converted into a conditioned stimuli. Yet,
some stimuli (e.g., small animals) are more likely to be
fear-evoking than others (e.g., guns, knives, electrical
outlets). As Seligman observed, only rarely, if ever, do we
have pajama phobias, grass phobias, electric-outlet pho-

bias, hammer phobias, even though these things are
likely to be associated with trauma in our world.

Seligman proposed that people (and other organisms)
are biologically prepared to acquire fears of particular
stimuli. That is, evolution has predisposed organisms to
learn easily those associations that facilitate species sur-
vival. As a result of a sufficiently long period of natural
selection, organisms are prepared (“hard wired”) to fear
some events, unprepared for others, and contraprepared
for still others. Stimuli such as guns, knives, and electri-
cal outlets have not been around long enough for such
preparedness to occur. Seligman conceptualized pre-
paredness as an ease of learning continuum; that is, the
relative preparedness for learning about a stimulus is de-
fined by the amount of input (number of learning trials,
bits of information, etc.) required in order for an output
(responses) to occur reliably.

Preparedness theory has stimulated a large body of
research. The most impressive evidence comes from the
studies of Rhesus monkeys. In some studies, “observer
monkeys” watched videotapes of other monkeys be-
having fearfully with a toy snake or crocodile. As a re-
sult, the observers acquired a fear of those stimuli. In
comparison, observer monkeys who watched video-
tapes of monkeys showing the identical fear behaviors
(via videotape splicing) to artificial flowers or toy rab-
bits generally did not acquire fears of the flowers or toy
rabbits. Thus, there were significant differences in the
conditionability of fear to fear-relevant stimuli com-
pared to fear-irrelevant stimuli.

Evidence from human studies has not been so com-
pelling. An extensive review of the research by Richard
J. McNally found that some experiments supported
Seligman’s preparedness hypothesis, while other studies
did not. The evidence most consistent with the theory is
enhanced resistance to extinction of electrodermal re-
sponses to “prepared” fear stimuli. Moreover, “pre-
pared” phobias are generally no more difficult to treat
than “unprepared” phobias. What we are left with is the
fact that there is a nonrandom distribution of fears and
phobias; that is, fears of some stimuli (snakes) are more
common than others (e.g., hammers). Latent inhibition
to stimuli such as hammers, electric outlets, and so
forth may account for the rarity of fears of such stimuli
(i.e., children typically receive parental instruction as to
the safe use of such stimuli).

In summary, to attempt to overcome the more im-
portant limitations of the two-factor model, it has been
proposed that (1) there are multiple pathways to fear,
of which conditioning is one, (2) the failure to acquire
fears may be due to latent inhibition (i.e., a history of
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fearless familiarity with potential fear stimuli), and (3)
the uneven distribution of fears arises because some
fears are prepared in an evolutionary sense. Although
these explanations have their merits, they also have
some weaknesses, including weak or equivocal empir-
ical support.

E. Neo-Conditioning

Contemporary approaches to classical and operant
conditioning are known as neo-conditioning models
(e.g., Davey, 1992; Rescorla, 1988). They propose that
conditioning involves processes that draw on cognitive
mechanisms such as expectations and memory represen-
tations of the CS and UCS. Here, UCS–CS links are ac-
quired because CSs are predictors of the occurrence of
the UCS. To illustrate, a person with a fear of driving
might learn that poorly lit, wet roads (CSs) are predictive
of life-threatening motor vehicle accident (UCS). The
strength of the conditioned fear is a function of two fac-
tors: (1) the strength of the UCS–CS link (i.e., subjective
probability that a given CS will lead to a given UCS), and
(2) the perceived aversiveness of the UCS (e.g., perceived
dangerousness of motor vehicle accidents).

The neo-conditioning approach also entails a revised
view of operant conditioning of avoidance behavior.
Here, avoidance is not directly determined by the expe-
rience of fear, but by the individual’s expectation of
whether a given behavior (e.g., driving in the rain) will
lead to an aversive outcome (e.g., a fatal accident).
Avoidance behavior is not reinforced by reduction of
fear; it is reinforced by full or partial confirmation of
one’s expectations (e.g., by a “close call” while driving).
According to the neo-conditioning perspective, UCS
evaluation (and reevaluation) can influence the acqui-
sition, extinction, and inflation of fears. When an asso-
ciation between a CS and UCS has been formed, the
representation of the CS (stored in long-term memory)
evokes a representation of the UCS. Information about
the UCS contained in this representation is evaluated,
and the result of this evaluation process determines the
strength of the CR. If the UCS is evaluated as aversive
or noxious, this will result in a fear CR.

Mild conditioned fears can escalate into phobias
when the UCS is reevaluated. To illustrate, a person
might acquire a mild fear of spiders after sustaining a
painful but harmless spider bite. The fear may escalate
into a phobia if the person later learns that spider bites
are often lethal. Thus, the intensity of the UCS is in-
flated from a harmless painful bite to a painful and po-
tentially life-threatening bite. As a consequence, the

nature of the CS changes (i.e., spiders now become pre-
dictive of life-endangering events) and the conditioned
fear increases accordingly.

F. Emotional Processing

The neo-conditioning model proposes that the CS and
UCS are cognitively represented, possibly in networks of
interconnections among CSs, CRs, UCS, and UCR. The
emotion processing model developed by Edna B. Foa
and others (e.g., see Foa and Kozak, 1986) can be seen
as an extension of the neo-conditioning model. Accord-
ing to the emotional processing model, fears are repre-
sented in networks known as fear structures stored in
long-term memory. The networks contain cognitive rep-
resentations of feared stimuli (e.g., oncoming trucks,
driving at night), response information (e.g., palpita-
tions, trembling, subjective fear, escape behaviors), and
meaning information (e.g., the concept of danger). In
the network the three types of information are linked
(e.g., links between oncoming trucks, danger, and fear).
Links can be innate (i.e., UCS–UCR links) or acquired
by processes such as classical conditioning (CS–UCS
links and CS–CR links). Fear structures are activated by
incoming information that matches information stored
in the network. Activation of the network evokes fear
and motivates avoidance or escape behavior. According
to Foa and colleagues, fears are reduced by modifying
the fear structure through the incorporation of correc-
tive information (e.g., safety information acquired dur-
ing behavioral exposure exercises).

The neo-conditioning perspective and the emo-
tional processing model are useful ways of conceptual-
izing fears, and can account for phenomena that are
not explained by the two-factor theory (e.g., postcon-
ditioning fear inflation due to UCS inflation). A fur-
ther advantage is that these models are compatible
with other cognitive models of fears, such as those dis-
cussed in the following sections. The emotional pro-
cessing model has the advantage of readily including
multiple pathways for the acquisition of fears, such as
classical conditioning, modeling, and verbal informa-
tion. The possibility of innate fears is also consistent
with the model, if one assumes that some networks or
fragments of networks are innate. The model also in-
cludes a role for dysfunctional beliefs, which may am-
plify fears and other emotional reactions. Beliefs are
represented in the network as links between meaning
concepts and stimulus or response concepts (e.g.,
“tunnels are dangerous” is represented by a link be-
tween “tunnel” and “danger”).
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G. Dysfunctional Beliefs

Theories of fear have become increasingly complex
in recent years. Classical conditioning and many other
factors are thought to be involved. Consistent with the
neo-conditioning and emotional processing models,
some theorists have proposed that exaggerated beliefs
about the probability and severity of danger may play
an important role in motivating fear and avoidance.
Such dysfunctional beliefs play a prominent role in
contemporary theories of agoraphobia and social pho-
bia, and may play a more important role in these disor-
ders compared to specific phobia. People with social
phobia tend to be preoccupied with their social presen-
tation and have heightened public self-consciousness.
They also tend to be self-critical, to excessively worry
about being criticized or rejected by others, and to
overestimate the likelihood of aversive social events.
This suggests that such dysfunctional beliefs may be
important in maintaining generalized social phobia.
These beliefs appear to persist because of a variety of
factors, such as avoidance of fear-evoking stimuli.
Avoidance behavior limits the opportunity for collect-
ing information that might disconfirm erroneous be-
liefs. Recent empirical studies support the role of
distorted beliefs and appraisals in social phobia, and
may be important targets for treatment. However, treat-
ment outcome research provides mixed support for the
view that adding cognitive restructuring to exposure
improves treatment outcome. This may be because ex-
posure is a potent vehicle of cognitive change.

H. Anxiety Sensitivity

In an effort to account for individual differences in the
tendency to acquire conditioned fears, Steven Reiss and
colleagues proposed that anxiety sensitivity is a funda-
mental fear than amplifies or exacerbates other fears,
such as fears of animals, social situations, blood–ill-
ness–injury stimuli, and agoraphobic situations. Anxiety
sensitivity is the fear of anxiety-related sensations (e.g.,
fears of palpitations, dizziness, and tremulousness),
which arises from beliefs that these sensations have aver-
sive somatic, psychological, or social consequences.

Anxiety sensitivity can be considered to be a funda-
mental fear because (1) anxiety is inherently noxious
and therefore feared by most people, and (2) anxiety
sensitivity provides reasons for fearing a variety of stim-
uli, whereas ordinary fears do not have this property. To
illustrate, fear of flying can be exacerbated by, or entirely
due to, the following: (1) Fear of the plane crashing (ill-

ness–injury sensitivity), (2) fear of anxiety evoked by
bumpy flights (anxiety sensitivity), and (3) fear of em-
barrassing oneself by becoming airsick (fear of negative
evaluation). Thus, a common fear (fear of flying) may be
logically reduced to one or more fundamental fears such
as anxiety sensitivity. Empirical support for this proposi-
tion has been provided by a number of studies.

Several studies have reported that the severity of
anxiety sensitivity is correlated with the severity of var-
ious common fears, and that anxiety sensitivity pre-
dicts the person’s risk for developing later fears and
other anxiety symptoms. Anxiety sensitivity is reduced
by exposing the person to feared arousal-related body
sensations. This is called interoceptive exposure. For
example, aerobic exercise can be used to extinguish the
person’s fear of palpitations. Voluntary hyperventila-
tion exercises can be used to reduce fear of dizziness.

III. EXPOSURE THERAPIES:
APPLICATIONS AND EXCLUSIONS

A. Medical Contraindications

Exposure techniques, such as graded in vivo expo-
sure, are safe for the great majority of patients. The
only medical contraindications are serious diseases that
prevent the patient from entering the situations or
make the experience of intense emotions hazardous to
the person’s physical health. Pregnancy or serious heart
disease would contraindicate the use of flooding ther-
apy. Medical conditions that seriously limit mobility—
such as severe obstructive lung disease—can prevent
the patient from completing some forms of in vivo ex-
posure (e.g., walking long distances from home in the
case of agoraphobia). In practice, however, it is rare to
encounter a patient who is medically unsuited for at
least some form of exposure.

B. General Guidelines for
Conducting in Vivo Exposure

Given that graded in vivo exposure is the most com-
monly used exposure technique, it will be described in
detail. There are several protocols for conducting in
vivo exposure. Rather than describe them all, we will
review the general guidelines. The guiding principle is
for the person to remain in the situation until the fear
has declined. Ideally, exposure also teaches the person
that exposure to a feared stimulus has no harmful
consequences. Thus, in addition to fear reduction, it is
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important that patients remain in the feared situation
until they can observe the true consequences of being
exposed to the feared stimulus. Persons with a fear of
heights would be encouraged to remain at, for example,
the fourth floor balcony until they learn that they will
not “lose control” and topple over the edge. The goals of
exposure—fear reduction and expectancy change—are
derived from modern conditioning theories, which em-
phasize the role of expectancies (see Section II).

Exposure therapies should only be implemented by a
suitably trained therapist. The therapist should not only
be skilled in exposure therapy, but should have a good
understanding of psychopathology and psychiatric
diagnosis, and should be skilled in the psychotherapeutic
interventions commonly used in conjunction with expo-
sure therapy (e.g., cognitive therapy, social skills training,
relaxation training). Relaxation training is particularly
useful for phobic individuals who are chronically anx-
ious. If the patient experiences intense anger or guilt
during exposure, as sometimes happens when treating
patients with posttraumatic stress disorder, it is often nec-
essary to combine exposure with cognitive therapy. The
latter is used to address any dysfunctional beliefs associ-
ated with anger or guilt.

The patient should be a willing participant in the
process of exposure therapy, with complete control
over the nature and timing of any exposure exercises.
Exposure may be traumatizing if forced on an unwill-
ing patient. Exposure should be used only if the patient
is able to tolerate some degree of distress, and is suffi-
ciently motivated to overcome his or her fears. Patients
should be told about the side effects of exposure treat-
ment (e.g., transient increases in irritability), so they
can make an informed choice about whether or not to
proceed with treatment. Therapists also need to con-
sider the patient’s other problems before initiating a
course of exposure. If an agoraphobic patient was suici-
dally depressed, then one would need to consider
whether the distress caused by exposure therapy would
precipitate a suicide attempt. In such cases the depres-
sion would be the first target of treatment.

In vivo exposure exercises should be specific and
well-defined, in terms of duration, situation, and what
the patient must do (or not do). The exercises should
be written down so they are not forgotten by either pa-
tient or therapist. The patient and therapist might gen-
erate an assignment such as the following: “Walk
seven blocks from home to the supermarket. Don’t
take your Ativan, cell phone, or Medi-Alert bracelet.
As you walk along, pay attention to your anxiety and
to your surroundings.”

In vivo exposure exercises can be practiced during
therapy sessions and as homework assignments. The
exercises should be ones that patients can realistically
accomplish, given their current levels of functioning.
Patients should not be asked to attempt exercises that
they are too frightened to complete. The patient should
actively participate in the exposure situation in order to
be exposed fully to the various stimulus elements.
Joanne N., who suffered from agoraphobia, was asked
to park her car at the back of the shopping mall parking
lot so she would have to walk some distance to the mall
and would not have rapid access to the “safety” of her
vehicle. Instead of racing through the mall, she was en-
couraged to stroll through, taking time to browse
through the stores and ask questions of sales clerks.
Contrast this therapeutic exposure to her brief expo-
sures prior to treatment, in which she would park her
car as close as possible to the mall entrance, then run in
to purchase what she needed, and then race out.

In vivo exposure should be comprehensive, with dif-
ferent exercises covering different manifestations of the
feared situations. A patient who fears and avoids shop-
ping at supermarkets, for example, would be advised to
perform this activity in many different shopping condi-
tions, including different stores (e.g., small vs. large
stores), at different locations (e.g., near vs. far from
home), at different times (e.g., times in which the store
was busy vs. quiet), and with different purchases (e.g.,
few vs. many items). This ensures that learning gener-
alizes across settings and difficulty levels.

C. Frequency and Duration 
of in Vivo Exposure Sessions

Long, continuous periods of exposure tend to be
more effective than short or interrupted periods. Al-
though short exposure sessions (e.g., 10 to 15 minutes)
can be effective, longer sessions (20 to 60 minutes) are
often necessary. With regard to the frequency of expo-
sure exercises, the research has produced conflicting re-
sults. Some studies have found that the higher the
frequency of exposure sessions, the greater the rate of
dropouts, the greater the short-term response for treat-
ment completers, but the higher the rate of relapse later
on. Some in vivo exposure is better than none, and so
phobic patients should be counseled to practice their
exposure exercises as frequently as they reasonably
can, depending on the type of exercise and on the lo-
gistic constraints. Patients frightened of riding on
buses might practice this activity 4 times per week. Pa-
tients frightened of riding as a passenger in a car might
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be only able to practice this activity only 1 to 2 times
each week, depending on the availability of someone to
drive them.

D. Assisted Exposure

There are numerous ways that patients can be assisted
in completing in vivo exposure exercises. Among the
more commonly used are (1) therapist-assisted exposure,
conducted either from the clinic or from the patient’s
home, and (2) exposure in which the patient is assisted
by a friend, partner, or family member. Assistance con-
sists of initially accompanying the patient, and by provid-
ing prompting and encouragement for attempting the
exposure exercises. Assistance can be particularly useful
during the initial attempts at exposure. Therapist-assisted
exposure is also a good way for the therapist to learn
about the patient’s subtle avoidance behaviors. There are
several ways that the therapist can directly help the pa-
tient complete in vivo exposure exercises:

1. The therapist can provide just enough assistance for
the patient to perform the exercise, and then the assis-
tance is faded out. If the task is to walk around a 10-block
circuit from the patient’s house, the therapist might ac-
company the patient all the way on the first trial. On the
second trial the therapist might accompany the patient
for 5 blocks, and on the third trial the patient might com-
plete the circuit alone, with the therapist waiting outside
the patient’s home. On the fourth trial the patient might
complete this task without the therapist’s presence.

2. The therapist can demonstrate (model) how the
exercises are performed. Here, the patient observes the
therapist perform the exercise in vivo. For example, the
patient and therapist might travel to the foot of a
bridge, and then the patient would observe the thera-
pist walk to the midpoint of a bridge without holding
onto the railing, then pause and look over the edge.
The therapist would then return to the foot of the
bridge and the patient would perform the task. Alterna-
tively, each step of the task could be modeled. For ex-
ample, the therapist could walk to the midpoint, and
then the patient would do so. The therapist would then
look over the edge. The patient then follows suit.

3. The therapist can provide any support that may
be required. The therapist might offer his or her arm
for assistance when the patient is first approaching a
bridge railing. A therapist in a hospital setting who is
helping a patient overcome fear of elevators might re-
serve a service elevator for some of the exposure ses-
sion. The therapist and patient would have exclusive

control of the elevator, and so it could be used for var-
ious exposure assignments (standing in a stationary el-
evator with the doors open, then with the doors
closed, then traveling to the next floor, etc.). The in-
terested reader should consult Williams (1990) for de-
tailed descriptions of these methods.

A friend of the patient or significant other can be re-
cruited as a “coach” to provide prompting, encourage-
ment, and guidance. This person also can be used as a
stimulus in the exposure hierarchy, as illustrated in Table
1. Later in treatment, all forms of assistance should be
faded out, along with other safety signals and safety be-
haviors. Otherwise, patient’s may attribute their gains to
the aid they received, rather than to their own efforts.

E. Troubleshooting

Adherence problems are the most common difficul-
ties encountered when using in vivo exposure. Patients
may refuse to perform the exercises. Other, more sub-
tle, adherence problems consist of using distraction
during the exercise, or limiting the intensity or dura-
tion of exposure. The best strategy for dealing with ad-
herence problems is to avoid them before they occur.
The following can help avoid these difficulties:

1. Ensure that patients understands why the exercises
are important. Periodically check their understanding.

2. The interventions should not be too complicated.
Understandably, patients might become confused if asked
to do many things at once in a given situation.

3. Ensure that the patient understands that the se-
lection of exercises is a collaborative venture, negoti-
ated between patient and therapist. Tasks can be
readily modified in such a way that the patient can per-
form them.

4. Perform the exercises yourself so the patient can see
they are safe (i.e., modeling). As a rationale, the therapist
might say to the patient, “I wouldn’t ask you to do some-
thing I wouldn’t do myself, so I’m to show you how this
exercise is done.”

5. Adherence can be maintained at an adequate level
if the patient is sufficiently motivated to complete the
various treatment exercises. To sustain motivation it can
be useful to (1) reinforce (e.g., verbally praise) the pa-
tient for his or her efforts in completing each therapy as-
signment, and (2) have the patient self-reinforce for
these efforts (e.g., praising oneself or using other incen-
tives). Initially, reinforcement from the therapist should
occur frequently. As therapy progresses, reinforcement
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from the therapist can be faded out as the patient con-
tinues to use self-reinforcement.

If adherence continues to be poor then it is impor-
tant to identify the source of the problem. Does the
patient regard exposure exercises to be relevant to his
or her problems? If not, then the patient may regard
the task as pointless. Is the timing right for using ex-
posure? More time may need to be spent on develop-
ing a trusting therapeutic relationship. Also, more
time may be needed for cognitive restructuring to ad-
dress beliefs about feared stimuli. For patients on
PRN (as needed) medication, it is important to ensure
that medication is not used as a way of avoiding the
experience of fear.

F. Variations on Exposure

Exposure therapies have been applied to all kinds of
disorders in which excessive fear plays an important
role. Apart from the disorders discussed earlier, expo-
sure therapies have been successfully used in treating
obsessive–compulsive disorder. Here, the treatment
consists of exposure and response prevention. A person
with contamination obsessions and cleaning compul-
sions, for example, would be exposed to a “dirty” ob-
ject such as a doorknob, and then asked to refrain from
engaging in handwashing compulsions. In this way, the
contamination-related distress gradually diminishes,
and the obsessions about contamination and associated
compulsions similarly abate. Exposure and response
prevention are most often used in the form of graded in
vivo exposure, although flooding is sometimes used.

Other anxiety disorders can be similarly treated with
exposure methods. Acute stress disorder and posttrau-
matic stress disorder can be successfully treated with im-
plosion or systematic desensitization. Here, the person is
exposed to traumatic memories of the trauma, and also
exposed to harmless but distressing real-life trauma-re-
lated stimuli. For example, the person might be asked to
return to the site of a traumatizing motor vehicle acci-
dent. Panic disorder is treated by exposing the person to
feared body sensations that lead to panic attacks (i.e., in-
teroceptive exposure. Generalized anxiety disorder, for
which excessive worry is a central feature, can be treated
by exposing the person, in a prolonged fashion, to his or
her worries. The person might spend 20 minutes each
day writing out his or her main worries. The distress as-
sociated with the worries gradually abates, and the per-
son correspondingly learns to dismiss the unrealistic
concerns.

IV. EMPIRICAL STUDIES

A. Efficacy of Exposure

Decades of research have established that exposure
therapies, particularly graded in vivo exposure and flood-
ing, are the treatments of choice for specific phobias and
play an important role in treating other anxiety disorders.
These treatments produce clinically significant reduc-
tions in fear in about 60 to 80% of cases. Systematic de-
sensitization is the least effective of the exposure
therapies. Although it is not often used as a stand-alone
treatment, this mild, undemanding intervention is a use-
ful starting place in an exposure program for patients
who are extremely phobic.

A growing number of studies have investigated
whether the efficacy of real-life exposure (flooding or
graded in vivo exposure) can be enhanced by combin-
ing it with other interventions such as relaxation train-
ing, cognitive restructuring, or social skills training.
For the average phobic patient, exposure alone is no
less effective than exposure combined with either cog-
nitive restructuring or relaxation training. Few studies
have investigated whether particular treatment pack-
ages are best suited to particular patterns of symptoms.
Combined exposure and relaxation, compared to expo-
sure alone, may be most effective for phobic patients
who have intense chronic anxiety. Similarly, combined
cognitive restructuring and exposure, compared to ex-
posure alone, might be most effective for phobics who
have a great deal of negative thoughts (e.g., many pes-
simistic or self-disparaging thoughts, or numerous cat-
astrophic thoughts about the occurrence of threatening
events). There is some evidence to support these con-
jectures, although further research is required.

In clinical practice it is common for patients to be re-
ceiving a combination of drug treatment and psycho-
logical therapy. This raises the question of whether
combined exposure and antianxiety medication is more
effective than exposure alone. The research on this
topic has focused mainly on combining real-life expo-
sure (flooding or graded in vivo exposure) with benzo-
diazepines such as Valium (diazepam) or Xanax
(alprazolam). These are among the most widely pre-
scribed antianxiety drugs. Research shows that adding
benzodiazepines to exposure therapy either has no ef-
fect on treatment outcome, or may actually impair the
efficacy of exposure.

It has been suggested that drugs interfere with expo-
sure because of state-dependent learning. That is, the
learning that takes place during treatment (e.g., learning
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that agoraphobic situations are not dangerous) may be
available in the patient’s working memory only when the
retrieval conditions match the conditions under which
the learning originally took place. Learning acquired
under the effects of an antianxiety drug may not be re-
trieved when patients are in a drug-free state. Research
has provided mixed results for the state dependency hy-
pothesis. Although state dependency might explain the
exposure-impairing effects of antianxiety drugs in ani-
mal research, the same effects might not be as important
in humans.

Recent research shows that a good predictor of relapse
from combined exposure and drug treatment is the de-
gree to which patients attribute their improvement to
their antianxiety drugs rather than to their own efforts.
Patients who attribute improvement to their drugs tend
to be less confident about coping and have more severe
withdrawal symptoms during the drug taper period.
Withdrawal symptoms may further lead patients to at-
tribute treatment gains to their drugs (instead of their
own efforts) and also lead patients to expect to relapse
once the medication is withdrawn. Attributing improve-
ment to effective self-initiated action (i.e., self-directed
exposure exercises), rather than to an external agent like
a drug, may reduce the chances of relapse. This is be-
cause attributing improvement to self-initiated action
encourages the person to persist with exposure exercises
even while experiencing drug withdrawal effects. People
who attribute their gains to the drug are less likely to
enter feared situations when they notice the waning ef-
fects of the drug.

If patients are taking benzodiazepines when they
commence exposure therapy, it is not uncommon for
the exposure therapist, in consultation with the pre-
scribing physician, to gradually taper the patient off
their drugs, so that they may eventually complete an
exposure program without relying on drugs.

B. Long-Term Follow-Up

Conditioning research suggests that fear memories
(i.e., representations of the link between the CS and an
aversive UCS) are relatively permanent, and that expo-
sure may exert its beneficial effects by inhibiting links
between a CS and an aversive UCS, possibly by creating
competing links between the CS and a pleasant UCS.
The animal research on the reinstatement of fears sug-
gests that exposure therapies should be short-lived in
their effects, with relapse common. Outcome studies on
people with phobias have examined the durability of
the benefits of exposure therapy, with follow-up assess-
ments typically conducted 6 to 12 months post treat-

ment. Although relapse sometimes occurs, the majority
of patients maintain their treatment gains. How are we
to reconcile this with the putative “indelibility” of fear
memories? It may be that such memories are indelible
and that patients often do experience minor resurgence
of fear, of insufficient severity to represent a relapse of
the phobia. During exposure therapy patients are taught
skills for overcoming their fears, such as the skill of con-
structing a fear hierarchy and systematically exposing
themselves to fear-evoking stimuli. These skills may
help patients deal with minor resurgences of fear,
thereby reducing the fear before it can escalate into a
full-blown phobia. Thus, even if fear memories are in-
delible, that does not mean that patients will inevitabil-
ity relapse. Patients who do relapse can be successfully
treated with a further course of exposure therapy.

C. Symptom Substitution

Psychodynamic theories posit that phobias are ex-
pressions of unconscious conflicts. In Sigmund Freud’s
famous case of Little Hans, for example, the child’s
horse phobia was conceptualized as arising from an
Oedipal conflict (i.e., unacceptable impulses consisting
of libidinous longing for the mother and aggression to-
ward the father). Such theories imply that exposure
therapies simply treat the symptom (i.e., the phobia),
without treating the underlying conflict, and that if one
symptom is eliminated, then another will emerge in its
place as a further expression of the unresolved conflict.

Research on exposure therapies for phobias has re-
vealed no convincing evidence of symptom substitu-
tion. Once fears or phobias are eliminated by exposure
therapy, the treatment-related gains tend to be main-
tained. Although new symptoms may sometimes later
emerge (e.g., depressive symptoms), a more common
pattern is that there is a generalization of treatment ef-
fects; once a patient’s phobia has been reduced by expo-
sure, the patient’s mood may improve and he or she
may become happier in general. This effect is most
often seen when debilitating phobias have been elimi-
nated, thereby enabling the person to enjoy a higher
quality of life. Interestingly, in the treatment of phobias,
even Freud recommended in vivo exposure as an im-
portant component of therapy.

V. CASE ILLUSTRATION

Michelle K. was a 32-year-old single woman working
as an administrative assistant in a large corporation. She
had a long-standing history of generalized social phobia
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and intermittent alcohol abuse. Michelle had been shy for
as long as she could recall. During her adolescent years
she was overweight and suffered from bad acne, which
bought her ridicule and rejection from schoolmates. As a
result of a series of particularly disturbing episodes of
teasing during grades 10 through 12, she became increas-
ingly anxious in social settings, including talking in
groups and having one-to-one conversations, particularly
with members of the opposite sex. Michelle also devel-
oped intense fear of eating in public after an episode in
which she vomited during lunchtime in the school cafe-
teria. This appeared to have been the result of influenza
combined with the effects of high anxiety.

Michelle suffered for many years until she saw a tele-
vision program describing cognitive-behavior therapy
for social phobia. When she presented for treatment, at
age 32, her major problems were eating in public, giving
oral presentations at work, and initiating and maintain-
ing conversations with men. Whenever she had to eat in
public, her hands trembled and she worried that others
would think she was “weird.” While giving oral presen-
tations, she would tremble, blush, and sweat profusely,
and sometimes would have a panic attack. As a result of
these problems, she recently turned down a promotion
because it would have required her to give speeches and
to attend business dinners. Although Michelle very
much wanted to be in an intimate relationship, she
rarely dated because of fear of being rejected. She be-
lieved it would be “terrible” to be rejected. Michelle at-
tempted to cope with her anxiety by consuming “a few
drinks” before social engagements. On occasion this re-
sulted in her become extremely intoxicated and behav-
ing inappropriately. These embarrassing episodes
exacerbated her social fear and avoidance.

Michelle’s history suggested that aversive conditioning
experiences (e.g., vomiting at school) gave rise to some of
her social fears (e.g., fear of eating in public). Operant
conditioning also appeared to play a role (i.e., reinforce-
ment of avoidance and escape behaviors, and reinforce-
ment of using alcohol to dampen her social anxiety).
Conditioning alone seemed insufficient by itself to ac-
count for all of her problems. The fact that her shyness
was long-standing suggested that some form of diathesis
(vulnerability factor) predisposed her to acquire social
fears. This might have been due to some combination of
genetics and childhood learning experiences. With re-
gard to the latter, Michelle recalled that her father had
long emphasized the importance of being popular with
others. Maladaptive beliefs, arising from these diathe-
ses or from other sources, also seemed to play a role
(e.g., the belief that it would be “terrible” to be rejected).
Social skills deficits (e.g., deficits in conversation

skills) appeared to exacerbate her social anxiety. Thus, as
is often the case in anxiety disorders, Michelle’s problems
appeared to be multifactorial in origin. Accordingly, treat-
ment was multifaceted, with different interventions ad-
dressing different aspects of her problems.

Michelle received 16 sessions of cognitive-behavior
therapy, involving cognitive restructuring of maladap-
tive beliefs, social skills training, and graded in vivo ex-
posure. She was also counseled to abstain from alcohol
before and during social engagements. This was for
several reasons. First, it was important that she avoided
exacerbating her social fears by drunken behavior. Sec-
ond, without the mind-clouding effects of alcohol,
Michelle was better able to concentrate on practicing
her social skills. Third, alcohol may have inhibited the
effects of in vivo exposure in the same way that benzo-
diazepines interfere with exposure.

Given that this chapter is concerned primarily with
classical conditioning and associated treatments, the re-
mainder of this case illustration will focus primarily on
the exposure exercises used in Michelle’s treatment. To
reduce her fear of public speaking, Michelle completed a
series of graded in vivo exercises, conducted during ther-
apy sessions and as homework assignments. She began
by delivering increasingly longer speeches to her thera-
pist during the sessions. Her SUDS were initially 75/100.
After two sessions of repeated practice her SUDS declined
to 10/100. For homework she practiced giving these
speeches to her dog, who turned out be a generally atten-
tive listener (although he tended to doze off during the
boring parts). Then she practiced giving speeches to her
sister and elderly neighbor. As her confidence grew,
Michelle asked her supervisor for permission to present
aspects of the weekly reports at staff meetings. Before and
during each of her oral presentations, Michelle’s therapist
encouraged her to “feel the fear” without distracting her-
self or using alcohol, and to treat each presentation as an
opportunity for honing her presentation skills.

Michelle’s fear of eating in public was similarly treated
with graded in vivo exposure. Initially, exposure exercises
took place during treatment sessions held at lunchtime,
during which Michelle and her therapist would eat at the
hospital cafeteria. During the first exposure session,
Michelle ate “nonmessy” foods (e.g., sandwiches), which
evoked low levels of anxiety. She later progressed to eat-
ing “messy” foods, such as soups, salads, and spaghetti.
Michelle was encouraged to allow herself to feel anxious
and to allow her hands to tremble. During these exposure
exercises her fear gradually declined and the trembling
also abated. Michelle’s in-session exposure exercises were
complemented by a series of homework assignments.
The latter began with relatively easy tasks (e.g., eating by
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herself in the food court of a large shopping mall). As she
became comfortable with these tasks she moved on to
more fear-evoking exercises, such as eating with co-
workers in the office lunchroom.

Her fear of dating was treated with a combination of
graded in vivo exposure and social skills training.
Michelle was encouraged to attend social functions
whenever the opportunity arose, and to make increas-
ing efforts at being actively involved in conversations.
Michelle began to take up offers from her friends to
join them on social outings, and thereby had numerous
opportunities to enter into conversations with people
she met, both women and men.

By the end of treatment Michelle’s social phobia had
abated considerably. She was able to comfortably give
oral presentations at work and to attend work-related
dinners. She also had accepted a promotion. The added
opportunities for in vivo exposure entailed in her new
job led to further reductions in social anxiety, and to in-
creases in self-confidence. Treatment concluded with a
review of the gains made during therapy, a discussion
of the goals that remained to be attained, and a discus-
sion of how she would go about using the skills learned
in therapy to attain these goals. For example, Michelle
was still anxious about dating, and was also frightened
of making extemporaneous speeches. For each fear, she
was encouraged to construct a hierarchy of feared situ-
ations, and systematically exposed herself to them.
Michelle was also counseled on the situations that
might lead her social phobia to worsen (e.g., an episode
of being criticized by a supervisor) and how to use ex-
posure and cognitive restructuring for dealing with any
exacerbation. Michelle was advised to recontact the
clinic if she experienced any further problems.

VI. SUMMARY

Classical conditioning theories have become consid-
erably more complex since the early formulations by O.
H. Mowrer and others. Modern conditioning models
emphasize the role of cognitive factors such as memory
processes and expectancies in the etiology and mainte-
nance of conditioned responses. As theories of fear
have developed, other pathways to fear acquisition
have been added, although classical conditioning con-
tinues to be seen as important. Classical conditioning
theories have led to a number of important treatments,
with the most widely used being the exposure therapies
for reducing fear. According to contemporary views,
extinction of the CR can be regarded as a process of ex-
posure to corrective information. Exposure involves
having the person repeatedly exposure himself or her-

self to a feared stimulus until fear abates. Patients play
an active role in choosing what they will be exposed to,
and when the exposure will occur. Exposure therapies
can successfully reduce conditioned fears and fears
arising from other forms of learning.

Of the exposure therapies, graded in vivo exposure
and flooding are among the most effective treatments of
phobias, and play an important role in treating disorders
in which fear plays a prominent role (e.g., social phobia,
agoraphobia). For patients who are extremely phobic,
the least demanding form of exposure (systematic de-
sensitization) is typically the exposure intervention to be
used first. Graded in vivo exposure is particularly impor-
tant because it involves teaching patients skills for over-
coming their fears. Patients can continue to apply these
skills on their own, without the aid of a therapist. Expo-
sure therapies can be combined with other psychological
interventions, such as relaxation training and cognitive
restructuring. For the average phobic patient, combina-
tion treatments tend to be no more effective than expo-
sure alone. However, there are likely to be exceptions to
this rule, and some patients may benefit most from a
combination of psychotherapeutic procedures. Combin-
ing exposure with antianxiety drugs does not improve
outcome, and may actually impair the effects of expo-
sure. The benefits of exposure therapy tend to be long
lasting, with no evidence of symptom substitution. Pa-
tients sometimes relapse, although their reemergent
fears can usually be successfully treated with a further
course of exposure therapy.
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GLOSSARY

emotional setpoint A nonconscious prescription about how
and what a person should feel. When affect deviates from
the setpoint processes are automatically activated to re-
store the setpoint. Negative deviations prompt defensive
maneuvers; positive deviations prompt security-seeking
behaviors and justifying cognitions.

justifying cognition Perception and thought that elicit and ra-
tionalize personotypic affect, and restore the emotional
setpoint.

personal rule of living Conscious and nonconscious cogni-
tions that form a personal rule book for guiding decisions,
behavior, and the processing of social information. They
may function as mediators of emotional experiences or as
nonconscious algorithms for value-based responses.

personotypic affect Certain emotional experiences that are
frequently experienced by the individual, depending on
his or her socialization environment; the person’s emo-
tional “default” setting.

security-seeking behavior Behavior, especially interpersonal,
that elicits personotypic affect and restores the emotional
setpoint.

I. DESCRIPTION OF TREATMENT

Cognitive appraisal therapy (CAT) began as a form
of cognitive-behavior therapy (CBT) and evolved into
an integrated psychotherapy for personality-related
disorders. CAT departs from conventional cognitive-
behavior therapy in its view of affect and motivation:

• Affect is a result of prior cognitive processing in
CBT; in CAT cognition can also be the result of
emotional processing.

• Behavior is affect-driven in CAT, not cognition-driven.
Nonconsciously motivated attempts to reexperience
familiar feelings (personotypic affects) account for
symptomatic behaviors and self-handicapping actions.

Whereas reduction of symptoms of anxiety and de-
pression and improvements in social and familial func-
tioning are the ultimate goals of treatment, they are not
the primary focus in CAT. Instead, the emphasis falls
on the discovery of a person’s patterns of personality
(affect, behavior, and cognition).

These patterns emerge in therapeutic dialogues, es-
pecially during initial contacts. The Millon Clinical
Multiaxial Inventory is used to confirm preliminary
diagnostic impressions of personality functioning, but
another test (e.g., the MMPI) could also be used for
this purpose.

To achieve self-understanding, the therapist assists in
describing affective, cognitive, and behavioral patterns,
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their interrelations, and their functions in a person’s life.
Together client and therapist develop plans to work
against these patterns using the client’s new awareness.

CAT is not a set of specific procedures, but rather a
portrayal of emotional and behavioral processes the
client can readily comprehend and work to change. Be-
cause self-awareness and understanding can be achieved
in various ways, the techniques employed vary with each
individual. Special attention is given to three areas:

1. Affect: Methods of comforting oneself and sooth-
ing one’s feelings are encouraged. These new methods
usually replace ones that have been more maladaptive
than adaptive (e.g., alcohol, drugs, avoidance).

2. Behavior: Clients are encouraged to do what they
deem to be right at any given moment in time, and
thereby give expression to their moral code and the
raising of positive self-appraisals. They also identify
self-handicapping actions (security-seeking behaviors).

3. Cognition: Clients work to identify and change cog-
nitive distortions, especially those concerned with poor
self-image and pessimism about the future, and justifying
cognitions that support familiar affect. These in turn pro-
mote effective future actions.

Sessions are conducted in plain language. All forms of
jargon (including our own), psychobabble, and counsel-
ing cliches are actively discouraged. Theoretical assump-
tions are divulged only when they might prove helpful
(e.g., in understanding failure to maintain changes). For-
mal homework is not assigned. Bibliotherapy, thought
records, daily logs, and the like, common in CBT, are sel-
dom used. The emphasis is on establishing new patterns
of interaction and self-care, not intensive self-examina-
tion of cognitive content or of one’s past.

By speaking in an open, self-disclosing manner,
therapists attempt to create a strong working alliance
and a shame-free environment. Therapists disallow
self-criticism and call attention to the minutest self-
critical remark. It is expected that anger be expressed
respectfully, and when necessary therapists model
ways to express anger and other emotions. The end-
less expression of affect is discouraged because
catharsis is counterproductive.

In an effort to reduce self-pity, therapists do not sym-
pathize with clients but affirm the respectful and opti-
mistic position that everyone has the capacity to cope
with personal tragedies, and that humans are far more
resilient than they may realize. Complaining is discour-
aged and clients are required to behave actively rather
than passively and not to continue as helpless victims
stuck in an unresolvable paradox.

All clients address two questions: “What do you
want?” and “What are you willing to do to get what you
want?” These questions identify therapeutic goals and
get the client’s commitment to them and to the assum-
ing of responsibility while relinquishing the self-im-
posed status of victim or incompetent.

Self-appraisals, central to most forms of psychologi-
cal therapy, receive special attention in CAT. Most
clients set arbitrary standards of worth or goodness
that they must attain, and view themselves negatively
when they fail. These standards often involve achieving
success or social popularity or other outcomes not fully
under the control of the individual. Because human
worth is a moral or ethical question, clients are urged
to adopt a different standard: Positive self-appraisals
should only be made when one acts ethically and
morally. Actions are controlled by the person (a hu-
manistic aspect of CAT) and therefore clients can con-
trol self-appraisals by doing what they think is right.

When clients do not act in accord with their personal
values, it is suggested that most of us are tempted to do
what feels good rather than what is right. A self-respect-
ing life comes not from pursuing hedonistic pleasures,
but from acting responsibly, morally, and ethically; only
then can self-respect be achieved.

The CAT therapist understands setbacks, so-called re-
sistance, and stalled therapeutic progress by using the
concept of emotional setpoint and the person’s noncon-
scious motives to reexperience personotypic affects.

There are no formal termination procedures in CAT,
because therapy is viewed as a continuing resource to
clients. (Administrative policies in some settings may
prohibit this.) Rather, clients are asked to decide when
to schedule their “next session,” which, of course, may
never occur.

II. THEORETICAL BASES

The phrase cognitive appraisal therapy was adopted
to distinguish it from other forms of cognitive behav-
ior therapy, especially rational-emotive therapy. The
phrase also emphasizes the fact that evaluative cogni-
tions (a synonym for appraisal) are centrally involved
in emotional processes and are a target for therapeutic
intervention.

People seem unaware of their most significant ap-
praisals, which function as nonconscious algorithms—
stored routines for the processing of social information.
These algorithms, in the form of therapeutic hypothe-
ses about covert mental functioning, can be inferred
from what people say and do. Cognitive evaluations,
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along with patterns of behaving and emoting, are used
in CAT to describe personality.

Personality vulnerabilities are the central focus of
CAT. Clinical conditions result from psychosocial stres-
sors interacting with personality variables within a social
context. These clinical conditions are personality-related
disorders. CAT thus has a holistic orientation rather than
a syndromal focus.

Emotion and behavior are viewed as the end result of
cognitive processing in most forms of cognitive-behavior
therapy. Beliefs or cognitions are said to mediate between
stimulus and response, producing the “frightened ani-
mal” model of emotion: An animal reacts with flight and
fear to a stimulus it interprets as dangerous.

In humans, the interpretive process uses cognitive in-
ferences and appraisals to create an emotional response,
and these cognitive processes are targets of therapeutic
interventions. In CAT, inferences and appraisals are la-
beled personal rules of living—personal versions of cor-
relational and cause-and-effect relationships, and of
moral principles and social values. For example, if one
has an inferential rule that all dogs will bite and an eval-
uative rule that pain is bad and should be avoided, the
person will avoid dogs in order to avoid pain—exactly
what phobic persons do.

This mediation model of episodic emotion accounts
for a person’s reaction in specific situations, and can be
helpful in relieving emotional distress in crises. How-
ever, most patients are not in psychotherapy for crisis
intervention. The disordered emotions for which they
seek treatment are habitual rather than reactive,
chronic rather than episodic. They are emotional habits
rather than emotional responses.

In order to sustain emotional habits thinking and act-
ing must be brought into harmony with feelings. Each
person, it is assumed in CAT, has one or more emotions
that have been practiced so often they become, in com-
puter terminology, his or her “default setting.”

CAT hypothesizes that people need to reexperience
familiar feelings in order to have a sense of psychologi-
cal security that originated in preadult patterns of at-
tachment. People feel most comfortable and secure in
familiar surroundings, with familiar people, and with
their own possessions (familiar objects). Too much fa-
miliarity can be boring, but too much novelty can be
threatening. CAT postulates an emotional setpoint—a
familiar prescription about how a person should feel.

When a person’s subjective feelings fail to match his
or her setpoint automatic processes are activated. Devi-
ations below the setpoint are corrected by mood-lifting
thoughts and actions (psychological defenses) that
raise the emotional state. When one feels too good, au-

tomatic processes (security-seeking maneuvers) lower
the individual’s affect to his or her accustomed, and
therefore secure, state.

Two important but easily overlooked feelings that re-
ceive close attention in CAT are shame and self-pity.
Shame is a feeling of personal deficiency, a form of self-
criticism so extensive that one feels like an outcast
from one’s community of friends and family. Self-pity is
the feeling that one is weak and disadvantaged through
no fault of one’s own. Prompting pity in others may re-
sult in motivating them to assist, but self-pity does not
lead to self-help initiatives because the feelings confirm
that the person is powerless. When shame and self-pity
are personotypic affects, they move people to engage in
behaviors that elicit criticism (shame) or tempt others
to take advantage of them (self-pity). Although con-
sciously abhorring these feelings, when people repeat-
edly act as if they seek them it provides evidence that
the feelings are personotypic and their actions fit a pat-
tern of security-seeking.

Both shame and self-pity are implicated in rage. The
target of rage is often people who shamed or victimized
the enraged person or who refuse to help. Because of
the self-image of weakness, the person seldom ex-
presses rage directly due to fear of retaliation.

Self-respect is necessary to combat shame and self-
pity. It is difficult to feel ashamed when doing what is
right, nor is it easy to feel sorry for oneself. Self-respect
based on moral actions gives power to the person, and
a powerful person cannot readily feel shame or self-
pity, because the person feels adequate and worthwhile,
not inferior and vulnerable.

III. EMPIRICAL STUDIES

CAT originated as individual psychotherapy, and its
concepts have been applied to children, adolescents,
adult groups, and couples. Because it is a theoretical
perspective on personality and motivation, CAT can be
adapted to other forms of psychotherapy. When ther-
apy stalls, CAT concepts offer a fresh perspective on re-
sistance to change; familiarity is a powerful force in
people’s lives. Developed in a private practice setting,
CAT has not yet stimulated empirical studies.

IV. SUMMARY

CAT treats the personality vulnerabilities that under-
lie anxiety and mood disorders. It assumes that people
seek to restore their emotional setpoint by distorting
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perception and cognition and by pulling responses
from others that prompt personotypic affects. Failure
to change or maintain change is due to the power of the
emotional setpoint. Therapeutic procedures focus on
the understanding of these patterns of personality and
using such awareness to work against them. Special at-
tention is given to achieving self-respect, based on per-
sonal responsibility for doing what is right, to combat
shame, self-pity, and rage.

See Also the Following Articles
Anxiety Disorders: Brief Intensive Group Cognitive
Behavioral Therapy � Cognitive Behavior Group Therapy �

Cognitive Behavior Therapy � Rational Emotive Behavior
Therapy

Further Reading
Hankin, S. W. R. (1997). El proceso terapeutico en la terapia

de valoracion cognitiva. In I. Caro (Ed.), Manual de ter-
apias cognitivas. Barcelona: Paidos.  

Stern, J. (2000). Parent training. In J. R. White & A. S. Free-
man (Eds.), Cognitive-behavioral group therapy for specific
problems and populations. Washington, DC: American Psy-
chological Association.

Wessler, R. L. (1993). Cognitive appraisal therapy and disor-
ders of personality. In K.T. Kuehlwein & H. Rosen (Eds.),
Cognitive therapies in action: Evolving innovative practice.
San Francisco: Jossey-Bass.

Wessler, R. L. (1993). Groups. In G. Stricker & J. Gold
(Eds.), Comprehensive handbook of psychotherapy integra-
tion. New York: Plenum.

Wessler, R. L., & Hankin-Wessler, S. W. R. (1991). La terapia
de valoracion cognitiva. In Caballo V. E. (Ed.), Manual de
tecnicas de terapia y modification de conducta. Madrid: Siglo
Vientiuno Editores.

Wessler, R. L. (1990). Cognitive appraisal therapy. In J. K.
Zeig & W. M. Munion (Eds.), What is psychotherapy?: Con-
temporary perspectives. San Francisco: Jossey-Bass.

Wessler, R. L., & Hankin-Wessler, S. W. R. (1990). Emotion
and rules of living. In R. Plutchik & H. Kellerman (Eds.),
Emotion: Theory, research and experience. New York: Acade-
mic Press.

Wessler, R. L., Hankin, S., & Stern, J. (2001). Succeeding with
difficult clients: Applications of cognitive appraisal therapy.
New York: Academic Press.

434 Cognitive Appraisal Therapy



I. Outcome Research on CBGT
II. The Relevance of the Group in CBGT

III. The Structure of the CBGT Group
IV. Phases of CBGT
V. Intervention Strategies

VI. Some Closing Remarks
Further Reading

GLOSSARY

cognitive behavior group therapy (CGBT) Therapy that oc-
curs within the context of a group and that incorporates a
variety of cognitive strategies, modeling techniques, and
other behavioral techniques.

generalization phase In this phase clients are prepared to
transfer what they have learned in group to the natural en-
vironment. Extra-therapeutic assignments are designed to
be carried out in the community.

intervention phase Situational analyses and goal setting are
the primary foundations. Technical applications include
correcting cognitive distortion, providing corrective infor-
mation, exposure, modeling, and behavior rehearsal, with
input from other group members.

Cognitive-behavior group therapy (CBGT) refers to a
variety of different group approaches. What they have
in common is that therapy occurs within the context of
a group, and that intervention exploits various cogni-
tive strategies, modeling techniques, and other behav-

ioral strategies as well. The goals of intervention are be-
havioral, cognitive, and/or emotional change. Specifi-
cally they aim at the reduction of stress and anxiety
responses, depression, eliminating panic responses, re-
ducing bulemic behavior losing weight, the resolution
of phobic disorders, ameliorating agoraphobia, effective
management of chronic pain, improving general social
functioning, abstinence from risky sexual activity, and
increasing self-control in the area of drug and alcohol
abuse. (A comparable program has been described by
Rose in 1998 for use with disturbed children and ado-
lescents.) In the model proposed in this article the
clients make use of the conditions of the group to en-
hance the clients’ learning and motivation. Most CBGT
models teach specific skills for coping with and resolv-
ing unique problem situations. Skills are usually devel-
oped for coping effectively with situations that trigger
stress, anxiety, pain and/or anger through the use of var-
ious cognitive and behavioral procedures. In some cases
where the goals are approaching anxiety-producing sit-
uations or phobic objects, the clients are gradually ex-
posed to the phobic targets, often as a group. In almost
all CBGT groups extragroup tasks (homework) are ne-
gotiated with the clients as a means of transferring
learning to the real world. These tasks are monitored at
a subsequent session. The therapist in CBGT, although
presenting a highly structured program, in most cases
involves the clients in many goal, task, and intervention
decisions. Before we discuss CBGT in more detail, let us
examine some of the research related to this approach.
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I. OUTCOME RESEARCH ON CBGT

The research tends to provide support of the effec-
tiveness of CBGT in the treatment of social phobias.
For example, Heimberg in 1990 conducted a study
comparing CBGT with a credible placebo control in the
treatment for social phobias of 49 participants. Groups
met weekly for twelve 2-hour sessions. The CBGT con-
dition (n = 25) consisted of exposure to simulated pho-
bic events, cognitive restructuring of maladaptive
thoughts, and homework for self-directed exposure
and cognitive restructuring between sessions. The edu-
cational supportive psychotherapy comparison group
(ES) (n = 24), which acted as a control, consisted of lec-
ture–discussion and group support. While both groups
demonstrated significant pretreatment-to-posttreat-
ment change, CBGT patients’ phobias were rated as sig-
nificantly less severe than those of ES patients at
posttest assessment. Six-month follow-up data revealed
a similar pattern.

In another study Mattick and Peters in 1988 con-
ducted a study to assess the effectiveness of guided expo-
sure in groups with and without cognitive restructuring
in 51 subjects (24 male) with severe social phobia. The
guided exposure model of CBGT emphasized the role of
avoidance behavior in the etiology and maintenance of
phobias and involved exposure to moderately difficult
situations, the subjects being directed into increasingly
difficult situations, and self-directed exposure home-
work assignments. The combined model of guided ex-
posure and cognitive restructuring emphasized both
avoidance behavior and the role of irrational thoughts in
initiating and maintaining behavior and included sys-
tematic rational restructuring with elements of rational-
emotive therapy as well as identifying, challenging, and
altering maladaptive beliefs and attitudes. The combined
methods group showed a significantly greater improve-
ment than the exposure group from before to after treat-
ment. Results from the self-report measures of target
phobia avoidance rating indicated that the treatment re-
sulted in greater approach to the phobic object.

Support for CBGT in the treatment of agoraphobia
with panic disorder in intensive short-term CBGT (two
all-day workshop) was provided by Evans, Holt, and Oei
in 1991. They assigned 97 participants with the diagno-
sis of agoraphobia with panic attacks to either the treat-
ment (n = 74) or the control wait-list group (n = 23). All
subjects in the treatment condition attended the brief in-
tensive CBGT, which consisted of lectures regarding ago-
raphobia, relaxation training, cognitive rehearsal of
panic control messages, in vivo exposure, and group dis-
cussion. Waiting list participants were all consecutive re-

ferrals to the clinic following the treatment phase. Re-
sults revealed that patients who received the treatment
program had improved significantly at posttreatment
and at follow-up and that significantly more patients
were symptom-free or symptom-reduced following the
CBGT treatment than the control group.

Lidren and colleagues in 1994 reported the results of
a study that compared the effectiveness of CBGT in
treating panic disorder (PD). Thirty-six men and
women who met criteria of the DSM-III-R for PD were
randomly assigned to one of three conditions: biblio-
therapy (BT), group therapy (CBGT), or a waiting-list
control (WL) group. Both groups were compared to a
no-treatment control condition, and all three condi-
tions contained 12 subjects. Results in terms of de-
creased panic attacks and lessening of severity of
behavioral avoidance suggested the greater effective-
ness of both treatment conditions over the wait list.

A number of studies support the effectiveness of
CBGT in the treatment of eating disorders. For example,
Telch, Agras, Rossiter, Wilfley, and Kenardy in 1990 as-
sessed the effectiveness of CBGT in treating binge eating
disorders Forty-four female patients who binged were
randomly assigned to either CBGT (n = 23) for ten
sessions or a waiting list control condition (n = 21). At
posttreatment assessment, between-group comparisons
revealed that subjects in the intervention group reported
significantly reduced binge eating episodes compared
with subjects in the waiting list control group. CBGT
participants continued to binge significantly less fre-
quently than at baseline. However, bingeing was usually
not eliminated entirely.

Tanco, Linden, and Earle in 1997 conducted a study
evaluating the effectiveness of a cognitive group treat-
ment program on morbidly obese women. Sixty-two
obese women were randomly assigned to either the cog-
nitive program (CBGT), a behavior therapy weight loss
program (BT), or a wait-list control condition (WL).
Both treatment groups consisted of eight to 2-hour
weekly sessions with the wait-list control condition last-
ing 8 weeks. However, results revealed that scores for
the CBGT group improved significantly across time,
while those for the BT group and the control group did
not. The CBGT group and the BT group, but not the
control group subjects, lost significant amounts of
weight during the course of treatment. Analysis of body
mass index (BMI) revealed a decrease with time in both
the CBGT group and the BT group. Finally, the propor-
tion of subjects in the CBGT group exercising regularly
increased significantly over the course of treatment. Six-
month follow-up data suggested that all treatment ben-
efits were maintained.
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A number of studies lend modest support to the use
of CBGT in treating patients with hypochondriacal
complaints or somatization. Lidbeck in 1997 conducted
a study of the effectiveness of a short cognitive-behav-
ioral group treatment model for somatization disorder
in general practice. The CBGT condition consisted of
six treatment groups with three groups of six patients
and three groups of five patients making a total of 33
subjects receiving cognitive-behavioral therapy. The
treatment included patient education to explain the
psychological and physiological stress symptoms in
order to enable cognitive restructuring, relaxation train-
ing, and homework consisting of one relaxation train-
ing session. CBGT consisted of eight 3-hour sessions.
The control group consisted of 17 people: five groups of
3 patients and one group of 2 patients. Although no sig-
nificant differences were found in dealing with social
problems in either condition, reduction of illness be-
haviors was significantly greater in the CBGT condition
than in the control condition, both at posttreatment
evaluation and at the 6-month follow-up, and there was
also a group difference reported for hypochondriasis at
the 6-month follow-up. No significant differences were
reported for anxiety, depression, or sleep disturbance,
either at posttreatment or at the 6-month follow-up.
Medical usage was significantly different between the
CBGT and control conditions at the posttreatment eval-
uation and at the 6-month follow-up.

Avia and colleagues in 1996 also examined the effec-
tiveness of CBGT with hypochondriacal patients. Seven-
teen participants were assigned to either the CBGT
groups or the wait-list control group. The CBGT condi-
tion consisted of six weekly 1.5-hour sessions of general
education covering inadequate and selective attention,
muscle tension/bad breathing habits, environmental fac-
tors, stress and dysphoric mood, explanations given to
the somatic signals, practical exercises implementing ed-
ucational material, and homework to practice skills re-
lated to topic areas. The two CBGT groups were identical
except for the assigned therapist. The waiting list control
condition did not receive any form of treatment for the
duration of the experiment. Results suggested a signifi-
cant difference between CBGT and the control condition
in the reductions of physical symptoms, bodily preoccu-
pation, symptom interference, an overall reduction of the
IAS, and also in their overall change in dysfunctional
health beliefs. One year follow-up data reported that sub-
jects maintained their reductions in their worry about ill-
ness and continued reducing symptom interference.

CBGT has found some support in the treatment of
drug and alcohol abuse. Fisher and Bentley in 1996
conducted a study looking at the effectiveness of two

group treatment models, CBGT, disease and recovery
approach, and a usual treatment comparison group. The
CBGT condition consisted of interventions to enhance
self-efficacy, provide more realistic and appropriate ex-
pectations about the effects of the abused substance on
symptoms of personality disorders, increase adaptive
coping skills, and enhance relapse prevention capacity.
The disease and recovery group approach consisted of
interventions to develop an “alcoholic” or “addict”
identity, acknowledge a loss of control over the sub-
stance abuse and the effects of the personality disorder,
accept abstinence as a treatment goal, and included par-
ticipation in support group activities such as AA. Both
experimental groups met for three 45-minute weekly
sessions for 4 weeks. The usual treatment comparison
group did not receive experimental interventions and
met three times weekly in an open-ended group format.
The analysis revealed that within the outpatient setting,
the CBGT was significantly more effective than the dis-
ease and recovery group and the control group in reduc-
ing alcohol use, enhancing psychological functioning,
and in improving social and family relations.

Eriksen, Bjornstad, and Goetestam in 1986 evaluated
the efficacy of a CBGT model that used primarily social
skill training procedures with patients who abused al-
cohol. Social skills training as part of inpatient treat-
ment for patients with DSM III diagnosis of alcohol
dependence delivered in a group format resulted in bet-
ter outcomes than a traditional discussion group. Over
the 1-year period after discharge, patients who had re-
ceived social skills training were abstinent 77% of days,
whereas control patients were abstinent 32% of days. In
1997, Vogel, Eriksen, and Bjoernelv also found support
for the greater efficacy of the treatment of alcoholics in
social skill groups over those in a control condition 1
year after the end of therapy.

Roffman and colleagues in 1997 assessed the effec-
tiveness of CBGT to prevent HIV transmission in gay
and bisexual men. Approximately 159 men were
matched and assigned to receive either the 17-session
group counseling (n = 77) or remain in an 18-week
wait-list control (n = 82) condition. The CBGT condi-
tion was based on a relapse prevention model. Early ses-
sions emphasized building group cohesion (one of the
few studies that explicitly did so), HIV education, moti-
vational enhancement, and goal setting. Middle sessions
focused on determining antecedents to risky behavior
and developing appropriate coping strategies that in-
cluded coping skills training in high-risk situations that
involved communication, cognitive activities, and be-
havioral strategies. Maintenance strategies for the
preservation of safer behaviors were also included. This
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study utilized one specific dependent measure: absti-
nence from AIDS-risk sexual activity over the 3-month
period prior to reassessment. Data reveal men exposed
to the treatment group had roughly 2.3 times the odds
of success experienced by men assigned to the no-treat-
ment control condition. Also, results indicate that the
intervention appeared to be more effective with exclu-
sively gay than with bisexual men.

Lutgendorf and co-workers in 1997 conducted a
study of gay men diagnosed with HIV seropositive sta-
tus to measure the psychological and immunological ef-
fects of a cognitive-behavioral stress management group
(which could also be classified as CBGT) (n = 22) ver-
sus a wait-list control (n = 18). The CBGT group met for
weekly 135-minute sessions that consisted of didactic
components explaining physiological effects of stress,
stress-immune associations, cognitive-behavioral the-
ory of stress and emotions, identification of cognitive
distortions and automatic thoughts, rational thought re-
placement, coping skills training, assertiveness training,
anger management, identification of social supports,
group discussion of personal examples, and homework.

Results of measures assessing relaxation practice and
mood changes revealed a correlation between regular-
ity of relaxation practice and changes in depression and
anxiety, and in assessing immunologic effects. No
changes, however, were found between groups at
posttest or within groups over time in most of the im-
munological measures.

Adjustment of newly diagnosed cancer patients was
found in a study by Bottomley, Hunton, Roberts, Jones,
and Bradley in 1996. The groups compared were a
CBGT condition (n = 9), a social support group (n = 8),
and a wait list control condition (n = 14). Both treat-
ment groups met for 8 weeks with sessions lasting 90
minutes. The cognitive-behavioral intervention focused
on challenging dysfunctional thinking and learning
coping skills while the social support group encouraged
open and honest expression of ideas and employed
topic-based discussions as primary treatment modali-
ties. No significant differences were found between
treatment groups at postintervention. However, differ-
ences in groups’ scores on the Fighting Spirit subscale
approached significance, suggesting that patients in the
CBGT group received the most significant benefit in de-
veloping coping styles such as fighting spirit. However,
at 3-month follow-up data indicate that the CBGT
group significantly improved in their fighting spirit as
compared to the other two groups. Also, a trend toward
deterioration in the scores of the nonintervention con-
dition was statistically significant in terms of increased
helplessness and depression.

In the use of CBGT in the treatment of men who
batter (see review by Tolman and Edleson in 1995),
the results are mixed, although the authors note that
consistent findings in varying programs, using vari-
ous methods, seem to result in a large number of men
stopping their violent behavior. In most studies they
report that CBGT was more effective than a control
group but not significantly more effective than alter-
native treatments.

In summary, the research cited earlier lends some ev-
idence for the effectiveness of CBGT with a wide variety
of presenting problems, although more research is
needed. Often the group phenomena was confounded
with the cognitive-behavioral procedures. The control
groups were often not randomly assigned although the
authors provided evidence for similarity of experimen-
tal and control conditions. In addition, it should be
noted that in many of these and other studies, the num-
ber of subjects was low, and hence the power to reject
the null hypothesis extremely small. It is in fact surpris-
ing that so many studies found a significant difference
between control group and treatment conditions in
spite of the small number. In all cases there was at least
a no-treatment control group but often in the absence of
a best possible alternative permitted only the conclu-
sion that CBGT was better than nothing. In the several
studies in which contrast groups existed, differences oc-
casionally existed. No power analysis was reported
prior to the intervention of most of the studies. The in-
dividual was in all cases the unit of analysis in spite of
the fact that the treatment was in groups, thus incurring
both statistical as well as psychological dependency.

One of the reasons for the modest methodological
quality of research on small therapy groups is the com-
plexity of such designs for groups and difficulty in re-
cruiting sufficient subjects to meet quality design
requirements. Second, because of the need to standard-
ize treatment packages, individualization in experiments
had to be ignored in contrast with actual practice. Third,
most of the studies were field experiments that required
special protections for the subjects that often worked
against a strong design.

II. THE RELEVANCE 
OF THE GROUP IN CBGT

It is possible to do therapy in groups without making
very much use of the group. Although most of the stud-
ies cited earlier do not include group interventions and
group problems in their description, at the very least,
all of them employed some form of group discussion
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and member interaction. Unfortunately, the content
and purpose of this discussion was not always made
clear. This section describes the potential advantages as
well as the difficulties, created by working with clients
in a CBGT or any other group approach. Ways for deal-
ing with some of the difficulties inherent in groups are
also suggested. Many of the assumptions stated have
been drawn from clinical practice. (For more details for
adult groups see Rose’s 1989 work and for groups of
children and adolescents see Rose’s 1998 research.)

A. Advantages of the Group

First, group membership commonly ends the sense
of isolation many clients feel. It is difficult to maintain
the feeling that you are the only person experiencing a
particular problem when you are surrounded by other
individuals who are dealing with similar issues. One of
the potentially therapeutic factors in group treatment
is the interaction with others who share common con-
cerns (Yalom in 1985 referred to this as “universal-
ity”). Listening to others who describe and solve
problems brings hope to the client that his or her
problems are also manageable, which Yalom in 1985
also stated is a curative factor. These group phenom-
ena are supported by the therapists who continuously
permit members to help each other and create other
conditions that increase the cohesion and work focus
of the group. Helping others, a form of altruism and
group cohesion, has also been described as curative
factors by Yalom in 1985.

The group provides the client with a source of feed-
back about those behaviors that are irritating or accept-
able to others and about those cognitions that can be
viewed as distorted, self-defeating, and/or stress elicit-
ing. As a result the group contributes to improved self-
assessment for the individual client.

Another reason for using groups is the frequent and
varied opportunity for mutual reinforcement. We have
noted that clients find reinforcement from other group
members more powerful than reinforcement from a
single therapist. Reinforcement is a highly valued com-
modity in interpersonal relationships. As clients in-
crease the frequency of reinforcing others, they note that
they are reciprocally reinforced by others, and mutual
liking increases. Each client is given the chance to learn
or to improve his or her ability to mediate rewards for
others in social interactive situations (with acquain-
tances, friends, family members, acquaintances in other
groups, with other group members, etc.). The group
therapist can create situations in which each client has
frequent opportunity, instructions, and rewards for rein-

forcing others in the group. Special group exercises have
been designed to train clients in mutual reinforcement,
and extragroup tasks (homework assignments) are used
to encourage clients, deficient in reinforcement skills, to
practice them in the real world. The completion of these
tasks is monitored by other group members.

In groups, a client must learn to deal with the idio-
syncrasies of other individuals. Clients must wait while
other people explain their problem. They must learn to
tolerate what they perceive to be inadequate or even
inane advice. Clients may be required to tolerate major
differences with other group members and in some
cases to deal with them. They must learn how to offer
other clients critical feedback and advice in a tactful
and helpful manner. By helping others, clients are
likely to practice a set of strategies for helping them-
selves and learn a model of helping others that can be
applied outside of the group. In this way they are likely
to improve their relationships with others.

Therapy groups simulate the real world of natural
friendship groups more accurately than does individual
therapy if the therapist permits and even encourages
such simulation. Individual therapy consists solely of a
high-status therapist and a low-status client. Due to the
greater similarity of the group to other social situations
in the real world, the group setting facilitates transfer of
newly learned behavior from the therapeutic setting to
the community.

Groups create the opportunity for the group therapist
to use an abundance of therapeutic procedures that are
either unavailable or less efficient in individual treat-
ment. Among these procedures are the “buddy system,”
numerous group exercises (see, e.g., Rose’s work in
1998), multiple modeling, group feedback, group brain-
storming, and mutual reinforcement. Groups also pro-
vide each client with a large number of models,
role-players for overt and covert behavioral rehearsal,
manpower for behavior monitoring, and partners for use
in a “buddy system.” By simulating the social world, the
group provides a natural laboratory for learning, discus-
sion, behavioral testing, and leadership skill develop-
ment. All of these acquired skills are essential to form
good social relationships in any setting.

In the process of interaction in therapy groups, norms
(informal agreements among members as to preferred
modes of action and interaction in the group) often
arise, which serve to control the behavior of individual
members. If these norms are introduced and effectively
maintained by the group therapist, they serve as power-
ful therapeutic tools. The group, through group discus-
sion of the implication of nonconformity to the norms,
pressures deviant members to conform to such norms as
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attending regularly, mutual reinforcement of assignment
completion, self-disclosing, analyzing problems system-
atically, and assisting peers with their problems. Of
course, if the group therapist is not careful, antithera-
peutic norms also can be generated such as members
coming regularly late, or having group members inap-
propriately or prematurely confronting one another.

In addition to modifying the norms of the group, the
group therapist can facilitate the attainment of both in-
dividual and group therapy goals by such procedures as
modifying the cohesiveness of the group, the status
pattern, or the communication structure in the group.
Group problems are also dealt with and resolved when
they arise. Much of the power of group therapy to facil-
itate the achievement of therapy goals is lost if negative
group attributes are permitted to fester.

B. Limitations of the Group 
as the Context of Therapy

Of course, groups are not without major disadvan-
tages. Two mentioned earlier were that antitherapeutic
norms occasionally develop and may be maintained if the
therapist does not deal with such norms with the group
members. Moreover, such phenomena as group conta-
gion and mutual aggression can sometimes get out of
hand in groups. In spite of such complications strategies
for dealing with such group phenomena are available.

A relevant limitation to be concerned with is that it is
more difficult to individualize each client in the group
than in individual therapy. For efficiency, the group
therapist is continually looking for common goals to
pursue and may, therefore, overlook the unique needs
of one individual. Within many complex group interac-
tions, identifying the distinct needs of specific individ-
uals requires a great deal of attention. Another threat to
individualization is the fact that in order that everyone
has a chance to participate actively in every session, re-
straints must be placed on people who talk more than
their share. This is sometimes frustrating, but failure to
limit excessive talking can result in the frustration of
other members. The use of exercises with built-in re-
strictions depersonalizes the giving of structure and
usually makes it more acceptable.

Confidentiality is more difficult to maintain in groups
than in the therapeutic dyad. Confidentiality and the
consequences of breaches need to be dealt with by the
therapist in pregroup screening and early group sessions
so that all group members conform to appropriate stan-
dards of conduct. Nevertheless, the participants are not
professionally trained and abuses do occasionally occur
and when revealed have to be dealt with in the group.

Finally, working with groups requires an extensive
repertoire of skills and training to be minimally effec-
tive. Unfortunately, such training programs are not
ubiquitously found in psychology, social work, coun-
seling, psychiatry, or other professional training pro-
grams. However, training programs are available in the
form of workshops. Exercises are available that can be
used to develop in-service training (see Rose’s 1998 dis-
cussion for more detail).

If the group therapist is aware of these limitations, all
of the above potential problems can be avoided or,
should they occur, dealt with. In this and the following
sections the specific ingredients of CBGT are described.
Since there are many models of CBGT, the focus is on
the most eclectic approach, one that uses a wide variety
of interventions and takes advantage of the group phe-
nomena. How this model differs from other models is
occasionally pointed out.

III. THE STRUCTURE 
OF THE CBGT GROUP

Before the interventions and phases of treatment are
described, a number of practical questions need to an-
swered regarding number of participants, number and
duration of sessions, number of therapists, and charac-
teristics of members.

A. Size of the Group

The size of a group depends on its purpose, need for
individualization, and practical considerations such as
available space, length of stay in the institution, and
available staff. Since individualization within a group is
highly valued, the outpatient groups with which this
approach has been used usually range in size from
three to eight members. Generally, however, six mem-
bers makes it possible to involve everyone at every ses-
sion. Having a group with less than three members
seems to lose many of the beneficial group attributes
discussed earlier. A group larger than eight makes it
difficult to allow every member to bring in a problem-
atic situation at every meeting.

There are sometimes clinical practical reasons to
modify this range. A limited number of staff may be
available and a need for a group has been established.
In some agencies groups of 12 or more clients have
been carried out effectively, especially when all the
clients share a common problem area, or if there are
two therapists and the activities of the group are fre-
quently carried out in subgroups. If there are two expe-

440 Cognitive Behavior Group Therapy



rienced therapists available, it would, based on my ex-
perience, be more efficacious to have two small groups
than one large group. Often these larger groups have a
more didactic than therapeutic goal purpose.

Institutional groups tend to be larger because they
often overlap with the residential group. In order to fa-
cilitate greater individualization, the group may be di-
vided into two subgroups, one led by the group therapist
and the other by the residential worker or family worker
or even a supervisor. Another reason for larger groups in
institutions is that as a rule they meet much more fre-
quently than outpatient groups. If a group meets every
day, even if the group is large, each individual in the
course of the several meetings a week will have the op-
portunity to focus on his or her problems.

B. Frequency, Length, and Duration
of Group Sessions

Group size is also a function of the frequency, length,
and duration of sessions. Most outpatient groups are
time limited, and meet for approximately 2 hours a
week for 6 to 18 weeks. In our review of the literature
the modal number is 8, but most therapists prefer 12 to
18 sessions in order to achieve most treatment goals.
Regular weekly sessions rather than the more variable
schedule recommended later are the general pattern
primarily because of the personal or work schedules of
the families, of the clients, and of the group therapist
rather than for any particular therapy rationale. Some
have been able to follow 8 weekly sessions with 4
monthly ones as a way of providing the clients with
more gradual fading of the intensity of treatment.

The exact number of sessions for outpatient groups
depends on the purpose of the group, its composition,
and certain practical limitations. In heterogeneous
groups (members enunciating diverse presenting prob-
lems), in order to deal with a wide range of problems 14
to 18 sessions are usually required to meet treatment
goals. When a highly specific and limited goal is pur-
sued, a fewer number of sessions may suffice. In general,
however, assuming major goals have been achieved
after one set of therapy sessions, clients are referred to
nontherapy groups such as at the YMCA/YWCA, yoga
classes, bridge clubs, or sports groups to provide rela-
tively safe opportunity to practice, unsupervised, what
they have learned in therapy. Referral to individual ther-
apy or support groups may also occur if clients have
demonstrated increased motivation but are not yet ready
to demonstrate their skills in the real world.

In institutions, transitional groups (groups that pre-
pare the client to go back to the outside world) will

meet from 1 to 3 hours daily from their onset until ter-
mination, which is usually about 3 to 6 weeks. Only
modest research exists to point the way to differences
in the number of sessions. In adult groups in the ther-
apy of social anxiety, D’Alelio and Murray in 1981
demonstrated that eight 2-hour sessions was signifi-
cantly more effective in reducing social anxiety than
four 2-hour sessions, perhaps because there is more
extragroup time to practice what is learned in the
group. In anger management groups for adolescents,
Lochman in 1985 demonstrated the greater effective-
ness of 16 sessions over 8 in increasing the control of
anger by the youth.

As we mentioned earlier, although most outpatient
groups are closed, some are also open-ended and have
no set duration. In private practice especially, these
groups of indefinite length tend to be organized. When
the clients provide evidence that goals have been at-
tained and a plan for generalization has been designed,
the clients are helped by the other members to plan to
terminate. Of course in such groups, termination of a
given individual may also occur against the advice of
the group therapist, as the attraction of the group fades
for that individual without concurrent achievement of
treatment goals.

In residential treatment, CBGT groups tend to
meet every weekday or every other day for an hour
and half for as long as the client is in the institution.
Occasionally a client will miss sessions for such prac-
tical reasons as illness, doctor’s appointments, court
appearances, psychological testing, and special pro-
grams. Some institutions use CBGT only 2 or 3 of the
5 days, using the other days for more traditional
methods.

C. Number of Group Therapists

As the number of group therapists in any one group
increases so does the cost to the client, to the agency, or
to the community. There is no evidence that two expe-
rienced group therapists are more effective than one,
provided that the group therapist is experienced and
trained. Thus, in most cases one group therapist is ade-
quate and less costly than two or more. Moreover, two
therapists often seem to amplify what the other says,
which limits the time available for the clients to partic-
ipate. There are, however, several situations in which
more than one group therapist is required: if one of the
therapists is in training, if both therapists are learning
the method for the first time, if the group is larger than
10 persons, and if there are several acting-out persons
in the group.
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IV. PHASES OF CBGT

A. Beginning the Group

The structure of interaction in most models of CBGT
can be divided into phases. Each phase overlaps with
other phases, but in each phase the therapist focuses
somewhat more on one set of behaviors than another.
All have a “beginning the group” phase in which clients
are oriented to the method, get to know each other, and
the cohesion of the group is developed. Orientation in-
volves explaining to clients what they can expect from
the group experience and what is expected from them.
The therapist usually describes the larger structure in the
beginning and gradually fills in the details as the group
progresses or as a new intervention is introduced.

Cohesion refers to the mutual liking of members
with each other and with the therapist and their attrac-
tion to the program of the group. In our groups, the co-
hesion of the group can be enhanced by the use of
group introductory exercises in which members inter-
view each other in pairs and partners introduce their
partner to the group. It is also a safe way of increasing
broad participation and is the first step in self-disclo-
sure. Cohesion is also enhanced by creating opportuni-
ties for continued broad participation, protecting
members from premature and/or too harsh confronta-
tion, keeping the interaction generally positive, using
variation in the program, occasionally using humor,
and developing opportunities for choice and self-deci-
sion-making by the members. The cohesion is continu-
ally monitored at the end of every session on one
question of a postsession questionnaire (see later).

B. The Motivational 
Enhancement Phase

At the same time that the group begins and continu-
ing into the later phases, in some models of CBGT the
therapist focuses on increasing the motivation of the
participants. (In most of the research cited earlier, this
phase has not been explicated. One exception is found in
the study by Roffman in 1997). When most clients enter
a treatment group for the first time, they are often anx-
ious, afraid of what others might think of them, and hes-
itant to expose their flaws to other people. They are
often poorly motivated to work on the very problems
that brought them to, or resulted in their being sent to,
the group. This lack of motivation is particularly appar-
ent in groups of involuntary clients such as men who
batter, prisoners, and those who suffer from addictions.

However, even in voluntary groups, this ambivalence
can often be detected. The type of behaviors often ob-
served at the first session or even in the pregroup inter-
view are a reluctance to speak, some anger about being
in treatment, denial of any serious problems, setting
themselves apart from the others in the group, speaking
only to the therapist, an unwillingness to disclose any-
thing about themselves, and an unwillingness to develop
goals, treatment plans, or extragroup tasks.

Motivation has been operationally defined as the readi-
ness of the client to participate actively in the treatment
process (as discussed by Miller and Rollnick in 1991).
This can be assessed by therapist’s observations of the
level of self-disclosure and other forms of participation of
a self-report checklist. Strategies for enhancing motiva-
tion have been developed and are implemented through-
out the treatment process to maintain the client’s
ever-changing commitment to change. Although in 1991
Miller and Rollnick viewed motivation as an individual
characteristic, one often observes in groups a phenome-
non in which motivation of each mutually influences the
motivation of others. There appears to be a shared or pre-
vailing group level of motivation. Miller and Rollnick
identified a number of principles to be considered in the
process of enhancing motivation. Some of these princi-
ples include normalizing ambivalence, contrasting costs
and benefits of changing or resolving problems, eliciting
and reinforcing self-motivational statements, and remov-
ing barriers to treatment. In addition, the therapist carries
out a set of interviewing principles, such as supporting
self-efficacy, avoiding argumentation, providing clear ad-
vice, and delivering continued feedback to the client. In
groups the members are encouraged to respond in a sim-
ilar fashion to each other.

C. Assessment Phase

Overlapping with cohesion building and orientation
is the assessment phase. This actually begins with the
client selecting a given group with a general theme in
which she or he is interested or has major concerns
(e.g., anxiety management, anger control, dealing with
HIV infection). In the group and even in an intake in-
terview, the particulars of the problem begin to be
spelled out. Many practitioners make use of such paper
and pencil tests as Beck’s 1976 depression inventory,
the fear survey schedule, and the fear questionnaire.
Many other instruments are to be found in research
summarized earlier. For practitioners a useful qualita-
tive procedure often used is some form of situational
analysis. Members can be trained by means of group
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exercises and therapist modeling to identify and de-
scribe recent problematic or stressful situations in
which they are dissatisfied with the responses. These
situations are highly specific events that represent a
sample of the more general complaint.

Client: Even though I am lonely most of the time
and would like to meet people, I guess I don’t do much
to help myself (general problem).

Therapist: Can you give me a recent example of
when you avoided doing something that would bring
you in contact with others?

Client: That’s easy; just this evening my brother called
me to come for dinner, Friday. He said there would be
some interesting new people there (situation). (This
point is the critical moment.) The idea of meeting all
those people scared the hell out of me (affective re-
sponse) so I lied to him and told him I would have to be
working that night (verbal response). I guess I’ll never
meet people that way (indicates dissatisfaction). But the
people in this group have told me I’m a pleasant person
and an interesting one, too (resources), so maybe this is
something I can work on (goal).

Client 2: Sure, I have trouble controlling my temper
(general problem). My dad was that way too (early
background). But, Jeez, sometimes my wife, Shirley, re-
ally pushes my button with all her nagging (recent
background). Thursday, when she told me to take the
garbage out for the third time (situation) (at this point
the critical moment), I thought, “there she goes again,
nagging me” (cognitive response), then I really got tee-
ed off (affective response) and I let her have it (physi-
cal response). She called the cops (consequence) and
I’m out on my own again (long-term consequence).

After the client provides a brief background, the situ-
ations are described in terms of what happened, where
it happened, with whom it happened, and when it hap-
pened. Each client identifies a critical moment in the
event and the behavioral, emotional, and cognitive re-
sponse at the critical moment. (The critical moment is
that instant in time that separates the triggering event
from the response of the client.) The clients also state
their level of dissatisfaction with the response and ex-
amine the long- and short-term consequences of their
responses. In the assessment phase the group is used by
having members evaluate each other’s presentation as
to how well the description meets the criteria.

Goal setting is also part of the assessment phase. Both
individual treatment and common treatment goals are
developed by each client, and, later in the process, group
goals are formulated concerning group conditions re-
quiring change. The attainment of group goals should

mediate the achievement of the individual treatment
goals. As part of systematic problem-solving, specific
treatment targets or goals are concrete behaviors, sets of
actions, or identifiable cognitions that occur in response
to a given specified problem situation. These behaviors
and cognitions are specific to a given client and are iden-
tified in the interaction among members and in their de-
scription of problematic situations that they experience
in their day-to-day social encounters. Since goal attain-
ment is future oriented, the group therapist, group mem-
bers, and each client together estimate a time frame for
attaining the goal, which is incorporated into the formu-
lation of the goal. Although clients identify unique indi-
vidual goals, in groups common goals shared with some
or all of the other group members are also identified.
Common goals permit greater efficiency in terms of in-
formation to be provided, group exercises to be used,
and problems to be solved. Most goals are developed
over time, as members learn the language of therapy and
begin to describe their problems in this highly specific
terminology. When goals are not forthcoming from a
given individual, the other members can “brainstorm”
goals, based on earlier discussions, that might be consid-
ered by the reluctant client.

Group goals refer to a future change in interactive
phenomena that occur in the group. An example of
one group goal is “at the end of this session, all the
members of the group will have actively participated
in the role-plays.” Another is “by the end of the next
session, the members all establish a norm that extra-
group tasks will be completed if agreed to at a prior
session.” A third example is “the attraction of the
members to each other (as measured on a postsession
questionnaire) will increase from the previous session
to the end of this session.” Although we urge formal
goal setting as part of the treatment process, in some
versions of CBGT the use of goals is more implicit than
explicit. Group goals can sometimes be estimated by
means of a postsession questionnaire distributed at the
end of each session.

In the postsession questionnaire (PSQ) participants
rate their own response to various aspects of each group
session. A variety of group problems and group goals can
be formulated in terms of these scales, which are in the
form of 6 to 12 questions administered to all the mem-
bers and the therapist at the end of every session. Some of
the following are examples of PSQ items commonly used.

1. How useful was this session?
1-----2-----3-----4-----5-----6-----7-----8-----9

not at all very little somewhat quite a bit extremely
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2. How actively involved were the members in today’s
session?

1-----2-----3-----4-----5-----6-----7-----8-----9
not at all very little somewhat quite a bit extremely

3. How helpful were members to each other during this
session?
1-----2-----3-----4-----5-----6-----7-----8-----9

not at all very little somewhat quite a bit extremely

4. How much did the members reveal about themselves
(their real thoughts, feelings, motivations, and or
concerns) during this session?
1-----2-----3-----4-----5-----6-----7-----8-----9

not at all very little somewhat quite a bit extremely

5.How close did the members feel to each other during
this session?

1-----2-----3-----4-----5-----6-----7-----8-----9
not at all very little somewhat quite a bit extremely

6. How upset or angry were the members during this
session?

1-----2-----3-----4-----5-----6-----7-----8-----9
not at all very little somewhat quite a bit extremely

7. How much did the members control the content and
direction of this session?

1-----2-----3-----4-----5-----6-----7-----8-----9
not at all very little somewhat quite a bit extremely

Means, discrepancies among the members, and discrep-
ancies between the mean of the members and the thera-
pist’s observations provide a rough estimate of some of
the group phenomena as perceived by the members with
the group. These data and member comments are dis-
cussed at the beginning of the subsequent session.

Group attainment scaling can also be used in group
therapy as a way of estimating whether group goals are
achieved. Group goals usually refer to a change in
process such as broader participation, greater cohesion,
increase in on-task behavior, greater decision making
by members, and reduction of in-group conflict. A
commonly used example of a Group Goal Attainment
Scale (for more details on goal attainment scaling, see
Kiresuk, Smith, and Cardi’s 1994 discussion) in CBGT
is the following:

Much less than expected (–2). Members talk almost ex-
clusively to group therapist (91% or more).

Moderately less than expected (–1). Members talk prima-
rily to group therapist (65%–90% of the time).

Expected level (0). Members talk about equally to other
members and to group therapist (35%–64%).

Moderately more than expected (+). Members talk pri-
marily to other members (10%–34% toward leader).

Much more than expected (+2). Members talk almost ex-
clusively to each other (9% or less toward leader).

As observed in some of the research summaries pre-
sented earlier, individual and common treatment goals
in CBGT have included a wide range of targets including
managing pain, stress, anger, depression, or anxiety; re-
ducing and/or eliminating the use of drugs, alcohol, or
cigarettes; eliminating violence toward one’s spouse and
children; improving parenting skills; reducing the fre-
quency of bulemic behavior; increasing safe sex prac-
tices; increasing positive life experiences in the face of
personal tragedies; building more satisfying experiences;
and reducing negative or self-defeating self-statements
or avoidance behavior. Most of these goals can be broken
down into even more specific short-term goals to be
achieved by the end of one or two subsequent sessions.

D. Intervention Phase

Situational analyses and goal setting become the
foundation for the intervention phase, which may in-
volve correcting cognitive distortions implied in the
situation, providing corrective information, exposure
to the anxiety-producing object, systematic problem
solving, modeling and rehearsing alternatives, reinforc-
ing successful actions, and other interventions, most of
which are carried out in the group with the help of the
other group members. All of these interventions as they
are applied in groups are described later.

E. Generalization Phase

In the generalization phase, which overlaps with the
earlier phases, clients are prepared to transfer what
they have learned in the group to the outside world
and to maintain what they have learned in therapy be-
yond the end of therapy. In particular, extragroup tasks
are designed for each member, usually at the end of
every session, to be carried out in the community.
Some of the other principles that are incorporated into
treatment and that guide the planning for generaliza-
tion are teaching the target behaviors in varied and
multiple ways, finding opportunities for clients to
teach what they have learned to others, encouraging
clients to go public with their intervention plans and
goals, gradually increasing the level of difficulty of ex-
pected behavior, preparing the clients for potential set-
backs, having booster sessions following termination,
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and encouraging membership in support or social
recreational groups following group therapy.

V. INTERVENTION STRATEGIES

Almost all models of CBGT make use of a wide vari-
ety of interventions. Different models tend to emphasize
different sets of interventions. These include cognitive
change procedures, guided group exposure, modeling
techniques, relaxation training, problem-solving tech-
niques, operant procedures, community change strate-
gies, relationship enhancement methods, and small
group techniques, all of which are now discussed in
more detail.

A. Cognitive Change Methods

Since the method is referred to as cognitive-behav-
ioral, the major strategies employed focus on correct-
ing distorted cognitions and replacing them with
coping thoughts. Specifically, it includes such tech-
niques as cognitive restructuring, cognitive modeling,
self-instructional training, and realistic goal setting.

The most commonly used form of cognitive restruc-
turing in groups is derived from the work of Aaron Beck
in 1976. Bottomley, Hunton, Roberts, Jones, and Bradley
in a 1996 study described earlier used Beck’s method of
challenging dysfunctional thinking of clients by the
therapist. In groups the challenging may also be the re-
sponsibility of the other group members as they learn
the correct techniques. In addition, the clients are helped
to develop alternative cognitive coping skills and some
behavioral alternatives as well (e.g., relaxation, recre-
ational skills, social skills). The cognitive coping re-
sponses are often practiced in the group in role-plays
(cognitive rehearsal). One technique proposed by Beck
and Emery in 1985 that lends itself in particular to
groups is “point counter point.” In this technique a tar-
get client argues why his position is distorted or illogical,
while another member or the group therapist try to sup-
port the illogical position. The discussion is first devel-
oped in pairs and then later presented to the entire
group. The group members may coach the target client
in his or her new role. The danger is that sometimes the
group is too aggressively confrontative. To avoid this the
group members are first trained through therapist mod-
eling and explanation and a group exercise how to de-
liver and receive critical feedback.

Another version of cognitive restructuring as dis-
cussed by Meichenbaum in 1977 that we employ most

frequently as noted by Rose in 1998 is characterized by
a set of procedures used to change self-defeating or il-
logical patterns of thinking to self-enhancing or logical
ones. It is the first step used in improving cognitive cop-
ing skills. It is assumed that in a given set of circum-
stances cognitions partially mediate overt behavioral
responses. These cognitions include how one values
oneself and one’s actions and how one specifically
thinks or responds covertly in a given situation. The
clients are trained to identify self-enhancing and self-de-
feating thoughts in case examples or exercises. Later
they learn to identify their own self-defeating thoughts
and try to change these to self-enhancing thoughts.
They are taught through modeling initiated by the ther-
apist and rehearsal by the client of the new cognition.
Rehearsals may be carried out by all the group mem-
bers, one after the other. Self-instructional training as
described by Meichenbaum in 1977 combines cognitive
restructuring and problem solving. It consists of the
members being encouraged to make step-by-step ver-
balizations concerning the problem definition (“What’s
wrong with the way I’m thinking about this?”), problem
focus (“What can I do about it?”), focusing of attention
(“I should think about how that will get me in trou-
ble”), coping statements (“If I keep relaxing I won’t
blow it!”), and self-reinforcement (“Wow! I did it! See, I
can do it!”). To prepare for implementation of these
strategies the group therapist or another client demon-
strates (modeling) what might be said to oneself. This is
followed by practice (rehearsal) by the client with the
problem, first stating the coping statements aloud, then
whispering, and eventually silently stating the coping
statements to himself or herself. The group members
serve as coaches for each other. This technique is often
integrated into guided group exposure.

B. Guided Group Exposure

This technique has been primarily used in the treat-
ment of agoraphobia, as described by Hand, LaMon-
tagne, and Marks in 1974, although some practitioners
and researchers have used it with other phobic objects
usually in combination with cognitive restructuring
and other techniques. The guided exposure involves
exposure of the client in groups to feared situations in
vivo, first together with other group members and then
eventually alone. For example, a group of clients who
suffered from agoraphobia went toghether to a depart-
ment store after preparing by means of cognitive re-
structuring and the modeling sequence. The first trial
was in the morning when the store was almost empty;
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later they went at noon when it was more crowded; and
the third time they went to the department store during
a high volume sale. Later, they tried out the same exer-
cises with partners from the group and eventually they
performed them alone. Emmelkarnp and Kuipers in
1985 reviewed the commonly used procedures and the
current research that lends support to these methods.
As described earlier Mattick and Peters in 1988 con-
ducted a study to assess the effectiveness of guided ex-
posure with and without cognitive restructuring. The
combined model of guided exposure and cognitive re-
structuring was significantly more effective than
guided exposure alone. Evans, Holt, and Oei in 1991
reported on the long-term effects of a brief intensive
CBGT in which group exposure methods combined
with cognitive and other procedures were successfully
used in treating agoraphobia. Heimberg and Colleagues
in 1990, as described earlier, successfully used expo-
sure methods and cognitive restructuring to signifi-
cantly change the prosocial behavior of social phobics.

C. Modeling Methods

In our experience, symbolic modeling is one of the
most effective strategies in group therapy. As we noted
earlier, modeling by the therapist and the members for
each other was an integral part of all of the other strate-
gies described so far. Modeling strategies in groups have
also been used in preventive and behavioral medicine
with patients using the health care system (as described,
for example, by Newton-John, Spence, and Schotte in
1995, and by Subramanian in 1991 and 1994). It has
also been used successfully with mentally ill patients
with social impairments, (as discussed by Daniels and
Roll in 1998, and by Van Dam-Baggen and Kraaimaat in
1986). Modeling techniques are the central procedures
in assertion training and play an important role in teach-
ing clients how to cope with stress. In addition, because
of the presence of many potential models and sources of
feedback, modeling is especially useful in groups.

Symbolic modeling involves simulated demonstra-
tions (role-playing) by group members, the group thera-
pist, and/or special guests in the group. It may also
include video or audio tapes of actors or real clients. The
advantage of symbolic modeling over real-life modeling
is that simulated modeling can be focused and devel-
oped systematically by the group and group therapist. It
can be applied in simple situations with one critical mo-
ment or eventually in complex situations consisting of
many critical moments. In symbolic modeling the group
therapist can direct the action so that successful efforts

can be reinforced and unsuccessful ones terminated and
redeveloped. The small group is especially well-suited to
the use of symbolic modeling since it affords a rich
source of ideas as to what the model should do, and mul-
tiple models and multiple sources of feedback to the per-
son attempting to duplicate the role of the model. The
techniques used in enhancing the modeling effects are
drawn from the assumptions about and research on so-
cial learning, theory according to Bandura in 1977.

As in the earlier examples, most modeling is used
solely by the therapist to demonstrate a given behavior
or set of behaviors. However, modeling may be used as
a major intervention package. In that case the modeling
sequence in its entirety makes use of a number of steps.

1. The therapist orients the group to modeling and
demonstrates the modeling steps (the first few
times only).

2. Based on a situational analysis of an interactive sit-
uation, each client presents a situation he or she
wants to have role modeled. The client clarifies the
roles of model, target person, significant others,
and observers.

3. A model is selected who demonstrates the desired
behaviors. The model may be the therapist, a group
member, or a guest invited for that purpose.

4. The target person rehearses or practices what she
or he has observed, if necessary with some coach-
ing or assistance from others (rehearsal plus coach-
ing). If coaching is used the rehearsal is repeated
without coaching.

5. The target person is provided with feedback from
the other group members and the group therapist.

6. The practice is repeated as many times as time per-
mits and the target person requires in order to be
comfortable in his or her new set of behaviors. If
necessary, additional practice may be carried out in
pairs or triads to save time.

7. With the assistance of the group or a partner, each
client designs an extragroup task to perform the
modeled behavior in the real world or to practice
again outside of the group.

D. Relaxation Methods

Relaxation is a way of teaching clients to deal di-
rectly with such strong emotions as anxiety, stress,
pain, or anger for which no external coping behavior is
possible or where cognitive coping behavior is insuffi-
cient (although the two procedures are often paired).
This technique primarily involves teaching clients a
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modified version of the system developed by Jacobson
in 1929 and 1978 in which various muscle groups are
alternately tensed and relaxed. This is often referred to
as neuromuscular relaxation. In later phases, the tens-
ing of muscles is eliminated. To make use of the group,
after an initial demonstration by the therapist, the
clients teach, monitor, and reinforce each other’s efforts
in the group for suitable performance and practice. Var-
ious alternatives uniquely suited to specific popula-
tions are also taught. Modest research support for the
use of neuromuscular relaxation procedures for reduc-
ing anxiety and stress is to be found in studies by
Stovya in 1977 and Lyle, Burish, Korzely, and Oldham
in 1982. However, Heide and Borkovec in 1983 showed
that relaxation may increase anxiety for some individu-
als. Meditation and breathing exercises can be taught as
alternatives to neuromuscular relaxation depending on
the preferences of the group members and the skills of
the group therapist.

E. Systematic Problem Solving

Many models of CBGT make use of some form of
systematic problem solving insofar as clients bring
problems of concern to the group. The group, under
the therapist’s guidance, attempts to help find solutions
to those problems. It is systematic insofar as the mem-
bers follow specified steps, which include orienting the
members to the basic assumptions of problem solving,
identifying and defining the problem and client re-
sources for dealing with the problem, generating alter-
native solutions, evaluating and selecting the best set of
solutions, preparing for implementation, implementing
the solution outside the group, and evaluating the out-
come with the other group members at a subsequent
session (as discussed by Heppner in 1978 and Gold-
fried and D’Zurilla in 1969). We have added the inter-
mediate step called preparation for implementation. In
this preparation, modeling, cognitive restructuring, or
information giving may be used and an extragroup task
is designed to be carried out prior to the next session.
The tasks may involve small and gradually increasingly
difficult steps toward performing the goal behavior.

Systematic problem solving is most effective as a
group procedure, because in generating ideas for dealing
with the problem, the many group members are a rich
resource for potential solutions. Moreover, in evaluating
these ideas the many group members provide varied life
experiences on which to support or reject some of these
solutions generated. The group is also a source of rein-
forcement and support for carrying out the task.

F. Operant Methods

These methods involve procedures in which the im-
mediate consequences of a given behavior are followed
in some systematic manner by a reinforcing event. It may
also involve procedures in which the immediate condi-
tions that lead to, or are parallel with, a given behavior
are changed to create circumstances more amenable to
the performance of a desired behavior. The latter is
often referred to as stimulus control.

In groups, clients receive many kinds of reinforcement
for the performance of prosocial group behavior and the
completion of extragroup assignments or home tasks.
With adults, this reinforcement takes the form of praise
by the group therapist or other group members. Occa-
sionally, it takes the form of smiles, applause, approving
nods, and delighted laughter. Reinforcers are withheld in
response to undesirable behaviors. This is referred to as
extinction and is an occasional response in groups when
someone is frequently off-task or complains a great deal.
However, because in groups so many people are in-
volved, it is a difficult procedure to manage.

Operant procedures, especially reinforcement, lend
themselves to group conditions if the therapist trains
and encourages members to reinforce each other and sig-
nificant others outside of the group. Exercises have been
developed to train members in effective use of praise and
constructive criticism as communication skills in their
own right.

Modifying the antecedent conditions or stimulus con-
trol was exemplified by a client in a weight-loss group
who was urged by the others to eat only at a set table and
with food that had been cooked. The group had a pot
luck dinner in which the behavior was modeled. Two
college students in a study skill enhancement program
developed with each other a plan in which they only
studied at a clean desk and did nothing but study at that
desk. They monitored each other. They removed the
telephone and food from the study room. Success was
followed by group approval and self-reinforcement.

G. Community Interventions

Community interventions are used as part of the gen-
eralization process. It involves the client in dealing with
other organizations or social systems in which they
might find social support, social recognition, and rein-
forcement. For example, a group of parents of intellectu-
ally challenged children organized a float on which their
children sat in a local parade as means of educating the
public that they were not ashamed of their children.
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This same group developed a little booklet for physi-
cians on how to deal with the parents of special children
and the children themselves as described by Kirkham,
Schinke, Schilling, Meltzer, and Norelius in 1986. In
working with clients with limited resources, referral to
needed services may be considered. Ideas for commu-
nity interventions may also come from the group.

H. Relationship 
Enhancement Methods

A number of skills have been identified as crucial to
any helping relationship, (as discussed by Goldstein
and Higgenbottom in 1991), regardless of whether this
relationship is dyadic or within the structure of a small
group. We have noted in our supervision of group ther-
apists that in spite of high levels of technological skill,
failure of group therapists to possess these relational or
clinical skills results in high dropout rates from groups,
disinterest on the part of the clients, and high levels of
group problems.

Many of these skills are to be found in the other
methods described earlier. For example, group thera-
pists who can comfortably and frequently provide their
members with high levels of reinforcement and protect
the clients from premature or abusive feedback tend to
establish sound relationships with group members.
Similarly, group therapists who model self-disclosure
(and all of the other skills that the members are ex-
pected to carry out) discover that the indicators of
group problems (high levels of conflict, low cohesion,
low satisfaction, exclusive pairing off, low group pro-
ductivity) seldom arise.

Some skills are unique to relationship building. For
example, the use of humor with clients is not addressed
in the methods above. Yet, successful therapists must
be able to play and joke with clients. Involving clients
and the group in their own therapy is a skill that is es-
sential for achieving generalization of change. This in-
volves helping clients to take a chance at answering the
questions of their fellow members, to make suggestions
to each other for plans of action, to help each other to
clarify the essential aspects of their problems, and to
formulate appropriate goals. The process by which
clients are involved is a vital relationship-building skill.
Another skill is letting clients make their own decisions
as much as possible concerning goals, extragroup
tasks, and the extent of their participation. The more
clients perceive themselves as deciding on what hap-
pens to them, the more likely it is that they will make
use of interventions (similar to the ideas of Miller and
Rolinick in 1991).

Listening to clients is a skill not discussed earlier,
yet the absence of careful listening often results in
choosing wrong change targets. Effective listening
does not necessarily require seeing the underlying im-
plications of the client’s words, but rather has to do
with grasping the obvious meanings. While hastening
to carry out the items on a group’s given agenda, for in-
stance, therapists might interrupt or ponder next steps
while a client is still speaking. This can cut off impor-
tant interpersonal messages.

Attending skills refers to competency in observing
nonverbal responses such as eye contact, body posture,
and voice tone. Although these are nonspecific charac-
teristics that are difficult to define, ratings by observers
of group therapists in action tend to indicate whether
such skills are indeed operating.

Setting limits on disruptive or off-task behavior is an-
other relational skill that must be considered if the goals
of change are to be pursued in a safe environment. This
is one of the more difficult of the relational skills and
one of the most frequently needed. It is not always clear
when to set limits and when to ignore disruptive behav-
ior. Skill in reinforcement and developing interesting
and attractive program content often protects the group
therapist from frequent application of limit setting.

I. Small Group Procedures

We have already discussed the unique opportunities
as well as the limitations offered in therapy in small
group settings. As mentioned earlier, interventions such
as modeling, cognitive restructuring, and relaxation are
administered in such a way as to encourage broad par-
ticipation and high attraction among group members.
In addition to the specific intervention strategies
adapted from individual treatment mentioned earlier,
there are some concrete group procedures that appear to
contribute to helping clients move toward change.
These group procedures include broad group participa-
tion, role-playing, the buddy system, subgrouping,
leadership skill delegation, group exercises, and so-
ciorecreational procedures. All of these techniques are
described below. Combinations of these procedures are
often applied to attain group goals or resolve group in-
teraction problems.

Broad group participation refers to client-to-client
verbal as well as client-to-therapist interaction in which
all members participate extensively. It is the essential el-
ement by which problems are laid out and considered,
solutions are shared and evaluated, decisions are formu-
lated and affirmed, values are deliberated, and friend-
ships are made. Maximum involvement of all group
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members is essential for high cohesion and effective
therapy. Broad group participation in the discussion is a
necessary ingredient in the evaluation process, in prob-
lem solving, in assessment as members respond to other
persons’ stories, and in providing feedback to each
other. Although not typical of many CBGT groups, is-
sues sometimes arise that need to be discussed, such as
stereotyping of persons with the client’s problems and
group problems (e.g., someone dominating the interac-
tion). The therapist usually encourages such discus-
sions but holds them to tight time constraints in
time-limited groups.

Role-playing, in its most elementary form, can be de-
fined as the practice of roles under simulated condi-
tions. The group therapist, by acting as a guide and
structuring the role-playing, contributes to the process
and to the outcome achieved through role-playing. If
the group therapist is clear about the purposes of role-
playing, this technique can prove highly beneficial in
promoting change, broadening participation, and in in-
creasing cohesion. Role-playing may be used in assess-
ment to discover how clients actually handled a given
situation. In the modeling sequence, role-playing is
used both to demonstrate specific skills and to practice
them. Role-playing is also used to demonstrate and
practice specific therapy skills such as giving and re-
ceiving feedback or showing empathy to others. Role
reversal is a form of role-playing in which the client
plays a significant person in his or her life and that per-
son or another group member plays the client. It is a
procedure that gives insight into how it feels to be the
other person. Finally, role-playing is used to practice
generalization strategies evolved in the group. Some
clients are initially reluctant to role-play; however, the
activity appears to eventually gain the enthusiastic co-
operation of almost all members if it is implemented in
a supportive, nontheratening atmosphere.

Subgrouping is a simple procedure in which clients
work in pairs, triads, or other sized subgroups to in-
crease interaction among group members and provide
them with an opportunity to work without the over-
sight of the therapist. It also may increase the amount
of work that can be done in a given period of time.
Subgrouping creates an opportunity for group mem-
bers to practice leadership skills and afford clients the
opportunity to help others while being helped them-
selves. The buddy system (as discussed by O’Donnell,
Lydgate, and Fo in 1979) is a special subgrouping pro-
cedure for clients to work together outside of the
group. In addition to the advantages mentioned ear-
lier, it contributes to the transfer of learning from the
group to situations outside of the group. The danger of

subgrouping is that the interaction occurs without the
supervision of a therapist. In the group sessions the
therapist can sample the interaction by floating from
subgroup to subgroup. Moreover, subgroup activities
are usually highly structured.

Group exercises refer to the use of structured inter-
active activities as ways of teaching clients the skills
that mediate the achievement of therapeutic goals. For
example, an introduction exercise is used in which a
client interviews and is interviewed by at least one
other client in the group and then introduces the part-
ner to the others. Another exercise is one in whch the
clients study a case and discuss how each of them is
different from the person in that case. Other exercises
involve teaching clients how to give and receive both
praise and criticism to a partner in the group. To be ef-
fective exercises are usually in writing and the goals as
well as the activities are stated.

The therapist must make sure that the exercise is un-
derstood before they begin. Usually, at least one group
exercise is carried out in every session. Other interven-
tions, in addition to subgrouping, may be embedded
within group exercises. For instance, a “round robin”
exercise uses modeling and rehearsal at a fast clip in
order to provide multiple trials of new behavior. In
teaching how to ask for help, Pete asks Don for help,
then Don asks Robin for help, then Robin asks Jerry for
help, and finally, Jerry asks Pete for help.

VI. SOME CLOSING REMARKS

In this article the process of using cognitive behav-
ioral and small group strategies in the treatment of indi-
viduals in groups has been described. Although the
focus has been on adults, most of the same principles
apply equally to group therapy for youth and children
(Rose in 1998 provided a detailed account of this ap-
proach with youth). Where relevant literature was avail-
able, it was cited. However we have also drawn on our
own experience and that of other practitioners for ex-
amples and practice principles. This article has stressed
the use of procedures commonly used by various help-
ing persons as they can be applied in groups. It should
be noted that this chapter has drawn from practice, re-
search, theoretical, and clinical literature produced by
psychologists, social workers, psychiatrists, and others
in the helping professions and social sciences. The ther-
apists of the groups exemplified in this book come from
diverse professional backgrounds. The label most com-
monly attributed to work with groups to achieve so-
cial–therapeutic goals has been “group therapy.” In
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many cases, the labels group treatment, group work,
group training, or group counseling could have been
used just as appropriately. We have referred to the indi-
vidual who leads the process as group therapist—a label
that cuts across all of the above fields. The group thera-
pist might just as readily have been identified as group
worker, group leader, or group counselor, since the ac-
tivities of each overlap the others considerably. We have
used the words, “clients” and “members” interchange-
ably to refer to the persons belonging to the groups.

As noted often, CBGT is not one approach but several
similar ones. I have tried to point out some of the differ-
ences as well as similarities. Some stress one intervention
strategy such as modeling, cognitive restructuring or
guided imagery, while others use a wide range of inter-
ventions. The particular model stressed in this chapter is
cognitive-behavioral interactive group therapy (CBIGT)
because of its emphasis on the use of the group as the
means as well as the context of therapy, along with a wide
variety of both cognitive and behavioral procedures.
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GLOSSARY

automatic thoughts The self-critical or exaggerated negative
self-statements that go through a person’s mind and are ac-
cepted as true by the person without testing their accuracy.

cognitive restructuring A treatment technique that attempts
to identify and modify negative or unrealistic thoughts or
attributions.

cognitive triad A person’s view of him- or herself, of the
world, and the future, which may lead to depression when
negative.

exposure A treatment approach in which clients systemati-
cally confront their feared objects or situations.

exposure and response prevention An approach to treatment
for obsessive–compulsive disorder (and other disorders
such as bulimia nervosa) in which the client is systemati-
cally and gradually exposed to his or her feared thoughts
or situations while compulsive rituals or other behaviors
are actively prevented.

schema An enduring and stable belief system that assists in
explaining experiences, mediating perception, and guiding
response.

self-monitoring A treatment technique in which clients sys-
tematically observe and record behaviors or responses and
may be used to highlight subsequent changes in patterns
of responses.

I. DESCRIPTION

Cognitive behavior therapy (CBT) incorporates prin-
ciples associated with information-processing and
learning theories. A basic assumption of CBT is the
recognition that there is a reciprocal relationship be-
tween clients’ cognitive processes (what they think)
and their affect (emotional experience), physiology,
and behavior. Although CB treatments for individual
disorders differ in both their form and application, they
all emphasize the importance of changing cognitions
and behaviors as a way of reducing symptoms and im-
proving the functioning of the affected person.

CBT clearly defines roles for both the therapist and
the client, both of whom are active participants in the
therapy. The clinician assumes the role of educator,
teaching the client about cognitive models that have
been developed to understand the etiology and, more
importantly, the maintenance of the client’s specific
problems. The clinician is also responsible for teaching
clients the cognitive and behavioral techniques de-
signed to alleviate their problems. The client is consid-
ered to be the expert on his or her personal experiences,
and the two of them work together to overcome the
client’s difficulties.

The stance taken by therapists in CBT is quite differ-
ent from that taken by therapists who employ different
modes of treatment, most notably psychodynamic ther-
apy. In CBT, therapists clearly communicate to clients
that they do not have all of the answers and that they
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must collaborate to solve the client’s problems. For
clients to experience symptom relief, they must also ac-
tively seek out new experiences and must learn to look
at the world in new ways. Clients are, in effect, taught
over time to serve as their own therapists, to apply the
principles of CBT with decreasing amounts of guidance
from the therapist. Encouraging clients to take on this
role might be part of the reason why gains experienced
over the course of CBT tend to be maintained or even
increased once treatment has ended.

A core assumption of cognitive behavioral ap-
proaches to understanding and treating mental disor-
ders is that people are active processors of
information. In Aaron Beck’s original cognitive model
of depression, three important concepts were intro-
duced to help to explain the psychological underpin-
nings of the disorder, and these concepts have greatly
informed our understanding of other disorders as well.
First, Beck introduced the cognitive triad, a term to de-
scribe his contention that depressed people have nega-
tive views of themselves, their ongoing experiences,
and their futures. The second core component of
Beck’s model is the schema. Each day, humans are bar-
raged with numerous stimuli from the environment,
and it would be impossible to attend to every single
one. Furthermore, once a person actually attends to a
stimulus, how he or she comes to understand and
process it might be very different from how another in-
dividual might react to that same stimulus. Beck sug-
gested that our reactions to stimuli are determined by
relatively stable cognitive structures called schemas.
Once activated, schemas can have effects reaching far
beyond the immediate situation. For example, a rela-
tionship break-up might trigger a depressive schema
(which might relate, for example, to the inevitability of
the loss of all things good) and lead the individual to
view unrelated events in a similar vein. For example,
having an important piece of mail get lost might be in-
terpreted as just one more example of how “no one
cares for me,” while prior to the break-up (and the ac-
tivation of the depressive schema), that same event
might have been interpreted in a more neutral and less
hurtful way.

Finally, Beck also introduced the idea of faulty infor-
mation processing. Specifically, depressed people tend
to erroneously think in an “extreme, negative, categor-
ical, absolute, and judgmental” fashion, not surpris-
ingly leading to negative affect. According to Beck,
these thinking errors maintain clients’ negative beliefs
about the self, their experiences, and the future, even in
the presence of contradictory evidence.

Given that negative affect and behaviors are facili-
tated and maintained by faulty information processing,
it makes sense that the main goal of cognitive behavior
therapy is to fix errors in thinking. Thoughts can often
be changed directly, in which case clients are instructed
to be attentive to subsequent changes in their mood,
physiology, and behavior. Conversely (as will be dis-
cussed in more detail below), clients are also taught
that changes in behavior can result in subsequent
changes in cognition. These behavioral changes can
also have a profound impact on affect and physiology.
In short, clients are encouraged to always keep the im-
portant reciprocal relationship between cognition and
behavior in mind and to remember that alleviation of
symptoms can come about via changes in thinking
and/or changes in behavior.

An important component of treatment is to make
clients aware of their negative automatic thoughts.
Often, clients are so accustomed to having negative
thoughts, and the thoughts come to them so quickly, that
they are not even aware of having them. Furthermore,
clients rarely come into treatment having a clear under-
standing of the ways in which negative thoughts impact
affective, physiological, and behavioral processes. There-
fore, a first step in treatment is to help clients to become
more aware of their thoughts, primarily through self-
monitoring exercises. In line with Beck’s cognitive triad,
important targets of CBT include beliefs and expectan-
cies about oneself and one’s future, about others, and
about the world. Once clients become adept at this
process, it is essential also to teach them to evaluate their
thoughts and to restructure them to be more rational and
adaptive, all the while being cognizant of how changing
thinking patterns can influence feelings as well as pat-
terns of behavior. Although cognitive restructuring is
very effortful at first (and requires the guidance of the
therapist), clients gradually become more adept at the
process, and many remark that this new style of looking
at the world becomes integrated into their internal
thought processes.

As noted above, changes in behavior can also have a
profound impact on thinking patterns. Behavioral
exercises in CBT can take many forms. The client is en-
couraged to take the stance of a scientist, viewing
dysfunctional beliefs as hypotheses that can be tested,
rather than as facts. This process of hypothesis testing in-
volves not only cognitive restructuring, but also behav-
ioral exercises. An important assumption behind this
scientific stance is that beliefs can only be changed if
there is concrete evidence to support the integration of
new ways of looking at the self, the world, and the future.

452 Cognitive Behavior Therapy



Behavioral techniques used in CBT are also greatly in-
formed by the assumption that psychological difficulties
are often maintained by dysfunctional patterns of behav-
ior, including avoidance. As such, an important compo-
nent of CBT is the use of exercises aimed at changing
clients’ expectancies about their ability to function in
particular situations. For example, the key to treating a
specific phobia of spiders is to actually expose the client
to spiders. Through this experience, clients learn that
their anxiety will habituate over time, that the terrible
consequences that they associate with spiders are un-
likely to occur (e.g., that the spider will have fangs that
result in violent bites), and that they have the skills to
deal with their anxiety in this feared situation.

Another behavioral technique used in the treatment
of some disorders is exposure and response prevention
(EX/RP). Here, clients are encouraged to resist the urge
to engage in dysfunctional behaviors while exposing
themselves to the stimuli that typically elicit these be-
haviors (e.g., refraining from bingeing after eating a bit
of a fattening food in the case of bulimia nervosa; re-
fraining from washing after touching something per-
ceived by the client as contaminated in the case of
obsessive–compulsive disorder). These exercises are
again intended to test out the veracity of the client’s be-
liefs (e.g., eating a bit of a forbidden food does not need
to invariably result in a binge; touching something
dirty will not result in something terrible happening),
as well as to teach clients to use more effective coping
strategies and to feel more in control of their behaviors.

An important component of CBT is relapse preven-
tion. Throughout treatment, clients are encouraged to
integrate CB techniques into their daily lives, with the
intention that in doing so, CBT will remain effective
after therapy ends. Some interventions, however, are
specifically aimed at preventing posttherapy relapse.
Specifically, clients are made aware of the fact that they
might have difficult times in the future even following
successful treatment. In line with cognitive–behavioral
principles, they are encouraged not to interpret a single
difficult event as a failure. Although the same difficult
events might come up pre- and posttherapy, clients are
reminded that they have come away from therapy with
many useful skills that they did not previously have at
their disposal. As already noted, an important goal of
therapy should be to ensure that clients can apply cog-
nitive and behavioral techniques on their own, with
less reliance on the therapist over time, thus facilitating
relapse prevention efforts.

CBT is a very versatile treatment, adaptable to both
group and individual settings. It has been used with

children, adolescents, and adults across a wide range of
cultural and socioeconomic backgrounds. CBT is also a
time-efficient treatment, with most uncomplicated
cases of anxiety or depression being treated in 4 to 14
sessions. This efficiency comes about for a number of
reasons. First, the CBT therapist performs a thorough
assessment prior to treatment that is aimed at identify-
ing a principal problem that will be the focus of treat-
ment. The clinician then develops a treatment plan that
specifies how long the problem should take to treat and
what should be accomplished during each session to
meet that goal. This efficiency has been greatly aided by
the development of CB treatment manuals, written for
a range of psychological disorders. While these manu-
als help clinicians to structure treatment, they also en-
courage flexibility in terms of tailoring the treatment to
suit the progress of the individual client.

Another factor in the time-limited nature of CBT is
its focus on the “here and now.” The CB view of symp-
tom maintenance is greatly informed by learning the-
ory. Simply put, difficulties are viewed as maladaptive
“habits” that have been learned as a result of the associ-
ation between certain stimuli and certain responses or
as the result of reinforcement of specific responses in
specific situations. Rather than looking back on why a
particular problem developed (e.g., why a stimulus
came to be associated with a particular response), focus
is placed on developing new, more adaptive stimulus-
response associations through the use of both cognitive
and behavioral techniques.

CBT is an effective treatment for a wide range of
client groups, although there are some contraindica-
tions. CBT is generally not indicated for people with
thought disorders, although it should be noted that
some researchers have explored the efficacy of CBT for
schizophrenia (as reviewed recently by Faith Dicker-
son) and the research done to date suggests that the ap-
proach might be more promising than intuition would
suggest. CBT is also not indicated for people with or-
ganic brain disorders or for people who do not have a
good grasp of the language in which therapy is being
conducted. Beyond these limitations, CBT has been
used successfully with clients from a broad range of ed-
ucational backgrounds.

Clients who embark on CBT must also be willing to
accept the basic premise of the cognitive–behavioral ap-
proach to understanding and treating psychological dis-
orders. Thus, clients who are very wedded to a particular
theoretical or therapeutic approach and who are not
willing to consider alternative perspectives might not do
well in CBT. Furthermore, clients must be willing to
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commit time and effort to their treatment. They are ex-
pected to work on their own between sessions, and re-
search has suggested that adherence to homework
assignments is predictive of good treatment outcome. As
such, clients who are so impaired that they are unable to
actively engage in treatment might not be good candi-
dates for CBT until they experience some symptom relief
from other approaches (e.g., medication).

II. THEORETICAL BASES 

Cognitive–behavioral theories resulted from a grad-
ual evolution of thought in the field of psychology that
began as a reaction to the psychoanalytic theories that
dominated clinical psychology and psychiatry in the
1960s. In its classical formulation, Sigmund Freud’s
psychoanalytic theory rested on the reductive analysis
of the psyche, conducted from a scientifically detached
posture. The main features of this theory included an
emphasis on the unconscious, intrapsychic processes,
and early childhood experiences. By its very nature,
psychoanalytic constructs were not conducive to em-
pirical investigation or validation. A growing dissatis-
faction with the length and expense of psychoanalytic
therapy and an ongoing controversy about its relative
effectiveness led to a rise in treatments based on behav-
ioral theories of psychotherapy.

Behavioral theories in the 1960s and early 1970s
were based on the assumption that behavior develops
and is maintained according to the principles of learn-
ing. One of the earliest influences on behavioral models
of psychopathology was the seminal work of the Russ-
ian physiologist Ivan Pavlov on the principles of classi-
cal conditioning. His specific findings on animal
learning processes, as well as his controlled methods of
laboratory investigation, made important contributions
to the study of behavior by prompting the view that a
particular psychological symptom may be a response
triggered by a specific stimulus or event. In one of the
most significant investigations of learned behavior,
John Watson and his colleagues demonstrated that spe-
cific fears could be both conditioned and decondi-
tioned in human beings via the principles of classical
conditioning. Using these and his own research find-
ings, Joseph Wolpe developed a treatment for human
anxiety referred to as systematic desensitization,
wherein deep muscular relaxation is paired with im-
ages of anxiety-provoking situations. Over time, clients
using this technique would experience less anxiety in
response to the feared stimulus because the condi-

tioned relaxation response was incompatible with the
physiological response of fear. B.F. Skinner explored
another learning principle called operant conditioning.
Theories based on operant conditioning rest on the no-
tion that many behaviors are performed spontaneously
and are controlled primarily by their consequences.
Thus, the removal of a reinforcing consequence should
decrease the frequency of an unwanted behavior and
conversely, applying a reinforcing consequence should
increase the frequency of a desired behavior.

This belief that psychological disorders arise from an
inappropriate conditioning history led to the develop-
ment of behavioral treatments based on the tenet that
symptoms can be reshaped into adaptive behaviors
through a program of response-contingent reinforce-
ment. Behavioral therapy was compatible with experi-
mental methodologies, was time-efficient and heralded
success in reducing anxiety and overcoming maladap-
tive avoidance behaviors. However, criticism of strict
stimulus-response behaviorism soon followed. Albert
Bandura, a social learning theorist, showed that cogni-
tive processes were critical to the acquisition and main-
tenance of maladaptive behaviors and emphasized a
more reciprocal relationship between the person and
the environment. Other limitations of strict behavioral
therapy, including a neglect of affective processes and a
lack of success in the treatment of depression, opened
the way for a more cognitive approach to the theory
and treatment of psychological disorders.

Albert Ellis has been credited for his pioneering work
in formulating the first coherent system of cognitive be-
havior therapy called rational-emotive therapy (RET).
RET uses direct cognitive debate, logical persuasion, and
behavioral homework assignments to challenge irrational
beliefs and negative thinking. The goal of this therapy
was to modify the core cognitive dysfunctions that are
the basis of psychological disturbance. Unlike strict be-
havioral theories, cognitive theories assert that individu-
als are active participants in their environments, judging
and evaluating stimuli, interpreting events and sensa-
tions, and appraising their own responses.

As mentioned earlier, Aaron Beck has been a highly
influential figure in the history of cognitive therapy. In
contrast to earlier theorists, Beck placed a great deal of
emphasis on the cognitive aspects of psychopathology,
while also advocating the integration of established be-
havioral techniques.

The marriage of these two approaches provides the
foundation for a cognitive–behavioral approach to psy-
chotherapy, wherein overt behavior and covert cognition,
along with the interaction between the two, are crucial
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for explaining the development and maintenance of emo-
tional distress. This approach attempts to integrate the
rigors of a behavioral research methodology and perform-
ance-based exercises with the centrality of mediating in-
formation-processing factors in cognitive therapy. This
therapeutic approach thus offers greater explanatory
power through an integration of cognitive, behavioral,
emotion-focused, and social aspects of change.

The field of cognitive–behavioral therapy has been
increasingly specialized and refined since the early
work of Beck and Ellis, and cognitive–behavioral treat-
ments have been applied to a wide range of psycholog-
ical conditions and problems. However, these treatment
programs have a common core that belies their com-
mon ancestry.

III. EMPIRICAL STUDIES 

Studies of the efficacy of CBT for the different disor-
ders have generally sought to answer some common
questions. Researchers often begin to explore whether
CBT is an effective treatment for a particular disorder
through “open-label” trials, wherein all participants in a
study receive CBT and change is assessed from before to
after treatment. Once it has been demonstrated that CBT
is associated with improvement in the problem of inter-
est, other essential questions with respect to its efficacy
must be explored. First, is CBT more effective than no
treatment? Second, how does CBT compare to other psy-
chological treatments? Third, how does CBT alone com-
pare to either medication alone or a combination of
medication and CBT? Finally, if a treatment is shown to
be effective, it is also important to establish whether it re-
mains effective in the long term once active interventions
(e.g., therapy sessions) have been discontinued.

A. Mood Disorders

As noted earlier, CBT was first developed as a treat-
ment for depression. CBT for depression has been
shown in numerous studies to be more effective than
no treatment at all and more effective than nonspecific
treatments (those not specifically targeted at depres-
sion). CBT has also been shown to be at least as effec-
tive as, or more effective than, other psychological and
pharmacological treatments. Also of note, CBT seems
to reduce the risk of experiencing subsequent depres-
sive episodes following treatment.

Despite a long and relatively successful tradition of
using CBT to treat depression, this approach does not

seem to be a “cure-all” and not all research studies have
provided strong endorsements. The National Institutes
of Mental Health (NIMH) Treatment of Depression Col-
laborative Research Program compared CBT to interper-
sonal psychotherapy (IPT) (a treatment developed
specifically for depression by Myrna Weissman, Gerald
Klerman, and colleagues that focuses on the relationship
between mood and life events, particularly those related
to interpersonal relationships), the tricyclic antidepres-
sant imipramine, and pill placebo. All three active treat-
ments performed equally well, with a little over 50% of
participants who completed all 16 weeks of treatment
experiencing a significant response. Although CBT was
slightly more effective than the other active treatments
for people with less severe cases of depression, it fared
less well for people with more severe cases. Further-
more, the three active treatment groups did not differ in
terms of relapse rates 18 months after treatment had
ended. Although a greater percentage of responders in
the imipramine group ended up relapsing as compared
to responders in the CBT and IPT groups, it should be
noted that these latter two groups relapsed at the same
rate as participants in the placebo group.

In a more recent study, Steven Hollon and his col-
leagues compared the efficacy of 12 weeks of CBT
alone, imipramine alone, a combination of CBT and
imipramine, and 12 weeks of imipramine followed by
another year of active drug treatment. After 12
weeks, the groups did not differ. At 2-year follow-up,
the participants who had taken only 12 weeks of
imipramine fared worse than all of the other groups.
This study also demonstrated that CBT worked well,
and its efficacy was not improved by the addition of
imipramine. In contrast to the NIMH Treatment of
Depression Collaborative Research Program de-
scribed above, more severely depressed participants
responded as well to CBT in this study as did the less
depressed participants.

Although the use of CBT as the sole treatment for
unipolar depression has certainly been advocated,
CBT is viewed as an adjunct to pharmacotherapy in
the treatment of bipolar disorder. At the current time,
very few studies have been conducted, but re-
searchers are taking a greater interest in the applica-
tion of CBT to this disorder. Monica Ramirez Basco
and John A. Rush have published a CBT treatment
manual for bipolar disorder that should facilitate re-
search. Furthermore, a federally funded, multisite
study is currently under way that is exploring the rel-
ative efficacy of CBT, IPT, and family-focused therapy
for bipolar disorder.
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B. Anxiety Disorders

CBT, or components of it, have also been used for
many years in the treatment of anxiety disorders. In
general, CBT has been shown to be effective across the
anxiety disorders. CBT is generally seen as the treat-
ment of choice for specific phobia and has been used
for this disorder for many years. Medication has not
been shown to be effective for the treatment of specific
phobias, nor have alternate psychological therapies.

Another successful application of CBT in the realm of
anxiety disorders has been in the treatment of panic dis-
order. David M. Clark and his colleagues compared the
efficacy of CBT, applied relaxation, and imipramine.
Clients placed on a wait-list served as an additional
comparison group to ascertain whether changes could
be attributable to the simple passage of time. At the end
of treatment, clients in all three active treatment groups
were doing better than clients assigned to the wait-list
control group, and CBT clients fared better than those
who received applied relaxation or imipramine. Fur-
thermore, at 15-month follow-up, the CBT group was
still doing better than the other two treatment groups.
The most notable finding was that between 6 and 15
months following treatment, 40% of the imipramine
group relapsed, compared to only 5% of the CBT group.

In another large-scale study of the treatment of
panic disorder, David H. Barlow, Katherine Shear, Jack
M. Gorman, and Scott Woods compared the efficacy
of CBT alone to imipramine alone and to a combined
treatment (CBT and imipramine). The results of their
study suggested that CBT and imipramine were both
superior to pill placebo. Although imipramine pro-
duced a somewhat better quality of response than
CBT, the latter was better tolerated and proved to be
more effective in the long term. The combination of
CBT and imipramine was not as promising as the in-
vestigators had expected. In fact, participants in the
combination group experienced the highest relapse at
follow-up, suggesting that the addition of CBT to drug
therapy did not protect against the relapse that has
been associated with withdrawl from drug therapy in
past studies of panic disorder clients. It is interesting
to note, however, that there are studies suggesting
that CBT can be very useful in helping clients to with-
draw from benzodiazepines, antianxiety drugs com-
monly used in the treatment of panic disorder. In
short, CBT has been shown to be very effective in the
treatment of panic disorder, particularly in terms of
long-term efficacy. Recent studies have also suggested
that a shorter course of CBT for panic disorder using

self-study modules may be as effective as longer
courses of treatment.

CBT has also been shown to be as effective as alter-
native treatments for social phobia, when delivered in
either individual or group format. Richard G. Heim-
berg, Michael R. Liebowitz, and their colleagues have
compared the efficacy of cognitive behavioral group
therapy (CBGT) to that of the monoamine oxidase in-
hibitor phenelzine. For comparison, some participants
in this study were assigned to either pill placebo or to a
psychotherapy control condition (educational support-
ive group therapy). The general finding from their
study was that clients taking phenelzine improved
more quickly than did clients who received CBGT, but
CBGT seemed to be more effective in terms of long-
term efficacy once treatment had ended. The same re-
search team is now exploring the efficacy of combined
treatment (CBGT and phenelzine) for social phobia.

A highly successful approach to treating obses-
sive–compulsive disorder (OCD) is through the use of
exposure plus response prevention (EX/RP, described
earlier). Since the utility of EX/RP was first explored in
the late 1960s, the approach has gained ample empiri-
cal support, with the combination of exposure and re-
sponse prevention proving to be more effective than
either component alone. Although certain medications
[particularly clomipramine and some of the serotonin
reuptake inhibitors (SRIs)] seem to be modestly effec-
tive in the treatment of OCD, continued success de-
pends on continued use, suggesting (as in other
anxiety disorders) that CBT might be a more effective
treatment than medication in the long term. Isaac M.
Marks and his colleagues have explored the efficacy of
combined treatments (clomipramine and EX/RP) for
OCD. In general, his studies have suggested that EX/RP
is a more powerful, and a more long-lasting treatment
than clomipramine and that the combination of the
two treatments has only a small and short-lived addi-
tive effect. The issue of the combined treatments in
OCD is also being explored in an ongoing study by
Michael Liebowitz, Edna Foa, and Michael Kozak. In
line with Marks’s findings, preliminary data suggest
that EX/RP is superior to medication alone and the
combination of medication and EX/RP does not seem
to be superior to EX/RP alone.

In contrast to the other anxiety disorders, treatment
for generalized anxiety disorder (GAD) is still in its in-
fancy and furthermore, while treatment for GAD (in-
cluding CB-type treatments) is more effective than no
treatment at all, comparative studies have failed to find
differences between active treatments. Many factors
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have contributed to the relative slowness in the devel-
opment of treatments for GAD. First, the diagnostic cri-
teria for GAD have changed a great deal over time.
Uncontrollable and excessive worry was not specified as
the core feature of the disorder until 1994. As such, past
treatments have included nonspecific interventions,
such as relaxation training and biofeedback, rather than
interventions specific to treating uncontrollable and ex-
cessive worry. In line with changes in the diagnostic cri-
teria, there have also been major changes in the way
that people understand the etiology and maintenance of
GAD. Newer treatments place greater emphasis, for ex-
ample, on the important role of emotion in GAD. These
developments are greatly informed by current cognitive
models of the disorder, like that of Tom Borkovec and
his colleagues, which suggests that worry functions as a
means of avoiding more emotionally laden, painful
thoughts. Over the next few years, continued research
into the nature of GAD may lead to the development of
exciting new treatments for this disorder.

There have also been few controlled studies of CBT
as a treatment for posttraumatic stress disorder
(PTSD). However, various approaches based on CBT
have been used to treat the disorder with encouraging
results. These approaches have included stress inocula-
tion training (SIT), a treatment originally developed by
Donald Meichenbaum. In SIT, clients are first helped to
make sense of the trauma that they endured and to un-
derstand the responses that they are experiencing to
their trauma (in terms of cognition, behavior, and
physiology). Clients are then taught coping skills to in-
crease their sense of efficacy and to help them to feel
that they have gained mastery over their fears. Coping
skills are targeted at alleviating physiological symptoms
(e.g., through muscle relaxation), cognitive symptoms
(e.g., through guided self-dialogue), and behavioral
avoidance (e.g., through modeling and role playing).
Dean G. Kilpatrick and his colleagues found SIT to be
effective in uncontrolled case studies but since this ini-
tial work, it has not been found to be superior to other
treatments, particularly in the long term where expo-
sure therapy seems to show greater efficacy.

Edna Foa and her colleagues have explored the use of
exposure therapy for PTSD with particular focus placed
on treating rape-related trauma. Their treatment, re-
ferred to as prolonged exposure, is premised on the as-
sumption that PTSD occurs when people do not
adequately process their rape experience. As such, treat-
ment must involve processing the trauma by, in effect,
exposing the client to the memories of the trauma until
a fear response is no longer elicited. Foa and her col-

leagues have found that clients enrolled in prolonged
exposure do better than clients on a wait-list and that
prolonged exposure is more effective than SIT in terms
of long-term efficacy. Patricia A. Resick and Monica K.
Schnicke have also used a CB approach to treating
PTSD in victims of sexual assault. Their cognitive pro-
cessing therapy (CPT) involves both exposure and cog-
nitive-restructuring techniques, with the latter based on
the assumption that the experience of sexual assault is
incongruent with schemas that were held prior to it. As
such, CPT involves dealing with thoughts pertaining to
such issues as danger, safety, intimacy, and competence.
Studies have shown that clients enrolled in CPT do bet-
ter than those on a wait-list, and CPT seems to have
good long-term efficacy.

C. Bulimia

Bulimia nervosa has been treated with CBT for many
years, beginning with the work of Christopher G. Fair-
burn in the 1970s. CBT has been associated with reduc-
tions in frequency of binge eating and purging, levels of
dietary restraint, and concern over shape and weight.
Furthermore, CBT for bulimia has been shown to im-
prove general functioning (including social function-
ing) and to increase self-esteem. As in the case of the
anxiety disorders, CBT for bulimia seems to be effective
in the long term, suggesting that clients learn skills that
they can continue to apply on their own once treatment
has ended. In comparison studies, CBT has been shown
to be more effective than alternative therapies, drug
therapies or a combination of drug therapy and CBT.
The one treatment besides CBT that seems to hold par-
ticular promise for individuals with bulimia is IPT (de-
scribed above). Fairburn and his colleagues compared
CBT and IPT and found that although CBT seemed to
work more quickly than IPT, the efficacy of the two
treatments evened out during the follow-up period. It is
interesting to note that IPT in that study was (as in the
treatment of depression) focused on interpersonal rela-
tions, not on the eating disorder, suggesting that there is
more than one way to foster improvement in eating dis-
order symptomatology.

D. Alcohol Use Disorders

CBT has also been applied to the treatment of alco-
hol problems. Alcohol use is viewed as a learned behav-
ior that can be modified once a clear understanding is
reached of the antecedents and consequences of its use.
Several successful treatments have been developed

Cognitive Behavior Therapy 457



with roots in CBT. Behavior self-control training
(BSCT) is a treatment aimed at teaching clients self-
regulation strategies. Although the goal of BSCT can be
abstinence, the more common goal is moderation.
Focus is placed on engaging in self-monitoring as a
means of understanding motives underlying drinking,
learning ways to cut back on drinking, and developing
more adaptive coping skills with which to replace
drinking. BSCT has been shown to be more effective
than no treatment and at least as effective as treatments
aimed at complete abstinence. William R. Miller and
his colleagues also found that BSCT had good long-
term efficacy for individuals with moderate drinking
problems.

As mentioned earlier, RP is an essential part of CBT
for all disorders, but the strategy was initially devel-
oped for the treatment of people with alcohol use prob-
lems by G. Alan Marlatt. Drawing from research on
self-efficacy, RP is based on the premise that the proba-
bility of relapse can be predicted by client’s perceptions
of their abilities to handle difficult situations. RP can be
easily integrated into other treatments. Over the course
of RP, clients are taught to identify high-risk situations
and to use cognitive and behavioral coping strategies
when they find themselves in such situations. Further-
more, cognitive techniques are used to help clients deal
with inevitable lapses. Clients are taught to view a lapse
as a one-time mistake, rather than a sign that they have
failed or that they are failures. If clients come to view
lapses in this way, a single lapse will be unlikely to
evolve into a full-blown relapse. James R. McKay and
his colleagues explored the efficacy of RP in a sample of
clients who had completed behavioral marital therapy,
a CB treatment for alcohol abuse that includes the
client’s spouse. Their study showed that low self-effi-
cacy at the end of behavioral marital therapy was re-
lated to a greater likelihood to relapse—but only in the
group of clients that did not receive RP treatment as an
adjunct to therapy.

E. Other Applications

Treatments based on CB approaches have also been
demonstrated effective in the treatment of other psycho-
logical disorders (e.g., other substance use disorders,
borderline personality disorder, sexual dysfunction) as
well as other problems with living (e.g., couples dis-
tress). Interested readers can find more detailed infor-
mation in books included in the Further Reading list.

IV. SUMMARY

Cognitive behavioral therapy is an integrative thera-
peutic approach that assumes that cognitions, physiol-
ogy, and behaviors are all functionally interrelated. This
model posits that client’s emotional or behavioral dis-
tress is influenced by the manner in which they perceive,
manipulate, and respond to information within their
cognitive system. Treatment is aimed at identifying and
modifying baised or distorted thought processes, attitudes
and attributions, as well as problematic behaviors via
techniques that actively involve the client’s participation,
such as self-monitoring, cognitive restructuring, and hy-
pothesis testing. As such, the treatment goal is to de-
velop a more rational and adaptive cognitive structure,
which in turn is seen as a pathway to improving both af-
fect and maladaptive patterns of behavior.
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