
ilar events and triggers, necessitating that each of these
be reprocessed separately.

When appropriate, events are selected for process-
ing in chronological order, beginning with the earli-
est. It is assumed that a later related event will contain
elements that are connected to the earlier incident
and that it will not be adequately processed until such
elements are resolved. For example, “Trina” was the
first person on the scene after a car had crashed on a
deserted road and rolled into a river. She rescued the
passengers who were still alive. Afterward, she
blamed herself for the deaths of those who had not
survived. While processing this with EMDR, she real-
ized how similar this was to the drowning death of a
younger sibling when she was 5 years old: Her parents
had blamed her for the tragedy. The emotional con-
tent of the childhood event was fueling her emotional
response to the current incident. After EMDR was
used to target the issues of responsibility for her sib-
ling’s death, the distress related to the current acci-
dent resolved rapidly. (Note: Trina’s story and
subsequent clinical vignettes are based on actual
clients, with names and minor details changed to pro-
tect confidentiality.)

2. Phase Two: Preparation
Phase Two involves establishing the therapeutic rela-

tionship, setting reasonable levels of expectation, edu-
cating the client about his or her symptoms and about
EMDR, and ensuring that the client demonstrates ade-
quate stabilization. Stabilization is a state of equilib-
rium achieved prior to the processing of distressing
material and includes safety, affect management skills,
and self-control. Clients with histories of childhood
trauma/neglect often have deficits in affect regulation
and impulse control and may require substantial prepa-
ration. Similarly, avoidance behavior exhibited by anxi-
ety-disordered clients must be addressed before serious
attempts at reprocessing can begin.

Client strengths are developed by combining relax-
ation, imagery, and EMDR in interventions that assist
the client in acquiring new skills and resources. For ex-
ample, EMDR is commonly used to enhance “safe
place” visualizations. Such self-calming techniques are
an important element of treatment and are used to
“close” incomplete sessions, as well as to maintain
client stability between and during sessions. During
Phase Two, the client is prepared to “just notice what-
ever happens” and to maintain a balanced observa-
tion/participation position. This is encouraged by the
use of helpful metaphors (e.g., to imagine being on a

train and to think of the disturbance they may be expe-
riencing as merely passing scenery).

Many of the procedural elements in subsequent
phases of EMDR treatment incorporate elements to
enhance stabilization. For example, during the desen-
sitization phase, frequent brief exposures to the dis-
tressing experience encourage a sense of psychological
mastery and stability and may counter the avoidance
reaction that accompanies and maintains the pathol-
ogy. The client receives supportive statements from the
clinician in a safe context, fostering positive counter-
conditioning.

3. Phase Three: Assessment
In the third phase, the client and therapist select a

specific memory to address during the session and iden-
tify the associated mental image, beliefs, emotions, and
physical sensation, taking baseline response measures.
The assessment phase contains steps designed to fully
activate the dysfunctional memory network. First, the
representative and/or most salient mental image of the
event is identified. Next, the therapist helps the client to
identify the current negative belief about him/herself
that is related to the target memory (e.g., “I’m power-
less” or “I am worthless”). It is formulated in the pres-
ent tense to activate the disturbing information and to
assist clients in recognizing the impact of the past event
on current self-concept. This is the first step in recog-
nizing the irrationality of their cognitive interpretation
of themselves in relation to the event. While the words
“I was powerless” may be an appropriate description of
the past event, the words “I am powerless” are consid-
ered an irrational cognition because the person is not
currently powerless. The words verbalize the current be-
lief and affect experienced by the client when the dys-
functionally stored memory is accessed.

After this, the therapist helps the client to identify a
desired positive belief that expresses a sense of empow-
erment or value in relation to the past event, such as
“I’m competent” or “I’m lovable.” The client rates how
accurate this positive belief feels on the Validity of Cog-
nition Scale (VOC), where 1 represents “completely
false” and 7 represents “completely true.” This is not an
intellectual assessment of accuracy but rather a felt
sense of how true the cognition feels when paired with
the target incident. The VOC rating provides both
client and clinician with a baseline with which to assess
a given session’s progress, thereby further promoting
client treatment adherence. It also increases clients’
awareness of their cognitive distortion and offers a
“light at the end of the tunnel,” thereby encouraging
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and motivating them to stick with the treatment. This
process forges preliminary associative links between
the state-dependent memories and the emotionally cor-
rective information contained in the positive cognition
and may expedite information processing.

In the fourth step, the image and the negative belief
are paired to facilitate access to the stored memory of
the trauma. The client identifies the emotions that are
elicited by the memory and rates his or her level of dis-
tress on the Subjective Unit of Disturbance (SUD)
Scale, where 0 is “calm” and 10 is “the worst possible
distress.” Explicitly labeling the emotion allows the cli-
nician to (a) offer the appropriate verbal support, (b)
anticipate any beliefs about emotions that might block
processing and that therefore need to be addressed, and
(c) establish a response baseline. It also allows both
client and therapist to recognize changes in the type of
emotion experienced during the session. Next, the
client identifies and locates the body sensations that ac-
company the disturbance. During EMDR, clients are
encouraged to concentrate for prescribed periods of
time on the physical sensations associated with their
traumatic imagery. This focus may allow them to iden-
tify the purely sensory effects (e.g., physical pain) of
the trauma and to separate them from the cognitively
laden affective interpretations (e.g., I am helpless) of
these sensations.

4. Phase Four: Desensitization
During the desensitization phase of EMDR, adaptive

processing (i.e., learning) takes place. The client is in-
structed to focus on the visual image, the identified
negative belief, and body sensations, and then to “Let
whatever happens, happen.” He or she maintains this
internal focus while simultaneously moving the eyes
from side to side for 20 or more seconds (depending on
nonverbal cues), following the therapist’s fingers as
they move across the visual field. Other bilateral stim-
uli (e.g., hand-tapping, aural stimulation) can be used
instead of eye movements. After the set of eye move-
ments, the client is told “Blank out (or “Let go of”) the
material, and take a deep breath,” and then is asked
“What do you get now?” Depending on what emerges
(image, thought, sensation, or emotion), the clinician
then directs the client’s attention to the appropriate tar-
get for the next set of eye movements. This cycle of al-
ternating focused attention and client feedback is
repeated many times according to specified procedural
guidelines that address various aspects of the memory
network and is typically accompanied by shifts in af-
fect, physiological states, and cognitive insights.

Because EMDR uses a nondirective free association
method, some clients spend very little time being ex-
posed to the details of the presenting problem. They
may rapidly and spontaneously access a succession of
related thoughts, images, emotions, sensations, and
memories. These associations to the various com-
ponents of the targeted memory network and other
related networks are indicative of the active reprocess-
ing of dysfunctionally stored material. For example,
having started with a memory of his mother beating
him, “John” recalled many incidents of his mother’s
cruelty, her vicious criticisms, humiliating him in
front of his friends, laughing at him. He progressed
through a range of intense emotions (anger, fear, sad-
ness, shame), with accompanying physiological shifts.
John experienced a number of insights, including the
realization that he frequently repeated his mother’s
harsh criticisms in his own internal dialogue.
Throughout the session the therapist remained almost
entirely silent, gently asking, “What do you get now”
and encouraging John to “Just notice” and to “Stay
with that.” If John’s processing had stalled, the thera-
pist would have used specialized interventions
worded and timed in a specific manner to reactivate
processing.

5. Phase Five: Cognitive Installation
As negative imagery, beliefs, and emotions become

diffuse and less valid, positive ones become stronger
and more salient. This transformation appears to re-
sult from a shift in how the memory is stored with
new associations to more adaptive information. The
fifth phase occurs after the targeted issue is resolved
and the accessed memory spontaneously arises with-
out distress. This phase allows for the expression and
consolidation of the client’s cognitive insights. For
many clients it is characterized by a profound change
in self-concept that entails an integration of self-ac-
ceptance and new positive and realistic self-percep-
tions. In this phase, the original target is paired with
the most enhancing positive cognition during sets of
eye movements. This could be the belief designated to
replace the original negative self-belief or a more ther-
apeutically beneficial belief that emerged during the
desensitization phase. The focus is on incorporating
and increasing the strength of the positive cognition
until strong confidence in the belief is apparent (e.g.,
VOC of 6 or 7). For example, while a rape victim may
enter therapy “knowing” that she is not to blame, the
installation phase is not considered complete until
she truly “feels” the truth of this self-evaluation.
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6. Phase Six: Body Scan
In Phase Six, the clinician asks clients, while focus-

ing on the image and positive cognition, to notice if
there is any tension or unusual sensation in the body.
Because dysfunctionally stored information is experi-
enced physiologically, processing is not considered
complete until the client can bring the previously dis-
turbing memory into consciousness without feeling
any significant body tension. Any residual negative
sensations detected by the body scan are targeted with
eye movements until the tension is relieved. Such body
sensations can be linked to unprocessed aspects of the
memory network. For instance: After an apparently
complete EMDR session targeting a car accident, “Sam”
reported a strange feeling in his foot during the body
scan phase. This sensation was targeted with EMDR
and resulted in him recollecting a forgotten aspect of
the accident. His foot had been stuck for a brief period
after the collision, and he had felt trapped and fright-
ened. After processing this with EMDR, the foot sensa-
tion disappeared, and SUD and VOC ratings were
consolidated at optimal levels.

7. Phase Seven: Closure
In this phase, the therapist determines whether the

psychological material has been adequately processed
and, if not, assists clients with the self-calming inter-
ventions developed in Phase Two. The client is told by
the therapist that other material might emerge after
the session and is asked to maintain a journal to
record any disturbance that arises, such as nightmares
or flashbacks, or related material such as insights,
memories, emotions, and dreams. The form that this
journal takes parallels the assessment stage of treat-
ment (Phase Three) and identifies possible targets for
future sessions. This process of recognizing and
recording patterns of reaction extends treatment ef-
fects to real-life disturbing events and encourages a
sense of self-mastery and observation, thus facilitating
between-session stabilization.

8. Phase Eight: Reevaluation
Reevaluation takes place at the beginning of every

EMDR session following the first. In this phase, the
therapist determines whether the treatment gains from
the previous session have been maintained by eliciting
the previously processed targets and assessing the cur-
rent emotional, cognitive, and physiological responses.
The clinician reviews the client’s journal to evaluate the
degree to which treatment effects have generalized or
need further attention, and to identify new issues that

need to be addressed. For example, after processing the
molestation by her grandfather, “Lisa” began thinking
about her grandmother who had refused to believe that
he was an offender. This new material became a treat-
ment target.

In addition to relying on behavioral reports, the
therapist is encouraged to use various standardized
self-report measures, such as the Impact of Event Scale
or the Beck Depression Inventory, to monitor changes
in specific symptoms. The goal of EMDR therapy is to
produce the most substantial treatment effects possible
in the shortest period of time, while simultaneously
maintaining client function and preventing emotional
overload. Therefore, thorough ongoing evaluation of
reprocessing, stability, behavioral change, and integra-
tion within the larger social system is essential. The
eight phases of treatment may be completed in a few
sessions or over a period of months, depending on the
needs of the client and/or the seriousness of the
pathology.

II. THEORETICAL BASES

A. The Adaptive Information
Processing Model

The Adaptive (or Accelerated) Information Process-
ing (AIP) model which guides EMDR practice assumes
that humans possess a physiologically based informa-
tion processing system, which, under normal circum-
stances, naturally responds to and resolves everyday
minor disturbances. Information is normally processed
to an adaptive state where connections to appropriate
associations are made, emotional distress is relieved,
experiences are used constructively, and learning takes
place. Information is understood to be stored in a sys-
tem of memory networks, which are neurobiological
structures containing related memories, thoughts, im-
ages, emotions, and sensations. For example, “George”
was shocked and angry when his employer criticized
him and his work product. George mentally reviewed
this interaction by accessing stored information about
the quality of his work, his employer’s stressors, and his
own competence. This allowed him to assess the situa-
tion and to make decisions about his course of action.
He dismissed the personal negative comments because
they were discordant with information about his abili-
ties. Such connections are made during waking state
and perhaps through the information processing mech-
anisms of rapid eye movement (REM) sleep.
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After a traumatic event, persons who were high func-
tioning prior to the incident generally assimilate the
perceptual experience and reestablish themselves. For
others, an incident of sufficiently high negative valence
can result in little integration with existing positive or
more adaptive information stored in networks. The AIP
model proposes that pathology results when experi-
ences are not adequately processed and the memories
are dysfunctionally stored with the perceived distress-
ing affects and physical sensations. The traumatic
memory network becomes effectively isolated, and no
new learning takes place.

PTSD is not the only mental disorder known to
have an etiological event; phobias, panic disorders, de-
pression, dissociation, and personality disorders are
sometimes related to precipitating incidents. Deficit
experiences, such as neglect, rejection, or humiliation,
that occur during developmental windows can func-
tion as “small-t traumas.” With frequent repetition of
such events, the memory network becomes predomi-
nant, organizing similar experiences in associated
channels of information and precipitating a continued
pattern of behavior, cognition, and related identity
structures. Such persons often develop rigid defenses,
a limited sense of self, impaired interpersonal func-
tion, and affect dysregulation.

Because of the lack of adequate assimilation of these
events into the larger associative network, similar expe-
riences in the present, including a variety of triggers
implicit in the memory network, can elicit these dys-
functional affects and negative appraisals. It is further
hypothesized that the inadequately processed informa-
tion is stored in a “state-dependent” fashion. The infor-
mation is easily activated when the individual
experiences affect or a physiological state similar to
that of the memory network. Feeling afraid, for exam-
ple, activates fear-related information, while feeling de-
pressed activates information about hopelessness and
helplessness. The flashbacks of PTSD often contain im-
mediate sensory information: the smell of the rapist’s
breath, the feel of his rough hands on bare skin. Some-
times the material that is activated is primarily affec-
tive, such as fear or shame.

B. Reprocessing Information

The AIP model proposes that pathology arises when
the information associated with seminal events is inad-
equately processed. Consequently, these disorders
should respond to treatment that enhances reprocess-
ing of the dysfunctionally stored information. The goal

of EMDR therapy is to stimulate information process-
ing by accessing the dysfunctionally held information
and forging new connections with more adaptive infor-
mation. It is assumed that when appropriately stimu-
lated and maintained in dynamic form, the inherent
healing processes of the information processing system
will result in a positive resolution, manifest in affective,
cognitive, and behavioral changes and comprehensive
learning.

The AIP model has four principles that describe and
predict the effects of adaptive processing.

1. Direct, Nonintrusive, Physiological
Engagement with the Stored Pathological
Elements Is Possible

The dysfunctional storage of disturbing memory ele-
ments is viewed as the physiological basis of the
pathology. Rather than targeting the client’s reaction to
the earlier event, EMDR focuses on the memory com-
ponents (image, affect, cognition, sensations). The
treatment protocol is designed to specifically access
components of the memory in such a fashion that the
material is available for complete reprocessing.

2. The Information Processing System Is
Intrinsic and Adaptive

The system appears to be configured to process in-
formation and restore mental health analogous to the
way the body frequently recovers from physical in-
juries. This belief is the basis of EMDR’s client-centered
model, which assumes that if the information process-
ing system is appropriately stimulated, the client’s cog-
nitions and affect will move to an adaptive level with
minimal therapist intrusion.

3. As the Embedded Information Is Processed,
Identity Constructs Change

Pathological personality characteristics are under-
stood to be entrenched in dysfunctionally stored infor-
mation. Therefore, it is assumed that when this
information is adequately processed, there is a con-
comitant shift in clients’ sense of self-worth and effi-
cacy, with structural alterations in related personality
characteristics, evident in changes in self concept, in-
teractions with others, and behaviors.

4. Reprocessing Results in Rapid Changes
EMDR facilitates therapeutic effects through the

adaptive connection of associated neurophysiological
networks in the information processing system. Recent
findings in neurobiology support the notion that treat-
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ment outcomes can be rapid, regardless of the amount
of time since the original distressing event.

C. Mechanisms of Action

Although it is apparent that EMDR expedites infor-
mation processing, the exact mechanisms by which
this occurs are unknown. Speculation about the role of
eye movements abounds. A wide variety of primary
research studies dating from the 1960s through the
present have indicated a correlation between eye move-
ments and shifts in cognitive content and attribution.
Several hypotheses attempt to explain how they may
contribute to information processing within the EMDR
procedures: (1) eye movements disrupt the function of
the visuospatial sketchpad and interfere with working
memory; (2) they elicit an orienting response that stim-
ulates an instinctive interest–excitement affect creating
new associative links with the dysfunctionally stored
information; (3) they evoke a relaxation response, or a
new set of physiological states and responses, creating
new associative links with the dysfunctionally stored
information; (4) they activate neurological processes
that mimic REM sleep-type function and its informa-
tion processing mechanisms; and (5) they act as a dis-
tractor that titrates the emotional overload and
encourages client engagement.

Although it is assumed that all aspects of the EMDR
structured procedures and protocols contribute to its
effect, two other possible mechanisms of action cur-
rently under investigation are its use of repeated brief
client-directed exposure and free association. In addi-
tion to the primary research on physiological mecha-
nisms, clinical observations have contributed to the
present treatment structure. For instance, it appears
that developing the ability to mentally delimit and con-
trol disturbing internal stimuli may provide clients
with a sense of mastery and decrease distress about
their symptoms. Use of short doses may also counter
the avoidance reaction that is likely to accompany and
maintain the pathology. Most importantly, information
processing appears to be facilitated by repeatedly elicit-
ing related information after each exposure. The free
association component appears to activate the entire
memory network and to forge connections with other
associated networks. This results in the complete re-
processing of the dysfunctionally stored information.
The nondirective free association method used in
EMDR allows for the therapeutic focus to shift from the
original targeted event to other related past experiences
and is very different from exposure therapies that em-

ploy a chronological, concentrated focus on the trau-
matic event.

The findings of dismantling research are limited by
methodological problems. Although component stud-
ies with clinically diagnosed PTSD subjects provide
preliminary indications that an eye movement condi-
tion is more effective than control conditions, such
studies have typically used small samples (e.g., 7 to 9
persons per condition) with inadequate power, and se-
lected inappropriate controls, Truncated procedures are
common; one study for example, provided only 145
seconds of treatment. The results of such studies are in-
conclusive and comprehensive research is required.

III. EMPIRICAL STUDIES

A. Posttraumatic Stress Disorder

Because of its claims of rapid effective treatment,
EMDR has been subjected to many empirical tests
and to much scientific scrutiny. It has been exten-
sively researched in the treatment of PTSD. All but
one of the research studies that used civilian partici-
pants found EMDR to be efficacious in the treatment
of PTSD, and the one combat veteran study that pro-
vided a full course of treatment also revealed EMDR
to be efficacious. Generally, these studies found sub-
stantial clinical effectiveness, reporting a decrease in
PTSD diagnosis for 70 to 90% of the civilian partici-
pants after three or four sessions and in 78% of com-
bat veteran participants after 12 sessions. There have
been several other combat veteran EMDR studies, but
these addressed only one or two memories in this
multiply traumatized population, and thus their find-
ings regarding efficacy are equivocal. Nevertheless,
the effect sizes achieved in these studies were similar
to those achieved in cognitive-behavioral therapy
(CBT) studies with combat veterans.

In all but one controlled study, EMDR appeared to be
equivalent in treatment outcome to CBT comparison
conditions and was reported to require fewer direct
treatment and/or homework hours. There are reports
that EMDR may be better tolerated by clients than tra-
ditional exposure, perhaps because it typically results
in a rapid in-session decrease in anxiety (as measured
by SUD ratings). When EMDR was compared to other
treatments such as relaxation therapy, standard mental
health treatment in an HMO, and active listening, it
was found to be superior on numerous measures. Two
of these studies compared EMDR in actual field settings
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to treatments that are commonly provided, and thus
maximized the external validity of the results.

In future studies with PTSD populations, it is recom-
mended that exposure therapy, cognitive therapy, Selec-
tive Serotonin Reuptake Inhibitors, and EMDR be
compared with one another, with special attention paid
to efficacy, effectiveness, efficiency, attrition, as well as
clinician and client preference (e.g., tolerance and
comfort) for the type of therapy being used.

B. Diverse Clinical Applications

In large-scale studies of EMDR treatment with
trauma populations, direct internal comparisons
were made for those with and without PTSD diagno-
sis. The equivalent findings on numerous affective
and cognitive measures lend credence to the notion
that EMDR can be effectively used to process disturb-
ing experiences that may contribute to a variety of
clinical complaints. Although positive reports have
been published on the application of EMDR to the
treatment of (1) personality disorders, (2) dissocia-
tive disorders, (3) various anxiety disorders, and (4)
somatoform disorders, controlled research is needed
to confirm the efficacy of these applications. Some of
the findings are promising. For example, although
body dysmorphic disorder is known to be relatively
intractable to treatment, researchers in one case se-
ries study reported that five of seven patients treated
with EMDR no longer met diagnostic criteria after
one to three sessions.

The evidence for the effectiveness of EMDR with
phobias and panic disorder is inconclusive. Many of
the research studies investigating the use of EMDR
with these disorders have been compromised by the in-
complete application of the eight-phase approach. An
analysis of procedural fidelity in the phobia studies de-
termined that low adherence to EMDR protocol was as-
sociated with poor clinical outcome.

IV. SUMMARY

EMDR is an integrative psychotherapy approach im-
plemented within comprehensive treatment plans to
address a range of experientially based complaints. It is
formulated to expedite the accessing and processing of
disturbing memories by forging new links between the
perceptual components of memory and adaptive infor-
mation contained in other memory networks. Com-
plete reprocessing is evident in the desensitization of

triggers, elimination of emotional distress, elicitation of
insight, reformulation of associated beliefs, relief of ac-
companying physiological arousal, and acquisition of
desired behaviors.

During EMDR the client focuses on an external
stimulus (e.g., therapist-directed eye movements,
hand-tapping, aural stimulation) while simultane-
ously attending, in brief sequential doses, to emotion-
ally disturbing material that is elicited through free
association. Structured procedures based on memory
association patterns enhance information processing
and are embedded in a comprehensive eight-phase ap-
proach. Specific protocols ensure that all past, pres-
ent, and future aspects of the clinical picture are
thoroughly addressed.

The Adaptive Information Processing model posits a
physiologically based information processing system
that has a tendency to move toward health by pro-
cessing information to a state of adaptive resolution.
Various mental disorders are viewed as caused by infor-
mation from traumatic events which are inadequately
processed. The negative affects and cognitions con-
tained in the memory network are frequently elicited
by current life stimuli, thus precipitating maladaptive
behaviors and self-concepts. Consequently, such char-
acteristics and disorders should respond to treatment
that enhances reprocessing of the dysfunctionally
stored information.

Currently, EMDR has been found efficacious in the
treatment of PTSD. Civilian participants have shown a
70 to 90% decrease in PTSD diagnosis and a substantial
improvement in reported symptoms after three or four
sessions. The only combat veteran study that provided
a full course of treatment also revealed EMDR to be ef-
ficacious with a 78% decrease in PTSD diagnosis after
12 sessions. In all but one controlled study, EMDR ap-
peared to be equivalent in treatment outcome to CBT
comparison conditions and was reported to require
fewer direct treatment and/or homework hours. Al-
though there are numerous anecdotal and case study
reports documenting EMDR’s effectiveness in the treat-
ment of other disorders, controlled studies are lacking
or inconclusive, and future research is required to es-
tablish the parameters of EMDR’s usefulness with these
populations.

See Also the Following Articles
Post-Traumatic Stress Disorder � Self-Control Desensitization
� Systematic Desensitization
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GLOSSARY

fading Systematic process of removing prompts.
prompt Stimulus used to increase the likelihood the target re-

sponse will occur at the appropriate time.
stimulus prompt Antecedent stimulus added, removed, or

otherwise altered to increase the likelihood the target re-
sponse will occur.

response prompt Response emitted by the individual con-
ducting training to increase the likelihood the target re-
sponse will occur.

I. DESCRIPTION OF FADING

Interventions used in applied practice take a variety
of forms depending on such variables as the presenting
problem and the theoretical orientation of the practi-
tioner. One strategy that is used for a variety of present-
ing problems and across orientations is teaching the
client a new skill or behavior. For example, a practi-
tioner working with a client who is “shy” might teach
the client to maintain eye contact with others and to
initiate conversations. Initially the practitioner likely
will have to remind the client to emit these new behav-

iors, however the hope is that, over time, the client will
need less frequent reminders and will begin to emit the
newly learned skills in a variety of situations. The
process of gradually decreasing reminders—often re-
ferred to as prompts—such that the client emits the tar-
get response independently is called fading. Several
fading procedures exist, and the specific procedure
used depends on the strategy of prompting that was
used to teach a new behavior. Thus, this article begins
with a discussion of prompting strategies. Next, spe-
cific fading strategies are presented. Examples are used
throughout to facilitate understanding of fading proce-
dures in applied settings.

Individuals typically are taught new responses through
the use of prompts. For example, when a person who is
not proficient in computer use purchases a computer,
that person might ask a colleague to help assemble the
computer. The colleague might verbally prompt the indi-
vidual through the steps of assembly. Alternatively, the in-
dividual might simply follow the instructions included
with the computer. Such prompts—behaviors emitted by
the trainer to guide specific responses—are called re-
sponse prompts. The second type of prompt that might
be used is a stimulus prompt. Stimulus prompts involve
changing some aspect of the situation that should evoke
the desired behavior. Continuing with the computer ex-
ample, computer companies often color code connec-
tions such that connector cables are the same color as the
relevant computer port. In this case, the company is
adding something—color codes—to the existing items—
connection cables and ports—to increase the likelihood

Fading
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the user will correctly assemble the machine. Regardless
of the type of prompting used, response prompts or stim-
ulus prompts, the eventual goal of most instructional
programs is to have individuals emit the correct response
without the use of prompts. To accomplish this goal, the
prompts must be gradually faded. Fading involves sys-
tematically removing prompts over time.

II. THEORETICAL BASES

The process of fading is derived from the behavior
analytic literature. Fading procedures have been used
with nonhumans as well as humans however it most
often is seen in programs designed to teach individual’s
new skills. Fading incorporates several principles of op-
erant conditioning including the use of reinforcement
and stimulus control. Reinforcement is defined as the
response-contingent delivery (or removal) of a stimulus
that increases the likelihood the behavior will occur
again in the future. As is discussed later, reinforcement
must continue to occur following correct responding
throughout all steps of a fading procedure. Stimulus
control also is relevant to fading procedures. Stimulus
control develops when a response is more likely to
occur in the presence of a particular stimulus (e.g., a
prompt) than in its absence because the response has
been followed by reinforcement most often in the pres-
ence—but not absence—of that stimulus. The ultimate
goal of a fading procedure is to bring the target response
under stimulus control of the naturally occurring cue—
the event that the instructor hopes will naturally evoke
the target response.

III. USING FADING

Teaching a new behavior is most often accomplished
through the use of response prompts. When using re-
sponse prompts, the practitioner uses some sort of cue
to evoke a behavior. Cues might be relatively simple,
such as looking in a certain direction, or making a ges-
ture, or more invasive, such as touching the learner’s
shoulder or physically guiding the learner to move in a
certain way.

A. Fading Response Prompts

When a new response is taught through the use of re-
sponse prompts, fading is accomplished through one of
three procedures: time delay, least-to-most prompts, and

most-to-least prompts. Time delay involves allowing the
natural cue to occur, and then waiting several seconds
before prompting. For example, when teaching deep
breathing to an individual with anxiety, the natural cue
to use deep breathing would be the occurrence of any
anxiety producing stimuli, perhaps the approach of an
individual of the opposite gender. In training sessions,
when such a person approached the client, the practi-
tioner would wait for several seconds before prompting
the individual to begin deep breathing—the goal being
to see if the client would initiate deep breathing inde-
pendently. Over time, the practitioner would gradually
delay the prompt for even longer durations.

Like time delay, least-to-most prompt fading is a pro-
cedure that provides the learner with an opportunity to
independently emit the correct response prior to
prompting. The difference between the two concerns is
the variety of prompts that might be used in training:
time delay typically involves only using one type of
prompt (e.g., a verbal prompt), least-to-most prompting
allows the trainer to use the most intensive level of
prompting needed to help the learner exhibit the correct
behavior. When using least-to-most prompting, the
trainer begins with the least intrusive type of prompt
possible and gradually increases the intrusiveness of the
prompt until the learner emits the correct response. Con-
sider again the individual learning deep breathing. The
natural cue to use deep breathing is the occurrence of an
anxiety-producing event (e.g., approach of an individual
of the opposite gender). If the anxiety-producing stimu-
lus has been present for certain amount of time (e.g., 5
sec), and the client has not initiated deep breathing, the
practitioner would prompt the client using the least in-
trusive level of prompting (e.g., a gesture, such as hold-
ing up the hand). If this prompt does not result in deep
breathing, the practitioner would use a more intrusive
prompt, such as verbally reminding the client to use deep
breathing. If the client still did not begin to use the
breathing exercise, the practitioner might place a hand
on the client’s shoulder—using a still more intrusive
level of prompting.

The third commonly used prompt fading procedure
is graduated guidance. Graduated guidance involves
using the most intrusive level of prompting needed to
prompt a response to occur, and then immediately re-
moving the prompt when the individual is responding
independently. For example, when teaching a child to
ride a bicycle, a parent might walk closely behind the
child, steadying the child whenever necessary. The par-
ent might steady the child by placing a hand on the
child’s shoulder or, if needed, by actually holding the
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handlebars and steering the bike for the child. Foxx and
Azrin discuss in their 1973 work two procedures to be
used in graduated guidance: shadowing and spatial fad-
ing. Shadowing involves closely following the learner’s
physical movements with your own body. For example, a
parent teaching a child to ride a bicycle might walk next
to the child and hold the child’s hands directly above the
child’s shoulders, ready to steady the child if need be.
Over time, the parent gradually moves the hands and
body further away from the child. Spatial fading is used
when the trainer gradually moves a physical prompt.
Continuing the bicycle example, the parent might begin
teaching the child by holding onto the handlebars with
one hand to steer the bike, and steadying the child with
the other hand. Over time, the parent might have the
child steer the bicycle but continue to steady the child.
Gradually the parent would provide the child with less
and less physical support until the parent was walking
beside the child, but not providing any support unless
necessary. The parent would then move further away
from the child, until the child was riding independently.

In contrast to the other types of prompt fading, most-
to-least prompt fading does not initially provide the
learner with an opportunity to respond independently.
Most-to-least prompt fading is often used with individu-
als with severe cognitive disabilities. This type of prompt
fading involves using the most intrusive level of prompt-
ing initially and then gradually reducing the level of
guidance provided. For example, if an individual was
being taught to make the bed, the trainer might initially
use hand-over-hand guidance to have the individual
make the bed. The trainer would gradually fade the
physical prompt by decreasing the amount of physical
pressure used to have the person make the bed. Over
time, the trainer might fade to gestural prompts (e.g.,
pointing toward the pillows), and then to verbal
prompts. Eventually, the sight of the unmade bed alone
should evoke the response of making the bed.

B. Fading Stimulus Prompts

When the natural cue was changed to evoke behav-
ior, stimulus prompts must gradually be faded. For ex-
ample, if the behavior being trained is recycling, the
natural cues should include items to be recycled (e.g.,
paper, pop can). Stimulus prompts that might be used
in such a situation include signs telling people to recy-
cle or placing multiple recycling vesicles in the build-
ing. The eventual goal is to transfer control of the
response—recycling—from the prompt (e.g., signs) to
the natural cue (e.g., used paper), such that individuals

will search for and use a recycling container on coming
in contact with an item that can be recycled. Fading
stimulus prompts involves either stimulus fading or
stimulus shaping.

Stimulus fading often is used to teach an individual to
discriminate between similar items. Consider the exam-
ple of teaching students to discriminate between two
similarly shaped letters, Z and S. One way that the dis-
crimination might be taught is by increasing the size of
one letter relative to the other. An example is shown in
the top line of Figure 1. In this example, the correct re-
sponse (stating, Z) is more likely to occur because the
letter Z is much larger than S. Over time, the difference
in size between the letters would be reduced until both
letters were the same height (see Figure 1). Another use
of stimulus fading occurs when additional prompts
were added. For example, when children are learning
addition or subtraction, teachers often use objects to
represent the numbers the children are to add or sub-
tract. To illustrate: if a worksheet instructs a child to add
“4 + 3,” the worksheet might have a group of four ap-
ples next to a group of three apples (see Figure 2). Over
time, the teacher could reduce the salience of the addi-
tional objects (e.g., apples) by making them smaller in
size (see Figure 2).

The second method of fading stimulus prompts is
stimulus shaping. Stimulus shaping is the procedure
used when the shape of the prompt is changed and
then is gradually made to look like the prompt the
trainer wants to evoke behavior. Such a training proce-
dure might be used to teach an individual who does not
read to recognize the word “walk” (as might be seen on
a pedestrain crossing traffic signal). The initial prompt
used should be something that the learner recognizes,
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in this case a picture of a person walking with a line
through it. Over time, the prompt is gradually be
changed to the natural prompt (in this case, the word
“walk”). More important, the shape of the prompt must
be changed slowly, so that the learner is likely to con-
tinue to respond correctly. Parents often use stimulus
shaping when teaching a child to independently ride a
bicycle. The child typically begins to ride with the as-
sistance of training wheels. When the parent sees that
the child is able to maintain balance relatively well, the
parent may remove one training wheel, leaving the
other in place. Eventually the parent removes that
training wheel as well, and the child is riding a bicycle
without the assistance of any additional prompts.

C. Considerations in 
the Use of Fading

When individuals are learning a new response,
prompting is most often used. Over time, the learner
must come to emit the correct response without prompt-
ing. The removal of prompts is called fading and can in-
volve either fading response prompts or fading stimulus
prompts, and the specific type of fading depends on the
prompting strategy used to teach new behaviors.

Regardless of the prompting (and hence fading) strat-
egy used, several caveats are in order. Considerations in-
clude the criterion for completion of training, selection
of a reinforcer, the starting point for training, and the
steps of fading. First, the instructor must determine what
the goal of training is. That is, what is the stimulus that
will evoke behavior when fading is completed. Ideally,

the stimulus will occur naturally in the environment, so
that responding will be maintained. For example, for a
“shy” individual learning to maintain eye contact, fading
might be considered complete if eye contact was main-
tained only after initiated by another person. However, if
the majority of people the individual came in contact
with did not initiate eye contact, the client’s newly
learned skill would likely not maintain. In this case, the
final cue for eye contact might be simply the presence of
another person within 3 ft of the client (with the excep-
tion of certain situations, such as in elevators).

Once the goal of training is determined, it is impor-
tant to select a reinforcer. The reinforcer must be some-
thing that the individual enjoys and that will serve to
reward and maintain responding. When working with
adults who are typically developing the reinforcer often
is simply the ability to emit the target response. For ex-
ample, for a “shy person,” simply maintaining eye con-
tact for some duration may be reinforcing in and of
itself. When working with children, individuals with
disabilities, nonhumans, or adults for whom the target
behavior is not likely to be especially rewarding in and
of itself (e.g., coming to work on time, calculating a tip
rapidly, without the use of a pencil and paper), it is
critical to determine an effective reinforcer. Ideally the
reinforcer should be one that is likely to occur in the in-
dividual’s natural environment. For example, a natural
reinforcer for rapid calculations of a tip might be admi-
ration from others, or avoidance of “odd looks” from
restaurant staff. Once a reinforcer is identified, it should
be used consistently in the training program. The rein-
forcer should be delivered following each instance of the
target response, throughout training and fading.

The third step to complete prior to beginning a
prompting and fading procedure is identification of a
starting point. The stimulus used for initiation of train-
ing should be something that will reliably evoke the tar-
get behavior. Continuing with the “shy” individual, the
initial prompt might be a verbal cue such as “look at
me.” Alternatively, it may be necessary to use several
types of prompts to ensure the behavior will occur when
training begins. For example, a parent teaching a child to
clean the child’s bedroom might make a chart with pic-
tures showing what needs to be done and in what order.
The parent also might need to remain in the room and
verbally prompt the child through each step. Regardless
of the level of prompting or number of prompts used ini-
tially, it is critical that the initial prompts reliably occa-
sion the target behavior. Once the behavior occurs
immediately following the initial prompt for several con-
secutive trials, prompt fading can commence.
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The fourth consideration prior to beginning a prompt-
ing and fading procedure is to determine when fading
will begin and how rapidly fading will progress, based on
the learner’s performance. For example, the instructor
might determine that fading will begin when the learner
has correctly emitted the target response following
prompt presentation for three consecutive trials. Fur-
ther, prompts will be successively removed when the
learner has correctly emitted the target response follow-
ing that level of prompting for three consecutive trials.
Second, the instructor should measure the learner’s re-
sponse in some way, so as to ensure that the fading pro-
cedure is working effectively and efficiently. The goal is
to enable the learner to respond without prompts, how-
ever if fading is too rapid, the learner may cease to re-
spond. Alternatively, if fading is conducted too slowly,
the individual may become “prompt dependent.” That
is, the learner may not learn to exhibit the desired be-
havior without the prompt. Careful evaluation of the
learner’s progress will ensure that fading is accomplished
at the desired rate. More important, as fading progresses,
the goal is for removal of cues to be gradual enough that
few errors occur. If an error occurs, it may be necessary
to back up to the previous prompting level for several
training sessions. Alternatively, frequent errors might
signal two potential problems, either fading is occurring
too rapidly, or the reinforcer for correct performance is
no longer effective. In the case of the first problem, the
instructor should return to the level of prompting at
which no or very few errors occurred. Once the individ-
ual is again reliably emitting the correct response, fading
should again commence, however the steps of fading
need to be smaller or occur more gradually. In the case of
the second problem, an ineffective reinforcer, the in-
structor must identify another reward that will increase
the likelihood of correct responding.

IV. EMPIRICAL STUDIES

Fading has been used to decrease the use of prompts
for a variety of behaviors. In 1990, Mary Ann Demchak

published a comprehensive review of the use of stimulus
and response prompt-fading procedures when providing
instructions to individuals with severe disabilities. Both
types of prompt fading also have been used to facilitate
language acquisition, as evidenced by a review pub-
lished by Sebestian Striefel and Charles Owens in 1980.
Response prompts have been used to teach many behav-
iors including social skills and reading comprehension.
In 1988, Phillip Moore provided a comprehensive re-
view of the utility of fading procedures in teaching read-
ing comprehension.

Fading of stimulus prompts also has been widely
used. To illustrate, in 1984 Elsie Labbe and Donald
Williamson published a comprehensive review of inter-
ventions using stimulus fading to treat elective mutism.
Also, Rebecca Kneedler and Daniel Hallihan published
a review of studies using fading to increase on-task be-
havior of children in academic settings in 1981.

See Also the Following Article
� Extinction
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GLOSSARY

reframe Changing the conceptual and emotional perspective
of a problem such that the meanings of the behaviors asso-
ciated with the problem are viewed in a way that allows
modifying the behavior easier for the client.

task A therapeutic directive that forces the entire family or
selected family members to interact differently from the
pattern thought to be associated with the presenting prob-
lem. Tasks occur in-session or as homework to be done be-
tween sessions.

Family therapy is a perspective of interpreting and
modifying behavior. This perspective is implemented
as psychotherapy in several diverse ways each accord-
ing to a different set of theoretical tenets, where each
tenet or cluster of tenets forms a separate model of fam-
ily therapy. Although implementation varies, the multi-
ple methods of doing family therapy derive from a
single assumption: Presenting problems originate from
inadequate, inappropriate, or dysfunctional interper-

sonal relationships, and therefore should be subse-
quently altered using techniques that in some manner
modify interpersonal relationships. The various ap-
proaches of family therapy can be trichotomized based
on their respective therapeutic assumptions and tech-
niques; they are ahistorical, historical, or experiential.
Each classification approach represents a general orien-
tation toward ameliorating the problem, and within
each type, various models reside.

Models within the ahistorical classification attempt to
remove the presenting problem by altering family inter-
action sequences. Advocates of this orientation assume
that current interaction processes may be unrelated to
the etiology of the presenting problem, but certainly
contribute to its maintenance. In general, the goal of
therapy is to remove the presenting problem by chang-
ing attribution or behavioral patterns. Models within
this group include strategic, structural, Mental Research
Institute (MRI) narrative, behavioral, solution focused,
and psychoeducational.

Historical models have psychoanalytic psychody-
namic roots. Therapy tends to be longer and the thera-
pist is generally less active in the session than in either of
the other two classifications. Emphasis is on early family
dynamics as templates that influence all subsequent inti-
mate relationships. Also important is individual growth
and individuation within the family. Models within this
group include object relations and Bowenian.

Experiential models emphasize personal growth,
experiencing and monitoring internal processes, and
the development of self within the context of the
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family. In addition, therapists are encouraged to share
their internal processes in response to the session.
Therapy within this classification is usually associated
with a person (e.g., Carl Whitaker) rather than a
model. Of the three types, the ahistorical approach
probably best describes how contemporary family ther-
apy is practiced and forms the basis for this article.

I. DESCRIPTION OF TREATMENT

Family therapy is any attempt to modify salient envi-
ronmental features, most importantly interpersonal
contacts or beliefs about those contacts, which alter in-
teraction patterns, allowing the presenting problem to
be unnecessary. Notice that family therapy does not
necessarily exclude nonfamily members, nor does it
necessitate that all family members be present in ther-
apy. Problems are assumed to be embedded in behav-
ioral patterns, and patterns are determined by context.
Family therapy, then, exists to alter context. From this
viewpoint, the job of the therapist is to alter the context
driven behavior.

A. Initial Contact and First Session

Like other forms of psychotherapy, during the first
session the objective is to join with the client and as-
sess the problem. However, unlike other forms of psy-
chotherapy, family therapy also begins by attempting to
alter the family’s perspective. Almost immediately an
effort is made to dilute the idea that the presenting
problem associated with an individual is encased
within that person; instead an attempt is made to mod-
ify beliefs so that the problem is perceived to be a by-
product of the situation that characterizes the system
(i.e., environment) housing the individual. In effect, an
initial objective is to have the problem viewed differ-
ently by the family. Family therapy then, especially ini-
tially, occurs through social negotiation. It involves
determining what the family wants, how they see the
problem, how they want it fixed relative to the assump-
tions and orientation of the family therapist, and how
well the therapist can pull the problem away from an
individual and distribute it to the system. Once this has
commenced, the therapist then allows the presenting
problem to be unnecessary by altering the family struc-
ture, which simultaneously alters interaction patterns,
relationships, and beliefs about the family. Alterna-
tively, the therapist modifies the beliefs about the rela-
tionship, which simultaneously alters patterns of
interaction, and the family structure. Simply said, the

therapist enters the family at the relationship level, not
at the level of a particular individual, and alters interac-
tion associated with the various relationships.

1. Initial Contact
Everyone relevant to the presenting problem is asked

to attend the initial session. This includes all adults in
the household, and all siblings. Each individual brings
unique information about the family beliefs and the
presenting problem. Subsequent sessions require vari-
ous combinations of family members as dictated by the
therapist needs.

In the interpersonal model, therapy is directed to-
ward the relevant behavioral pattern, not the person. As
such, only those family members (or relevant members
of the system) are needed that provide the leverage to
alter the interactions that require changing. Stated dif-
ferently, the therapist needs in therapy those subsystems
that have the ability to change the relationship. This
needed configuration changes from moment to moment
within a session, and across sessions. It is not unusual
to shuffle people in and out of the therapy room if doing
so generates leverage, or if the act of excluding someone
mimics metaphorically the desired changes.

Conversely, sometimes the needed individuals will not,
or cannot attend therapy. Although not optimal, since
therapy is with the relationship, it is assumed that the in-
tervention will ripple through the system.

2. First Session
In family therapy at least three features about the

presenting problem are examined: (1) timing, (2) func-
tion, and (3) who. Each provides an important clue to
discerning relevant contextual information associated
with the problem.

a. Timing. General timing questions provide a time-
line for understanding the evolution of the problem.
The therapist seeks answers to the following questions.
Why is this problem occurring now? What has occurred
recently, or if not recently, how long ago? What was
going on in the family when this started? Why was the
behavior not present yesterday or last week? What is oc-
curring now that makes the behavior necessary for the
individual? Were there changes in the family or larger
environment when the problems started? Were there
job changes, separations, fights, and so on before the
onset? These questions can be asked directly or indi-
rectly. An indirect question would be something like,
“Give me a picture of the family, and how it has changed
over the past year,” or “Describe the family’s everyday
routine for the past 6 months.”
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b. Function. General function questions provide a
framework that examines the utility of the behavior as-
sociated with the problem. The therapist, asking each in-
dividual to describe the presenting problem, wants to
know, “What is the result of the behavior?” Similarly, the
therapist is curious about, “What gets accomplished,
and what does not get accomplished when the behavior
occurs?” Accomplished here means any personal or in-
terpersonal activity that should occur in a functional
family. These include, for example, developmental
changes, relationships, work, or individual activities.

c. Who. These questions provide necessary informa-
tion about the people involved with the problem. For ex-
ample, when the problem occurs, who directly reacts to
the behavior, and then what happens? Reaction means at-
tention, action, or general response. Consider John, the
biter. When John bites Jane (the sister), who reacts, how
do they react, does John get more or less attention (than
before the bite), do bites occur most often when mom
and dad are fighting, or have they increased since mom
and dad separated? This is the type of sequence informa-
tion necessary to conceptualize how the presenting prob-
lem ripples among the network of family members.

Although this example illustrates a short-term
(hours or minutes) behavioral sequence, the thinking
is equally applicable to sequences that cycle over a pe-
riod of days. The child who regularly threatens suicide
illustrates this extended perspective. For example, the
child threatens suicide, mom calls the crisis unit,
everyone converges to the scene, and mom and child
have a very different relationship for some extended,
yet temporary, period. “Who” questions generate infor-
mation about which people are needed in therapy or
else, at minimum, who must be considered relevant
when tasks are assigned.

B. Belief Structure

Depending on the specific model of family therapy,
each emphasizes to a lesser or greater extent the role of
beliefs and cognitions in maintaining the behavior pat-
terns associated with the presenting problems. Conse-
quently, the therapist seeks to simultaneously change the
presenting problem, either directly or indirectly, and the
cognitive perspective that necessitates the dysfunctional
interactions within the environment. In family therapy,
this cognitive perspective is a belief structure maintained
by the family, with slight variations held among the indi-
vidual family members. This family level cognitive per-
spective acts as a filter, determining the meaning of
events, which in turn, dictate reactions to the events. De-

pending on the family’s history and culture, events are
interpreted according to beliefs held by the family. The
beliefs, or myths, may be functional or dysfunctional.
They may be functional in their ability to keep the fam-
ily intact, and yet to the world outside the family, be dys-
functional in the type of behavior that the beliefs
produce. Treating an individual within the interactional
perspective assumes that he or she has a cognitive per-
spective that influences the perception of environmental
input, and determines that individual’s behavioral reac-
tion. Consequently, family therapy seeks to alter the be-
lief as well as the behavior. However, depending on the
family therapy orientation used, the therapist may seek
to change the belief either directly, or through a change
in the presenting problem. In other words, it is held that
you can change the behavior and assume that it will
allow the belief to be less valid, and subsequently unnec-
essary; or you can attempt to change both simultane-
ously. Either way, the presenting problem must change,
and its underlying belief structure must be altered
enough to allow the dysfunctional behavior to be unnec-
essary.

C. Implementing Treatment:
Dimensions of Family Therapy

It is assumed that the therapeutic process begins at
first contact, and from that moment on, the distinction
between assessment and prescribed change is blurred
as these interdependent features continuously address
the presenting problem. Instead of thinking of therapy
changing over time (e.g., phases), it is better to think of
therapy as containing three interdependent dimensions
occurring simultaneously over the period of treatment.
These dimensions are assessment, instilling doubt, and
pattern change.

1. Assessment
Assessment includes determining relevant behav-

ioral patterns and belief systems in the family. Assess-
ment occurs throughout treatment; the therapist’s
concept of the problem is continuously updated using
information gathered via questions and responses to
tasks. Assessment is in two areas: interaction patterns
and belief structures. Assessing behavioral interaction
patterns include questions about who does what and
when, and who responds to whom, when, and how?

Assessing the family belief structure involves the fol-
lowing types of questions:

1. How does the family think, in the sense of a singu-
lar unit; what themes are present?
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2. Where are the family alignments and coalitions?
3. What is the language of the family, and how does it

reflect their beliefs?

The therapist also examines the family beliefs and
myths about causality; these usually have one or more
of the following themes: genetic influence (i.e., bad
seed), vaguely defined biochemical imbalance, some
supernatural influence (e.g., god, devil), influence of
peers, or a bad parent (typically the one not present in
therapy). These beliefs are typically associated with an
assumed cure; for example, if the assumed problem is
peer influence, then new friends would alleviate the
problem. Finally, part of the assessment includes ap-
praising the development stage of the family. This in-
cludes considering the age of the children and their
parent(s). Parents of a young child face a very different
set of problems than do parents of a preadolescent, an
adolescent, or a young adult living at home. At each
stage of development, individuals within the family
have expectations that influence their behavior. Collec-
tively, these expectations influence the expression of
the presenting problem. Each stage of the parenting
process is made more complex by the impact of the
marital relationship. Single parents handle parenting
situations differently than married parents, and happily
married couples handle parenting problems differently
that unhappily married couples.

In family therapy, the therapist should be cognizant
of how the family arrangement and stage influence the
patterns that maintain the presenting problem, and
how each can affect treatment success or failure. No
single recommendation can be made for each possible
combination of family stage by family composition by
marital status by parenting skill, and so on. Instead it is
much better to examine each family as a unique com-
posite, having its own history and belief system. By ob-
serving this belief system as expressed through
behavioral patterns, the proper therapeutic interven-
tion becomes evident for each particular family, irre-
spective of developmental stage.

2. Instilling Doubt
Simultaneous to assessment, the therapist begins the

process of subtly casting doubt on the validity of the
family’s current belief system about the presenting prob-
lem. Seldom will the family acknowledge that marital or
family interaction patterns produce the presenting prob-
lem, or even that the problem lies outside of the identi-
fied patient. Typically, the therapist addresses the
interactional and contextual dynamics surrounding the
presenting problem. This occurs in several ways; for ex-

ample, perspective altering questions, reframes, and di-
rectives for in-session interaction.

This process begins immediately in the first session
and continues unabated throughout the treatment pe-
riod. Initially it serves to alter the presenting perspec-
tive to allow change in dysfunctional patterns, and
later serves to concretize the new ideas about how be-
havior occurs.

3. Pattern Change
Implicit or explicit requests for change in the be-

havior patterns that are associated with the presenting
problem characterize this dimension of therapy. Using
the removal of the presenting problem as the goal, de-
cisions are made about what needs to be changed, and
how to shift the belief structure to allow the desired
behavior to occur. Although the presenting problem is
the defining reason for being in therapy, short-term
goals for smaller, less volatile behavior coax the indi-
vidual or family toward more desirable behavioral pat-
terns along with an altered family belief structure.
This implies that as assessment is occurring and doubt
is cast upon the existing beliefs, opportunities are of-
fered for behavior change.

These opportunities occur both in and out of ses-
sion. In-session opportunities occur when verbal state-
ments by the therapist prompt a slightly different
perspective (e.g., using a reframe) or when requested
tasks force the family to interact differently. Out-of-ses-
sion opportunities occur when behavior tasks are im-
plemented. These requested tasks may include parents
negotiating curfew times, or having the parents decide
on consequences for misbehavior. The requested task
forces new interactions around the presenting problem.
When any task is, or is not completed, the response to
the task by each individual provides additional infor-
mation used by the assessment dimension.

a. Tasks: In-Session versus Out-of-Session. Request-
ing change via tasks is a hallmark of family therapy.
Tasks, or requests for specific behaviors, can occur either
in- or out-of-session. In-session tasks consist of directing
the interaction among family members. This can consist
of interaction between family subunits, or among mem-
bers as a whole. Out-of-session tasks usually are thought
of as homework assignments. Irrespective of family ther-
apy orientation, most therapists use both types.

In-session task. The in-session task has three functions:
(1) It allows the therapist to see relevant interaction, (2)
it allows the therapist to alter relevant interaction, and
(3) it allows the family to experience new patterns of in-
teraction. Observing interaction in a session is extremely
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beneficial in determining what is occurring in the family
and how it needs to be changed. Assuming that the in-
session behavior is isomorphic to the out-of-session be-
havior, the therapist is confident that what is seen reflects
what happens in the home.

These tasks can be as simple as asking the husband
and wife to talk about relevant issues, or as complex as
having a family meeting on some topic. Each task, irre-
spective of complexity, generates relevant interaction
needed for continuous assessment.

Another value of the in-session task is that it provides
the therapist with the opportunity for the intended fam-
ily interaction pattern to fail. For the therapist, there are
therapeutic benefits in observing the family fail at the
assigned task. Specifically, observing a failed task pro-
vides information about the pattern structure, provides
immediate opportunity for therapist to comment on the
process, and provides an opportunity to challenge the
belief system.

Some families benefit more than other families from
in-session compared to out-of-session tasks. Because
in-session tasks generate new interactions among the
family during the session, they are especially useful
with families characterized as chaotic, that is, where
most family members have infrequent, or volatile con-
tact with other family members. This also includes
families in which the lifestyle increases the likelihood
that the family will come for only one or two sessions.
Finally, in-session tasks may be necessary for families
that fail, for whatever reason, to complete out-of-ses-
sion tasks. These families should be given in-session
tasks to determine what interactional components con-
tribute to out-of-session failures.

Out-of-session tasks. Tasks that request specific changes
in behavioral interactions outside of therapy have the sin-
gular function of altering, however slightly, familial inter-
actions that are consistent with removing the presenting
problem. Out-of-session tasks require interactions that
need time, opportunity, or situations that are outside of
the therapy session. These might include positive interac-
tion opportunities (e.g., trip to the park), or need several
days or weeks to complete (e.g., parent monitoring of
child behavior). Moreover, if the task fails, the out-of-ses-
sion task allows the therapist to determine the sequenc-
ing of behaviors associated with failure.

Like in-session tasks, failure to complete out-of-ses-
sion tasks is seen as a source of information within the as-
sessment dimension of therapy. In turn, the failure
information is used to devise and re-assign another,
slightly modified task. This next task accounts for the
previous failure by modifying important ingredients in
the interaction, which if successful, takes the pattern

closer to the objective. If the task again fails, even with
the modifications, then the therapist has more informa-
tion about what is interfering with change. When suc-
cessful, tasks simply allow the perspective shift to
manifest itself behaviorally. The task, in effect, demon-
strates that behaviors can change in accordance with the
prescripts of therapy. In some cases, no tasks need to be
given, and in others, the therapist gives a task at each ses-
sion. Whether or not to assign a task depends on what
the therapist determines the family needs, and since the
needs of families vary, so should task assignment.

D. Subsequent Sessions

Subsequent sessions build on the initial session—shift-
ing perspective and changing behavior. Each therapeutic
maneuver either sets up or implements small changes
that are consistent with eliminating the presenting prob-
lem. These small behaviors are, in fact, short-term goals;
in turn, success in these short-term goals inexorably lead
to changes in the presenting problem. Changes, as de-
fined here, refer to not only interaction patterns, but also
shifts in the client belief structure. Remember, the shift in
perspective refers to a method of allowing the individual
or family to see behavior in a slightly different way.
Specifically, efforts are directed toward changing the be-
havior via interactional tasks while concomitantly asking
questions about, or indirectly making reference to, the
beliefs that underlie those interactions.

In general, there are no prescripts about what to do
in any given session other than always to guide the
client to change. Each therapeutic maneuver should be
goal directed; each should attempt to alter pattern, per-
spective, or both in relation to short-term goals. In
turn, each short-term goal must be directly related to
the long-term goal of removing the presenting prob-
lem. For example, a short-term goal might be getting
the mother and father to view the son in a slightly dif-
ferent way; to view the child, not as a “sick” kid, but as
a son reacting to a chaotic home life. A series of small
moves such as this eventually allow the parents to take
more responsibility for the environment that shapes the
child’s behavior.

E. Termination

Because the object of all ahistorical family therapy
models is to remove the presenting problem, once that
objective has been met therapy ends. By maintaining a
very specific objective, such as removing the presenting
problem, all parties involved work toward a common
goal, and everyone is aware of the changes that have
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been made, or need to be made, in order for therapy to
be successful. Therapy should be as brief as possible,
typically lasting from 6 to 20 sessions.

II. THEORETICAL BASIS

A clear and consistent message implicit in traditional
psychotherapy is that the individual with the presenting
problem has a core deficit. The identified client may be
lacking social skills, has aberrant thinking, is develop-
mentally arrested or unable to resolve internal conflicts,
or has some flawed biochemical process. Irrespective of
etiology, the problem is within the individual and all ef-
fort focuses on treating the assumed structural deficit
within the individual. Conversely, family therapy is an
interpersonal model of psychotherapy; it focuses on
treating the relationships between members of a delim-
ited environment. Unlike the individual deficit model,
family therapy assumes that a presenting problem re-
flects the inadequate quality or inappropriate structure
of interpersonal relationships in which the individual
resides. Moreover, family therapy assumes, a priori, that
the individual expressing a symptom for the system is
no more or less likely than any other family member to
be psychologically vulnerable. Simply put, the identi-
fied patient is fulfilling a role within the larger system.

Each model in family therapy posits different theo-
retical tenets for the processes that generate the
problematic behavior. Some assume a dysfunctional
multigenerational process (e.g., lack of individua-
tion), while others assume that psychological rem-
nants from early attachment figures stifle the ability
to maintain later relationships, and still others as-
sume that inappropriate reinforcement or punish-
ment creates a chaotic environment that produces
aberrant behavior in children. Although each model
has different assumptions about the presenting
problem, a single conceptual thread binds them to-
gether—the identified patient represents the cumula-
tive inability of the immediate environment, usually
the family, to functionally adapt to exogenous or en-
dogenous changes that naturally occur as a system
evolves over time. Furthermore, although the family
produces the symptom, the identified patient is sim-
ply selected as the carrier; this implies that any sib-
ling could do just as good a job if drafted for duty.

Most of the assumptions held by family therapists de-
rive from global theories that have no direct link to psy-
chotherapy but instead focus on natural or biological
systems. Many of the central ideas draw from general sys-
tem theory, initially forward by the biologist Ludwig von

Bertalanffy in the early 1930s. Lesser known theories (at
least in the social sciences), such as information theory
and cybernetics, also influenced the seminal writers in
this area. Given the fluidity inherent in these dynamic
systems models, it is not surprising that family therapists
assume that, unlike many traditional psychotherapy
models, change can occur spontaneously, that etiology is
impossible to know, or that defense mechanisms and
client resistance have no conceptual foundations. In ef-
fect, families are evolving systems, embedded in other
systems and that the function of the therapist is to per-
turb the system enough to alter the processes that charac-
terize the system. Exactly how the therapist induces this
perturbation forms the unique underpinnings of each of
the various models of family therapy.

III. APPLICATIONS 
AND EXCLUSIONS

Because family therapy does not attempt to modify a
person but rather the behaviors exhibited by a system,
it is generally applicable to most of the problems seen
by mental health practitioners. With children and ado-
lescents, it has been applied to problems ranging from
conduct disorder to anxiety and depression. In adults,
it has been applied to relationship problems, as an ad-
junct to the treatment for schizophrenia, depression
and anxiety, modifying family reactions to medical ill-
ness, and drug and alcohol abuse.

Most of the couples and families treated with family
therapy, at least as described in the scientific literature,
have been predominantly upper-lower and middle class,
and white. In the past decade, greater emphasis has been
made to apply these techniques to more diverse groups
such as Asian and Hispanic populations. Because family
therapy did not evolve from a psychological perspective
but rather from a general systems orientation, most of
the assumptions that form family therapy are equally ap-
plicable across family types and cultures. For example,
Salvador Minuchin developed structural family therapy
in the early 1960s at a facility that dealt with young
delinquents, mostly black and Puerto Rican.

IV. EMPIRICAL STUDIES

A number of studies provide evidence that family
therapy is generally as effective as other forms of psy-
chotherapy for the types of problems noted in the pre-
vious section. It is clearly the treatment of choice for
relationship problems; this was established almost two
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decades ago and has subsequently been confirmed
through multiple studies. William Pinsof and Lyman
Wynn edited a book in 1995 that provides an excellent
overview of family therapy outcome studies.

V. CASE ILLUSTRATION

This synopsis reviews the case of a 10-year-old girl
that presented with uncontrollable head shaking and
humming. The condition had been occurring for about
1 year, and the parents were told that the disorder was
caused by a biochemical imbalance in the brain. The
child and her family were referred to the Marriage and
Family Therapy Clinic after several thorough neurolog-
ical examinations found no physical reason for the con-
dition. The humming and head shaking, although
reported to be uncontrollable, did not occur at school,
during therapy sessions, or in situations that the child
enjoyed. It occurred primarily at night, starting within
minutes after the child went to bed. The humming usu-
ally increased slowly until it got the attention of the
parents, who would then check on the girl, reassure
her, and then leave the bedroom. This cycle continued
until the child fell asleep. This case was assigned to an
M.S.-level family therapist, and I was the supervisor.

After reviewing the videotape of the initial session, and
assuming no physical disorder could explain the selective
head shaking and humming, I further assumed that the
family was inadvertently reinforcing the behavior of the
child, and the child was unable to engage the parents
with less drastic measures. I decided to discourage this
reinforcement without focusing on the child or blaming
parents. I used an MRI-type approach that involved hav-
ing the parents “evaluate” the behavior without explana-
tion. The intent was to simply reorganize the patterns of
interaction between the girl and the response of her par-
ents to her behavior. The therapist was instructed to com-
mence the second session by asking about the symptoms
during the previous week, what the parents did in re-
sponse, and so on; most of emphasis was on getting the
child to talk about the uncontrollability of the behavior.
Near the end of the session, the therapist asked the fol-
lowing questions (these had been developed prior to the
session) to the girl (with the parents present):

1. “Do you shake your head from left to right or from
right to left?”

2. “Do you hum a low note, a high note, or a medium
note?”

3. “Do you shake your head faster as the note gets
higher?”

After each question, the therapist allowed the girl to
respond, but typically, the girl would look puzzled and
simply waited for the therapist to talk again. Finally,
the therapist made the following statement: “I looked
up biochemical imbalances in some books and I found
out there are two types: the controllable type and the
uncontrollable type. If, in fact, you do have a biochem-
ical imbalance, you have the controllable type.” And
then the therapist said, “Ask me how I know that
(pause). I know because you choose when you do it.
You don’t do it at school and you don’t do it when I’m
here. And I bet there are many, many other times when
you don’t shake your head and hum, right? Let’s check
that out right now. Shake your head and hum right
now.” (Note: It did not matter whether she moved her
head or not, either behavior showed control.) After a
long pause, the therapist said, “That confirms every-
thing I’ve read. In your case it’s very controllable.”

The therapist then asked the young girl to step out to
the waiting area and gave the following instructions to
the parents. “Do you want to get rid of the head-shak-
ing and humming, which she can control?” Of course,
the parents said yes, and then the therapist gave each
parent a set of 10 (3 × 5) cards, numbered consecu-
tively from 1 to 10. The therapist then said, “Each of
you has a card, numbered from 1 to 10, with 10 being
high. Before I tell you what to do with these cards, I
need your complete assurance that you will do exactly
what I say. Are you willing?” The parents nodded affir-
matively. Next the therapist said, “If you do this every
single time it’s appropriate, she will stop, very soon.”
After more assurances by the parents, the therapist
said, “One thing about this type of behavior is that kids
can sometimes do it better and sometimes do it worse.
Since it’s controllable, we’ve found by using this
method, it effectively reduces the incidence—if it’s
used correctly. Many parents are distressed enough by
the behavior to follow through. Do you think you are?”

After repeated assurances by the parents, the thera-
pist then gave the following instructions: “Every time
she does the behavior, it’s your job to evaluate how well
she does it. Go to where she is; turning the light on if
she’s in bed. Watch for 5 to 10 seconds to evaluate. Dad
holds up his card with his rating. Mom then rates. Fi-
nally, dad adds the two ratings up, then divides by two,
to get a single rating. Dad, in his very best fatherly tone,
tells (child’s name) her rating on this episode of the be-
havior. Then both parents calmly turn around and walk
away, saying nothing more about the behavior. Do this
every single time, but only one time per episode.” Mom
was assigned to keep track of the number of times they
forget to do this.
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At the following session (1 week later), the parents
reported that during the first rating (while the child
was in her bed) the girl stopped the head shaking and
humming after several seconds of the parents observ-
ing and asked the parents what they were doing. They
did not respond but simply completed the task as di-
rected. During the second and third episodes, she
stopped when the parents walked into the room. The
fourth episode occurred in public; when the girl began
her head movement and humming, the mom pulled
out her set of cards and the girl stopped immediately.
The following week no episodes occurred, and again at
a 1-month follow-up, no additional episodes had oc-
curred. The family was seen for a total of four sessions.

This case illustrates the use of an out-of-session task
assigned to alter interaction around a problem behavior
expressed by the child. The task and assignment method
(i.e., specific oral instructions) allowed the family to
view the distressful behavior as controllable. Each parent
was assigned a unique part of the task, and as a unit, they
engaged in behavior that modified the typical response
to the presenting problem, thereby forcing new interac-
tion patterns for the family.

VI. SUMMARY

Although multiple, disparate models of family ther-
apy exist, all presuppose that the presenting problem is
embedded and maintained in behavioral patterns that
originated from inadequate, inappropriate, or dysfunc-
tional interpersonal relationships. Consequently, the
psychotherapy techniques used by a family therapist
attempt to modify salient environmental features, most

importantly interpersonal contacts or beliefs about
those contacts, which alter interaction patterns, allow-
ing the presenting problem to be unnecessary. These
techniques include in-task and out-of-session behav-
ioral tasks, reframes, and perspective-altering ques-
tions. Therapy is typically brief (less than 20 sessions)
and ends when the presenting problem or behavior has
stopped or is no longer considered distressful.
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GLOSSARY

consciousness-raising Activities that increase awareness
about how oppressions such as sexism, racism, heterosex-
ism, and ageism influence the lives of individuals.

feminist analysis and gender role analysis Techniques used to
examine how inequality, injustice, and power imbalances
may limit individual potential. Gender analysis involves
examining restrictive gender role beliefs and behaviors,
weighing their costs and benefits, and constructing alter-
natives to prescriptive gender roles.

the personal is political Personal issues are not individual
concerns alone, but are shaped by cultural forces and have
implications for political and social change.

Feminist therapy integrates feminist analysis with a
variety of psychotherapy systems to support egalitarian
psychotherapy practice and goals as well as social
change. Of central importance to this approach are (1)
efforts to address the connections between variables such
as race, culture, class, sexual orientation, and gender;

(2) a commitment to equality and social justice for all
people; and (3) the assumption that both personal and
social change are necessary to support feminist ther-
apy goals.

I. DESCRIPTION OF TREATMENT

Psychotherapy was first described as “feminist” dur-
ing the early 1970s. Feminist therapy was not founded
by or connected to any specific person, theoretical posi-
tion, or set of techniques; its origins are embedded in the
diverse social change goals and activities of the women’s
movement. Feminist practitioners integrate knowledge
about psychotherapy methods, social structures, multi-
ple intersecting oppressions, activism, feminism, multi-
culturalism, and the diversity of women’s and men’s
lives. Feminist therapy can be best defined as an um-
brella or philosophical framework for organizing a ther-
apist’s assumptions and psychotherapy techniques.
Important features include emphases on (1) conscious-
ness-raising and activism; (2) egalitarian therapist–client
relationships and goals; (3) diversity and the multiple
meanings of gender; and (4) a sociocultural perspective
that addresses relationships among the personal prob-
lems, social forces, and various “isms” (e.g., racism, het-
erosexism, sexism, ageism). Feminist therapists are
informed by a wide range of personality and psychother-
apy theories, eschewing only those techniques that sup-
port inequality or narrow life options.
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In contrast to traditional psychological approaches
that may emphasize internal attributes and pathologies,
feminist therapists view problems from a complex
biopsychosocial framework, highlighting the ways in
which social realities shape, constrict, and limit
choices. Intrapsychic explanations of distress may de-
contextualize problems, promote narrow thinking, or
support victim blaming. If therapists define problems
primarily as a set of symptoms, they may also tend to
emphasize symptom removal, which may not result in
genuine change or renewal, but may merely call on in-
dividuals to resolve issues by accepting the very cir-
cumstances that contributed to their problems.

From a feminist perspective, many psychological
symptoms represent efforts to cope with negative con-
ditions, and thus, reflect communication and survival
mechanisms. These behaviors, which frequently play
important short-term adaptive roles, often become in-
creasingly uncomfortable and counterproductive over
time, and may eventually exhaust a person’s resources.
The feminist therapist helps the client understand how
these forms of coping, such as anxiety and depression,
can be redirected in productive and empowering ways.
The therapist’s frame of reference is not how symptoms
are signs of pathology that must be removed but rather,
what symptoms convey about a person’s circumstances,
strengths, and coping skills.

The feminist therapist emphasizes egalitarian practice
and shared responsibility, and views the client as compe-
tent and as an expert on his or her own life and circum-
stances. Due to the training of therapists, however, the
relationship may approach equality but is not likely to be
fully equal. From a feminist perspective, open thera-
pist–client discussions of power and the positive and
negative uses of power facilitate the client’s ability to deal
with unequal power both within and outside of psy-
chotherapy. Believing that all human interactions are in-
fused with values, feminist therapists often make their
values explicit, and encourage clients to take an active
role in clarifying their own values and preferences.

During the 1970s, feminist therapists provided lead-
ership within mental health professions by promoting
informed consent and highlighting the value of clearly
negotiated, collaborative therapeutic contracts. In-
formed consent assists therapists and clients in evaluat-
ing progress regularly, minimizes the risk that
therapists will abuse power or manipulate clients, and
enables clients to assume optimal levels of responsibil-
ity for their own direction in psychotherapy.

The goals of feminist therapy emphasize personal
awareness of biological, personal, relational, cultural,

and sociocultural factors. Clients are encouraged to
consider the role of both internal and external contribu-
tors to their problems and explore denied or distorted
aspects of their experiences in order to discover hidden
or submerged sources of strength. This consciousness-
raising and clarification process may decrease clients’
self-blame and help clients transform indirect forms of
influence (e.g., symptoms) into direct, constructive, as-
sertive expressions that support health. Clients may also
explore ways in which restrictive environments may
limit their freedom or may punish them for stepping
outside of prescribed roles. In order to help clients deal
with external and internal resistance to creative change,
therapists often encourage clients to weigh the costs
and benefits of change, and to consider how they may
cope with negative reactions to their positive change ef-
forts. Feminist therapists, recognizing that individual
change alone will not lead to extensive systemic change,
also attempt to devote some time to social action and
advocacy. When appropriate, clients are also encour-
aged to become involved in social change or volunteer
work that contributes to social justice.

As feminist therapists pursue the goals outlined
above, they incorporate techniques from a variety of
psychotherapy approaches. Some techniques are iden-
tified as hallmarks of feminist therapy, such as gender-
role analysis, feminist analysis, self-disclosure, group
work, and social change activities. Gender-role analy-
sis, a component of assessment, involves exploring the
impact of gender and related identity statuses (e.g., age,
sexual orientation, race) on psychological well-being,
and using this information to make new decisions
about gender roles. Laura Brown summarized compre-
hensive gender role analysis as including the (1) explo-
ration of gender in light of personal values, family
dynamics, life stage, cultural/ethnic background, and
current environment; (2) discussion of the rewards and
penalties for gender role conformity or noncompliance
in the past and present; (3) clarification of how the
client–therapist relationship mirrors gender issues or
provides insight about the client’s gender roles; and (4)
exploration of the client’s history related to victimiza-
tion and oppression. A victimization history may in-
clude information about interpersonal violence, sexual
harassment, assault and abuse, racism, sexism, hetero-
sexism, and other related injustices that have con-
tributed to the person’s gender-related rules. The goals
are to clarify how gender-related messages were ab-
sorbed by the individual, what functional and negative
forces they have played in the individual’s life, and how
the client can use this information to choose emotional,
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cognitive, and behavioral responses that enhance
health.

Feminist analysis and power analysis refer to various
methods for helping clients understand how unequal
access to power and resources can influence personal
choices and distress. Therapists and clients explore
how inequities or institutional and cultural barriers
may limit or complicate self-definitions, achievements,
and well-being. To facilitate this process, therapists
may provide information about dynamics or statistics
associated with problems related to the unequal distri-
bution of power (e.g., family violence, divorce, tradi-
tional marriage, sexual abuse). They also use
open-ended questions to explore these dynamics and
how clients can develop positive, personal approaches
to power and relationships that empower themselves
and others. Bibliotherapy, therapist self-disclosure, and
psychoeducational groups may also be incorporated
into feminist analysis.

Both gender-role and feminist analysis help clients
reframe problems and develop new lenses for under-
standing issues, which often lead to renewed self-es-
teem. Rather than viewing themselves as deficient and
needy individuals who must experience psychological
overhaul, clients learn to define themselves as capable
individuals who will benefit by redirecting their energy
toward new goals.

Self-disclosure and group work are sometimes used
to build connections between diverse groups of women,
demystify the psychotherapy process, and decrease
power differentials in psychotherapy. Therapist self-dis-
closure may decrease a client’s feelings of isolation, and
help the client connect abstract concepts about social
structure and gender role conflicts to real-life issues.
Through carefully timed and appropriate self-disclo-
sure, the feminist therapist may serve as a coping model
whose human qualities facilitate client empowerment.
As noted by the Feminist Therapy Institute “Ethical
Guidelines for Feminist Therapists,” all self-disclosure
must be used “with purpose and discretion and in the
interest of the client.” Group work, including con-
sciousness-raising, support and therapy groups, psy-
choeducational groups, and seminars may also decrease
feelings of isolation between clients and foster self-trust
and social support. The sharing of life stories supports
the mutual disclosure of gender role conflicts and every-
day inequities, and often facilitates increased awareness
of gender issues and solidarity among members. Mem-
bers learn to use power effectively by providing support
to each other, practicing new skills, and taking interper-
sonal risks in a safe environment. Groups also decrease

power imbalances between therapists and clients be-
cause members are not only receiving, but also giving
emotional and practical support.

II. THEORETICAL BASES

During the first decade of feminist therapy practice,
practitioners tended to be most concerned with re-
sponding effectively and immediately to the extensive
gender-related problems that had been ignored, mar-
ginalized, or distorted by the lenses of mental health
professions that had been dominated by androcentric
theories and practices. The feminist critique of the
mental health professions focused primarily on four
overlapping issues: (1) personality theories and re-
search that supported biased models of therapy; (2)
double standards of mental health that overvalued at-
tributes described as “masculine” and devalued attrib-
utes labeled as “feminine”; (3) diagnostic practices that
contributed to labeling clients without regard to con-
textual, situational contributors to distress; and (4)
psychotherapy relationships in which an all-powerful
therapist defined reality for the client.

In the late 1960s, Naomi Weisstein declared that
“psychology has nothing to say about what women are
really like, what they need and what they want, essen-
tially, because psychology does not know.” A study
conducted by Inge Broverman and colleagues during
the early 1970s also revealed that mental health profes-
sionals’ views of healthy men and women were influ-
enced by gender stereotypes. In addition, Phyllis
Chesler’s influential book, Women and Madness, com-
pared the therapy relationship to that of a patriarch and
patient, noting that this relationship mirrored women’s
roles in patriarchal families where women were re-
warded for submitting to an all-knowing father figure.
Chesler argued that the band of “normal” behavior for
women was extremely narrow and that women were di-
agnosed for both underconforming and overconform-
ing to limiting mandates.

These powerful critiques, along with the activism of
the women’s movement, contributed to an initial em-
phasis on providing immediate, practical, respectful
therapeutic options to women, as well as changing the
systems in which therapy occurs. Following the estab-
lishment of basic principles, feminist therapists focused
on developing theory that supports ethical practice,
and one outcome was the Feminist Therapy Institute’s
“Ethical Guidelines for Feminist Therapists.” These
principles are not designed to replace other codes, but
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to enhance feminist practice by enumerating positive,
proactive responsibilities regarding cultural diversities
and oppressions, power differentials, overlapping rela-
tionships, therapist accountability, and social change
responsibilities of feminist therapists.

Rather than articulating one feminist theory of prac-
tice, feminist therapists have tended to propose criteria
for evaluating theories applied to women’s lives. For ex-
ample, Hannah Lerman indicated that feminist person-
ality theories should (1) view women positively and
centrally, (2) avoid confining concepts, (3) encompass
the diversity and complexity of women’s lives, and (4)
attend to the inextricable connections between the in-
ternal and external worlds. The feminist theory working
group of the 1993 National Conference on Education
and Training in Feminist Practice proposed that femi-
nist theories should (1) support social transformation
and the development of feminist consciousness; (2)
emerge from and speak to the lived experiences of
clients who exist in changing social worlds; (3) address
power imbalances related to gender and diversity; (4)
give voice to and authorize the world views of op-
pressed persons; (5) recognize that psychological con-
structs, including feminist constructs, are not based on
universal “truths,” but vary across time and culture; and
(6) de-center the experiences of dominant groups,
whose behaviors are often defined as healthy, correct, or
normal. Several feminist psychological theories have
also provided important foundations for the work of
many feminist therapists. These include Sandra Bem’s
gender schema theory, Carol Gilligan’s work on the rela-
tional qualities of women’s ethics, and the self-in-rela-
tion model of Jean Baker Miller and colleagues at the
Stone Center at Wellesley College.

The work of feminist therapists is informed by a
wide range of sociological, philosophical, political,
feminist, and psychological theories, and these feminist
philosophical theories posit a variety of overlapping
and sometimes competing views of the meanings and
nature of sex and gender, the causes and consequences
of gender oppression, the implications of gender-re-
lated inequity, and solutions to gender-related oppres-
sion. Feminist theories bear diverse labels such as
liberal feminism, cultural feminism, radical feminism,
women of color feminisms, lesbian feminism, global
feminism, socialist feminism, postmodern feminism,
and third wave feminism. Although feminist therapists
generally agree on basic principles of practice, their
unique orientations to feminism may have profound
impacts on their interpretation of feminist therapy
principles and choice of psychological and social inter-
ventions. One’s feminist theoretical perspective influ-

ences the degree to which the therapist believes that
(1) gender is socially constructed or an aspect of one’s
essential nature; (2) self-disclosure serves as a useful
support for empowerment; (3) traditional diagnosis
can or cannot be integrated with an egalitarian stance
with clients; and (4) social change activity is an essen-
tial role of feminist therapists.

Judith Worell and Pam Remer developed a five-step
decision-making model to help feminist therapists assess
the compatibility of specific psychological theories and
feminist therapy principles and, when necessary, trans-
form incomplete or biased theories. The decision-mak-
ing sequence starts with the identification of a theory’s
historical development and theoretical concepts, its
views of clients’ problems, its use of language and labels,
the functions and roles of diagnosis and assessment, the
role of clients and therapists, and techniques. Therapists
then identify limitations, consider ways to restructure
the theory, and incorporate aspects of other theories to
construct more inclusive, egalitarian approaches.

III. APPLICATIONS

As a philosophical approach that can be integrated
with a wide range of psychological theories, feminist
therapy is applied to a broad range of psychological
problems, including those problems that are often de-
fined as “feminist” (e.g., sexual and domestic violence,
sexual harassment), as well as problems that are influ-
enced by biological factors (e.g., bipolar disorder,
schizophrenia, anxiety, depression). Approaches to
dealing with the following issues have received the
most extensive attention in the feminist therapy litera-
ture: achievement and career issues, eating disorders,
addictions, relationship issues, sexual assault and
abuse, sexual harassment, family and domestic vio-
lence, trauma-related problems, depression, anxiety,
and dissociative disorders.

Some early feminist therapists opposed the use of
prescription medications because some practitioners’
indiscriminate and singular use of some biological in-
terventions represented forms of superficial treatment,
social control, or led to addiction (e.g., the prescription
of valium to homemakers in order to ease anxieties re-
lated to dissatisfying roles). At present, however, most
contemporary feminist therapists operate from a
biopsychosocial model that highlights social contribu-
tions to distress but also recognizes multiple contribu-
tions to psychological problems, including biochemical
imbalances. Feminist psychopharmacology, an aspect
of feminist psychiatry and therapy, is characterized by
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the integration of feminist principles with attention to
biases in medical diagnosis and research, vigilance
about gendered prescribing practices, rejection of
mind–body dualisms, and respect for the client’s
choices and treatment preferences. Phyllis Chesler, an
early critic of the medical control of women through
biological interventions, has recently argued that al-
though clients are still often overmedicated or wrong-
fully medicated, medical advances have increased the
quality of life of many. A sociocultural framework re-
mains crucial for ensuring that clients experience an
integrated approach that addresses the full range of in-
ternal and external contributors to distress.

Feminist therapy was originally developed by, prac-
ticed by, and applied to work with women. However,
there has been increased recognition of the ways in
which men’s traditional roles and socialization can also
be restrictive. Feminist therapy may be used to help
men redefine masculinity according to values other
than power, prestige, and privilege. Feminist therapy
may also help men integrate relationship and achieve-
ment needs; increase men’s capacity for intimacy, emo-
tional expression, and self-disclosure; create mutually
rewarding and collaborative relationships; and learn
noncoercive problem-solving methods. In order to af-
firm men’s contributions to justice and egalitarianism
while also preserving the uniqueness of women’s expe-
riences as therapists and clients, some feminist thera-
pists refer to the feminist activities of male therapists as
profeminist therapy. Profeminist approaches are appli-
cable to a wide range of men’s problems including de-
pression, anger management, interpersonal violence,
anxiety issues, addiction, achievement concerns, and
relationship and family problems.

Feminist therapy is appropriate for working with a va-
riety of diversities, such as ethnicity, multicultural
themes, class issues, life stage issues, sexual orientation,
and physical disability. A substantial feminist therapy lit-
erature has emerged on the counseling needs of women
of color, lesbians, and bisexual women. Authors such as
Oliva Espin, Lillian Comas-Diaz, Beverly Greene, and
Karen Wyche have also articulated feminist therapy ap-
proaches relevant to diverse groups of women of color,
including immigrant women and lesbians of color.

IV. EMPIRICAL STUDIES

Some of the earliest studies relevant to feminist ther-
apy examined the impact of consciousness-raising
groups on participants, and in general, found that par-
ticipation in these groups was associated with increased

endorsement of feminist attitudes and expanded con-
cepts about women’s potential. During the late 1970s,
Marilyn Johnson’s comparison of a small sample of
clients who participated in feminist or conventional
therapy found that these two groups reported similar
types of problems, similar levels of satisfaction, and
similar levels of change. Diane Kravetz, Steven Finn,
and Jeanne Marecek compared the experiences of con-
sciousness-raising group members who had sought
feminist or conventional therapy and found that women
who defined themselves as feminist reported higher lev-
els of satisfaction when the therapist was feminist.

Another group of studies examined reactions of po-
tential clients to videotaped, audiotaped, or written de-
pictions of nonsexist, liberal feminist, and radical
feminist therapy. Gail Hackett and Carolyn Zerbe Enns
found that feminist respondents, including male partic-
ipants with profeminist values, showed more positive
reactions to all versions of counseling than individuals
who did not endorse feminist values. Research partici-
pants were able to accurately identify counselors with a
feminist orientation and generally expressed positive
attitudes toward feminist therapists. Respondents also
rated liberal and radical feminist counselors as empha-
sizing similar goals, but viewed radical feminist coun-
selors as communicating these goals more strongly
than liberal feminist therapists.

Recent survey studies have explored shared values
and perspectives of feminist therapists and how these
values may differentiate their work from therapists who
do not define themselves as feminist. Judith Worell, Re-
donna Chandler, and colleagues found that self-identi-
fied feminist or woman-centered therapists were
significantly more likely than nonfeminist therapists to
endorse the following behaviors: affirming the client,
adopting a gender-role perspective, valuing woman-
centered activism, using therapist self-disclosure, and
displaying an egalitarian stance. In 2000, Bonnie
Moradi and colleagues compared the reported behav-
iors of feminist therapists and those who did not iden-
tify themselves as feminist. A factor analysis of feminist
therapy behaviors revealed three major themes: (1) an
emphasis on gender role analysis and the personal is
political, (2) empowerment through respecting indi-
vidual differences and focusing on strengths, and (3)
valuing behaviors such as assertiveness and autonomy.
When examining the five top-ranked behaviors of fem-
inist therapists, this study found no significant differ-
ences between feminist therapists and other therapists
with regard to displaying empathy and unconditional
positive regard toward clients. However, feminist thera-
pists were significantly more likely to describe their top
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five behaviors with both male and female clients as
consistent with the following: (1) paying attention to
clients’ experiences of discrimination, (2) adopting a
collaborative role with clients, (3) reframing problems
to include an emphasis on socialization, and (4) en-
hancing self-esteem by emphasizing clients’ unique and
positive qualities. Marcia Hill and Mary Ballou’s 1998
survey of 35 feminist therapists also revealed the fol-
lowing themes: (1) attention to power differences,
overlapping relationships, and therapist accountability;
(2) an emphasis on the sociocultural causes of distress;
(3) the valuing of women’s experience; (4) application
of an integrated analysis of the multifaceted and inter-
locking aspects of oppression; and (5) an emphasis on
social change. These findings show the repeated en-
dorsement of two key groupings of feminist therapy
principles: the personal is political, and egalitarianism.

A final group of studies examined whether actual
clients have viewed their therapists as displaying femi-
nist therapy behaviors. Studies conducted by Judith
Worell, Redonna Chandler, Anne Cummings, Niva
Piran, and colleagues showed that clients view feminist
therapists as displaying the qualities and behaviors that
feminist therapists endorse (e.g., empowerment, reduc-
ing power differentials, exploring gender-role issues).
Noting that traditional measures of symptom reduction
are not consistent with feminist therapy outcomes, this
group of researchers has also developed measures of
feminist empowerment and have found that feminist
therapy clients report outcomes consistent with femi-
nist empowerment (e.g., resilience, developing coping
skills for dealing with barriers).

Given the fact that feminist therapy is usually defined
as a philosophical approach rather than as a highly stan-
dardized, technique-oriented approach to therapy, the
examination of the processes and outcomes of feminist
therapy is complex. Nevertheless, it is essential for re-
searchers to study the process and outcome variables as-
sociated with distinctive techniques such as gender-role
analysis, feminist social and power analysis, and feminist
self-disclosure. It is also important to examine outcomes
related to feminist therapy for specific types of problems
(e.g., sexual assault, career counseling) as well as how
the theoretical diversity of feminist therapists is reflected
in actual feminist therapy behaviors.

V. CASE ILLUSTRATION

Briana, a 21-year-old college student, reported diffi-
culty concentrating on courses, conflicts with her
boyfriend and parents, depressed feelings, anxiety, and

nightmares. Other issues included difficulties trusting
others, feelings of inadequacy, dysfunctional eating, and
alcohol use. During initial sessions, Briana’s therapist
also asked questions about family and relationship in-
teraction patterns, paying special attention to “shoulds”
and beliefs that appeared related to gender dynamics in
her family, friendships, and school experiences. When
the therapist (Jean) inquired about the presence of past
trauma or victimization, which is one aspect of gender-
role analysis, Briana reluctantly revealed being the tar-
get of sexualized comments during her high school and
college years and an unwanted sexual experience dur-
ing her second year in college. After inquiring further
about these experiences, Jean hypothesized that Briana
coped with these unresolved events by minimizing the
significance of these events. Her use of alcohol, eating
issues, and her anxieties represented survival skills re-
lated to Briana’s efforts to cope with events that might
be too overwhelming to acknowledge. Although Bri-
ana’s descriptions of unwanted sexual encounters were
consistent with legal definitions of sexual harassment
and rape, she did not label these experiences with these
terms. She merely noted that she had been stupid and
gullible, and that in accordance with her family’s subtle
“shoulds,” she had learned to avoid thinking about
these issues in order to “get over it and move on.” After
focusing briefly on the costs and benefits of this belief,
Briana stated that she did not want to think about these
experiences while she was trying to cope with pressing
everyday demands.

Respecting Briana’s ability to assess her most imme-
diate needs, subsequent sessions focused on helping
her deal more effectively and assertively with interper-
sonal and academic tasks. Jean and Briana identified
and practiced concrete strategies for negotiating con-
flicts with her boyfriend and parents, dealing with anx-
iety and concentration problems, and decreasing her
use of alcohol. Briana developed new communication
skills, cognitive behavioral tools, coping imagery, and
relaxation to deal with the immediate problems. Al-
though Briana became more confident about everyday
coping, she admitted that she continued to have night-
mares, did not enjoy physically intimate contact with
her boyfriend, and still used alcohol or food to sub-
merge depressed feelings.

In response to the therapist’s tentative hypothesis that
her negative sexual experiences might be related to
these issues, Briana expressed willingness to explore
this material. The therapist briefly disclosed that her
own sexual assault as a college student had drained her
energy and productivity for some time, but that work-
ing through her reactions had freed her to deal more
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effectively with life tasks and direct her anger in produc-
tive directions. While acknowledging that Briana’s expe-
rience was unique, she noted that the research literature
reveals that many women have long-term reactions to
unwanted sexual behavior, and proposed that exploring
this material might be a constructive experience.

Before talking specifically about her unwanted sex-
ual experiences, Jean and Briana identified how she
might use the new skills she had learned to deal with
uncomfortable emotions that could emerge during
their next phase of exploration. Briana described her
memories about the painful sexual experience of the
past year, which had involved a friend forcing her to
have sex following an evening at a party and a bar. She
had coped by defining it as a bad experience, and had
stifled painful emotions because she believed that fam-
ily and friends would not believe her or would blame
her for being “seductive.” As Briana described the as-
sault, she cried and expressed feelings of sadness and
anger. Jean supported her expression, framing it as a
new type of response-ability and a chance to refocus
her intense feelings from depression to more direct ex-
pression of her feelings.

Building on earlier gender-role analysis activities,
Jean encouraged Briana to draw potential connections
between her thoughts about the sexual violation and
messages and myths she had learned from family,
media, and friends. These included (1) “It was my fault
because I was dressed in a sexy outfit”; (2) “It was my
fault because I had two beers and could not resist like I
should have”; (3) “He was a good friend and wouldn’t
do anything to hurt me, so I must have sent the wrong
signals”; and (4) “It’s a sign of weakness to be over-
whelmed by this.” An exploration of the myths that
supported these beliefs (feminist analysis) helped Bri-
ana understand how the cultural “smog” she had been
exposed to had affected her self-statements. Further ex-
amination also focused on how her status as an
African-American woman contributed to her realistic
fears about how others would react to potential disclo-
sure about harassment and sexual violation. They dis-
cussed how myths associated with confining images of
African-American women’s sexuality as Sapphires and
Jezebels contribute to beliefs that Black women are
promiscuous, sexually voracious, dominant, and inca-
pable of being raped. Thus, Briana may have been af-
fected by these beliefs, perhaps nonconsciously, and
did not believe she could expect empathy from others.
Paying attention to personal trauma is not unique to
feminist therapy; however, efforts to place victimiza-
tion within a larger social context by exploring myths
and social attitudes, as well as efforts to redirect self-

blame associated with these myths are important fea-
tures of feminist therapy.

Jean also recommended several books that (1) iden-
tify the dynamics of acquaintance rape and gender ha-
rassment on college campuses (I Never Called It Rape,
by Robin Warshaw), (2) discuss the acquaintance rape
of women of color as well as cultural beliefs that sup-
port acquaintance rape in American culture (A Woman
Scorned, by Peggy Sanday), and (3) describe healing
after rape (After Silence, an autobiographical account
by Nancy Venable Raine). After writing about her ex-
perience for a homework assignment and reading
these materials, Briana developed a new framework for
conceptualizing the personal violations, and began to
use the terms rape and sexual harassment to describe
her victimization. The books affirmed and validated
her experience, and provided additional permission to
deal more specifically with the consequences of ha-
rassment and rape.

Counseling sessions also focused on (1) finding ef-
fective ways of expressing feelings related to personal
violation and anger, and translating this anger into pos-
itive directions; (2) talking with intimate others about
her experiences of violation; and (3) learning to initiate
intimate contact on her own terms. Briana’s therapist
referred her to a support group for sexual assault sur-
vivors, and in this setting she was able to work through
additional feelings in a supportive environment, over-
come feelings of isolation, and experience empower-
ment through connections with others. She also
became more aware of the many ways in which media
promote rape and how fears about rape often constrict
women’s lives. Briana enrolled in a psychology of
women course in order to gain more understanding of
gender dynamics, and as an extension of her emerging
interest in activism and supporting others, she enrolled
in crisis training at a rape crisis hotline. She also joined
several student activist groups on campus, including
Sisters for Sisters, a group designed to provide support
for women of color on campus.

VI. SUMMARY

Some form of unequal power, victimization, or abuse
often underlies the concerns that clients bring to therapy.
Many clients have experienced abuse or unequal power
over an extended period of time, and may enter therapy
with intense feelings of guilt, isolation, and self-denigra-
tion. These clients often use denial or minimization as
methods for coping with the long-term, insidious effects
of unequal power and abuse and may have difficulty
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identifying and naming the problems they are experienc-
ing. As clients disclose personal information, the thera-
pist and client examine how these issues are influenced
by the contexts in which they live, confront personal
myths that support internalization, and identify ways in
which symptoms serve as survival mechanisms. Working
through these problems is often difficult because they
have become entrenched and solidified by many years of
restrictive socialization and unequal power.

As clients experience new levels of awareness, they
often express previously suppressed feelings of anger,
pain, grief, or disappointment. Clients also explore
sources of strength, capacity, and personal power, which
help them develop new coping and behavioral skills for
caring for themselves and interacting with others. Fi-
nally, creating new support systems that support individ-
ual changes reinforces positive progress and also helps
individuals think more globally about the implications
of their experience for social change in general.
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GLOSSARY

conditioned response Response to conditioned stimulus; sim-
ilar to response to unconditioned stimulus.

conditioned stimulus Stimulus that elicits similar response as
unconditioned stimulus after repeated pairings.

exposure General term for many therapeutic techniques in
which clients are presented with feared stimuli or situa-
tions in order to reduce anxiety symptoms.

neutral stimulus Stimulus that produces no response prior to
repeated pairings with unconditioned stimulus; becomes
conditioned stimulus.

operant conditioning Type of learning; responses that are re-
inforced will be repeated, whereas responses that are pun-
ished will not be repeated.

respondent conditioning Type of learning; repeated pairing of
unconditioned and neutral stimuli will result in neutral
stimulus becoming conditioned stimulus and eliciting
conditioned response.

unconditioned stimulus Stimulus that elicits response with-
out training.

Flooding is an intervention developed for the treat-
ment of anxiety symptoms. This article will discuss the

main variations of flooding and the theoretical basis for
the intervention. Finally, a review of the effectiveness of
this intervention with anxiety symptoms as well as a
discussion of contraindications are provided.

I. DESCRIPTION

Due to the many variations of flooding, it is difficult
to provide a concise and universal definition of the tech-
nique. Traditionally, flooding has been defined as a tech-
nique that involves prolonged exposure to feared
stimuli or situations at full intensity, in an attempt to ex-
tinguish anxious responses. In other words, from the
beginning of treatment, the client is exposed to stimuli
that evoke maximal anxiety. In addition, the client is ex-
posed to these stimuli for prolonged periods of time,
until anxiety has begun to dissipate. Flooding typically
is conducted in vivo, with live presentation of anxiety-
provoking stimuli. The duration of each session varies
depending on the client’s presentation, with a typical
session lasting anywhere from 90 to 180 minutes. The
length of the session is not predetermined but instead is
dictated by the client’s level of anxiety. In addition, the
number of sessions is not fixed but instead is based on
the client’s anxiety level. Research suggests that signifi-
cant symptom reduction generally occurs following 10
to 15 hours of exposure. Throughout the flooding pro-
cedure, anxiety symptoms should be consistently mon-
itored via physiological assessment or client subjective
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ratings of distress. Sessions typically are spaced close in
time (e.g., daily or several times per week) rather than
scheduled at weekly intervals.

This general definition of flooding belies the many
variations of the technique that have been reported in
the literature. Overall, many central features, including
the method and intensity of stimuli presentation, as
well as the use of response prevention techniques, may
vary while still being considered flooding. Rather than
consider flooding one technique, it may more properly
be considered a collection of techniques that are de-
signed to expose clients to anxiety-inducing stimuli
with the purpose of reducing anxious responses. A de-
scription of the variations of flooding is required to fully
understand this collection of techniques.

A. In Vivo versus Imaginal Flooding

Clients may be exposed to actual feared stimuli (in
vivo flooding) or may be asked to picture feared stimuli
(imaginal flooding). Deciding which procedure to em-
ploy requires clinicians to consider practical matters as
well as prior research. Overall, studies have found that
in vivo exposure is superior to imaginal exposure in re-
ducing anxiety symptoms. In particular, for simple
phobias, anxiety reduction is clearly enhanced with in
vivo exposure. However, in vivo stimuli presentation
has been found only marginally superior to imaginal
exposure for obsessive–compulsive symptoms.

Logistically, setting up in vivo exposure situations
may be difficult when the fear involves remote or un-
predictable stimuli (e.g., fear of earthquakes). Further,
it may be impossible to arrange in vivo exposure to ex-
istential fears (e.g., fear of dying). Finally, due to the
anxiety-inducing nature of treatment, clients may be
more reluctant to engage in live exposure situations, at
least initially. However, imaginal exposure also has its
difficulties. First, not all clients are capable of evoking
anxiety-inducing images in sufficient detail or for suffi-
cient periods of time, which may necessitate time-con-
suming imagery training. Second, clinicians never will
be able to fully ensure treatment adherence with imagi-
nal exposure, as such procedures are assessed only via
self-report. In other words, it is impossible for clini-
cians to accurately assess the clarity and duration of
imagery, as well as whether the client is avoiding focus-
ing on the anxiety-invoking image.

B. Graduated versus Intensive
Stimuli Presentation

Clients may be exposed to stimuli in a graduated
fashion, beginning with a stimulus that induces little

anxiety, or in an intensive fashion, beginning with a
stimulus that is maximally anxiety-provoking. The de-
cision on which format to follow should be based on
prior research and practical concerns. Research has
demonstrated that either format is effective in reducing
overall anxiety symptoms, both immediately following
treatment and after a short interval. However, one
study found that intensive exposure appears more ef-
fective in the long run: 5 years posttreatment, 76% of
the intensive exposure group and 35% of the graduated
exposure group remained free of anxiety symptoms for
the treated stimulus. Surprisingly, in comparison to re-
ports from the intensive exposure group, clients who
received graduated exposure reported that the proce-
dure was more distressing overall.

Despite research supporting effectiveness of the inten-
sive approach, a decision to utilize this format must be
tempered by the acceptability of the approach to clients.
Studies have found that the graduated approach pro-
duces fewer clients leaving treatment prematurely. The
intensive approach, due to its high anxiety-provoking
format, may be intimidating to clients, at least initially.

C. Response Prevention 
versus Exposure Alone

Typically, flooding involves both exposure to a feared
stimulus and a response prevention component. In
other words, once exposed to the stimulus, clients are
prevented from responding with escape or avoidance
behaviors. It was believed that allowing clients to avoid
focusing on the anxiety or to escape the flooding situa-
tion prior to anxiety reduction would only increase
anxiety symptoms. Prevention of escape or avoidance
behaviors was once considered the hallmark of flood-
ing procedures. However, more recent research has
suggested that exposure alone may be as effective as ex-
posure with response prevention.

Studies on the role of avoidance behaviors have exam-
ined the use of distraction techniques (e.g., playing
video games, spelling tasks) or medications (e.g., anxi-
olytics) during flooding procedures. Cognitive distrac-
tion techniques allow clients to avoid focusing on their
feelings of anxiety. Anxiolytics, which are designed to re-
duce anxiety symptoms, may prevent anxiety induction
and allow clients to avoid focusing on feelings of anxiety
during flooding. Research has found that distraction pro-
vides more rapid decrease in both subjective reports of
anxiety and in avoidance responses immediately follow-
ing treatment and at short-term follow-up. In addition,
research has found that concurrent use of anxiolytic
medications and flooding was effective in reducing
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subjective reports of anxiety symptoms, particularly
early in treatment.

Studies on the role of escape behavior have found that
flooding is effective in reducing overall levels of anxiety
even if clients are allowed to terminate flooding sessions
when their anxiety reaches unduly high levels. In other
words, research has found that keeping a client in the
session until anxiety decreases (within-session reduction
of anxiety) is not necessary for successful treatment out-
comes. In addition, clients allowed to escape the anxi-
ety-inducing situation reported more perceived control
and less overall fear during the flooding session than
clients who were told to remain in the situation.

Taken together, these studies suggest that long peri-
ods of unavoidable or inescapable anxiety are not es-
sential for anxiety reduction. In addition, it appears
that clients may find exposure alone without a re-
sponse prevention component to be more acceptable
and less distressing.

D. Summary of Variations

Given the many variations of flooding, clinicians
must, in collaboration with clients, make difficult deci-
sions as to which method to employ. Research has not
provided a clear answer regarding which variation
works best with which client. In general, in vivo flood-
ing with intensive presentations of stimuli appears to
be most effective with the majority of clients. Requiring
clients to remain in high-anxiety situations for long pe-
riods of time, once considered the hallmark of flooding,
no longer appears necessary.

Once a clinician and client agree on the preferred
flooding method, many unanswered questions remain
regarding the optimal presentation of the technique. Al-
though most researchers agree that massed sessions are
more effective than spaced sessions, optimal frequency
of sessions has not been determined. In addition, de-
bates are ongoing over the necessity of clinician-directed
individual sessions. Research supports the idea that
flooding is as effective with group sessions as it is with
individual sessions. In addition, research has found that
self-directed flooding may be as effective as therapist-di-
rected flooding, albeit somewhat less rapid.

II. THEORETICAL BASES

To understand how flooding is believed to work, ac-
quisition and maintenance of fear or anxiety first must
be considered. Orval H. Mowrer developed a two-factor
theory that incorporates both respondent and operant

conditioning principles. He posited that fear originally is
learned through respondent conditioning but main-
tained through operant conditioning. A person learns to
fear a previously neutral stimulus when it is paired over
time with an aversive unconditioned stimulus. Once this
conditioned stimulus elicits fear, the person will engage
in escape or avoidance behavior in an attempt to reduce
fear or anxiety. Successful reduction in fear or anxiety re-
inforces escape or avoidance behaviors, increasing the
likelihood that they will be repeated in the future.

Based on the two-factor model, flooding is believed
to work to reduce anxiety by the process of extinction.
Extinction is defined as repeatedly presenting a condi-
tioned stimulus without an unconditioned stimulus;
over time, the conditioned response will diminish.
During flooding, the person experiences no aversive
event with the presentation of the feared stimulus. Re-
peated and continual presentation of the conditioned
stimulus without the unconditioned stimulus results in
extinction of the fear response over time.

Traditionally, theorists have touted the necessity for
both within-session and between-session extinction for
flooding to be effective. In other words, it was believed
that successful flooding entailed diminishment of anxi-
ety both within a single flooding session and across
several sessions. As previously indicated, research has
not consistently supported this belief, as some studies
have found that within-session reduction of anxiety is
not necessary for successful outcomes. However, it
should be noted that the majority of studies support
the view that the combination of within- and between-
session extinction increases the likelihood of positive
treatment outcomes.

Although extinction is the predominant theory re-
garding the mechanisms of flooding, Edna Foa and
Michael Kozak offered an alternative view based on
emotional processing theory. Briefly, this theory stated
that anxiety-provoking stimuli reactivate a fear mem-
ory from some earlier trauma. During treatment, in-
compatible information is presented to the client, in
that the client is exposed to feared stimuli without neg-
ative outcomes. This information is incorporated into
the fear memory, so that a new memory is formed. In
other words, Foa and Kozak posited that it is the pro-
cessing and incorporation of corrective information
that is the mechanism for reducing anxiety or fear dur-
ing flooding, rather than simple extinction. Their
model includes a cognitive component that is not dis-
cussed in the extinction literature.

One final issue should be noted regarding the theoret-
ical bases of flooding. Flooding frequently has been con-
fused with other anxiety-reduction techniques, such as
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systematic desensitization and implosion. Although
there is much procedural overlap among these tech-
niques, there are some significant theoretical differences.

Systematic desensitization is a behavioral technique
that involves short periods of exposure to feared stim-
uli, which are presented in a graduated or hierarchical
fashion. As previously discussed, flooding may utilize
either a graduated or intensive presentation of anxiety-
inducing stimuli. Therefore, the major difference be-
tween flooding and systematic desensitization lies not
in procedural differences but in the theoretical mecha-
nisms believed to underlie the techniques’ effective-
ness. In systematic desensitization, clients are taught a
competing response (i.e., progressive muscle relax-
ation), so that feelings of anxiety experienced while
undergoing treatment may be minimized. Joseph
Wolpe, the developer of systematic desensitization, ad-
vocated the theory of reciprocal inhibition, the idea
that it is impossible for a person to feel both anxious
and relaxed at the same time. He concluded that anxi-
ety could be reduced by inducing a relaxed state and
then slowly introducing anxiety-invoking stimuli; due
to reciprocal inhibition, the relaxed state would inhibit
the anxious responses. As previously discussed, flood-
ing is presumed to operate due to extinction processes
rather than reciprocal inhibition.

Implosion is a technique developed by Thomas
Stampfl and Donald Levis, based on psychodynamic
theory. In flooding, no attempt is made by the clinician
to construct scenarios that elaborate or expand on the
situations described by the client. Implosion, on the
other hand, involves exploring clients’ childhood mem-
ories and developing hypothesized cues based on re-
pressed childhood trauma. Hypothesized cues may
involve Oedipal situations, death wish impulses, and
fears of castration, to name a few. Implosion imaginally
exposes clients to horrific situations, including bodily
injury, world annihilation, universal condemnation,
and abandonment, in an attempt to induce maximal
levels of anxiety. Psychodynamic theory underlying im-
plosion requires use of hypothesized cues, whereas the
behavioral theory behind flooding generally eschews
these hypothesized cues for cues based on current
symptom presentation.

III. EMPIRICAL SUPPORT

Flooding was introduced to the psychological litera-
ture via animal studies. In one early study, rats were
conditioned to avoid electric shock in one half of a cage

by moving to the other side of the cage when a buzzer
sounded. After conditioning, the buzzer was continu-
ally sounded while the rats were prevented from emit-
ting the avoidance response by the presence of a barrier
in the middle of the cage. After several long trials of
continuous stimulus presentation along with response
prevention, the rats no longer exhibited the avoidance
response in the presence of the buzzer when the barrier
was removed. Human studies quickly followed, includ-
ing numerous case reports in which adult subjects were
successfully treated via flooding for examination panic,
snake phobia, and spider phobia.

Since that time, many studies have been done estab-
lishing the effectiveness of flooding for the treatment of
anxiety symptoms. Flooding has been found effective
in treating adults with the following anxiety disorders:
obsessive–compulsive disorder, simple phobias, social
phobia, agoraphobia, posttraumatic stress disorder, and
panic disorder. For example, in a 1993 meta-analysis,
George Clum, Gretchen Clum, and Rebecca Surls
found that flooding was the treatment of choice for
panic disorder, showing better results than other psy-
chological techniques (such as systematic desensitiza-
tion) or medications. In a 1995 review, Melinda Stanley
and Samuel Turner concluded that flooding was the
treatment of choice for obsessive–compulsive disorder,
resulting in greater reduction of anxiety symptoms, de-
creased drop-out rates, and decreased relapse rates over
time than other psychological techniques or pharmaco-
logical treatments. Across all anxiety disorders, flood-
ing has been found to be effective in the 60 to 75%
range. Longitudinal studies have reported that symp-
tom improvement may last up to 9 years.

There have been few studies examining efficacy of
flooding with children. Research that has been con-
ducted has demonstrated that flooding is effective in
treating childhood obsessive–compulsive disorder, post-
traumatic stress disorder, specific phobias, and panic at-
tacks. Results should be interpreted with caution, as
prior research has focused solely on case studies. To
date, no large-scale group study examining long-term
outcome has been conducted with children.

Research has not supported a common belief among
clinicians that flooding inevitably retraumatizes clients
or further exacerbates problems. It is true that brief ex-
acerbation of anxiety symptoms may occur throughout
treatment as the client is exposed to feared stimuli or sit-
uations. Overall, however, studies have found that
negative side effects of flooding are extremely rare. In
one survey of practitioners, only 9 out of 3493 clients un-
dergoing flooding techniques experienced any negative
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effects. The complications that did occur were serious,
however, and included exacerbation of vegetative de-
pressive symptoms, increased suicidal ideation, relapse
of alcoholism, and precipitation of panic disorder. It is
likely that comorbidity with other Axis I disorders in-
creases the risk of negative outcome of flooding. There-
fore, flooding may not be the treatment of choice if, in
addition to anxiety symptoms, the client is diagnosed
with Major Depressive Disorder or Substance Abuse/De-
pendence. There are no known studies that have demon-
strated an increased risk of physical problems due to
flooding. However, it is possible that intense exposure to
anxiety-inducing stimuli may aggravate medical condi-
tions such as high blood pressure and asthma. Therefore,
clinicians should require clients with physical ailments
or on medications to obtain medical clearance prior to
implementing flooding techniques.

IV. SUMMARY

Overall, flooding has been found effective in reduc-
ing anxiety symptoms with both children and adults. In
addition, flooding techniques are relatively brief and
results may be long lasting, making flooding an ex-
tremely cost-effective treatment. As previously re-
ported, flooding has been found to be effective in the
60 to 75% range across all anxiety disorders.

Although flooding is the treatment of choice for
many anxiety symptoms, it should not be the first treat-
ment employed when anxiety is due to a skill deficit. In
that case, the deficit should be remedied by skill-build-
ing techniques prior to assessing the need for anxiety-
reducing therapies. Flooding may not be successful in
cases where the client is in the process of seeking com-
pensation for trauma (e.g., via a lawsuit, worker’s com-
pensation). In a case where compensation is dependent
on continued demonstration of symptoms, the client
may sabotage treatment efforts, making it unlikely that
any therapy technique would be effective.

Despite positive research results, flooding may not be
frequently employed by clinicians for two main reasons.
First, there is a widely held belief that flooding results in
negative side effects. Although rare, it is true that serious
negative side effects have occurred during flooding, in-
cluding the exacerbation of existing Axis I symptoms. To
prevent this, clinicians should not employ flooding as a
first-line treatment with clients with comorbid Major
Depression or Substance Abuse/Dependence diagnoses.

In addition, clinicians should carefully monitor clients
throughout treatment to assess for exacerbation of any
comorbid symptoms.

A second reason that flooding may not be frequently
employed is the belief that the technique is not accept-
able to clients. To address client concerns, all reasonable
treatment options as well as the research supporting
each option should be presented to clients prior to im-
plementing a treatment plan. The theoretical rationale
for flooding should be clearly explained to clients, and
clients should be warned that brief exacerbation of anxi-
ety symptoms is to be expected. Clinicians should de-
bunk myths about flooding and reassure clients that they
will be allowed to leave the situation if needed. Not only
is it unethical to prevent clients from withdrawing from
treatment, research has not supported the idea that pre-
venting escape or avoidance responses is necessary for
successful outcomes. Finally, clinicians should fully in-
form clients about the many variations of flooding. It is
likely that the options of imaginal and graduated presen-
tations of stimuli would be more acceptable to clients, at
least initially. When employed with informed and coop-
erative clients, flooding may be one of the most effective
techniques a clinician has to treat anxiety symptoms.

See Also the Following Articles
Classical Conditioning � Danger Ideation Reduction Therapy
� Exposure � Informed Consent � Panic Disorder and
Agoraphobia
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GLOSSARY

central relationship pattern Repeated and maladaptive ways
of initiating and maintaining important interpersonal rela-
tionships, presumed to be based on early interpersonal ex-
periences and innate dispositions.

core beliefs Organizing beliefs or schemas about the self, oth-
ers, and the world that are presumed to precipitate and
maintain psychological problems.

functional analysis Causal relationships among a patient’s
problematic behavior, goals, affects, and cognition.

states of mind Recurrent and distinct complexes of affect,
cognitiion, experience, and behavioral propensities.

Case formulation is a core psychotherapy skill that
posits hypotheses about the causes, precipitants, and
maintaining influences of a person’s psychological, inter-
personal, and behavioral problems. A formulation helps
organize information about a person. It serves as a blue-
print guiding treatment, as a marker and predictor of
change, and as a structure facilitating the therapist’s un-
derstanding of and empathy for the patient’s intrapsy-
chic, interpersonal, cultural, and behavioral world.

I. DESCRIPTION

A psychotherapy formulation links descriptive diag-
nosis to treatment. It contains inferences representing
the therapist’s best explanation of the causes, triggers,
and maintaining influences of a patient’s problems. As
the result of two trends, formulation has become more
important in recent years. First, the predominance of
brief psychotherapy has required therapists to deter-
mine a treatment focus early. Second, the current
nosology of mental disorders is almost exclusively de-
scriptive rather than etiological in nature, leaving a gap
between diagnosis and treatment that formulation is
meant to fill. A formulation is a “work in progress” that
changes as it is tested and as more information about a
patient is revealed. As an organizational tool, a formu-
lation helps the therapist categorize information about
a patient; in particular, it can bring disparate pieces of
information into a coherent whole. The specific cate-
gories used will depend on the formulation approach of
the therapist, but may include symptoms and prob-
lems; events that precipitate symptom or problem
onset; concepts of self and others; maladaptive inter-
personal behavior patterns; methods for controlling
ideas and affect; strengths and resources, wishes and
fears; biological or constitutional influences; environ-
mental circumstances; and developmental factors.

A formulation is useful to the extent that it accu-
rately guides the therapist’s interventions and facilitates
a favorable outcome. A well-developed formulation en-
ables the therapist to maintain a focus in treatment, to

Formulation

Tracy D. Eells
University of Louisville

815
Encyclopedia of Psychotherapy
VOLUME 1

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



construct language effectively, and to anticipate events
in therapy so as to respond more effectively if those
events occur. Therapy goals are embedded explicitly or
implicitly in a formulation. Therefore, the formulation
enables the patient and therapist to track progress and
to identify and correct missteps. A key advantage of a
formulation is that it helps the therapist to understand
and therefore to empathize with a patient.

Ideally, a clinician should aspire to four goals when
constructing a case formulation. First, the formulation
should paint a distinct portrait of a unique individual; it
should not describe a person or a patient in general. At
the same time, it should remain consistent with current
scientific knowledge about personality, psychopathol-
ogy, development, and interpersonal relationships. Sec-
ond, as a fundamentally practical tool, a formulation
should be parsimonious and just comprehensive
enough to explain the patient adequately for the pur-
poses of the therapy. The formulation should not con-
tain excessive or extraneous information or be so
complicated that it fails as a practical guide to treat-
ment. Utility is a key objective. Third, a formulation
should strike the right balance between observation and
inference. Low-level inferences are usually best for ef-
fective therapy. These are inferences that are tightly
linked to readily observable behavior, but go beyond
those observations to a construction of their meaning
and consequences. Inferences that go “too deep” may
lack sufficient empirical foundation and may not be
meaningful or helpful to patients. A fourth characteris-
tic of an ideal formulation is objectivity. A formulation
should be about the patient and not the therapist. Psy-
chologists have documented many biases in clinical
judgment that therapists are prone to commit. For ex-
ample, a therapist may assume that a patient is either
too much like the therapist or too different. Psychoana-
lysts have long cautioned about the risk of therapists
imposing their own psychological needs, characteris-
tics, or problems on patients rather than seeing those
patients more objectively.

A few practical details about case formulation may
be helpful. First, a formulation should be written
down, referred to during treatment, and revised when
necessary; otherwise, the therapist is like a builder
without the benefit of blueprints. Second, a case formu-
lation should be constructed systematically early in
therapy. Typically, a formulation can be constructed
after the first one or two sessions, and certainly within
the first five sessions. Research suggests that formula-
tions constructed early in therapy predict topics dis-
cussed much later in long-term therapy. With practice,
a formulation can be constructed within a matter of a

few minutes using notes and memories from early ses-
sions. Efficient and high-quality work is facilitated by
having an a priori set of formulation categories or
“bins” in mind that one “fills in” based on information
provided by the patient and others. The formulation
systems described later in this article provide examples.
Research has shown that a formulation is more likely to
be reliable and accurate when the therapist is guided by
a structured and systematic formulation method.

Some therapists avoid formulations for fear that they
may limit the therapist’s openness to new experiences
of the patient, may lead to a rigid view of the patient, or
may place the therapist in an unsalutary dominant,
powerful role. On the contrary, a well-constructed and
well-implemented formulation should facilitate open-
ness to the patient, and should help the therapist de-
velop and communicate empathic understanding in the
context of a collaborative, mutually respectful relation-
ship. As an expert in interpersonal communication and
psychological problem solving, the psychotherapist
should avail himself or herself of the “tools of the
trade” to facilitate the work.

Therapists sometimes wonder whether and how a for-
mulation should be shared with patients. In a sense, the
entire therapy can be viewed as the construction, revi-
sion, and imparting of the formulation. Yet the question
remains as to how explicitly the written formulation
should be shared in a single session or intervention.
Opinions are divided on this question. Some, such as
Anthony Ryle who developed cognitive analytic therapy,
recommend that the entire formulation be shared with
the patient and serve as an explicit center point guiding
the therapy. Others believe that sharing the entire formu-
lation in one intervention is unwise because it may over-
whelm a patient, may be too much to assimilate at once,
may be used by the patient in nontherapeutic ways, or
may be less therapeutic than letting the patient arrive at
the formulation on his or her own terms. Instead, these
practitioners advise that the therapist select portions of
the formulation and offer them in succinct interventions
that are timed to match the current topic under discus-
sion and the emotional state of the patient. Whichever
approach one chooses, the intervention should enhance
the therapeutic alliance rather than detract from it. Fur-
ther, one should not offer the entire formulation until
one is reasonably confident of its accuracy.

II. HISTORY AND INFLUENCES

The modern psychotherapy case formulation can be
traced to the medical examination and case history,
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which are rooted in Hippocratic and Galenic medicine.
Hippocratic physicians emphasized viewing the individ-
ual as a whole in arriving at a diagnosis, and encouraged
the patient’s active involvement in his or her cure. In
contrast to their forebearers’ beliefs in polytheism and
mythological causes of disease, they based conclusions
on observation, reason, and the belief that only natural
forces are at play in disease. Hippocratic case reports
provided many observable details about physical func-
tioning, then drew inferences from these observations
before prescribing treatment. Galen’s contribution to
modern medicine was his emphasis on experimentation
and a focus on physical structure and function as the
foundation of disease.

Consistent with the tradition of Hippocrates and
Galen, psychotherapy case formulations depend on
close observation as a basis for inference. In accord with
the holistic ethos of Hippocrates, a formulation should
consider the patient from multiple dimensions, includ-
ing the biological, psychological, and social. Also con-
sistent with the Hippocratic view, psychotherapists view
active patient involvement in treatment as essential for
success. Galenic influences are seen in inferences about
psychological structure, including concepts such as the
id, ego, and superego, and more cognitive concepts
such as self-representations, faulty reasoning processes,
and maladaptive core beliefs about the self, others, and
the world.

The content of a case formulation is influenced by
multiple factors. Chief among these is the therapist’s
world view, that is, the basic axiomatic tenets that
guide the therapist’s assumptions about people, the
world, and the future. The therapist’s world view, in
turn, influences and is influenced by the therapist’s
opinions on the nature of psychopathology, and his or
her approach to psychotherapy and how it works. A
third influence is recent case formulation research. It is
to these three influences that I now turn.

A. Nature of Psychopathology

What the therapist defines as adaptive or maladaptive
behavior will affect how problems are defined and con-
ceptualized in a case formulation. Views of psychopathol-
ogy fall into two general classes: categorical and
dimensional. Those favoring the categorical view believe
that mental disorders are syndromal and are qualitatively
distinct from each other and from nonpsychopathologi-
cal states. The dimensionalist view is that psychopathol-
ogy lies along a set of continua from normal to abnormal.
The difference between normal and abnormal behavior is
viewed as one of degree rather than of quality.

The therapist’s stance on the categorical–dimen-
sional debate can affect the formulation in a number of
ways. First, it may affect the terminology appearing in
the formulation. Dimensionalists tend to think in terms
of a relatively small set of dimensions, such as the five-
factor model of personality. The categoricalists use a
broader range of terms, including those in the Diagnos-
tic and Statistical Manual of Mental Disorders, 4th edition
(DSM-IV), which is categorical in nature. On the other
hand, categoricalists may be more prone to stigmatize
patients by reifying what is actually a theoretical con-
struct. For example, being told one “has” a personality
disorder may inadvertently damage self-esteem and
confirm pathogenic beliefs rather than be therapeutic.
Finally, some argue that the categorical approach is eas-
ier to use than the dimensional approach because many
clinical decisions are categorical in nature (e.g., treat or
not, use intervention A or B). Ease of use is an impor-
tant consideration because a case formulation must
often be developed quickly.

A therapist’s criteria for defining normality are also
central to the task of case formulation. Common crite-
ria include personal distress, behavior that causes dis-
tress in others, capacity to adapt to stress, deviation
from an ideal of normality, personality inflexibility, and
irrationality. These criteria provide a context and refer-
ence point for understanding patients and for setting
therapy goals.

B. The Therapist’s Approach to
Psychotherapy and How It Works

One’s approach to psychotherapy provides a frame-
work for conceptualizing patients. Psychoanalysis has
had a pervasive effect on views of personality and psy-
chopathology, as well as on our understanding of the
psychiatric interview. Before Freud, the psychiatric inter-
view was viewed simply as an opportunity for the patient
to report his or her symptoms. Now, we recognize the in-
terview as a vehicle through which the patient’s prob-
lems express themselves; that is, interpersonal problems
outside of therapy may be enacted within the therapy.

Like psychoanalysis, cognitive therapy has provided
a lexicon for case formulation, and sets of standardized
formulations of psychopathology, particularly for de-
pression, anxiety, substance abuse, and personality dis-
orders. These formulations emphasize cognitive
patterns, schemas, faulty reasoning processes, and core
beliefs, each specific to particular disorders.

Behavior therapy has typically not emphasized diag-
nosis or formulation, but nevertheless has affected the
case formulation process through its emphasis on
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symptoms, a skepticism toward mental representa-
tions, and a focus on empiricism. Behaviorists strive to
understand the topography of symptomatology, includ-
ing stimulus-response connections, behavioral chains,
and contingencies of reinforcement. Behaviorists have
also focused on the role that environmental conditions
play in maladaptive behavior. Consequently, behavioral
formulations include analyses of the environment and
how it might be changed to help an individual.

Phenomenological and humanistic psychotherapies
have also influenced the case formulation process. Like
behavior therapy, they traditionally have rejected case
formulation, although on grounds that it can position
the therapist in a superior, more knowing relation to
the patient and foster an unhealthy dependency. The
contributions of humanistic thought to case formula-
tion are an emphasis on the person instead of a disor-
der, a focus on the here-and-now experiencing of the
therapist and patient, and the view of the patient and
therapist as equals, both focused on enabling the pa-
tient to achieve greater self-awareness and congruence
within the self. Humanistic psychology’s holistic ap-
proach to the person, following from the Hippocratic
tradition mentioned earlier, is also an influence.

C. Case Formulation Research

A final influence on the case formulation process is
that it has come under much greater scientific scrutiny
in the last several decades. The key questions asked are
the following: Can case formulations be constructed re-
liably and validly? To what extent do formulation-
based interventions predict psychotherapy outcome
and processes? What does the formulation add to out-
come? Can a formulation be used to understand psy-
chopathological states?

In 1966 Philip F. Seitz, a Chicago psychoanalyst, re-
ported a 3-year effort to study the extent to which ana-
lysts agree in formulating the same clinical material.
Each of six analysts independently reviewed either de-
tailed process notes or a set of dreams from a single
case. Each analyst wrote an essay-style narrative ad-
dressing the precipitating situation, focal conflict, and
defense mechanisms at play in the case. The group dis-
tributed the formulations, giving each member the op-
portunity to revise his work based on the formulation
of others, then met weekly to review their findings. The
results were largely disappointing in that consensus
was reached on relatively few cases.

The primary contribution of Seitz and his colleagues’
work is that it has alerted the community of psy-

chotherapy researchers to the “consensus problem.” If
psychotherapy research aspired to be a scientific enter-
prise, progress had to be made in the consistency with
which clinicians describe a patient’s problems and way
of managing them. Another contribution of Seitz was
his delineation of why the clinicians failed to agree. One
key problem was that group members made inferences
at overly deep levels that seemed to stray too far from
the clinical material, for example, making references to
“phallic-Oedipal rivalry” and “castration fears.” Seitz
also noted that the group relied too much on intuitive
impressions and did not systematically and critically
check their interpretations.

Seitz’s paper achieved its stated goal and sparked re-
search efforts to improve methods of case formulation. In
the following decades, at least 15 formal methods for
constructing case formulations were developed and em-
pirically tested. Most of these methods share several char-
acteristics: They focus on relationship interactions
expressed in psychotherapy sessions; they identify core
relationship conflicts based on the frequency with which
patterns are conveyed in therapy; they rely on clinical
judgment rather than rating scales; they include provi-
sions for testing the reliability and validity of the method;
they emphasize relatively low-level inferences; the for-
mulation task is broken down into components; and they
reveal a trend toward psychotherapy integration. The fol-
lowing section describes some of these methods.

III. STRUCTURED 
FORMULATION METHODS

A. Core Conflictual 
Relationship Theme

The first of the structured formulation methods, the
Core Conflictual Relationship Theme (CCRT), was in-
troduced by Lester Luborsky in 1976. The CCRT is
based on Freud’s concept of transference, which states
that innate characteristics and early interpersonal expe-
riences predispose a person to initiate and conduct close
relationships in particular ways and in repeated fashion
later in life. The goal of the CCRT is to reliably and accu-
rately identify a patient’s central relationship pattern.
The CCRT focuses on narratives a patient tells in ther-
apy, identifying three key components within those nar-
ratives: an individual’s wishes, expected responses of
others, and responses of the self. The CCRT is applicable
in everyday clinical use as well as in research. In day-to-
day clinical use, therapists may note the relationship

818 Formulation



components as they arise in therapy, then infer a CCRT
later. In the research context, trained judges first extract
relationship episodes from therapy transcripts; a second
set of judges then identifies each of the three key rela-
tionship components just mentioned. The CCRT is oper-
ationally defined as the most frequently observed wish,
response of other, and response of self, regardless of
whether these components occur sequentially in the sep-
arate narratives. Based on a mixed group of patients in
multiple studies, the most frequent CCRT is a wish to be
close and accepting, a response from others of rejection
and opposition, and a response of the self marked by dis-
appointment, depression, and anger. Due to its complex-
ity, Luborsky does not recommend that therapists offer
patients the entire CCRT in a single intervention, but
rather select portions that are most likely to be accepted
by patients in the current context of the therapy. He also
recommends that therapists link the CCRT to symptoms;
focus primarily on wishes and responses from others be-
cause these are the most reliably identified components;
and focus on negative components of the CCRT but in a
manner that enhances the therapeutic alliance.

The CCRT is the most frequently researched of the
structured case formulation methods. Luborsky and his
colleagues found adequate to good reliability in identi-
fying the three components, but particularly the wish of
self and response of other. Other CCRT-related research
findings are that about four narratives are typically told
in a therapy session; interventions based on a patient’s
CCRT predict psychotherapy outcome; gaining mastery
of the CCRT is associated with successful outcome in
therapy; CCRTs derived from dreams are similar to
those derived from waking life; narratives told outside
of a session are similar to those told in sessions; CCRTs
show consistency across the life span and across the
course of psychotherapy, although successful treatment
is correlated with a decrease in the pervasiveness of the
CCRT (i.e., the extent to which it characterizes multiple
relationships); greater pervasiveness of the CCRT is as-
sociated with greater psychopathology; and symptom
onset seems closely related to central interpersonal con-
flicts of patients as measured by the CCRT.

B. Configurational Analysis

Configurational Analysis (CA), developed by Mardi J.
Horowitz, is similar to the CCRT in its focus on identi-
fying a central relationship pattern, but adds important
elements. These are inferences about a patient’s states of
mind; the assumption of multiple rather than single re-
lationship patterns; and defensive control processes.

States of mind are recurrent and distinct complexes of
affect, cognition, experience, and behavioral propensi-
ties. They can be described in simple adjectival terms,
such as “depressed and helpless” or “angry and bitter”;
in motivational terms (a wished-for or feared state); or
according to the degree of affect modulation character-
izing the state. According to Horowitz, states of mind
are organized by mental representations that guide in-
terpersonal relationships and concepts about the self
and others. These representations can be depicted in
configurations of role relationship models that describe
wished-for, “dreaded,” and either adaptive or maladap-
tive compromise relationship patterns, views of self and
others, and states of mind. CA also includes a system for
formulating an individual’s defensive control processes,
which are habitual ways of controlling ideas and affect
so as to maintain a well-modulated state of mind.

The formulation steps in CA move from description
to increasing degrees of inference. They are to (1) de-
scribe clinically relevant phenomena; (2) identify the
patient’s repertoire of states of mind; (3) identify self,
other, and relationship schemas; and (4) identify defen-
sive control processes. Finally, the therapist plans goals
and interventions specific to each of these categories.

Research on CA has shown a similar level of reliability
as that shown by the CCRT, although the studies are
fewer as are subjects per study. Convergent validity for
CA as well as for CCRT is suggested by the high level of
similarity between formulations independently con-
structed with each system. Horowitz and colleagues have
also provided evidence that states of mind can be reliably
coded. In a series of quantitative single-case studies of in-
dividuals responding to psychosocial trauma, Horowitz
and colleagues found evidence of recurring emotionally
significant states; showed that state shifts are related to
whether or not a patient is discussing a conflict-laden
topic; and showed that increased signs of defensive con-
trol processes occur when conflictual or unresolved
themes are being discussed in therapy. A series of single-
case studies have also shown convergences between clin-
ically derived case formulations and quantitatively
derived formulations.

C. Plan Formulation Method

The Plan Formulation Method (PFM), developed by
John Curtis and George Silberschatz, follows earlier for-
mulation work by Joseph Caston and is based on Joseph
Weiss’s control mastery theory of psychotherapy. Con-
trol mastery theory assumes that psychopathology re-
sults from pathogenic beliefs stemming from traumatic
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events that are usually experienced in childhood. Weiss
believes that patients develop an unconscious plan to
disconfirm these beliefs. The plan may involve testing
the therapist through behavioral or verbal challenges or
expressions of anger. The therapist must understand the
purpose of these events in order to best help the patient.

The goal of PFM is to identify, categorize, and test the
key elements of control mastery theory. Five compo-
nents comprise a plan formulation: the patient’s goals for
therapy; the obstructions (pathogenic beliefs) that may
interfere with achieving the goals; the traumas that pro-
duced the pathogenic beliefs; insights necessary to help
the patient achieve the goals; and tests the therapist
might expect from the patient as the patient attempts to
disconfirm a set of pathogenic beliefs. For regular clini-
cal use, these components can be inferred from the early
sessions of psychotherapy. For research purposes, coders
follow a five-step process. First, three or four judges who
are versed in control mastery theory review transcripts
from early psychotherapy hours and create a list of “real”
and plausible “alternative” items for each formulation
component. Second, a master list of goals, obstructions,
traumas, insights, and tests is compiled and randomly
ordered within each component. Third, the judges re-
view the master list and rank order each item according
to its relevance to the patient. Fourth, mean ratings are
obtained and rank ordered; those items ranking below
the median are discarded. Fifth, the group meets and
consensually finalizes the most relevant items for each
formulation category. The final formulation contains a
description of the patient and his or her current life cir-
cumstances followed by the patient’s presenting symp-
toms and problems. Then, the goals, obstructions, tests,
insights, and traumas are listed.

The reliability of the PFM is excellent, although ad-
herence among the clinical judges to an explicit concep-
tion of psychotherapy appears essential. One interesting
study showed that two independent research teams, one
working from the control master perspective and the
other working from an object relations standpoint, inde-
pendently developed highly reliable plan formulations,
but the two formulations correlated poorly with each
other. Several studies have been published showing that
the degree of therapist’s adherence to the plan formula-
tion predicts patient progress and outcome in psy-
chotherapy. Patients appear to deepen their level of
experiencing subsequent to plan-compatible interven-
tions as compared to plan-incompatible interventions.
Other studies show that achieving goals and insights, as
listed in the formulation, correlates with standard psy-
chotherapy outcome measures.

D. Other Primarily Dynamic 
or Integrative Methods

The CCRT, CA, and PFM are representatives of psy-
chodynamic-based structured formulation methods.
Another in this class is Thomas Schacht and colleagues’
Cyclical Maladaptive Patterns (CMP) approach, which
helps organize interpersonal information about a patient.
This method has four major components: acts of self, ex-
pectancies of others’ responses, acts of others toward the
self, and acts of the self toward the self. Recently, the
CMP has been integrated with Lorna Benjamin’s Struc-
tural Analysis of Social Behavior, a system for organizing
interpersonal behaviors.

Another dynamic formulation method is J. Christo-
pher Perry’s Idiographic Conflict Formulation Method,
which draws from Erik Erikson’s psychosocial model of
development. It places a particular emphasis on a pa-
tient’s defensive structure. In addition, Anthony Ryle
has developed a formulation method based on his cog-
nitive analytic therapy, which integrates dynamic and
cognitive therapy. Franz Caspar’s Plan Analysis is athe-
oretical in nature and can be applied to behavioral, dy-
namic, cognitive, or other forms of psychotherapy.
Case formulation methods have also been developed
for cognitive-behavioral therapy and behavior therapy.
Two examples are now described.

E. Cognitive-Behavioral 
Case Formulation

Jacqueline Persons is one of several cognitive-behav-
ioral (CB) therapists who have developed case formula-
tion methods, but hers may be the best known. The
method draws extensively from Aaron Beck’s cognitive
therapy, which holds that psychological symptoms and
problems result from the activation of maladaptive core
beliefs under conditions of stressful life events. The CB
case formulation approach also draws from behavior
therapy, which emphasizes measurement to track
change and the identification of causal, functional rela-
tionships among behaviors that lead to problematic be-
haviors. According to Persons, a CB formulation must
contribute to treatment outcome for it to be valuable.

Persons identifies seven steps in CB case formulation.
First, the therapist compiles a problem list. She recom-
mends 5 to 10 items that should include psychological
symptoms, problems in adaptation, and other problems
in living. Second, the formulation should include
hypotheses about the patient’s core beliefs about the
self, others, and the world. These beliefs are assumed to
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maintain the patient’s problems. Third, the formulation
includes precipitants and activating situations that trig-
ger a maladaptive core belief. Next, the therapist formu-
lates a working hypothesis. It is the heart of the
formulation and links the preceding components. Step
five of the CB formulation states the origins of the mal-
adaptive core beliefs. This section could include two or
three key incidents in the individual’s past. Step six states
a treatment plan. Finally, the CB case formulation in-
cludes predicted obstacles to treatment. These may in-
clude statements regarding how the patient’s core beliefs
may undermine the therapy.

Persons has reported data showing average to good
levels of agreement among clinicians independently
constructing CBT-based formulations. The utility of
CBT formulations has been preliminarily assessed by
exploring the contribution that individualized formula-
tions have on treatment outcome. Early evidence is
equivocal. A study by Persons found that a group of de-
pressed patients treated by her with individualized CBT
guided by a CBT case formulation had similar outcomes
to patients treated in a much larger study in which sim-
ilar patients were treated with a standardized CBT pro-
tocol. Persons noted, however, that many of her patients
had comorbid diagnoses that would have ruled them
out for the comparative study.

F. Behavioral Case Formulation

As noted, behavior therapists emphasize a detailed
analysis and evaluation of behavior. They use the term
“functional analysis” to describe the clinician’s assess-
ment of causal relationships among a patient’s problem-
atic behavior, goals, affect, and cognition. Although the
emphasis is on readily observable behavior including
how the environment affects behavior, many behavior
therapists also attend to an individual’s thoughts and af-
fect, considering these to be important mediating vari-
ables leading to behavior problems or solutions. Behavior
therapists distinguish between ultimate outcomes and in-
strumental outcomes. The former reflect global, multidi-
mensional, end-point solutions, such as resolution of a
depressive episode. The latter refers to sets of tools that
can facilitate achieving the ultimate outcome. For exam-
ple, a depressive episode may be resolved through in-
creasing social contacts, improving social skills so as to
increase social reinforcements, exercise, changing self-be-
liefs, or decreasing negative automatic thoughts.

Many behaviorists view their work fundamentally as a
problem-solving endeavor, and the role of the case for-
mulation is to delineate problems, then generate, imple-

ment, and evaluate solutions. Arthur Nezu and col-
leagues have articulated a four-step case formulation
process centering on a problem-solving approach. Step
one is to identify the problem. Nezu advocates a com-
prehensive, systematic approach in order to reduce clin-
ical judgment error. Problems may occur either within
the individual or the environment. Within the person,
problems may occur in the behavioral, cognitive, affec-
tive, or biological realms. Problem behaviors reflect
deficits (e.g., lack of social skills) or excesses (e.g., ob-
sessive–compulsivity). Problematic cognition may re-
flect deficiencies (e.g., failure to appreciate the
responses of others to one’s actions) or distortions (e.g.,
arbitrarily inferring lack of self-worth based on a single
mistake). Environmentally, problems may be identified
in the physical realm (e.g., housing, financial) or social
realm (e.g., dangerous neighborhood, nature of social
support). A behavior therapist may also view problems
from a temporal standpoint (present to past) and with
regard to the source of information (factual and well-
substantiated versus the perceptions and assessments of
a patient). Step two is to generate solution alternatives.
Here, the clinician may encourage brainstorming for so-
lutions. This involves producing numerous possible so-
lutions and suspending judgment as to their quality
until after the list is completed. Step three is to plan
treatment. The key question the clinician tries to answer
is, “What treatment strategies and tactics will best im-
plement the solution alternatives selected in step two?”
The clinician must determine how amenable the target
problem is to treatment; whether the therapist is capable
of providing the treatment and if not, whether the treat-
ment is available elsewhere; and whether reaching the
selected instrumental objective to solve a target problem
will achieve the ultimate objective. Step four is solution
implementation and verification. This step involves put-
ting the planned solution into effect, assessing the con-
sequences of the plan, and evaluating its effectiveness.

To date, no studies have been published showing the
reliability of the method just described or similar meth-
ods, although they have been called for. Some behav-
iorists assert that a hypothesis-testing approach in
which early interventions and their outcomes are as-
sessed, and altered as needed, is more important than
initial agreement.

IV. SUMMARY

Formulation is a basic psychotherapy skill that in-
volves generating and testing hypotheses about the
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causes of and factors perpetuating a patient’s problems.
The formulation guides treatment and is revised as nec-
essary. Several reliable, structured methods of case for-
mulation have been developed and empirically tested.
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GLOSSARY

conditioned reinforcer A previously neutral stimulus that be-
comes a reinforcer after it is paired a number of times with
an established reinforcer.

continuous reinforcement A schedule of reinforcement in
which the reinforcer is delivered after every response.

discriminative stimulus A stimulus that is present when a
particular response is followed by a reinforcer.

fading Gradual removal of a prompt as the behavior occurs
in the presence of the discriminative stimulus.

intermittent reinforcement A schedule of reinforcement in
which the reinforcer is not delivered after every response.

prompt A stimulus delivered by the trainer following the dis-
criminative stimulus that increases the likelihood that a
person will engage in the correct behavior in the presence
of the discriminative stimulus.

reinforcer A stimulus that increases the future probability of
a behavior when it is delivered contingent on the occur-
rence of the behavior.

response One instance of a particular behavior.
stimulus control A behavior is under the stimulus control of a

particular discriminative stimulus when it occurs in the
presence of that discriminative stimulus.

stimulus-response chain A behavior that consists of two or
more component behaviors that occur in sequence. For

each behavior in the chain, there is a discriminative stimu-
lus and a response. Also called a behavioral chain or a
chain of behaviors.

I. DESCRIPTION OF TREATMENT

Forward chaining is a procedure that is used to teach a
chain of behaviors (a stimulus-response chain). In for-
ward chaining, you first conduct a task analysis to iden-
tify each component of the stimulus-response chain.
Then you use prompting and fading to teach the first
component of the chain. Once the learner can engage in
the first component behavior without prompts, you
teach the second component behavior in conjunction
with the first component. Once the learner can engage in
the first two components of the chain of behaviors
without prompts, you teach the third component in con-
junction with the first two components. This process
continues until the learner can engage in the entire chain
of behaviors at the appropriate time without prompts.

Forward chaining, similar to backward chaining, is
used with beginning learners (young children) or
learners with limited repertoires (for example, individ-
uals with mental retardation). Forward chaining is
used when more efficient training strategies, such as in-
structions or modeling, cannot be used with learners
with limited intellectual abilities.

A common example of forward chaining involves
teaching a young child to recite the alphabet. A parent
typically divides the alphabet into four strings of letters
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and uses verbal prompts to teach the child to recite the
first string of letters (ABCDEFG). The child recites the
string of letters after the parent’s prompt, and the parent
provides praise. Once the child can recite this first string
of letters without help, the parent adds the second string
of letters (HIJKLMNOP), and the child repeats the first
two strings together with praise from the parent. When
the child can recite the first two strings of letters without
help, the parent adds the third string of letters (QRSTUV)
and the child repeats the first three strings together with
praise from the parent. Finally, when the child can recite
the first three strings of letters without any help, the par-
ent adds the fourth string (WXY and Z), and the child re-
cites the entire alphabet with praise from the parent. In
this case, each of the four strings of letters is a response
and the four responses are chained together until the
child recites the whole alphabet

The process of conducting forward chaining is de-
scribed next.

A. Conduct a Task Analysis

Because each component behavior in a behavioral
chain is taught in sequence, the first step in conducting
forward chaining is to conduct a task analysis to identify
each component behavior. A task analysis identifies each
discriminative stimulus (SD) and response (R) in the
chain of behavior from start to finish. Consider the fol-
lowing task analysis of a four-component behavioral
chain in which a person with mental retardation stuffs
brochures into envelopes as part of her job in a sheltered
workshop. In this chain of behaviors, the person (1) first
picks up a brochure from a pile of brochures on the table,
(2) then picks up an envelope from a pile of envelopes on
the table, (3) then stuffs the brochure in the envelope,
and finally, (4) puts the envelope containing the brochure
into a bin. In a task analysis, each of the stimulus and re-
sponse components would be identified as follows.

SD
1: Pile of envelopes, pile of brochures, and a bin on

the table in front of the learner
R1: Pick up a brochure

SD
2: Brochure in hand and pile of envelopes and bin

on the table
R2: Pick up envelope

SD
3: Brochure in one hand, envelope in the other

hand, and bin on the table
R3: Insert brochure into the envelope

SD
4: Envelope containing a brochure in hand and bin

on the table
R4: Put the envelope containing the brochure into

the bin

As can be seen in this task analysis of a stimulus-re-
sponse chain, the chain of behaviors is initiated when
the first SD (SD

1) is present, and each response in the
chain creates the SD for the next response in the chain.
For example, the first response (R1-pick up envelope)
creates the second SD (SD

2-envelope in hand), the sec-
ond response (pick up envelope) creates the third SD

(envelope in hand), and so on. The learner cannot en-
gage in each subsequent response until the previous
response has occurred and created the SD for the sub-
sequent response.

A task analysis can be conducted in three different
ways. First, you can observe a competent person engag-
ing in the chain of behaviors and write down the se-
quence of stimulus-response components. Second, you
can ask an expert who performs the behavior compe-
tently to identify all of the stimulus-response compo-
nents. Finally, you can engage in the behavior yourself
and write down all of the stimulus-response components.

Once you have conducted the task analysis, you can
then conduct the forward chaining procedure.

B. Conduct Forward Chaining

To begin forward chaining, you present the first SD,
prompt the first response, and provide a reinforcer such
as praise. You then fade the prompts over trials until
the learner can engage in the first response without any
prompts when the first SD is present.

From the previous example, you have the learner sit
at a table containing a pile of envelopes, a pile of
brochures, and a bin (the first SD), prompt the learner
to pick up a brochure (first response), and provide
praise (a reinforcer). The prompt might involve physi-
cally guiding the learner’s hand to pick up the brochure
(physical prompt), showing the learner how to pick up
the brochure (modeling prompt), pointing to a
brochure on the pile of brochures (gestural prompt), or
telling the learner to pick up a brochure (verbal
prompt). You repeat the trial a number of times and
gradually remove the prompt (fade the prompt) until
the learner engages in the first response in the presence
of the first SD without prompting.

SD
1––––> R1––––> praise

After the learner consistently engages in the first re-
sponse when the first SD is present, you add the second
component of the chain. To do this, you present the first
SD and the client will engage in the first response (be-
cause the first response is under the stimulus control of
the first SD). The first response creates the second SD. At
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this time, you then prompt the second response and
provide a reinforcer. In this way, the learner is engaging
in the first two component responses in sequence; the
first is unprompted because it was previously learned,
and the second is prompted after the first response cre-
ates the SD for the second response. Over trials, you fade
the prompts until the learner is engaging in the first and
second responses in the chain without any prompts.

From this example, you have the learner sit at a table
with a pile of brochures, a pile of envelopes, and a bin
(first SD) and the learner will pick up a brochure (first re-
sponse). Once the brochure is in hand (second SD), you
prompt the learner to pick up the envelope (second re-
sponse) and provide praise (a reinforcer). Over trials you
will fade the prompts until the learner can engage in the
first two components of the chain without any prompts.

SD
1 ––––> R1

SD
2 ––––> R2 ––––> praise

At this point, you use prompting and fading to teach
the third component of the chain. To teach the third com-
ponent of the chain you present the first SD (every trial
starts with the presentation of the first SD), and the client
will engage in the first two responses in the chain without
prompts. The second response creates the third SD. Fol-
lowing the second response, you prompt the third re-
sponse and provide praise. Over trials, fade the prompts
for the third response until the learner makes the first
three responses in the chain without any prompts.

From this example, have the learner sit at the table
with the pile of brochures, envelopes, and a bin (first
SD). The learner will then pick up a brochure (first re-
sponse) and pick up an envelope (second response)
without any prompts. Once the learner has engaged in
the first two responses and has a brochure and enve-
lope in hand (third SD), prompt the learner to insert the
brochure into the envelope (third response) and pro-
vide praise. Fade the prompts over trials until the
learner is engaging in the first three responses without
any prompting.

SD
1 ––––> R1

SD
2 ––––> R2

SD
3 ––––> R3 ––––> praise

Now the first three components of the chain have
been learned and it is time to teach the last component
of the chain. To teach the fourth response in the chain,
have the learner sit at the table with the piles of
brochures and envelopes and a bin (first SD) and the
learner will engage in the first three responses without

any prompts. The third response creates the fourth SD.
After the third response, prompt the learner to engage
in the fourth response and provide praise. Over trials
fade the prompts until the learner is engaging in all four
responses without any prompts.

From this example, have the learner sit at the table
with the piles of brochures, envelopes, and the bin (first
SD) and the learner will pick up a brochure, pick up an
envelope, and insert the brochure in the envelope (first
three responses). When the envelope containing the
brochure is in the learner’s hand (fourth SD), prompt the
learner to put it into the bin (fourth response) and pro-
vide praise. Over trials, gradually withdraw the prompts
until the learner is engaging in all four responses with-
out any prompts. The learner has now learned the entire
chain of behaviors.

SD
1––––> R1

SD
2 ––––> R2

SD
3 ––––> R3

SD
4 ––––> R4––––> praise

Following forward chaining (or any other chaining
procedure), the learner should engage in the complete
chain of behaviors without any prompts when the first
SD is present. Although the learner can now engage in
the chain of behaviors without assistance, it is important
to continue providing a reinforcer, at least intermittently,
following the completion of the chain of behaviors. Dur-
ing training, a continuous reinforcement schedule is
used, and every response is followed by a reinforcer.
Once the learner is engaging in the chain of behaviors
without any prompts, the schedule of reinforcement can
be thinned so that the behavior is maintained with inter-
mittent reinforcement.

In the previous example, the learner gets praised for
every correct response during training. Once the learner
can complete the entire chain of behaviors without
prompts, the trainer continues to provide praise every
time the learner completes the chain of behaviors. After
the learner successfully completes the chain of behaviors
a number of times without any prompts, the trainer can
start to use an intermittent reinforcement schedule and
provide praise after the learner completes the chain
every second time, then every third time, and so on until
many responses are required for reinforcement.

II. THEORETICAL BASES

Forward chaining is based on the behavioral princi-
ples of stimulus control and conditioned reinforcement.
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Stimulus control is present when a response occurs in
the presence of an SD. Stimulus control develops because
the response has been reinforced in the presence of the
SD in the past. In forward chaining, you prompt the first
response in the presence of the first SD and reinforce the
response. As a result, over a number of trials, the first re-
sponse is then more likely to occur without prompting
when the first SD is present. The first SD now has stimu-
lus control over the first response. Next you prompt the
second response in the presence of the second SD and re-
inforce the response. Over a number of trials the second
response will occur when the second SD is present with-
out any prompts. The second SD now has stimulus con-
trol over the second response, and the first two
responses in the chain will occur together. This process
continues in forward chaining until each SD develops
stimulus control over each response in the chain of be-
haviors and all of the responses in the chain occur in se-
quence.

The second principle involved in forward chaining is
conditioned reinforcement. In conditioned reinforce-
ment, a neutral stimulus becomes a conditioned rein-
forcer when it is paired a number of times with an
established reinforcer. In forward chaining, the SD that
is produced by each response becomes a conditioned re-
inforcer because each response is followed by the deliv-
ery of praise from the trainer. As a result, the outcome of
each response in the chain (the SD produced by each re-
sponse) becomes a conditioned reinforcer and serves to
maintain each of the individual responses in the chain
of behaviors. This is particularly important in a long
chain of behaviors where the reinforcer may occur a
long time after the occurrence of the early responses in
the chain. Conditioned reinforcement for each response
in the chain is also important after the learner has
learned the chain of behaviors and intermittent rein-
forcement is used to maintain the chain of behaviors.

III. EMPIRICAL STUDIES

Forward chaining is one of the three chaining proce-
dures (along with backward chaining and total task
presentation) described in major behavior modification
textbooks, applied behavior analysis textbooks, and
learning textbooks.

A number of studies have evaluated forward chain-
ing procedures for teaching chains of behaviors to indi-
viduals with developmental disabilities. For example,
Wilson and his colleagues in 1984 used forward chain-
ing procedures to teach family-style dining skills to in-
dividuals with profound mental retardation living in an

institution. The authors first conducted a task analysis
of the chain of behaviors involved in family-style din-
ing. The components of the chain of behaviors in-
volved in family style dining included the following:

1. Hold bowl with both hands
2. Place bowl within 1 in, from plate
3. Grasp serving spoon
4. Grasp bowl with one hand without hand in food

while spoon is in bowl
5. Serve food to plate
6. Replace spoon
7. Grasp bowl with both hands
8. Pick up bowl
9. Place in neighbor’s hand or place within 6 in.

of neighbor’s plate.

After developing the task analysis of the behavioral
chain, the authors used forward chaining procedures to
teach the mealtime behaviors. Starting with the first re-
sponse in the chain, the authors used prompting and
fading until the learner engaged in the response with-
out prompts. Then they taught the second response in
conjunction with the first using prompting and fading
procedures. The authors proceeded in this fashion until
the learner could engage in the entire chain of behav-
iors without any assistance.

Another example of the use of forward chaining is the
1982 study by Tom Thompson and colleagues in which
the authors taught laundry skills to individuals with de-
velopmental disabilities. The authors first conducted a
task analysis of the chain of behavior involved in doing
laundry and identified 47 responses that they grouped
into seven major components. The authors then used
prompting and fading to teach the first of the seven laun-
dry components, then the first and second, then the first
three, and so on until the individuals were engaging in
all seven components without any prompts.

IV. SUMMARY

Forward chaining is one of three procedures used to
teach a chain of behaviors. A chain of behaviors in-
volves individual stimulus and response components
that occur together in a sequence. Forward chaining is
a procedure that is typically used with individuals with
disabilities or extremely limited abilities. The first step
in forward chaining is to conduct a task analysis that
identifies each SD and response in the chain of behav-
iors. To conduct forward chaining you use prompting
and fading to teach the first component behavior in the
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chain. Once the learner engages in the first response
without prompts, you teach the second response in
conjunction with the first using prompting and fading.
Once the learner engages in the first two responses in
the chain without assistance, you use prompting and
fading to teach the third response in conjunction with
the first two. This process continues until the learner
can engage in the entire chain of behaviors without as-
sistance. Praise or other reinforcers are delivered on a
continuous reinforcement schedule for every correct
response during training. Once the learner compe-
tently engages in the chain of behaviors without assis-
tance, an intermittent schedule of reinforcement can be
used to maintain the behavior.
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GLOSSARY

countertransference The feelings and responses that the ther-
apist has towards the patient.

discontinuities A momentary impairment or sudden modifi-
cation of thought, affect, memory, sensation, self-control,
etc., in which unconscious motivations may or may not be
expressed.

free association The effort to speak the contents of one’s mind
free of conscious control, aimed towards social appropri-
ateness, coherence, etc.

fundamental rule The requirements that the patient report
or, in the more modern iteration, attempt to report all of
his or her associations without editing them and without
an effort to make them socially appropriate to express a
certain idea or to conform to conventions of coherence and
reasonableness.

parapraxis Unintentional lapses in behavior or thinking
which are believed to be compromise formations resulting
from a conflict between the actor’s conscious goals and in-
tentions and unconscious urges seeking expression.

transference The tendency to unwittingly construct and cre-
ate, through an active but unconscious process, the pattern
of imagined and real past relationships with an important
person in the present.

unconscious The quality of a mental structure not being avail-
able for conscious examination and a system of mental

events, structures, and motivations in which there is an ac-
tive and motivated effort to keep from consciousness cer-
tain material.

I. HISTORICAL BACKGROUND

“The technique of free association, considered by
many people the most important contribution made by
psychoanalysis, the methodological key to its results” as
Sigmund Freud stated in 1931, remains central to psy-
choanalysis and psychoanalytic psychotherapy. Although
it has a history in literature and philosophy dating to clas-
sical antiquity, free association as an investigative and
psychotherapeutic method was Freud’s invention in the
1890s. It derived from the cathartic “chimney sweeping”
use of unrestricted speech, under hypnosis, by one of the
patients of Freud’s senior colleague, Josef Breuer. Freud
gradually modified the method of free association, dis-
carding massage and hypnosis that were its earlier com-
panions, eventually following the patient’s lead rather
than introducing a subject of his own. Focusing on the
patient’s introspections, with the requirement that the pa-
tient speak without critical judgment, he created a
systematic means to infer unconscious thoughts and feel-
ings. The approach was consonant with his general con-
viction about the determinism of mental life and the
importance of unconscious influences. Going far beyond
the original aim of reducing traumatic experiences by
abreaction, he turned the new method into a vehicle

Free Association

Anton O. Kris
Boston Psychoanalytic Society and Institute and Harvard University

829
Encyclopedia of Psychotherapy
VOLUME 1

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



for deciphering the language of dreams, parapraxes
(Freudian slips), and symptoms and for elucidating in-
ferred unconscious conflicts and the history of their de-
velopment in the patient’s life.

II. DESCRIPTION

An important difference between the method of free
association and a directed discussion of problems, is that
the free associations provide a basis for inferences of un-
conscious aspects of the patient’s mental life. Disconti-
nuities in the patient’s mental functions—impairments
of thought, affect, memory, sensation, desire, sense of
self, self-control, and personal relationships—can be ac-
counted for in large part by unconscious influences. The
free associations are “understood” by recognition of se-
quences, patterns, and a variety of attributes and charac-
teristics that permit them to be “interpreted.”

Here is an example of free association. A young man,
wondering about his own psychoanalytic treatment,
thought: What good is a treatment that only uses
words? Not taking the question seriously, he went
about his business (actually, some early spring work in
the garden) and found himself, a few minutes later re-
calling the well-known lines from “Daffodills”:

For oft when on my couch I lie,
In vacant or in pensive mood.
They flash upon that inward eye,
Which is the bliss of solitude.

At that point he recognized that he had returned to
his original thought. He was pleased to see that the
poet’s name, Wordsworth, repeated his original ques-
tion, and he took the sequence as something of an
answer. He was not then aware that the couch in
the poem had eliminated the problematic analyst and
afforded him the privacy of solitude, which likely
reflected some less friendly feelings about psycho-
analysis. Both the young man’s understanding of
“Wordsworth” and the added idea that there was a
hostile side to his unconscious thoughts about psy-
choanalysis constitute inferences about his uncon-
scious motivations.

The term “free association” is used in a number of
different ways. In all of these the word “free” connotes
a relative freedom from conscious control. So, the ac-
tivity of free association (i.e., the expression of a se-
quence of thoughts, feelings, wishes, sensations,
images, fantasies, and memories) produces the free as-

sociations (or, more simply, the associations). The
method of free association involves two persons, pa-
tient and analyst (or therapist). It is an integral part of
the psychoanalytic situation. The analyst’s first aim is
to promote greater freedom of association, that is, rela-
tively greater autonomy from unconscious interfer-
ences (resistances) to expression. Together patient and
analyst engage in an attempt to understand and modify
the patient’s mental life, through the consequent
process of free association (or analytic process, thera-
peutic process). Accordingly, the concept of free associ-
ation touches on all the concepts that are implied in
therapeutic process. Transference and countertransfer-
ence, for example, can be recognized as patterns of as-
sociation. Their unconscious existence can be inferred
from those patterns.

The “fundamental rule” of psychoanalysis was origi-
nally stated as the requirement that the patient report
all of his or her associations, without editing them, say-
ing whatever came to mind. In his original work on free
association, Freud used the associations to interpret to
the patient the nature of his or her unconscious moti-
vations, which sometimes brought dramatic relief to
patients. This approach led to his study of dreams,
which he published in 1900. Inevitably, in the interests
of expanded treatment potential, modifications in the
analyst’s aims have brought about a more complex con-
cept of the analyst’s role and activity.

The fundamental rule is now usually presented in a
somewhat less authoritarian way. The patient is ex-
pected to try to say whatever comes to mind, and part
of the attention of the analytic pair is directed toward
an understanding of the difficulties in following the
rule. To make sense of this “rule” and of the psychoan-
alytic method, one must understand that the activity of
free association is interspersed with an attempt to rec-
ognize meaning in the associations, through the inter-
pretive efforts of both the analyst and the patient. The
therapeutic method, whose central feature is the under-
standing of the associations, goes beyond the study of
the patient’s words to the interpretation of actions and
interactions within the psychoanalytic (psychothera-
peutic) situation, that is, between the analyst (thera-
pist) and the patient. The analyst’s associations and
actions (principally, the action of words) are now seen
as an integral part of the analytic method.

The stance of the analyst or therapist—his or her atti-
tude to the task and to the patient—is an essential part
of the method of free association. A fundamental com-
ponent of that stance is a commitment on the analyst’s
part to provide a setting of safety for the patient’s free as-
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sociation and to channel his or her energies, as much as
possible, into understanding the associations and the
interactions of the analytic process. Necessarily, the an-
alyst’s stance must be a blend of subjectivity and objec-
tivity, of compassion and dispassion, involvement and
separateness, although what may be an ideal mixture,
for any analyst or for any patient, at any particular time,
remains a matter of uncertainty and debate. Variations
among analysts on these matters continue to provide
fruitful avenues of research into therapeutic effective-
ness. Savo Spacal, for example, in 1990, demonstrated
differences between Freud’s use of free association and
that of the relational schools, which, as he saw it, had
reduced the introspective emphasis and substituted in-
terpretation of interaction. In practice, the two forms
operate together, variably, in most psychoanalytic work.

III. CONCLUSION

These considerations make it hard to define limits
for the method of free association. To attempt to distin-
guish associations from dreams and transferences, for
example, seems wholly arbitrary. But even interpreta-
tions, whether made by the analyst or by the patient,
cannot be reliably distinguished from the associative

flow. It is sufficient to know that the data of free associ-
ation and the events of the therapeutic process can be
understood from a variety of useful perspectives, some
of which may pay little regard to associative sequences
and patterns, while others attend closely to them.
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GLOSSARY

conditioned stimulus A stimulus that acquires some aversive
or appetitive psychological functions as a result of respon-
dent conditioning processes.

discriminative stimulus (SD) A stimulus (or context) that in-
creases the probability of a given response as a result of a
history of reinforcement in the presence of that stimulus
and extinction in its absence.

establishing operations (EOs) Operations that have two pri-
mary effects on operant responding. First, EOs make a
given response more probable. Second, EOs make a rein-
forcer associated with that response more effective. For ex-
ample, if a rat has been reinforced for lever pressing with
food, food deprivation would be an EO. The establishing
operation has sometimes been referred to as a fourth term
in the three-term contingency analysis.

reinforcing stimulus (SR) A stimulus that follows a re-
sponse and alters the future probability of that response.
Reinforcing stimuli increase the probability of response,
and punishing stimuli decrease the future probability of
response.

three-term contingency A description of the functional re-
lationship between (1) antecedent stimulation, (2) re-
sponding, and (3) the consequences produced by that
response.

Functional analysis is an approach that guides treat-
ment decisions. This article provides information about
the approach, focusing on the theory from which it de-
veloped, and its clinical application. This article also
introduces some of the well-validated treatments that
make use of functional analysis and provides a clinical
example of the process.

I. DESCRIPTION OF TREATMENT

Functional analysis is not a treatment per se. Rather,
it is an analytic strategy that directs intervention. In the
most abstract sense, the term functional analysis is bor-
rowed from mathematics and describes some relation-
ship between variables in which changes in one
variable alter the value of another variable. In psychol-
ogy, functional analysis refers to the exploration of how
certain stimuli and responses mutually fluctuate. The
process includes monitoring a target behavior over
time and manipulating antecedents and consequences
methodically to determine the features of the environ-
ment that predict and influence the behavior of inter-
est. Although functional analysis has historically been
most identified with operant conditioning, operant and
respondent conditioning processes do not occur in iso-
lation of one another. Rather, these are densely interre-
lated conditioning processes. Especially in attempting
to understand complex clinical phenomena, functional
analysis must include an assessment of both respon-
dent and operant contingencies and their interactions.
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Functional analysis in psychotherapy is the link be-
tween pretreatment assessment data and the design of
individualized treatment plans. Elements of the analysis
affect decisions about which variables should be tar-
geted in treatment. Such treatment focuses on the vari-
able or variables whose modification is likely to cause
the greatest reduction in the problem behavior and/or
increases in behaviors that enhance the client’s quality of
life. Because certain behaviors are reasonably well corre-
lated, research may guide the functional analysis. For
example, if someone reported a fear of panic attacks, re-
search suggests a variety of situations that are likely to
be avoided (e.g., shopping malls, buses), and those
would be assessed directly. However, because functional
analysis is linked to a tradition of examining the effects
of antecedent and consequent events on the patterns of
behavior in individual subjects, the focus has been on
individualized assessment of these variables.

Functional analysis used for treatment purposes in-
volves several steps:

A. Assessment of problem behaviors, including inten-
sity, frequency, duration, and variability

B. Assessment of relevant antecedents, including estab-
lishing operations, discriminative stimuli, and condi-
tioned and unconditioned aversive and appetitive
stimuli

C. Assessment of consequences, including reinforcing
and punishing consequences

D. Treatment by intervening on identified antecedents
and/or consequences.

A. Assessment of Problem Behavior

Where direct observation of problem behaviors is
possible, it is preferable to indirect assessment. How-
ever, in the treatment of adult outpatient cases, such di-
rect observation is often impossible or impractical. In
such instances, assessment of the problem behavior is
accomplished through questions like, “What is going on
in your life that concerns you?” Details about the range
of the problem can be obtained through questions about
affect, overt behaviors, somatic sensations, and thoughts
that are related to the problem. Questions that illuminate
duration, intensity, and variability might include: “On a
scale of 1 to 10, how depressed did you feel?,” “How
long did that continue?,” or “Can you tell me about the
worst your problem has ever been and also times when it
seemed to improve?” Terms like anxious and depressed
are used very loosely in lay vocabulary. For treatment
purposes, we want a more particular description of the

problem behavior. We may obtain this by asking ques-
tions such as “When you say you feel depressed, what, in
particular, does that mean to you?” Examples may be
provided based on research demonstrating the co-occur-
rence of some behaviors. For example, in an interview
with a client complaining of depression, we might ask
about sleep, mood, and appetite concerns.

B. Assessment of Antecedents

Questions such as “Has this ever happened at any
other time in your life?,” “What else is going on when
this occurs?,” and “Does this same thing happen in dif-
ferent places or at other times?” can be used to assess
the antecedents influencing behavior. It may also be
useful to ask about situations in which the client’s diffi-
culty is least likely to occur, or is least severe. In sum-
mary, it is necessary to ask questions that provide the
therapist with some sense of the variability in the prob-
lem behavior. Identification of most and least problem-
atic contexts can form the basis for hypotheses about
relevant discriminative stimuli as well as conditioned
appetitive and aversive stimuli.

For example, a client might describe anxiety in so-
cial situations that is exacerbated by an evaluative com-
ponent in the social interaction. In this example, social
interaction is the context (SD) in which escape is rein-
forced by the termination of the aversive stimulus (e.g.,
the social interaction, aversive thoughts, emotional,
and bodily states associated with such interactions).
Adding an evaluative component to such an interaction
would constitute an establishing operation (EO), be-
cause it would alter the probability of escape and the
reinforcing value of that escape.

C. Identification of Consequences

Consequences can sometimes be identified by asking
questions such as “What happens after this?” and “How
do you feel when this is over?” Sometimes there are so-
cial consequences for symptoms. For example, others in
the household may pay more attention to the client
when the client show signs of depression, or they may
temporarily take over household tasks. This sort of con-
sequence can be assessed through questions like “What
are the reactions of other people when you get de-
pressed?” Whenever possible behavior, antecedents, and
consequences should be assessed using direct observa-
tion. When direct observation is not possible, using mul-
tiple sources of information, such as family, friends, and
co-workers, can be helpful.
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D. Treatment Process

An intervention is devised based on the functional
analysis. Appropriate interventions could be aimed at a
variety of components identified in the analysis. Some
interventions aim at altering the presence of the actual
antecedent and consequent stimuli that maintain the
behavior. For example, a heroin addict might be relo-
cated to a setting that had few or no drug dealers. This
would result in the removal of both SDs (drug dealers)
for drug seeking, and heroin, which is the reinforcer for
drug seeking. Other interventions are aimed at altering
the psychological functions of the antecedents and
consequences, rather than their actual presence. The
same addict might be given methadone to eliminate the
reinforcing properties of the opiates. Opiate depriva-
tion is an EO for drug seeking, because it makes drug
seeking more probable and increases the reinforcing
properties of opiates. Because methadone blocks absti-
nence syndrome, it also alters the motivational (EO) ef-
fects of opiate deprivation and therefore alters the
probability of drug seeking.

Other means of altering the psychological functions
of antecedent stimuli might be to reduce or eliminate
the effects of appetitive or aversive conditioning. In the
earlier social anxiety example, this might involve sys-
tematic exposure to social interactions, which would
result in lessened fear and avoidance in the presence of
social situations. In the addiction example, we might
systematically expose the addict to drug cues, thereby
reducing the conditioned appetitive functions.

Finally, the problem behavior can be targeted directly
by, for example, increasing the probability of some in-
compatible behavior. Often, these interventions are com-
bined. Thus, in the social anxiety example, the therapist
would likely give considerable social reinforcement to the
client as the client approached feared social situations.
This intervention might result in both strengthening of
the approach operant and extinction of conditioned fear.
Having been conceptualized in terms of basic behavioral
principles, the treatment is implemented, and an assess-
ment of change is made. If the outcome is acceptable, the
process is complete. If the outcome is unacceptable, the
next step is to recycle to conceptualization stages. More
assessment may be needed, or other controlling variables
may be manipulated.

These cases consist of relatively simple examples;
however, functional analysis need not be limited to a
narrow range of behaviors, antecedents, or conse-
quences. Extraordinarily complex human problems can
be examined without violating the fundamental prem-

ises of functional analysis. Some of the process will be il-
lustrated with the following case.

E. Case Example

Mary is a 20-year-old African-American female who
was seven months pregnant with her third child at the
time of the interview. She was referred for psychological
treatment by her gynecologist, who described her as “dif-
ficult,” “angry,” and “indifferent.” His immediate concern
was her drug use. Excerpts from the initial interview with
Mary are used to illustrate assessment components in a
functional analysis in an outpatient clinic setting.

Therapist directly assesses problem behavior: Mary,
your doctor referred you here, because he was wor-
ried about you and your children. It would be good
to take a few minutes to talk about this. Help me un-
derstand what is going on. First, tell me about the
drug use and then we can talk about anything that
you think will help me understand what it is like for
you. Your doctor tells me that you have been smok-
ing marijuana about once a week, drinking alcohol
several times a month; and that you have smoked
crack cocaine twice since becoming pregnant.

Client: Yeah, that’s about right. So what?
Therapist attempts to get the client to discuss range of

the drug problem: So what? You tell me. What does
that mean to you?

Client: I don’t care.
Therapist continues to assess range: You don’t care

about your health, or your baby’s?
Client: Not really.
Therapist attempting to elicit other problems and pri-

oritize: Wow, that is a pretty powerful statement.
Things must be really bad.

Client: Not any different than usual. I have never had a
happy day in my whole life. Never. There is nothing
for me to live for. I am sad all day.

Therapist attempting to find out about duration and
variability: You have never had a happy day, what
about a happy moment?

Client: I guess that I have had a few short minutes but
I don’t really remember them.

Therapist assesses problem severity: Have you ever
thought about ending it all, about suicide?

Client: Every day. I think of it every day. I’ve tried
twice by taking a bunch of pills, but it didn’t work.
My boyfriend killed himself.

Therapist asking about boyfriend’s suicide as poten-
tially important antecedent: When did that happen?
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Client: Three months ago. His family blames me. We
were fighting and talking about breaking up. He told
me that he was going to do it. I didn’t believe him. I
hung up on him, and two hours later I found out he
was dead.

Therapist: How did you find out?
Client: His friend walked over to my apartment and

told me.
Therapist assesses response to painful antecedent:

What did you do?
Client: I took my kids to my mom’s and went to get high.
Therapist attempting to clarify response: You got high,

how?
Client: I smoked a blunt (marijuana). I drank some

beer too, just two. I don’t like the taste of alcohol.
Therapist attempting to assess consequences: You

don’t like the taste but you drink anyway. What does
it do for you?

Client: Same thing it does for everybody, helps keep
my mind off things.

Therapist assessing consequences: Did it help you
keep your mind off your boyfriend’s suicide?

Client: For a little while.
Therapist asking about other antecedents: When you

are getting high what other things are you trying not
to think about?

Client: Men. I hate men.
Therapist clarifying range and context: All men?
Client: All men. My boyfriend was the only halfway

decent one that I ever met. They think differently
than women. They think backwards. I hate them.

Therapist assessing variability: You say that you hate
men; do you feel anything else?

Client: My cousin starting molesting me when I was
six. He kept doing it until I moved out. I told my
uncle but he did not believe me. I told my stepdad
and he didn’t believe me. You cannot trust a man. Do
we have to talk about them? I wanted a female to
talk to so we wouldn’t have to talk about them.

Therapist eliciting other problems: I understand that
it is very hard to talk about these things. I am only
trying to figure out what all of your concerns are.
What do you think is the hardest thing for you right
now?

Client: Being depressed. I just watch TV all day long.
Usually I watch game shows but I am not very good
at them.

Therapist asking about context: Is there anytime when
you do not feel depressed?

Client: Not really.
Therapist assessing antecedents: Is anyone else around?

Client: My baby. He will be one next week. He is wild
sometimes.

Therapist assessing social environment as relevant con-
text: One year olds aren’t great to talk to. Do you have
any friends?

Client: My mama. That’s it. She is the only one who
cares about me.

Therapist assessing consequences: Is there anything, be-
sides getting high, that seems to make things better?

Client: Watching television helps a little. Sometimes I
clean the house, even if it does not need it. It keeps
my mind off stuff.

Therapist asking about context and consequences:
What about doing something out of the house, like
work or school?

Client: I can’t get a job. I can’t pay a babysitter. Besides,
nobody wants to hire me. I went to college for one
semester, after my baby was born. I got mostly A’s. I
got twelve credits, but I cannot go back because it
would be too hard with three babies. People tell me
that I can’t do it.

Therapist clarifying nature of problem: Do you think
that you can’t do it? You had good grades before and
you already had two kids.

Client: I don’t know, someday. I have to get them to
school first.

Therapist assessing consequences: Sounds frustrating.
It sounds like you want to go to school but feel like
you can’t. What about a job?

Client: I really don’t want that.
Therapist clarifying consequences: So, you get out of

having to work because you have kids and are preg-
nant. Is there anything else that these problems get
you?

Client: I don’t know, maybe.
Therapist assessing consequences: Like what?
Client: My mom helps me out. I like that. I am still a

kid, you know.
Therapist: Is there anything else that you have to say

that will help me understand things better?
Client: No.
Therapist reasserts interest in understanding client’s

problems and the need for more assessment: Ok, see
you next week. I will keep asking more of these ques-
tions to try and get it. Thanks for talking with me.

In this excerpt from an intake interview several po-
tentially important components of the client’s problem
and its context were revealed (see Table 1). From them
a tentative case conceptualization can be formulated. As
identified by the client’s physician, drug use during
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pregnancy is this young woman’s most pressing behavior
problem. Relevant antecedents appear to be depressed
mood, guilt, boredom, and perhaps relief from decidedly
fatalistic thinking. Given the client’s circumstances,
these are not unexpected reactions. In behavior analytic
terms, drug use is maintained by negative reinforcement.
That is, aversive mood and thinking are removed as con-
sequences of drug use. In another part of the interview,
the client revealed that the instances of drug use were
also some of her only social interactions apart from in-
teractions with her mother and children. This further
bolsters the notion that drug use is maintained by nega-
tive reinforcement. Drug use not only reduces aversive
mood and cognition, it also reduces social isolation and
increases a general low level of activity.

Intervention on the consequences of drug use is un-
likely to be helpful. The reinforcing effects of alcohol
could be eliminated by administering an antidipsotropic
drug, like antibuse, that would produce a potent pun-
isher for drinking. Given the pregnancy, however, this
would be unacceptable. No such pharmacological inter-
ventions are available for marijuana or cocaine. In addi-
tion, the client would be left with no good alternative
strategies to cope with her rather bleak existence and re-
sulting aversive mood states. Intervention on problematic
antecedent mood states might include antidepressant
drugs, although this pharmacological intervention might

reduce aversive mood states, it would not address the
clients impoverished life circumstances.

A more hopeful intervention could focus on increas-
ing the client’s general activity level, with a special em-
phasis on healthy social interactions. Because this
client grew up in a very active religious community, the
possibility of becoming engaged in social, worship, and
volunteer activities with her church could be explored.
Reentry into school could also be examined as a possi-
bility. Initially, any increase in physical and/or appro-
priate social activity ought to be reinforced. Behavioral
activation has several advantages. First, behavioral acti-
vation has been repeatedly demonstrated to have a pos-
itive impact on negative mood and cognition. Second,
these activities would be incompatible with drug use.
Third, the young woman would likely broaden her so-
cial support system. And finally, the resulting social
support system might provide reinforcement that could
maintain this ongoing stream of healthy behavior.

This client revealed a variety of other difficulties that
may bear further exploration and direct treatment. For
example, her history of sexual abuse may have precipi-
tated a host of potential difficulties. She may have diffi-
culties with intimate relations and issues of trust with
men. Although not revealed in this interview, possible
posttraumatic stress disorder symptoms, like sleep dis-
turbance, flashbacks, and hypervigilance are possible
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TABLE 1
Components and Treatment Implications of Functional Analysis of Behavior

Antecedents Behaviors Consequences

Social isolation Drug use during pregnancy Drugs produce positive intoxicating effects
Low levels of physical activity Depressed mood Drug use makes temporary avoidance 
Hx of sexual abuse & other negative Hopeless thought patterns of negative cognition and mood possible

experiences with men Avoidance of negative mood and Drug use reduces social isolation
Death of boyfriend cognitions using unproductive 
Social punishment for boyfriend’s activity such as drug use, TV

suicide Generalized avoidance of men

Potential intervention on antecedents Potential intervention of consequences

Increase general and especially social activity Reinforce any increases in general and especially social 
Exposure-based treatment to cues related to loss of boyfriend, activity

including both external cues as well as associated cognition, Reinforce client’s willingness to engage in exposure-based
emotion, and bodily states treatment efforts

Exposure-based treatment with respect to sexual-abuse cues, Antidipsotropic medications to replace reinforcing effects of 
including both external and interoceptive cues alcohol with punishing effects (poor choice given client 

Antidepressant medication to alter negative mood states that circumstances and problem severity)
precipitate maladaptive avoidance



and ought to be directly assessed. The same functional
analytic strategy would be applied to these difficulties.

II. THEORETICAL BASES

Although the concept of functional analysis can be
identified with a variety of schools of thought, it is most
commonly associated with the behavioral tradition. The
core position suggests that if we want to understand be-
havior, we must understand the context, both historical
and current, that produced and maintain the behavior of
interest. Advocates of this position have sometimes
maintained that environmental events are the real deter-
minants of behavior. A somewhat softer position, called
functional contextualism, holds that behavior may be
understood in terms of its functional relation to envi-
ronmental events and that such a method of under-
standing leads quite naturally to effective interventions,
because the analysis points to manipulable aspects of
context. Stated in this way, the position does not exclude
other methods of understanding behavior, it simply
claims this one as an effective strategy for the prediction
and influence of behavior.

III. EMPIRICAL STUDIES

As previously stated, functional analysis is not a
treatment, instead it is an analytic strategy that pro-
vides a basis for treatment. As such, there are not stud-
ies of functional analysis per se. However, functional
analyses are components of many well-validated treat-
ments. Functional analysis as a component in treat-
ment development is most clearly and explicitly
described in journals such as the Journal of Applied Be-
havior Analysis and Behavior Modification that tend to
have a behavior analytic focus. Within them, one may
find hundreds of studies treating a diversity of behav-
ior problems, such as tic disorders, infant feeding
problems, trichotillomania, and self-injurious behav-
ior, as well as a wide variety of behavior deficits among
populations with both developmental disabilities and
normal development such as daily living skills, job
skills, communication skills, academic skills, and so-
cial skills, among others.

Although less explicit in the published journal arti-
cles, functional analysis exists as a key component in a
wide variety of empirically supported behavioral and
cognitive-behavioral treatments. For example Michael
Kozak and Edna Foa’s treatment manual for obses-

sive–compulsive disorder, David Barlow and Michelle
Craske’s anxiety and panic manual, and Stewart Agras
and Robin Apple’s eating disorders manual all contain
careful assessment of antecedents, behaviors, and the
outcomes of those behaviors. Although early behavioral
treatments were focused on external antecedents and
consequences, more recent advances such as Barlow
and Craske’s panic treatment include a wide variety of
interoceptive antecedents that are directly targeted in
treatment. In these instances, negative mood, cognition,
and bodily states can be thought of as both problematic
behavior and as antecedents for other problematic be-
haviors. Using panic disorder as an example, someone
may have a panic attack at a shopping mall and begin
avoiding shopping malls. Panic as a response pattern is
problematic and can be analyzed in terms of its func-
tional relation to external events, such as the shopping
mall. However, individuals with panic also begin to
avoid activities that will precipitate early indicants of
autonomic arousal, such as avoiding exercise to avoid
increased heart rate. Thus, avoiding exercise can be un-
derstood distally in terms of the shopping mall, but
more proximally in terms of bodily states associated
with panic attacks at the mall.

IV. SUMMARY

Functional analysis is a theory-driven approach to
understanding behavior in terms of its context. It in-
volves the organization of our understanding of behav-
ior into three primary categories, including (1)
antecedents, both remote and proximal, and also in-
cluding internal and external cues; (2) the behavior of
interest; and (3) consequences of that behavior. The
analysis proceeds on the assumption that manipulation
of antecedents and/or consequences can produce
changes in relevant patterns of behavior. Identification
of antecedents includes both discriminative stimuli
and conditioned aversive and appetitive stimuli. As-
sessment of the behavior of interest involves examina-
tion of frequency, intensity, duration, and variability in
the problem behavior. Identification of consequences
includes assessment of potentially reinforcing and
punishing consequences for the behavior of interest.
Having gathered this information, a case formulation is
made in terms of the well-established behavioral prin-
ciples of operant and respondent conditioning and the
interaction of these two conditioning processes. A
wide variety of interventions have emerged from this
functional perspective on behavior, including very
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straightforward interventions involving reinforcement
of appropriate classroom behaviors to the treatment of
complex adult clinical problems like panic disorder
with agoraphobia.
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GLOSSARY

Beck Depression Inventory A standardized measure of de-
pression that is used to assess a client’s progress during
treatment.

behavior therapy A type of psychotherapy that is based on
learning principles, is usually time limited, and is symp-
tom focused.

cognitive-behavior therapy A variety of behavior therapy
aimed at detecting and changing faulty beliefs, attitudes, or
thoughts that are hypothesized to be responsible for the
symptoms.

internal validity Refers to whether an outcome of a therapy
treatment can be confidently attributed to the treatment it-
self and not some extraneous factor.

major depressive disorder A mood disorder characterized by
sadness, despair, loss of energy, sleep and appetite distur-
bance.

radical behaviorism The psychology of B. F. Skinner that ac-
counts for our external actions, private feelings, and beliefs
in terms of the types of past experiences that shape us. The
most fundamental type of past experience involves the
contingencies of reinforcement (nontechnically referred
to as rewards and punishments) that we experienced
throughout our life span. This historical account of be-
havior leads to a contextual approach in which meaning,

perception, language, and even truth and reality vary ac-
cording to our past.

therapy rationale An explanation given to clients about the
causes and cures for their problems. The rationale reflects
the theory and types of techniques used during treatment
and varies with the type of therapy being done.

Functional analytic psychotherapy (FAP) is a form of
behavior therapy that that emphasizes use of the thera-
pist–client relationship for providing powerful in vivo
learning opportunities. Based on the radical behavior-
ism of B. F. Skinner, FAP produces change through the
natural and curative contingencies of reinforcement
that occur within a close, emotional, and involving
therapist–client relationship.

I. DESCRIPTION OF TREATMENT

Psychologists Robert J. Kohlenberg and Mavis Tsai
noticed that some of their clients treated with conven-
tional cognitive-behavior therapy techniques showed
dramatic and pervasive improvements that far ex-
ceeded treatment goals. In their search for an explana-
tion as to why this happened with some clients, they
noticed that the dramatic improvements occurred in
those clients with whom they had particularly intense
and involved therapist–client relationships. These in-
tense relationships were not created purposely as part
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of the therapy but seemed to emerge spontaneously
from time to time. As a result of these observations,
Kohlenberg and Tsai used behavioral concepts (a) to
theoretically account for the hypothesized connection
between dramatic improvement and an intense thera-
pist–client relationship, and (b) to delineate the steps
therapists can take to facilitate intense and curative
relationships. The result was FAP, a new type of behav-
ioral therapy in which the therapist–client relation-
ship is at the core of the change process. In particular,
the FAP therapist focuses on the special opportunities
for therapeutic change that occur when the client’s
daily life problems are manifested within the thera-
peutic relationship.

In 1994, Kohlenberg and Tsai detailed how FAP, a
powerful treatment by itself, is also an integrative ap-
proach that can be combined with almost any other type
of therapy to improve outcome. It should also be pointed
out that FAP emphasis on the therapist–client relation-
ship, based on behavioral theory, has some unexpected
similarities to the Freudian concept of transference.

A. In Vivo Learning Opportunities

Functional analytic psychotherapy underscores the
importance of in vivo learning opportunities—the ac-
tual occurrences of the client’s daily life problems in in-
teractions with the therapist. The well-accepted notion
that learning is accelerated when done in vivo can be il-
lustrated by the accelerated learning that occurs when
learning to drive a car while actually driving with an in-
structor, as opposed to classroom instruction.

In vivo occurrences of the client’s problems are “real”
and are distinguished from the “role playing” or “be-
havioral rehearsal” that are sometimes used in behavior
therapy. Examples include: (a) A woman, depressed
mainly because she has no friends, avoids eye contact
during the therapy session, answers questions by talk-
ing at length in an unfocused and tangential manner,
has one “crisis” after another, and gets angry at the
therapist for not having all the answers; (b) An un-
happy man whose main problem is that he avoids get-
ting into love relationships, always decides ahead of
time what he is going to talk about during the therapy
hour, watches the clock during the session so he can
end precisely on time, states that he only can come to
therapy every other week because of tight finances (he
makes a relatively large income), and cancels the next
session after making an important self-disclosure.

In these examples, the client is seeking treatment for
certain daily life problems and then acts in the same

problematic way within the therapist–client relation-
ship. In FAP, these in vivo occurrences of the client’s
problems are referred to as clinically relevant behaviors,
type 1 (CRB1s). On the other hand, clinically relevant
behaviors, type 2 (CRB2s) are actual improvements that
occur in-session. For example, if the woman in the ear-
lier example subsequently increases her eye contact with
the therapist and is more accepting of the therapist’s lim-
itations, these are CRB2s. In order to do FAP, it is crucial
that the therapist has an understanding of CRBs, be able
to recognize them when they occur, and know how to
nurture the development of CRB2s.

B. Doing FAP

Functional analytic psychotherapy employs several
therapeutic strategies. The three primary ones are:
(a) watch for CRBs, (b) evoke CRBs, and (c) reinforce
CRB2s.

Strategy 1: Watch for CRBs. This strategy is the most
important one because it alone will lead to more in-
tense and effective treatment. A therapist who is skilled
at observing instances of clinically relevant behavior
also is more likely to naturally encourage clients to give
up self-defeating patterns in the here and now, and fos-
ter more productive approaches to life.

Strategy 2: Evoke CRBs. Because the occurrence of
CRBs are required to do FAP, how can this be facilitated
by a therapist? Client problems reenacted during role
playing, as pointed out earlier, are not the same as nat-
urally occurring CRBs. Further, feigning evocative situ-
ations, such as coming late to a session or getting angry
at the client, are not recommended. Such disingenuous
behaviors are incongruent with the close and honest re-
lationship called for in FAP.

As it turns out, the structure of most therapy sessions
naturally evokes CRB. For example, all therapists set ap-
pointments and require fees for treatment. These proce-
dures can evoke CRBs relating to the client making and
keeping commitments, being punctual or being too com-
pulsive, feeling like they are so worthless that they need
to pay someone to listen to them, and so on. Similarly, the
universal therapist request to the client to be open and to
express both positive and negative feelings could evoke
the client’s problems in forming close relationships. CRBs
are ubiquitous in all therapies but frequently are over-
looked by therapists who are not trained to see them.

Strategy 3: Reinforce CRB2s. Reinforcement is the tech-
nical term that means the therapist should nurture and
strengthen in-session improvements. It is best to rely on
the therapist’s natural reactions for this process rather

842 Functional Analytic Psychotherapy



then to gratuitously use phrases such as “that’s terrific” or
“great,” which may be viewed by the client as insincere.
Therapists who are skilled in FAP are aware of CRB2s as
they occur and are genuinely and spontaneously reinforc-
ing. One way that therapists can become more naturally
reinforcing of improvements in their clients is by doing
good deeds for others in their own personal lives.

On the other hand, therapists who are not aware of
CRBs may inadvertently punish CRB2s (improve-
ments). For example, consider a case in which a
woman was seeking help for depression that was re-
lated to her lack of assertiveness with her husband. The
therapist attempted to teach her to be assertive by using
role playing, a common behavior therapy procedure.
The client expressed discomfort with role playing and
asked if there were another way to approach the prob-
lem. The therapist then suggested to the client that by
resisting the role playing she was being avoidant, and
he pressured her to do the role playing anyway. The
FAP analysis of this incident is that the client’s expres-
sion of her reluctance to do the role play was a CRB2
because she was being assertive with the therapist—the
very real-life skill that the therapist was attempting to
teach. The therapist, on the other hand, did not nurture
and strengthen this assertiveness and may even have
unintentionally punished it by accusing her of being
avoidant and insisting that she do the role play. If the
therapist had been aware that a CRB2 were occurring
(as called for in Strategy 1), he would have recognized
the in vivo therapeutic opportunity and nurtured the
assertiveness by pointing out to the client how useful it
is for her to express her feelings, and to find other ways
to approach the problem besides role playing.

C. Using FAP to Improve Cognitive
Therapy for Depression

Cognitive-behavior therapy (CBT) for depression,
developed in 1979 by Dr. Aaron Beck and his col-
leagues, has been shown to be an effective treatment for
major depression. As with any treatment for depres-
sion, however, there is room for improvement. In par-
ticular, some clients are resistant to the methods and
rationale of cognitive therapy, and outcome is endan-
gered by what is known as a rationale–client mismatch.
Examples of mismatches include clients who experi-
ence that their feelings rule no matter what thoughts
they have, who are looking for a more intense and in-
terpersonal therapy, and those that want to understand
how their problems are related to their family histories.
In an attempt to more effectively address the diverse

needs of clients, reduce mismatches, and yet retain the
value that cognitive therapy has for many clients, a
combined FAP and cognitive therapy (CT) treatment
was developed. The new treatment is referred to as FAP
enhanced cognitive therapy (FECT).

FECT contains two enhancements to standard CBT.
The first is an expanded rationale for the causes and
treatment of depression. The expanded rationale in-
cludes several possible causes for depression in addition
to the cognitive therapy hypothesis that depression re-
sults from dysfunctional thoughts and beliefs. For exam-
ple, clients are told that depression can be related to
losses that need to be grieved, to family of origin or his-
torical issues, to a dearth of experiences that bring a
sense of mastery and pleasure, to anger turned inward,
to not having intimacy skills. This expanded rationale al-
lows for better treatment–client matching.

The second enhancement is using the therapy–client
relationship as an in vivo opportunity to learn new pat-
terns in thinking and to create better relationships.
Clients are told that.

It will be helpful for us to focus on our interaction if
you have issues or difficulties that come up with me
which also come up with other people in your life
(such as co-workers, acquaintances, supervisors,
friends, spouses). When one expresses one’s thoughts,
feelings, and desires in an authentic, caring and as-
sertive way, one is less likely to be depressed.

II. THEORETICAL BASES

FAP stems from the psychology known as radical be-
haviorism proposed by Psychologist B. F. Skinner. Many
readers may erroneously associate Skinner with a narrow
theory used for explaining lever pressing by rats in ex-
perimental chambers. In fact, Skinner attempted to show
how contingencies of reinforcement enter into the un-
derstanding of fundamental human processes such as
perception, sense of self, identity, beliefs, language, po-
etry, happiness, personality, love, and creativity.

As a means of illustrating how radical behaviorism
works, consider how it views thoughts, beliefs, or cogni-
tion. Cognitive theory (often considered the nemesis of
radical behaviorism) posits that a person’s thoughts, be-
liefs, or attitudes determine how they react to events in
the world. Known as the A->B->C paradigm, it is shown
in Figure 1 (a). The radical behavioral position, in con-
trast, posits that one’s thoughts in some cases may deter-
mine a person’s subsequent reactions as shown in
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Figure 1 (a), but in other cases thoughts may occur that
have no influence on reactions (Figure 1 [c]). In fact, one
may even have reactions without any preceding thoughts
(Figure 1 [b]). The radical behavioral position is that dif-
ferent paradigms apply depending on our history of rein-
forcement. Using an example from our daily lives, we all
have had thoughts in the form of a self-promise, such as
“I will not eat that fattening cream pie” when offered a
piece. At times we will confirm paradigm 1 (a), the cog-
nitive hypothesis, by not eating the pie. At other times,
however, we will have the thought but eat the pie any-
ways (paradigm 1 (c), thus disconfirming cognitive the-
ory. Then, of course, at times we will have the experience
of just eating the pie without any preceding thoughts
(Figure 1 [b]) which is also inconsistent with cognitive
theory. An advantage to the radical behavioral view is that
it accommodates all these possibilities. Because the radi-
cal behavioral view accommodates a wider range of how
people experience the relationship between their
thoughts and subsequent actions, it was used as part of
the expanded rationale to enhance cognitive therapy.

Another implication of radical behaviorism as ap-
plied to therapy is that people act the way they do be-
cause of the contingencies of reinforcement they have
experienced in past relationships, and more broadly, in
our culture. Based on this theory, it follows that clini-
cal improvements or psychotherapeutic change also
involve contingencies of reinforcement that occur in

the relationship between client and therapist. A well-
known aspect of reinforcement is that the closer in
time and place the behavior is to its consequences, the
greater the effect of those consequences. Treatment ef-
fects will be stronger, therefore, if clients’ problem be-
haviors and improvements occur during the session,
where they are closest in time and place to the avail-
able reinforcement. In other words, FAP places great
emphasis on the therapist being aware of the thera-
pist–client interaction and on client CRBs because the
most significant therapeutic change results from con-
tingencies that occur during the session within the
therapist–client relationship.

Functional analytic psychotherapy theory does not
say that other types of interventions (e.g., giving ad-
vice, using homework, cognitive therapy, social skills
training) are not effective. Rather, the FAP position is
simply that in vivo interventions are more powerful and
increase the likelihood of positive therapy outcome.

III. EMPIRICAL STUDIES

Kohlenberg and Tsai present a number of case studies
in their 1991 book, Functional Analytic Psychotherapy,
that supports their hypothesis that an in vivo focus dur-
ing therapy leads to significant clinical improvement. In
1994, they published a case study of a 35-year-old de-
pressed man who started a course of standard cognitive
therapy. Although he showed an initial improvement as
measured by the Beck Depression Inventory, he failed to
make further progress until the therapist began using
FAP Enhanced Cognitive Therapy (FECT) in Session 7
of the 13-week treatment. The patient also reported that
his interpersonal relationships improved as a result of
FECT. In another case study published in 1999, R. H.
Paul and associates reported benefits of using FAP as an
addition to other treatment for a pedophiliac. In a group
therapy for depressed adolescents, Scott Lawrence and
Scott Gaynor at the University of South Carolina,
Greensboro, reported at the annual meeting of the Asso-
ciation for Behavior Analysis in 2000 that FAP im-
proved treatment outcome.

Also in 2000, Robert Kohlenberg, Mavis Tsai,
Chauncey Parker, Jonathan Kanter, and Madelon
Bolling completed a National Institute of Mental Health
treatment development study using FECT for clients
with major depression. The study demonstrated that
experienced cognitive therapists could learn how to
competently do FECT. The results also showed that
FECT improved treatment outcomes and interpersonal
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FIGURE 1 Some cognition-behavior relationships according
to the FECT expanded rationale. A = Antecedent Event; B =
Belief/Cognition; C = Consequence (emotional reaction). Fig-
ure (a) represents the standard cognitive model; (b) represents
a situation in which there is no cognition; (c) represents a situ-
ation in which cognition precedes but is not causally related to
the reaction.



relationships. Other studies using FAP are currently
underway—at the University of Nevada-Reno, William
Follette is studying patients who are dependent on
tranquilizers, and Steve Hayes, Elizabeth Gifford, and
Barbara Kohlenberg are studying the treatment of nico-
tine dependence.

Although the empirical findings are favorable, FAP is
a new treatment, and the types of empirical studies
conducted thus far reflect its early stage in the treat-
ment development process. Threats to internal validity
have not been dealt with unequivocally. To advance to
the next stage of empirical support, Robert Kohlenberg
and colleagues are conducting a randomized clinical
trial in which patients are randomly assigned to receive
either CT or FECT for major depression. The outcome
of this study will add important evidence that will be
useful in assessing the utility of FAP.

IV. SUMMARY

Functional analytic psychotherapy posits that the
therapist–client relationship is a social environment
with the potential to evoke and change actual instances
of the client’s problematic behavior. FAP underscores
the importance of in vivo learning opportunities, the
actual occurrences of the client’s daily life problems
in therapist–client interactions. Change is produced
through the natural and curative contingencies of rein-

forcement that occur within a close, intense, and emo-
tional therapeutic relationship.
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GLOSSARY

antecedent The preceding factor or stimulus that may cue the
occurrence of the observable behaviors (an antecedent for
tantrums in young children is being told “no”).

applied behavior analysis Field of inquiry that studies variables
influencing observable behaviors by use of a systematic ex-
perimental design. This term is oftentimes used interchange-
ably with behavior therapy and behavior modification.

augmentative communication system An alternative commu-
nication designed for those impaired in verbal communi-
cation. Systems may vary from simple photographs, to
picture symbols, to computerized devices programmed
specifically for an individual.

consequence The event or stimulus, occurring after a behav-
ior, that influences the future likelihood of the behavior. A
consequence may be a reinforcer (thus increase the likeli-
hood of the behavior to occur) or a punisher (decrease the
likelihood of the behavior).

extinction Commonly called systematic ignoring; a behavior
procedure by which reinforcement of an earlier reinforced
behavior is withheld with the goal of reducing the behavior.

punisher A consequence presented contingent on a particu-
lar behavior that results in the decrease of the behavior.

reinforcement A process in which the consequence of a be-
havior results in an increased frequency of the behavior.

reinforcers A contingent consequence of a behavior that re-
sults in an increased frequency and long-term maintenance
of that behavior.

self-injurious behaviors Behaviors self-inflicted by an indi-
vidual that have the potential to be harmful (hand biting,
head banging, face slapping).

single-subject design A research design often utilized in be-
havior treatment whereby measurements of a behavior are
repeated under same and different conditions to determine
the effects. Studies using this research design may have
one to a handful of subjects.

stereotypical behaviors Repetitive, seemingly nonpurposeful
movements, also often referred to as self-stimulatory be-
havior (hand flapping, body rocking, finger posturing).

Functional communication training (FCT) is a treat-
ment approach often implemented to attenuate chal-
lenging behaviors, most often in individuals with
developmental and communication disabilities. The
specific FCT procedures for an individual are deter-
mined by the findings of a functional assessment and
analysis of the challenging behaviors to be treated. FCT
is typically one component of a multicomponent treat-
ment package. This article provides a description of
this treatment approach, the theoretical underpinning,
and a summary of empirical findings to date.
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I. DESCRIPTION OF TREATMENT

The premise for the treatments that fall under this do-
main is that challenging, problematic behaviors may act
as an unconventional but effective form of communica-
tion. Hence, the goal of FCT is to teach an alternative,
more adaptive behavior that will serve the same function
or purpose for the individual with the assumption this
will in turn attenuate the occurrence of the challenging
behavior. This treatment is a popular approach as one
component to addressing the often-occurring challeng-
ing behaviors in individuals with developmental disabil-
ities, communication delays, and other groups whose
ability to communicate effectively is thwarted (hearing
impaired, traumatic brain injury). FCT has been suc-
cessfully implemented in treatment of such behaviors
such as aggression, self-injurious behaviors, disruption,
severe tantrums, and stereotypical behaviors. Common
communicative functions these challenging behaviors
have typically found to serve are (a) to escape or avoid a
situation, (b) to gain attention or comfort, (c) to obtain
access to a preferred tangible item or reinforcer, (d) and
to gain sensory reinforcement. There are likely many
more communicative purposes behaviors serve, but

these are the ones most researched. Determining first
what communicative functions challenging behaviors
serve is critical to the implementation of FCT. Hence, a
specific type of assessment precedes successful FCT. A
functional assessment and analysis is conducted during
which the function or purpose of the behavior is hypoth-
esized. Subsequent to the functional assessment, the
type of communicative behavior to be taught may be
chosen (to end an activity, to obtain assistance, to re-
quest a preferred activity, to gain sensory input). Based
on developmental and communication levels of the indi-
vidual, the communicative behavior may be verbal, a
manual sign, use of pictures, or other augmentative
communication systems (electronic devices). To be ef-
fective, the alternative behavior response to replace the
challenging behavior needs to be less effortful, more effi-
cient, and consistent in obtaining the same end or the
same need met for the individual. Steps in using treat-
ments based on this paradigm are outlined below

1. Following a functional assessment and a deter-
mination of the function of the problem behavior, a
replacement behavior is chosen. Table 1 provides ex-
amples of responses that might be taught based on
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TABLE 1
Examples of Responses That Might Be Taught

Challenging behavior 
maintained by Teach Examples

Escape—to get out of Appropriate escape 1. Verbalize “I need a break.”
of or avoid a situation responses 2. Manual sign “Finish.”

3. Push some items away

Attention—to gain Appropriate attention 1. Raise hand
someone’s attention gaining response 2. Ring a bell

3. Press communication 
device programmed to say
“Hey look at me.”

4. Shake a rattle

Tangibles Appropriate request 1. Verbalization of 
for tangibles “I want…”

2. Use of picture communica-
tion symbols to show an
adult what is wanted

3. To lead an adult to what is
wanted.

4. To manually sign “toy” if
that is what is wanted.

Sensory feedback Appropriate requests 1. Teach child to point to a
for sensory activities bin of tactile, sensory items.



the hypothesized purpose or function of the chal-
lenging behavior.

2. The training of these replacement behaviors may
initially take place out of the setting where the chal-
lenging behavior is likely to occur.

3. Once the individual has the chosen behavior in
his repertoire, he is prompted to use that communica-
tion while often ignoring or interrupting the challeng-
ing behavior. For example, if an individual hits himself
when given a difficult task, he may be prompted to re-
quest a break.

4. When individuals are consistently using the com-
munication, replacement behavior in lieu of the chal-
lenging behavior, the addition of requests (in the case
of escape situation) or increasing the delay for a re-
sponse (in the case of receiving assistance) are typically
systematically added. Differential reinforcement is
often part of this step whereby the individual receives
additional reinforcement for complying with requests
and for the absences of the challenging behavior.

The replacement communication behavior chosen
is dependent on findings from the functional assess-
ment conducted prior to treatment planning. If it is
determined the individual is attempting to escape or
avoid a situation, then a likely communication to be
taught would involve an indication of wanting a
break, asking to leave, or of simply disliking an aspect
of the situation. The communication behavior chosen
to be taught depends on a number of variables. First,
the skills of the individual obviously have to be deter-
mined. For individuals with no verbal skills, a non-
verbal mode of communication will need to be
chosen. Again, based on the developmental level of
the individuals, the communication behavior could
range from a sign, to pointing to a picture, or to using
some other augmentative communication device.
Augmentative communication devices now available
include an array of sophisticated electronic devices
that are individually programmed to support an indi-
vidual in his or her communication needs. For exam-
ple, the device may be programmed to “verbalize” the
individual’s favorite cereal when the key with a pic-
ture of that cereal box is pressed. Although the goal
may be for the individual to use verbal communica-
tion, for purposes of FCT in decreasing a challenging
behavior, a lower-level communication behavior is
typically chosen. To illustrate this point, a child may
have recently begun using phrases and short, simple
sentences to make requests. This child however, when
upset, uses no words. Hence, a possible replacement

communication behavior may be a single word such
as “help” to signal the child needs assistance from an
adult in the setting.

A major advantage of this treatment is that a new, ap-
propriate behavior is being taught versus the simple
suppression of the challenging behavior. It may also be
considered a more proactive approach instead of sim-
ply reacting when a challenging behavior is observed.
Further, for individuals with limited skills to be inde-
pendent and exert control and make choices, this ap-
proach builds more independence and choice making.
Also of great importance is the increased likelihood of
the effects of this treatment to maintain over time and
to generalize to new situations. That is, the treatment
will be effective over time and in new settings where
not initially trained. For example, the individual will
communicate the need to get out of a situation or to
gain attention in a new classroom.

II. THEORETICAL BASES

Functional communication training is a set of treat-
ment procedures borne out of the applied behavior
analysis tradition. Numerous treatments for behavior
and emotional problems have emerged from this field.
Functional communication training as well as func-
tional assessment and functional analysis share the
basic principles of operant learning theory. The
shared tenets based on this theory include the “ABC”
model that assumes overt, observable behavior (the B)
depends on the antecedents (the A) and the conse-
quences (the C) of the behavior. Behaviors such as ag-
gression, self-injury, tantrums, and disruptions are
certainly challenging; however, for the individual en-
gaging in them, they may not be maladaptive at all.
The consequences for these behaviors may be positive
reinforcement or negative reinforcement. In the case
of positive reinforcement, the individual is given a re-
inforcer contingent on the behaviors. For example, a
child may be given a preferred toy or adult attention.
An example of the challenging behavior being nega-
tively reinforced is the behavior results in the individ-
ual being allowed to get out of doing something (i.e.,
escaping, avoiding, or delaying a situation or task that
is aversive). In other words, problematic behaviors
may result in the individual obtaining attention or
comfort from another, being allowed out of a situation
they find uncomfortable or stressful, or acquiring a fa-
vorite item. Hence, on the contrary, these behaviors
labeled as problematic or challenging may be quite
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adaptive for individuals, effectively providing them
control over their environment and access to desired
reinforcers or outcomes. FCT is based on what has
been described as the “communication hypothesis” of
challenging behaviors. Carr and Durand in a 1985
seminal article first hypothesized that behaviors serve
to communicate for an individual that may have lim-
ited effective means to communicate his or her needs
or preferences. The individual may in fact have lan-
guage, but for many possible reasons, the challenging
behaviors may have been reinforced more often than
language or communication efforts. For example, in
young children, a child biting certainly will gain more
immediate attention that a soft, poorly articulated re-
quest. Hence, the essence of this treatment approach
is to teach or strengthen alternative communication
skills to serve as a replacement for the challenging
behavior.

A. Functional Assessment 
and Functional Analysis

Essential to the FCT approach is the first conduct-
ing a functional assessment and functional analysis. It
is universally accepted in the field of applied behavior
analysis that a functional assessment is quintessential
to appropriately design behavior treatments. In a 1999
edited book, by Alan Repp and Robert Horner, the im-
portance of effectively conducting a functional analy-
sis to then develop effective behavior treatments of all
types is stressed. In the case of FCT, the comprehen-
sive assessment informs the choice of specific FCT
procedures for a particular individual. As with FCT,
functional assessment practices have been the focus of
tremendous investigative efforts in the past two
decades. Functional assessments are intended to iden-
tify the relative “functions” of the identified challeng-
ing behavior for a particular individual. Since Brian
Iwata and his colleagues published their 1982 article
on the functional analysis of self-injury, the impor-
tance of conducting functional assessments and
analyses to appropriately design functionally derived
interventions is widely acknowledged. 

Functional assessments may include a range of indi-
rect and direct assessment practices. Indirect assess-
ments may include structured interviews with
individuals knowledgeable about the identified client
and a behavior motivation checklist developed to as-
certain the possible function or purpose of a target be-
havior for a specific individual. Direct assessment may

include naturalistic observations or analogue observa-
tions. With naturalistic observations, the individual is
observed in a typical setting (school, home, and other
community setting) with the intent of observing the
challenging behavior, and thus infer the function for
that individual given the consequences the behavior
rendered. As illustrative, did the child gain the
teacher’s attention by hitting a classmate? Alterna-
tively, was the child allowed to “escape” the situation
for the same behavior by being sent out of the room
(and away from the stack of worksheets)? The term
functional analysis is typically reserved to describe
specific analogue observations, which are often em-
ployed as part of a functional assessment. Analogue,
meaning analogous to a situation, observations are in-
tended to simulate likely real-life scenarios in which
the challenging behaviors likely occur. Hence the goal
of a functional analysis is to identify environmental
variables that may be maintaining or controlling cer-
tain challenging behaviors. In the functional analysis
observations, the systematic manipulation of variables
in an analogue setting allow for data-based develop-
ment of hypotheses regarding the function of a partic-
ular observed behavior.

To get an idea of what a functional analysis entails,
commonly used functional analysis conditions and
procedures first published by Brian Iwata are briefly
described.

B. Social Attention

This condition is designed to approximate a com-
mon type of reinforcement contingency that may
maintain a challenging behavior. In the natural envi-
ronment, many challenging behaviors may in turn re-
sult in attention from caregivers, teachers, and peers.
Verbal attention, nurturance, and comfort may be the
consequence of an individual engaging in a challeng-
ing behavior, thus inadvertently maintaining the be-
havior as a form of positive reinforcement. In this
analogue observation, attention is delivered contin-
gent on the challenging behavior.

C. Demand

This session is designed to assess whether a chal-
lenging behavior is maintained by negative reinforce-
ment as a result of being allowed to escape or avoid
demanding or stressful situations. In this condition,
demands or requests are issued, and the individual is
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allowed to escape contingent on the challenging be-
havior under assessment.

D. Preferred Tangible Removal

This session serves to determine if the challenging
behavior is a means to gain access to preferred activities
or items. In this condition, preferred items may be re-
moved and then returned contingent on the identified
challenging behavior.

E. Alone

This analogue condition assesses whether a behavior
is maintained by sensory reinforcement. The individual
is observed without stimulation/activities and receives
no attention.

These types of observations usually are conducted
after other earlier described assessment procedures
have been completed. The functional analysis observa-
tions are the most controlled observations and may be
thought of as “testing out” the hypothesized purpose of
challenging behaviors for an individual. The approach
may not always be feasible in all settings. Nonetheless,
gathering as much precise data about the function of a
problematic behavior is of great importance. Accurate
hypotheses about the purpose or function of a particu-
lar challenging behavior are essential in the design of
effect in FCT procedures.

III. EMPIRICAL STUDIES

Since the first FCT studies were published in the
mid-1980s, there has been much enthusiasm sur-
rounding this promising approach. This enthusiasm
was generated for several reasons. The treatment ap-
proach moved away from the reliance of consequence
and earlier punishment procedures that had evoked
controversy in the field. The treatment also resulted in
often dramatic decreases in challenging behaviors and
had more inherent likelihood of being maintained over
time. Edward Carr and V. Mark Durand first reported
in 1985 on four individuals with developmental dis-
abilities. Aggression, self-injurious behavior, and
tantrums were successfully treated with FCT. Subse-
quent to this first report, a plethora of investigations
emerged very quickly in the behavior treatment litera-
ture. Most commonly, functional communication
training has been implemented to decrease excessive

behaviors. In the research literature, behaviors studied
have included most commonly aggression, self-injuri-
ous behaviors, tantrums, and disruptive behaviors
such as throwing. The studies have been almost en-
tirely single-subject design, hence each study includes
only a small number of subjects. Thus, the generaliza-
tion of the application of specific FCT procedures to
populations different than the specific characteristics
of the subject studies is yet to be understood.

In recent years, there has been considerable FCT re-
search designed to examine the underlying behavioral
mechanisms to explain the powerful effects of the
treatment. It appears that FCT is only useful in combi-
nation with components. That is, FCT is only effective
when the problematic behavior is simultaneously
placed on extinction or even perhaps punished. FCT is
also more likely to be effective if there are more oppor-
tunities for the new replacement behavior to be
evoked and then reinforced.

IV. SUMMARY

The past 15 years have seen a truly remarkable im-
pact of the functional communication or functional
equivalence training approach to the amelioration of
challenging, interfering behaviors. This approach has
been primarily applied to individuals with develop-
mental disorders and those with noted limitations in
communication skills (young children). Since the in-
troduction of this treatment approach, a plethora of
empirical reports in the literature have supported the
efficacy of this approach as one component in a multi-
component treatment package. This approach is not
only widely accepted in intensive treatment settings
but has been instituted as an intervention in children’s
behavior support plan as part of their individual edu-
cation plan in the special education system.
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GLOSSARY

core cognitive error Relates to gamblers’ erroneous cogni-
tions related to randomness and predictability.

pathological gambling Individuals gamble because they main-
tain the unrealistic hope that they will recover their losses if
they continue to gamble.

randomness No event can influence another, thus resulting
in the upredictability of events.

I. DESCRIPTION OF TREATMENT

The legalization of new forms of gambling is in-
creasing in most Western countries. This trend has
created a situation in which more and more people
will develop serious gambling problems, for which
they will need to seek professional help. Pathological
gambling was officially recognized in 1980 with the
publication of the DSM-III. It is now acknowledged
that the prevalence of pathological gambling is re-
lated to the availability of gambling opportunities,
legal or illegal. Current prevalence rates of this disor-

der vary from 1 to 2% in the United States and
Canada.

The cognitive approach to the treatment of patholog-
ical gambling is based on experimental work demon-
strating a wide range of cognitive errors made by
gamblers in relation to gambling. The core cognitive
error lies in the gamblers’ notions concerning random-
ness and predictability. Essentially, gamblers fail to rec-
ognize the random nature of games of chance and
believe that they can predict the outcome of the game
and win through the use of skills or strategies. This
misconception of randomness leads gamblers to de-
velop what has been referred to as the “illusion of con-
trol,” and false beliefs in their ability to predict the
outcome of a game. The basic assumption of cognitive
theories is that gamblers will dramatically decrease
their gambling activity if their erroneous perceptions
about randomness can be corrected.

Our treatment program focuses on erroneous per-
ceptions about randomness and makes it the most
important target for change. Two components are
crucial in this treatment: the cognitive correction of
erroneous perceptions and relapse prevention. Be-
cause cognitive therapy usually integrates behavioral
as well as cognitive strategies for change, specific be-
havioral interventions are included in the treatment
package. This specific treatment is administered on
an individual basis, over an average of 12 weekly ses-
sions lasting 60 min each.
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A. Evaluation of 
Pathological Gamblers

A thorough evaluation of each individual’s gambling
problem must be conducted to determine how best to
implement the therapeutic intervention. Before treat-
ment begins, therefore, the nature and severity of the
gambling problems must be evaluated. Although the
South Oaks Gambling Screen (SOGS) is not made for
diagnosis, this brief questionnaire developed by Henry
Lesieur and Sheila Blume is a pertinent, easy to use,
and widely recognized evaluative instrument. This in-
strument is frequently administered over the phone,
before the first treatment session takes place. To date,
the DSM-IV criteria for pathological gambling remain
the most accepted instrument for the diagnosis of
pathological gambling. Thus, to achieve a complete
and comprehensive evaluation, our group developed a
semistructured interview that includes the DSM-IV
criteria and obtains additional information about
historical gambling habits, social functioning, suicidal
thoughts, concomitant excessive behaviors, and so on.

Ambivalence toward abstinence or controlled gam-
bling is the gambler’s worst enemy and must be ad-
dressed during the first stage of evaluation. The
motivational level of individuals with a gambling prob-
lem should therefore be assessed before they undertake
any treatment. Our team of therapists have made use of
a motivational scale allowing them to decide which
treatment target should be prioritized. A high level of
motivation, such as 7 out of 10, could indicate a lower
level of denial from the client, and a better likelihood of
treatment adherence. In contrast, a low score on the
motivational scale indicates that treatment adherence
may be a problem and should be addressed first. Am-
bivalence about conquering the desire to gamble must
necessarily be dealt with if the treatment is to succeed.
Thus, addressing motivational issues is the very first
step, before even considering targeting erroneous per-
ceptions about gambling.

To further test the gambler’s motivation to cease gam-
bling, the therapist and client also engage in discussion
about the positive and negative aspects of gambling dur-
ing this evaluation phase. A better consciousness of the
positive and negative aspects of ceasing gambling is also
an issue. During this discussion, the therapist obtains in-
formation about the client’s gambling behavior and iden-
tifies the client’s goals regarding treatment.

To keep track of their gambling activities, clients are
asked to complete a daily monitoring sheet. With the
help of this monitoring sheet, the therapist can start

every clinical session with a discussion about the
client’s progress or relapse throughout the course of the
therapy.

The next treatment target involves the correction
of the client’s erroneous perceptions about the role of
randomness in games of chance. Most gamblers are
either not aware that their perception of these games
is inaccurate, or they simply deny that they believe
these games can be predicted, controlled, and won.
Increasing awareness of their gambling activities and
the erroneous perceptions associated with them is an
essential first step if gamblers are to overcome their
urge to gamble and work their way toward absti-
nence. Given that relapse rates among gamblers are
high, and that gamblers tend to be ambivalent about
conquering their habit, or deny that they even have a
problem, abstinence is the ultimate goal in therapy. A
study currently underway at Laval University is eval-
uating the efficacy of controlled gambling versus ab-
stinence, with the gambler’s characteristics as
predictors of success for either goal; until these re-
sults are known, however, abstinence should remain
the main goal of therapy.

Cognitive treatment for pathological gambling is not
based on simply providing information concerning ac-
tual probabilities and the true random nature of games
of chance. Rather, the main goal of this treatment is to
enable gamblers to become aware of their own miscon-
ceptions about gambling and challenge their unrealistic
beliefs about the predictability of games of chance.
Thus, an evaluation of the gambler’s misconceptions is a
crucial step that must be taken before therapy can be
initiated. To do this, clients are invited to describe the
evolution of their gambling habits. As mentioned previ-
ously, the main cognitive error of the pathological gam-
bler is to make links between events that are in reality
absolutely random. Gamblers will perceive patterns and
signs about the patterns of numbers in a game that they
believe allow them to predict the outcome. The basic
misconception, which is specific to gambling, is ex-
pressed through a number of erroneous perceptions
about gambling and games of chance. Examples of such
misconceptions are: “I won three times in a row, that’s
my lucky day today,” “Since I won yesterday and the day
before, I can’t lose today,” “After wining the jackpot, I
must continue gambling because I don’t want to break
my lucky streak,” “When little numbers come up on the
wheel, it means that a big one is coming.” To identify
these erroneous perceptions and to increase gamblers’
awareness of them, a careful analysis of a gambling
episode is carried out.
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B. Detailed Analysis 
of a Gambling Session

An innovative way of assessing the gamblers’ erro-
neous thoughts is through a detailed analysis of a gam-
bling session. For this analysis, clients are invited to
describe in detail what they were thinking about be-
fore, during, and after a gambling session. By asking
gamblers what they were doing and thinking at each
stage of a memorable gambling session, the therapist
will gain access to the illusions and cognitive errors of
clients. The following questions are examples of what
the therapist may ask the client:

Before: “What were you doing when the idea of gam-
bling popped into your head? What were you
thinking at that precise moment, or what were
you saying to yourself?” “Once you decided to
go, what did you do? What was going through
your mind?” “On your way to the casino, what
were you thinking?” “Once you arrived there,
what did you do and why? How did you
choose your slot machine or roulette wheel?
Did you start gambling right away? What were
you thinking then?”

During: “What was your first bet? Why?” “Because
gamblers have their own specific ways of gam-
bling, how were you playing? What were you
thinking at that precise moment? Why?” “Tell
me more about what you were doing and
thinking while you were playing the game.”
“Pretend I don’t know the game, what would
you recommend if I were to play? Why?” “Do
you pay attention to what is happening on your
slot machine or bingo table? Why?” “Once you
lost the $60, what did you do? What were you
saying to yourself? Why didn’t you quit at that
time?” “When you went to the bank machine,
what were you saying to yourself?” “When you
came back to the game, what did you do?
Why? “Do you sometimes change your slot
machine for another? Why?”

After: “Once you lost everything, what did you do?
and why?” “On your way home, what were
you thinking? What did you do after?”

The information gathered at the “during” phase of the
analysis will identify the gambler’s obvious misconcep-
tions about randomness. This process also allows clients
to discover some of their own errors in perception. Gam-
blers will often spontaneously describe strategies that as-
sume that there is more predictability present than is in
fact the case. Inevitably, gamblers wrongly use informa-
tion to predict an event that is independent of all other

events, and is essentially unpredictable beyond its
chance probability. The therapist’s attitude during this
analysis should be one of curiosity and a certain naiveté
concerning gambling, rather than a confrontational or
challenging approach. This will usually lead to cognitive
dissonance within clients, as they attempt to clarify and
justify their beliefs and behaviors; this dissonance can be
useful in the therapeutic phase. The ultimate goal of this
procedure is to make clients doubt the validity and relia-
bility of the predictors they rely on while gambling (be-
havior, feelings, thoughts). Progressively, clients will
learn to free themselves of their erroneous thoughts and
regain control over their choices and lives.

C. Cognitive Treatment

In the next phase of therapy, clients are invited to
give their definition of the concept of chance or ran-
domness. At this point, games of skill are discussed in
contrast to games of chance, as gamblers often mistak-
enly believe that games of chance can be influenced by
the application of skills that will improve their chances
of winning. This example of the illusion of control ex-
plains why people tend to bet more money as they be-
come more familiar with a game, firmly believing that
they have developed specific skills that can be used
profitably. During this stage of treatment, information
is provided to highlight the fact that games of chance
essentially exist for business reasons, and that therefore
the sole purpose of these games is to make a profit. At
this point, clients may become ready to discuss their
misconceptions about randomness and all the pitfalls
that surround this misconception. Literature detailing
the frequent misconceptions about gambling may then
be provided to the gamblers.

D. Increasing Awareness toward 
the Notion of Randomness

The crucial concept of randomness, or independence
between events, is addressed as a priority in the treat-
ment. The explanation and demonstration of the fun-
damental concept of randomness is the heart of the
treatment program. The concept of randomness is es-
sentially that no event can influence another, which re-
sults in the absolute unpredictability of events. Because
games of chance are random, the events they involve
cannot be influenced, and in reality no strategy has the
capacity to control the outcome of the game. The ther-
apist will illustrate the concept of randomness by refer-
ring to the client’s own gambling strategies, helping
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them to realize that these strategies arise from the mis-
taken linking of independent events. The therapist
should always remain focused on any verbalizations
made by the client relating to the attempt to predict the
outcome of a game by linking unrelated events. Clients
will gradually realize that their beliefs are erroneous,
and more importantly that these beliefs are based on
the association of irrelevant events, that are actually
unrelated to their chances of winning.

A useful way to illustrate how erroneous links can be
made between unrelated events is to toss a coin. First,
therapists might ask the gambler to predict whether the
next toss will result in heads or tails and to explain their
choice. Most gamblers will say that their choice is based
on a 50/50 probability of each possible outcome, which
is indeed correct. This exercise is carried out a few times
to demonstrate that predicting heads or tails is simple,
and that the outcome of each toss is independent from
every previous toss. At this point, clients will generally
agree with the therapist. Then, to demonstrate the pres-
ence of erroneous perceptions during gambling, a simple
test can be performed. The therapist tosses a coin six
times without showing the results to the client. The ther-
apist then writes down six consecutive heads, no matter
what really happened, and covers these results with a
piece of paper. Once again, the gambler is asked to pre-
dict the outcome of the next toss. After the choice has
been made, the six “previous” outcomes are revealed,
and the gambler is asked if he or she would like to
change his or her prediction before the coin is tossed
again. Whether the gambler changes the prediction or
not, he or she will certainly examine the series of previ-
ous outcomes. The therapist can then point out that al-
though the client knew that every outcome of a coin toss
would be independent, the gambler examined past out-
comes even though they were perfectly useless in the
prediction of the next result. This simple exercise has
proven to be very helpful for demonstrating how this
tendency to link irrelevant events is very powerful. The
concept of randomness is then explained in detail and il-
lustrated by examples of specific types of games the
client has played.

E. Cognitive Restructuring 
Exercise Sheet

In the next part of treatment, clients are asked to
identify their own erroneous perceptions about gam-
bling and to write them down. This can be achieved
through an additional analysis of a specific gambling
session, or through a variety of methods, that is, asking

gamblers to describe what they typically say to them-
selves when they gamble; by simulating a game and
having clients describe how they choose their bets; or
by asking them to imagine a gambling session and de-
scribing out loud what they are thinking using the
“thinking out loud” method for gambling.

During the therapy program, pathological gamblers
will monitor their own verbalizations when they are
thinking about gambling, when they have the urge to
gamble, or when they actually gamble, if they are not
able to remain abstinent. The client’s tasks are to (a) to
identify erroneous perceptions, (b) to evaluate and
challenge the adequacy of these perceptions, (c) to re-
place these inadequate perceptions by adequate verbal-
izations, and (d) to assess the strength of their beliefs in
their new, realistic perceptions. The following is an ex-
ample of how such cognitive restructuring might be
achieved with clients who have just relapsed and lost a
large sum of money:

Therapist: “What happened before you decided to
gamble?”

Gambler: “I had just received an unexpected amount
of money.”

Therapist: “What did that mean to you at that mo-
ment?”

Gambler: “I saw it as an opportunity to make it grow
a little.”

Therapist: “To make it grow…”
Gambler: “Yes, since I had lost so many times recently, I

felt it was going to be my turn to win.”
Therapist: “Do you usually listen to such a feeling?”
Gambler: “Yes, all the time!”

Therapist: “Does it ever happen that you lose, even
when you have this feeling?”

Gambler: “I understand what you mean by that
question…”

Therapist: “This feeling seems to get you into a lot of
trouble. Since you listen to it, would you
rate this feeling as a good or bad predictor
of winning?”

Gambler: “I never thought of being critical about my
feelings. I guess I should be…”

The successful resolution of this phase is normally re-
quired before further issues can be addressed. If the illu-
sion of predictability in gambling events remains, relapse
is likely to occur. This is the most important target of the
treatment. Of course, other erroneous thoughts, supersti-
tions, or intuitions also stem from the basic error of link-
ing independent events. The belief that a specific watch
can bring luck and that a specific feeling can predict the
outcome of a game are good examples of this phenome-
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non. However, other erroneous thoughts must also be ad-
dressed even if they are not linked to misconception
about randomness. For example, many gamblers will say
to themselves that “I have nothing to lose by continuing
to gamble” or “This time, I will control myself,” or “I will
gamble only $20.00, that won’t do me any harm,” or “I
want to win a last time before I quit gambling. I must not
quit as a loser.” Obviously, all these thoughts must be ad-
dressed if a treatment is to be maximized.

When they are in the process of modifying their
habits, gamblers usually find it helpful to use a cognitive
restructuring exercise sheet. When they are confronted
with a high-risk situation, clients must ask themselves
what they are thinking, identify what their misconcep-
tions are, and correct them with realistic thoughts. Fi-
nally, clients must choose what they want to do.
Gambling is a choice as long as the gamblers are fully
aware of their thoughts, beliefs, and misconceptions.
Furthermore, our clinical experience and empirical data
support the proposal that other therapeutic components
such as behavioral strategies can be helpful within such
a cognitive therapy to diminish the risk of a relapse.
However, these behavioral interventions must follow,
not proceed, the cognitive correction of erroneous per-
ceptions if therapeutic gains are to be maintained.

F. Behavioral Strategies 
and Relapse Prevention

Clients undergoing treatment for pathological gam-
bling often struggle with many high-risk situations that
may reduce their resistance to gambling. Cognitive cor-
rection will help clients to develop a more realistic per-
ception of gambling that will help them to refrain from
participating in these activities. However, social, pro-
fessional, or financial difficulties may compromise their
abstinence goal and put them in a state of vulnerability.
Behavioral interventions can forestall many problems
and raise the efficiency of a cognitive treatment.

A basic relapse prevention strategy is to ask clients to
list the high-risk situations that may confront them fol-
lowing treatment. The purpose of this exercise is to
make clients aware of what triggers their desire to gam-
ble. There are five main categories of high-risk situa-
tions: (a) exposure to gambling situations, (b) financial
problems, (c) emotional or relational problems, (d)
lack of employment, and (e) alcohol and drug con-
sumption. These difficulties can be prioritized, and
strategies for dealing with these situations can then be
generated through the use of problem-solving training
or social skills training.

1. Exposure to gambling situations: Exposure to a
gambling situation is by far the most difficult test of the
gambler’s ability to remain abstinent, and the one in
which relapse is most likely to occur. Thus, therapist
and client must discuss the possible consequences as-
sociated with high-risk gambling situations. Avoiding
these situations becomes an alternative, and clients are
strongly encouraged to find strategies that will enable
them to avoid exposure to gambling. For example, on
their way home from work, clients may choose alterna-
tives route that do not require them to drive past a gam-
bling establishment. Or, a client may choose only to
frequent bars that do not have video lottery terminals.

2. Financial problems: Because excessive gambling in-
volves important financial loss, gamblers must find ways
to stabilize their financial situation. It will therefore be
useful for the therapist to know how much money has
been lost in gambling activities, what the client’s weekly
earnings and expenses are, as well as the amount of the
client’s gambling-related debts. Given this information,
the therapist can help clients find money-managing
strategies such as asking a family member to take care of
their finances for a period of time. During the high-risk
period immediately following therapy, many gamblers
find it helpful to carry a small amount of money or no
money at all on their person. This behavioral strategy
serves to restrict access to money and discourage exces-
sive gambling behavior. Along with cognitive therapy,
some clients may benefit from the advice of a financial
counselor, to help resolve financial problems and main-
tain their motivation to abstain from gambling.

3. Emotional and relational problems: If needed, the
therapist might explain how emotional or relational
difficulties are linked to gambling problems and dis-
cuss ways in which the client can resolve these difficul-
ties. Social skills training is useful, for example, when
gamblers have difficulty saying “no” to an invitation to
gamble. Social skills training can teach clients how to
refuse such invitations. For others, gambling activities
might conceal difficulties with establishing social con-
tacts or maintaining friendships. Learning how to de-
velop new, mutually rewarding social ties might in
these cases aid clients in abstaining from gambling.

4. Lack of occupation: Gamblers are encouraged to
look for new activities to occupy the time they formerly
spent gambling. Activities they enjoyed prior to the onset
of their gambling problem are often the key to safely oc-
cupying their new spare time. Scheduling specific activi-
ties is a good way to avoid the feelings of emptiness and
boredom that are so frequently associated with relapse.
Behaviors that improve the quality and closeness of
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clients’ relationships are emphasized. In fact, because
pathological gamblers tend to isolate themselves, they
often abandon activities involving their spouses or chil-
dren. Simply encouraging clients to go to the park and
play with the people they love can be very beneficial.

5. Alcohol and drug consumption: For many gam-
blers, alcohol or drug consumption contributes to los-
ing control and leads to excessive gambling. If this
appears to be an issue, it should be evaluated immedi-
ately. Even if there is no substance dependency, but
some substance abuse is occurring, the client will have
to address this issue because it can contribute to the
maintenance of excessive gambling.

G. Relapse Prevention

Relapse prevention is a major theme throughout
therapy. When clients have successfully modified their
cognitive errors and gambling behaviors, the therapist in-
troduces a relapse prevention strategy. First, the therapist
asks clients to describe what a relapse would mean to
them, and then to outline the events, thoughts, or situa-
tions that could trigger such a relapse. A discussion about
past relapses can be helpful. The therapist employs other
strategies to prevent relapse such as a gradual tapering-off
of therapy or increasing time between consultations. This
tapering-off strategy encourages clients to perform their
cognitive exercises after the end of the therapy, to use
available resources, and to promote the idea of participat-
ing in self-help groups such as Gamblers Anonymous. Fi-
nally, the therapist outlines what clients can do in
emergency situations, or when they experience the over-
whelming urge to gamble. They are instructed to: (a) stay
calm, (b) remember their commitment, (c) carefully ana-
lyze the situation that has produced the relapse or in-
creased their desire to gamble, and (d) ask for help.

II. THEORETICAL BASIS

The central assumption of cognitive approaches to
the treatment of pathological gambling is that individu-
als gamble because they maintain the unrealistic hope
that they will recover their losses if they continue to
gamble. It is assumed that their erroneous beliefs about
gambling, the nature of predictability, and their own
special skills and knowledge concerning the prediction
of gambling outcomes conspire to maintain the gam-
bling far beyond any reasonable limits. It follows that
the correction of these erroneous perceptions weakens
the belief that gambling losses can be recouped.

Gambling takes place when an item of value, usually
money, is staked on the outcome of an event that is en-
tirely unpredictable. In gambling, the primary task of
gamblers is to use available information at their disposal
to try and predict the outcome of an event that is essen-
tially unpredictable. Most gamblers behave as if the act
of gambling actually involves some element of personal
skill, the exercise of which might influence the outcome
of the game. In the mind of the gambler, skill can be su-
perimposed on chance. This phenomenon, described as
an illusion of control, refers to the belief that the out-
come of a chance event can be influenced or controlled
to some degree by one’s skill or ability.

Most gamblers fail to correctly perceive or under-
stand that there is no relationship between their behav-
ior and the outcome of a chance event, and that no
matter how hard they try, they have no ability to exert
any influence or control over the final outcome. There
is an abundance of experimental and anecdotal evi-
dence demonstrating the existence of this illusion of
control among gamblers.

James Henslin conducted an observational study of
gamblers in the casinos of Las Vegas. He described a
characteristic behavior displayed by some gamblers:
when “craps” players wished to obtain a high number
on the roll of a dice, they threw the dice rapidly and
forcefully, while when they desired a low number, they
threw them slowly and lightly. In this case, the illusion
of control can be seen through the player’s attempt to
“control” which numbers come up through the use of a
specific type of wrist motion when throwing the dice.

In our laboratories, we have verified the central role
that illusions of control and erroneous perceptions
have in the overall process of gambling. In one experi-
ment, we invited two groups of gamblers to participate
in a session of roulette. The two groups were exposed
to the same conditions as those found in a casino, with
one exception: the “active gamblers” were allocated the
responsibility of throwing the roulette ball themselves,
while for the “passive gamblers” in another group, the
dealer performed this task. In reality, the numbered slot
where the ball finally came to rest was left to chance re-
gardless of whether the gambler or the dealer threw the
ball onto the roulette wheel. However, the results of the
experiment clearly demonstrated that participants who
threw the ball themselves placed higher bets and over-
estimated their chances of winning to a greater extent
than did the passive gamblers.

As intelligent beings, we like to impose order and
causality on the events that happen around us. We are
not used to, and feel a degree of discomfort in, relying
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on chance as an accurate and plausible explanation
for events. Chance is a concept we are most likely to
invoke when confronted with events that are totally
unusual, unpredictable, coincidental, or unexpected.
However, scientific studies have convincingly revealed
that few people fully understand the concept of ran-
domness. People do poorly in generating a random
sequence of numbers. People have an excessive ten-
dency to avoid repetition, and because of this, when
asked to produce something random, they produce
too many variations in sequences or patterns. For ex-
ample, few individuals will believe that the following
sequence of heads (H) and tails (T) was randomly
generated: H-T-H-T-H-T-H-T. The same is true when
playing the 6/49 lottery. Few will have the courage to
select 20, 21, 22, 23, 24, and 25 as their choice of
numbers despite this series having the same probabil-
ity of coming up as any other combination.

We have noted that this cognitive tendency reflects
the fact that people in general find it difficult to take
into account the independence of events. This cognitive
tendency or trap is, in our opinion, one of the most im-
portant elements in understanding the psychology of
the gambler, and ultimately, the pathological gambler.
Let’s take another example. When we ask gamblers to
generate sequences of “heads and tails,” we observe that
more than 70 to 80% of people rely on the outcome of
past events in predicting the next one. Yet, we also
know very well that in each toss of the coin, “heads” or
“tails” has, and will always have, a one in two chance of
appearing. How does this error in thinking often mani-
fest itself? A detailed analysis indicates that the princi-
pal error committed is in the desire to have an equal
proportion of “heads” and “tails” in a sequence; the
gambler attempts to move away from any form of appar-
ent pattern and avoids long sequences of the same
event. This has been shown empirically by the tendency
of people to prefer a selection of “heads” after a run of
six or seven “tails.” The outcome of the next toss is still
one in two for heads independent of whatever pattern
or sequence of heads or tails came before it.

What happens in the minds of problem gamblers
when they are in the midst of gambling? How do gam-
blers interpret the probabilities and outcomes of a game
to conclude that, despite the presence of repeated losses,
taking continued greater financial risks is justifiable?
Several observations made in our experimental and clin-
ical work leads us to the conclusion that gamblers’ cog-
nitive activity is distorted in many respects, and that
these distortions bias the individual’s perception of real-
ity. To understand and solve the puzzle of cognitive dis-

tortions, we must examine the cognitive activity of gam-
blers during play; for this purpose, the “thinking out
loud” method is extremely useful. In this method, gam-
blers are requested to clearly verbalize all the thoughts
that go through their minds about the game itself, even if
these statements seem unimportant or irrelevant to
them. This verbalization of internal dialogue is recorded
onto audiocassette and then analyzed by an experienced
psychologist. The researcher then evaluates and catego-
rizes the cognitive content of the audiocassette into two
classifications: “rational and adequate” or “irrational and
erroneous,” according to whether the elements verbal-
ized seem to consider accurately chance as the primary
determinant of the outcome. With the assistance of the
thinking out loud method, we studied slot machine
players. The results showed that more than 75% of the
verbalizations made by the players were irrational, inad-
equate, or erroneous; that is, they did not reflect reality
in that they clearly ignored or denied chance as the de-
termining element of the game. It should be noted that
this is a particularly large percentage considering that
slot machines involve little subtlety and no opportuni-
ties to apply personal skill of any kind.

These results have been independently confirmed in
several other studies carried out around the world,
among different types of gamblers, using various types
of games. In addition, we have observed that the erro-
neous perceptions of gamblers share a common factor:
Gamblers consistently commit the error of associating
previous independent events in predicting the outcome
of the game.

III. EMPIRICAL STUDIES

Although the prevalence estimates of pathological
gambling range between 1 and 2% of the population, the
number of gamblers who will seek professional treat-
ment is only a small percentage of the population. Rela-
tively few effective interventions have been developed
and validated. Most published papers dealing with the
treatment of pathological gamblers have either been un-
controlled case studies, or consisted of small samples,
thus making it difficult to reach any conclusions about
the efficacy of the interventions in question. Their most
useful function might be as a source of valuable hy-
potheses concerning treatment efficacy that can then be
evaluated more rigorously. This article is based on stud-
ies that have employed a randomization procedure to al-
locate gamblers to treatment and control groups. A
review of the literature reveals that few studies appear to
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exist, originating in Australia, Canada, and Spain. We re-
view these studies, according to the countries where the
interventions were developed and evaluated.

A. Australia

Nathaniel McConaghy, Alex Blaszczynski, and their
colleagues, in Sydney, have conducted several con-
trolled studies of imaginal desensitization (ID), which
is based on a conceptual model of compulsive behavior.
According to their theory, if an individual does not
perform a given compulsive behavior when in the pres-
ence of conditioned stimuli (which could be environ-
mental or cognitive), tension and arousal will increase
and will be relieved only when the compulsive behav-
ior is carried out. Imaginal desensitization (ID) was de-
veloped as a means of giving individuals control over
their compulsive behavior by reducing their level of
arousal and tension in the presence of the conditioned
stimuli, so that the urge to complete the behavior se-
quence is no longer experienced.

In 1983, these researchers compared the efficacy of ID
for pathological gambling to electric aversion therapy. ID
consisted of inducing a relaxed state in the presence of
several imaginal gambling-related episodes. Electric aver-
sion therapy consisted of delivering an aversive stimulus
to inhibit the excitation produced by undesired gambling
stimuli and interrupt the compulsion to gamble, which
otherwise would be acted on. The key findings were a
significant difference in the number of ID participants at-
taining cessation or a marked reduction of their gambling
and urges, compared to participants in the electric aver-
sion condition. They further conducted an additional
trial to evaluate the efficacy of ID. Twenty pathological
gamblers were randomly allocated to ID and imaginal re-
laxation, a treatment similar to ID but that does not in-
struct the individual to visualize gambling situations but
rather being in the presence of relaxing situations. Re-
sults indicated no differences at either follow-up assess-
ment point, with 30% of both groups reporting either
abstinence or controlled gambling. Similar results were
reported for gambling urges.

B. Spain

Enrique Echeburua and his colleagues compared
three different active treatments for pathological gam-
bling to a wait-list control group. The active treatments
consisted of exposure–response prevention, group cog-
nitive restructuring, and a combination of these two
types of treatment. Exposure–response prevention is a
behavioral treatment in which participants are trained to

manage money, avoid gambling situations, and encour-
aged to remain present in high-risk gambling situations
but refrain from gambling. The cognitive treatment chal-
lenged the “illusion of control” and other memory biases
within a group format. The combined treatment in-
cluded both treatments. These three treatments differ
from each other that one half of the participants in each
type of treatment received it in a group format, and the
other one half received it in an individual format. Al-
though the three treatment groups showed higher rates
of abstinence at 6-month posttreatment than did the
control group, there was no difference between the com-
bined group and the control group. The individual treat-
ment was found to be superior to the group or combined
treatment at the 12-month posttreatment assessment,
but there were no group differences between the active
treatments for any of the other dependent variables at 12
months. The control group, however, did show consid-
erable improvement at 6 months on most of the gam-
bling-dependent variables, which suggests that natural
recovery or spontaneous remission played an important
role in the outcome of this study. This finding under-
scores the need for including non-active control groups
in gambling research studies.

In a follow-up to this study, 69 problem slot machine
gamblers were treated with stimulus control and in vivo
exposure with response prevention and then randomly
assigned participants to one of three treatments: individ-
ual relapse prevention (RP), group RP, and no treatment
control. The RP conditions trained participants to iden-
tify high-risk gambling situations and to develop effec-
tive coping strategies for these situations. Exposure to
gambling-related stimuli was also included as a compo-
nent of RP. All 69 participants stopped gambling follow-
ing the exposure–response prevention phase of the
study, a precondition to enter the relapse prevention
phase. The results showed no significant differences be-
tween the two RP groups and the no-treatment control
group until 3 months posttreatment. At that point, and
continuing until the 12-month follow-up point, the two
active RP groups were achieving significantly higher
rates of abstinence than the control group.

C. Canada

A treatment developed by Robert Ladouceur and his
team was among the first to target cognitive errors,
such as the independence of events, in the treatment of
pathological gambling. Assuming that this fundamental
error is the basis of the progression of nonproblematic
to problematic gambling behavior, the target of the
treatment was to help gamblers realize this cognitive
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error and provide them with the means of correcting
their perceptions. Using a single-case experimental de-
sign, this treatment program included four components.
The combination of cognitive correction, problem-solv-
ing training, social skills training, and relapse preven-
tion resulted in positive treatment outcomes. Following
treatment, participants no longer met DSM-III–R criteria
for pathological gambling. These results were main-
tained at a 9-month follow-up.

Three ensuing studies further investigated the efficacy
of this procedure through the use of controlled designs.
The efficacy of cognitive-behavioral treatment was com-
pared to a wait-list control group. Participants were ran-
domly assigned to a control group or to an individual
treatment consisting of cognitive correction of core erro-
neous gambling cognitions, problem-solving training, so-
cial skills training if indicated (about one half of the
sample) and relapse prevention. The treated group was
found to improve on all key dependent variables com-
pared to the control group, as well as on measures of
gambling behavior (frequency, hours spent gambling,
and amount of money spent gambling). Clinically signif-
icant changes indicated that the majority of the treated
participants no longer met the DSM-III–R criteria neither
at the end of treatment nor at the 12-month follow-up.

Because the cognitive correction was accompanied
by two behavioral procedures (problem solving and so-
cial skills training), these positive outcomes may not
have solely been the result of the cognitive intervention
but may also have been due to the positive effects of the
behavioral intervention. To investigate this possibility,
a preliminary study of the treatment of five pathologi-
cal gamblers was examined using a multiple-baseline,
across-participants design. Cognitive correction tar-
geted gamblers’ erroneous perceptions of randomness
was the only therapeutic intervention used. Following
treatment, four participants reported a clinically signif-
icant decrease in their desire to gamble, an increase in
their perception of control, and no longer met DSM-IV
criteria for pathological gambling. Therapeutic gains
were maintained at a 6-month follow-up assessment.
These results suggest that a cognitive therapy targeting
misconceptions about randomness is a promising treat-
ment for pathological gambling.

In a related study, Ladouceur and his colleagues com-
pared the efficacy of this purely cognitive treatment to
a wait-list control group. Patients (mainly video
lottery players) were randomly assigned to an individual
treatment consisting of the cognitive correction of core
erroneous gambling cognitions, followed by relapse pre-
vention. The treated group was found to improve on all
key dependent variables compared to the control group,

as well as on measures of gambling behavior (frequency,
hours spent gambling, and amount of money spent gam-
bling). Thirty of the 35 treated participants (85.7%) at-
tained the criteria for clinically significant change
compared to 4 of 29 participants (13.8%) in the control
group. More important, all 35 treated participants scored
4 or less on DSM-IV criteria for pathological gambling.
These therapeutic gains were maintained at a 6-and 12-
month follow-ups.

This latter study was recently replicated, but therapy
was delivered in a group rather than an individual for-
mat (4–5 individuals per group). Results from this
study confirmed previous results: Over 85% of the
treated gamblers were no longer considered pathologi-
cal gamblers (DSM-IV) at the end of treatment. In addi-
tion, participants had a greater perception of control
over their gambling problem, as well as an increased
self-efficacy in high-risk gambling situations.

These studies show that the central component of
the treatment was highly specific, and based on a the-
oretical understanding of cognition in gambling,
which may explain the magnitude of therapeutic
gains. Research on the psychology of gambling sug-
gests that gamblers’ core cognitive error lies within
their beliefs about randomness, and in their belief that
they can control the outcome of random events (the
illusion of control). It follows that if the gambler’s er-
roneous perceptions and understanding of random-
ness can be corrected, then the motivation to gamble
decreases dramatically.

IV. SUMMARY

Effective treatments are now available to help patho-
logical gamblers. The rationale of the interventions is
grounded in empirical studies that have clarified the
psychology of gambling. Clinical research should now
address the important issue of which patients should
receive which treatment.
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GLOSSARY

background As distinguished from figure or foreground, that
which is not uppermost in awareness. Provides the context
and is the source from which figures emerge and become
prominent in awareness.

closure The result of the natural movement toward the com-
pletion of perceptual or experiential units.

contact The experience at the self/environment boundary
that leads to assimilation and growth. Good quality con-
tact involves awareness and excitement.

contact boundary The dynamic relationship at the meeting
point of self/other, or self/environment. Where experience
occurs, and the focus of therapeutic intervention.

creative adjustment A person’s best adaptation to dealing
with feelings and needs in response to environmental inad-
equacy in meeting the needs, or competing environmental
requirements.

figure What stands out from the background as a focus of in-
terest and attention. Generally related to a need or desire.

figure formation/destruction process The process whereby a
figure of interest emerges, becomes a focus of attention and
is acted upon, resulting in the dissolving of that figure.

foreground As distinguished from background, that aspect of
experience that is the focus of attention at any given point.

Gestalt A German word that has no direct translation in Eng-
lish. “Configuration,” “structure,” and “whole” are used as
translations, but none of these capture the complete mean-
ing. “Figure” and “Gestalt” are often used interchangeably.

organismic self-regulation The process whereby homeostasis
is maintained via the figure formation/destruction process.

Gestalt therapy has roots in psychoanalysis, Gestalt
psychology, Reichian character analysis, and the work
of the early phenomenologists. It was developed in the
1940s primarily by Frederick Perls, Laura Perls, and
Paul Goodman. Gestalt therapy is humanistic, holistic,
and experiential. It is a process-oriented and relational
approach based on a theory of healthy functioning. The
focus in therapy is on disruption of the natural process
of self-regulation. The goal of treatment is the restora-
tion of awareness, which allows for increased choice
and flexibility in all aspects of living.

I. DESCRIPTION OF TREATMENT

A. Philosophical Foundations

Gestalt therapy method is guided by three philo-
sophical foundations. The first of these is field theory, a
concept that comes from physics. The “field” is a dy-

Gestalt Therapy

Stephen G. Zahm and Eva K. Gold
Pacific University School of Professional Psychology and Gestalt Therapy Training Center–Northwest

863
Encyclopedia of Psychotherapy
VOLUME 1

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



namic interrelated system, each part of which influ-
ences every other part. Nothing exists in isolation.
Gestalt therapy is a field theoretical and process-ori-
ented approach, which means the therapist attends to
the total field including content and subject matter, as
well as the here-and-now process occurring in the mo-
ment. This involves things such as the patient’s tone of
voice, style of communication and interaction, facial
expression, physical gestures, posture, breathing, sen-
sation, and affect. The therapeutic field also includes
the patient’s history and current situation, the thera-
peutic relationship, feelings experienced by the patient
and the therapist, and their mutual impact on one an-
other.

The second philosophical foundation is phenome-
nology. The Gestalt therapist attempts to bracket off
preconceived biases, beliefs, theories, and interpreta-
tions, and attend as much as possible to what is actu-
ally understandable through the senses, with the focus
on the patient’s subjective experience. The therapeutic
stance is one of meeting the patient where he is, and
the therapist describing what she observes, rather than
explaining or interpreting. The patient is encouraged to
do the same. The therapist also brings her own feelings,
sensations, and awareness into the interaction with the
patient when useful for the treatment.

The third philosophical foundation is dialogue. A di-
alogic stance requires that the therapist be “present,”
confirm the patient, and be available for an I–Thou way
of relating. Presence is the therapist bringing all of him-
self to the encounter in the here and now. Confirmation
involves seeing and accepting patients for all they are
and all they are capable of being. The I–Thou mode of
relating has the qualities of immediacy, directness,
presence, and mutuality. These qualities create a thera-
peutic relationship that is not hierarchical, and a meet-
ing between patient and therapist that is in and of itself
healing.

B. Goal of Treatment/Theory 
of Change

In Gestalt therapy, the goal is increased awareness.
Although the patient presents specific symptoms such
as anxiety, depression, stress-related physical com-
plaints, relationship difficulties, or character/personal-
ity issues, the Gestalt therapist does not focus only on
symptoms or behavior change. Rather, Gestalt therapy
provides a holistic perspective where symptoms and
problematic behaviors are seen as the person’s best at-
tempt to deal with conflicting needs, or needs conflict-

ing with environmental requirements. Psychological
problems, symptoms, and difficulties in interpersonal
relationships result from what were originally creative
adjustments that have become rigid, reflexive, and un-
aware, restricting the experience of self, and possibili-
ties. By focusing on moment-to-moment process in the
therapy session, the Gestalt therapist works with how
the person creates and maintains her particular experi-
ence of self and other, and how this experience impacts
the current situation.

Change then occurs spontaneously, as a result of this
increased awareness. Gestalt therapy’s change theory is
paradoxical in the sense that change occurs not as a re-
sult of attempting to change (one part of the self trying
to control and dominate another part) but as a result of
the patient attending to, investing more fully in, and
living more completely the actual current experience—
what is. Doing this enables new responses to emerge
that better fit current needs. Increased awareness leads
to choice and opens up new options for behavior and
interaction.

As aspects of the personality that have been disowned
are re-identified with, an expanded sense of self is also
restored. For example, the patient increases her capacity
to experience and express grief, anger, or tenderness,
which expands her ability to live authentically, and to
connect more with other people. Gestalt therapy does
not focus directly on problem solving, but rather on
what limits the patient’s capacity for creative solutions.
As the saying goes “Give a person a fish and he eats for a
day; teach a person to fish and he eats for a lifetime.” A
Gestalt therapist is interested primarily in the latter.

C. Therapy Method

By attending to observable behaviors that indicate
blocked awareness and interruptions to acting on
needs, desires, or interests, Gestalt therapy captures the
essence of a person’s existential position in the world,
which impacts all aspects of self-experience and rela-
tionships. For example, the patient speaks softly, apolo-
gizes frequently, becomes slightly tearful but cannot
cry, changes the subject, or shuts down if strong feel-
ings threaten to emerge. Can she become aware of how
she clamps down on herself? What makes this shutting
down necessary? How might holding back, or not al-
lowing herself to take up space be a theme in this pa-
tient’s life? How many areas of her experience and
relationships are impacted by it? How is it related to
her presenting symptoms of anxiety or depression, or
the dissatisfactions in her life?
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The therapy process enables increased awareness of
these blocks and how they are maintained, and also
looks at why they were initially developed. For exam-
ple, if the experience or expression of sadness has been
criticized, punished, or even ignored by the parent, the
child learns to cut off either the feeling, or its expres-
sion to others, or both. If a child’s needs have been met
with resentment, criticism, or disgust, the child’s cre-
ative adjustment is to learn to block awareness of
needs, or to learn to avoid showing or expressing them
to others.

Through focused attention, the patient can become
aware of how he blocks feelings/expression, for exam-
ple, tightening muscles to hold back tears, internal
messages such as “Don’t be weak,” or “Men don’t cry.”
And the patient will discover the etiology—what made
this necessary in his development. Symptoms then re-
solve as the patient reconnects with his authentic self
and experience. For example, anxiety may result from a
fear that certain “unacceptable” needs or feelings will
surface in a particular situation. Depression may result
from holding in anger or grief, poor self-esteem from
directing frustration or criticism toward the self that
needs to be expressed to another. Relationship prob-
lems may result from an inability to open up and reveal
feelings, or difficulty needing another person.

Gestalt therapy’s method is experimental and experi-
ential. Experiments can be diagnostic as well as serving
to highlight current experience and uncover new possi-
bilities. For example, an unassuming person who does
not make eye contact and qualifies most of what she
says, complains that people do not listen to her or take
her seriously. In therapy she might be asked to experi-
ment with lecturing the therapist on the proper way to
do something that is in her area of expertise. She might
then show and experience the side of herself that is a
knowledgeable expert. She may begin to speak more di-
rectly and forcefully. In this process she can get more in
touch with this aspect of herself, as well as increasing
her awareness of her reluctance to show this aspect of
herself to others, or her anxiety in doing so. Con-
versely, the patient may speak to the therapist as if she
is not an expert, when in fact she is. Her language
might be filled with reflexive use of qualifying phrases.
She might speak without conviction. In either scenario,
the patient can see and understand how she con-
tributes to others not giving her the respect she desires.

The patient also learns what made this way of being
necessary. She could have been told “Children should
be seen and not heard,” or one of her parents might
have become angry or silently disapproving if she ex-

pressed an opinion of her own. She might have been
told she was stupid or wrong. Prior to therapy, she may
not have remembered these incidents, she may have
dismissed them, or minimized their impact. She may
not even have been aware that she presented herself as
timid and unsure of herself, or why it was important to
do so. With the new awareness, she regains the possi-
bility of a wider range in experience and behavior.

Gestalt therapy uses experimentation to increase
awareness. Meaning for the patient then comes from
experienced awareness rather than being imposed by
the therapist’s interpretation. The therapist tries to have
no goal, agenda, or desired outcome in proposing an
experiment, other than to observe and work with what
happens next. An experiment can also be used to high-
light an aspect of the patient’s way of communicating.
For example, a person who qualifies much of what he
says by use of words like “Maybe,” “Possibly,” or “I
guess,” could experiment with either exaggerating the
use of qualifying words, or cutting them out entirely
and adding after every sentence “and I mean that.” The
therapist encourages the patient to pay attention to his
experience as he does an experiment, and to express
any reluctance in doing it.

Experiments can also enrich what a person is saying,
and transform it from “talking about” to a lively pres-
ent encounter. For example, the patient might imagine
the person she is talking about is present in the room,
and express her feelings directly to that person. This
use of the empty chair or two chair experiment can also
be effective in highlighting an internal conflict. The pa-
tient might imagine a part of herself in the empty chair
and create a dialogue between the conflicting aspects of
herself, such as the part that wants to be more creative
and take more risks and the part that is more logical
and conservative. This type of experiment can also ex-
plore an area of impasse or stuckness, for example, sug-
gesting the patient develop a dialogue between the part
of herself that wants to leave her marriage and the part
that wants to stay.

To give an example of some of the above concepts, a
patient who learned to stifle her feelings and needs, and
to nurture herself with food comes to treatment de-
pressed, with a poor self-concept, complaining that she
has “tried everything” to control her eating and has
been unsuccessful. Turning to food to meet emotional
needs was at one time her creative adjustment, the best
option available given the needs she had and the lack of
available gratification possibilities—in this case a
mother who was stern and unaffectionate and sent the
patient to her room if she was “too emotional.”
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The Gestalt therapist observes this patient’s re-
sponses in the moment, and helps to facilitate her
awareness of them. For example, the therapist notices
that the patient speaks more quietly and holds her
breath when she talks about a hurtful or frustrating ex-
perience. The therapist can either make an observation
(“It looks like you’re tightening your jaw” or “I notice
you holding your breath”) or ask the patient to attend
to what she is currently aware of (“What is your expe-
rience right now as you tell me this?”). The patient be-
comes aware that she is trying to control herself. The
therapist attends to her need to control herself. He also
attends to what she is controlling—verbalizing feel-
ings, showing anger or tears. Through this process the
patient becomes aware that there is also a part of her
that would like to express itself and feels held back.
Both aspects are explored.

The working through process involves the patient
becoming aware of the importance of holding back
feelings to prevent reexperiencing the rejection she felt
from her mother, or the anger she felt toward her
mother when she had feelings or needs. She might re-
member a forgotten traumatic experience. She might
also discover that she expects the therapist to have a
similar response. This patient learned over time to
identify with her “nonfeeling, nonneeding” self. Her
eating behavior may be one of the only remaining ves-
tiges of her “feeling, needing” self. In therapy, she can
also experiment with giving voice to the part of her that
wants to eat, and re-identify with her needs and desires,
instead of only wanting to suppress these needs. For
example, she might realize that while part of her wants
to stop overeating, part of her—out of her awareness—
also wants to continue eating as a way to take care of
feelings and to comfort herself. This part might say
something like “Don’t take food away from me, it’s all I
have.” Change becomes possible as she invests more
fully in being where she is—feeling those needs she
translates into a desire for food—and may take the
form of learning to nurture herself in other ways, or to
get her needs met in relationship with others.

II. THEORETICAL BASES

Many central concepts of Gestalt therapy theory are
based on laws of perception discovered and studied by
Gestalt psychologists in the early 1900s. Gestalt ther-
apy applies these laws more broadly to all aspects of ex-
perience and psychological functioning. Importantly,
these Gestalt psychologists discovered that we are not
simply passive recipients of perceptual stimuli, but that

we are active in organizing our perceptual field. Laws
discovered by the Gestalt psychologists include the
natural tendency to perceive a figure against a back-
ground as a way of organizing experience, and a natural
tendency toward completion or closure.

Gestalt therapy takes its theory of healthy function-
ing from a biological concept called organismic self-
regulation. This describes the organism’s process of
taking in from the environment what is needed (food,
oxygen) and expelling into the environment that which
is not required (waste products, carbon dioxide) in
order to maintain balance or homeostasis. Applied to
psychological functioning, this theory says that in
health, people will naturally go to the environment to
get emotional and psychological needs met—the need
to be listened to, need for support, sex, physical com-
fort, social contact—and will discharge as needed by
talking, expressing feelings, crying, touching, doing,
and creating. Gestalt therapy theory does not see the
individual as separate from the environment but rather
considers the individual/environment field.

According to Gestalt therapy theory, such self-regu-
lation occurs via the figure formation/destruction
process. This process is central to any human function-
ing and as such is a core characteristic of people. In all
functioning there is an ongoing process of the forma-
tion of a figure of interest and the eventual gratification
and dissolution of this need or interest. This cycle has
several stages: (1) awareness, (2) clarification of
need/interest (3) scanning self-environment, (4) ac-
tion, (5) contacting, (6) assimilating, and (7) with-
drawing. For example, I am on my way to my favorite
restaurant for lunch and see an old friend across the
street. I become aware of sensations of excitement and
increased energy (stage 1). I recognize my interest in
talking to my friend (stage 2). I understand that walk-
ing across the street will facilitate meeting this need
(stage 3). I walk across the street (stage 4). I say hello,
and give my friend a hug, and we talk (stage 5). As we
say goodbye I tell my friend and acknowledge to myself
what this meeting meant to me (stage 6). I walk back
across the street with a feeling of satisfaction, resolve to
see my old friend more often, and my focus shifts to
what I want to eat for lunch (stage 7).

In healthy functioning, a person will maintain bal-
ance by intake and discharge as required for the satis-
faction of emotional and psychological needs by this
continuous process of figure formation/destruction. As-
suming there is no interference in this process (a dis-
ruption that causes the person to misperceive her
needs, or an environment that is hostile to the needs, or
both) what becomes figural or foreground is based on
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the most pressing need at any given moment. After a
need is met, this figure recedes (closure) and is re-
placed by whatever is next in the hierarchy of needs.

When there is a disjuncture between needs and what
is available in (or required by) the environment, a per-
son adapts. A creative adjustment is the best possible
accommodation she can make at the time, given her ex-
perience, perceptions, and limitations. Over time, these
creative adjustments may become obsolete, rigid, and
maintained out of awareness, limiting a person’s poten-
tial for satisfaction and growth. Psychotherapy involves
looking at and understanding how the natural self-reg-
ulatory process has become disrupted, preventing clo-
sure on units of experience.

Disruption can occur at any stage of the figure for-
mation/destruction process, and diminish a person’s
experience of himself and his ability for contact. A per-
son who is experiencing disruption interferes with his
own development of a strong and clear figure (stage 1
and 2) or with the ability to maintain the excitement
and energy necessary for action (stages 3 and 4) or to
move into satisfying contact (stage 5), which allows for
assimilation (stage 6) and closure (stage 7). Either the
interference with the development of a strong figure, or
the blocking of excitement and action can interfere
with good-quality contact. A Gestalt therapist is trained
to observe both where in the cycle the disruption oc-
curs and how it occurs. Often the focus is on how the
disruption dilutes or distorts interpersonal contact.

In health, a person will perceive, experience, identify
with, and act on needs and desires. Healthy functioning
requires the ability to readily identify “This is me” or
“This is for me,” versus “This is not me” or “This is not
for me.” When disturbances exist in perceiving, experi-
encing, identifying with, and acting on needs, this loss
of functioning is observable by the trained therapist at
the contact boundary, which refers to the dynamic rela-
tionship at the point where the person and environ-
ment meet and interact.

The following five processes are the “how” of any
disruption of contact. These processes can occur at any
stage of the figure formation/destruction process. It is
via these processes, maintained rigidly and out of the
person’s awareness, that the experience of self and the
ability for contact that includes satisfaction of needs
and closure is diminished.

Introjecting is experiencing something in the envi-
ronment as if it is part of the self. An introject is an idea
that has been “swallowed whole” without the “chew-
ing” necessary to assimilate it and make it truly a part
of the self. Introjecting is particularly problematic if it
is a person’s primary way of dealing with the world and

relationships (such as doing things for others and ig-
noring one’s own needs out of a sense of duty or obliga-
tion) or when the introject is destructive (such as a
parental introject “You’re good for nothing”).

Projecting is disowning a feeling, behavior, attitude,
or trait of one’s own and attributing it to another, or the
environment. For example, a person who is not able to
be angry—due to an introject—may inaccurately per-
ceive another person as angry at him.

Retroflecting is when energy or action that could be
directed toward the environment circles back and is di-
rected at oneself. Retroflecting is of two types. In the
first type a person directs toward herself a feeling or ac-
tion meant for someone or something in the environ-
ment. For example, the person who is unable to
experience anger toward another person—again due to
an introject—might end up blaming herself. Any un-
aware suppression or shutting down is also accom-
plished by this type of retroflecting. The second type of
retroflecting is doing for/to oneself what you would
like another person to do for/to you. For example, a
person might soothe herself, buy herself gifts, or hug
herself instead of getting this need met by interacting
with another.

Confluence is the attempt to deny the existence of a
self/environment boundary. Confluence requires a lack
of discrimination and articulation of points of differ-
ence or otherness. While there is the possibility of a
“healthy” confluence during which two people feel so
joined that they seem “as one” (such as at the moment
of orgasm) and there is momentary dissolving of the
boundary, prolonged attempts to maintain confluence
prevent satisfying contact.

Deflecting is behavior that dilutes or reduces the in-
tensity of contact. Examples are avoiding eye contact,
laughing off what one says, circumlocution, and under-
stating one’s true feelings. There is disagreement
among Gestalt therapy theorists as to whether this is to
be considered a separate self-regulatory boundary
process, or whether it is the behavioral manifestation of
the others—that is a result of introjects, retroflection,
projection, or desire to maintain confluence.

III. APPLICATIONS 
AND EXCLUSIONS

Because Gestalt therapy is not an adjustment therapy
and strives to be value-free, with a focus on under-
standing each unique individual and the individual’s
subjective experience as opposed to an “objective”
standard for psychological health, there is no popula-
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tion that would be excluded from treatment. The phe-
nomenological and field theoretical stance, whereby
the therapist is striving to understand the patient’s sub-
jective experience rather than impose his own, make
this orientation valuable for different cultures and mi-
nority groups. The Gestalt therapist does not claim to
know what is right for the patient, nor does he desire
any particular outcome, as the only goal is increased
awareness for the patient that leads to more choice.

Gestalt therapy can be used with all patient popula-
tions (children, adolescent, adult, geriatric, physi-
cally/mentally challenged, prison inmates, inpatient
and outpatient psychiatric patients) as well as in a vari-
ety of modalities (individual, couples, family, group,
and organization). It is applicable for a wide array of
problems (such as eating disorders, substance abuse,
affective disorders, personality disorders, PTSD, adjust-
ment disorders, loss, and grief). It is an approach that
can be used in both long- and short-term therapeutic
work. Of course not every therapist is equally effective
with all patient populations, modalities, and diagnoses.
The experienced and well-trained Gestalt therapist
would be aware of personal limitations and areas of ex-
pertise and refer those patients who fall outside of these
limits to other practitioners, just as a responsible thera-
pist of any orientation would.

IV. EMPIRICAL STUDIES

Research on the effectiveness of Gestalt therapy is
scant, and primarily confined to specific aspects of the
approach. Most research has been focused on one tech-
nique that comes from Gestalt therapy method—the
empty chair (or two chair) experiment. It is important
to note that use of this or any other single technique
does not actually constitute a Gestalt therapy approach,
without application of the three philosophical princi-
ples described in the treatment section. Although no
single technique can be said to represent the essence of
the Gestalt therapy approach, a technique has the ad-
vantage of being easily defined and thus accessible to
the manipulations of empirical research.

The majority of research used the empty chair tech-
nique. Subjects were asked to have a dialogue with ei-
ther a part of themselves, or with someone else relevant
to the issues they were grappling with. Most of the
studies that used the empty chair technique found it to
be more effective than other forms of therapy or control
groups. It was also found to be more effective in reduc-
ing anger and producing positive attitudes than either

intellectual analysis or emotional discharge. It was
more effective than empathic reflection or focusing for
creating a greater depth of experience. For resolving
“unfinished business,” it was more effective than an at-
tention-placebo condition.

In one study, K.M. Clark and L.S. Greenberg found
the empty chair technique to be more effective than ei-
ther a cognitive decision-making task or a waiting list
control group for resolving decisional conflict. During
the process of using this technique, the original deci-
sion the person had wished to make often unfolded
into a deeper related decision.

In summary, studies have shown this technique to re-
sult in an increase in affect, depth of experience, and the
resolution of related emotional issues. Results have in-
cluded a decreased sense of decisional conflict, reduced
anger, increased positive attitude, lower systolic blood
pressure, and the resolution of “unfinished business.”

Two studies found no benefit in using the empty
chair technique for resolving grief issues or dealing
with mild depression. In a study conducted by N.P.
Field and M.J. Horowitz, the intervention consisted of
placing subjects in a room alone and asking them to
talk to their deceased spouses for 5 minutes through
the direction of a taped recording. Nothing like this
would ever be done in an actual Gestalt psychotherapy,
which requires a focus on moment-to-moment process
and the presence of the therapist. This technique was
not found to be effective in reducing symptomatology 6
months later. Another study found the empty chair
technique to be no more effective than time for de-
creasing mild depression. The researchers stated that
the lack of positive results may have been due to the
short duration of treatment, gravitation toward the
mean over time, or experimenter bias.

Focused expressive therapy (FEP) was used in sev-
eral research studies. FEP borrows from Gestalt therapy
method and uses such procedures as directed fantasy,
two chair dialogues, and awareness exercises. It em-
phasizes the importance of emotional insight and the
magnification of internal experiences, but it also in-
cludes a high level of authoritative guidance and con-
frontation that is inconsistent with a Gestalt therapy
approach. FEP was not found to be as effective as either
cognitive group therapy or self-directed therapy. How-
ever, the description given for self-directed therapy was
actually more similar to Gestalt therapy as it is prac-
ticed, than the more authoritarian FEP method used to
represent Gestalt therapy in this study.

Few studies looked at a more complete Gestalt ther-
apy approach. Most of these yielded positive results
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such as an increase in levels of self-actualization, and
more positive attitudes toward body image. Gestalt
therapy was found to increase internal locus of control
and the assumption of personal responsibility in prison
inmates. A Gestalt therapy approach resulted in more
behavior change than empathic reflection. Gestalt ther-
apy was found to help Vietnam veterans with symp-
toms of PTSD. In couples therapy it was effective in
replacing power struggles with self-definition, limit set-
ting, and intimacy, resulting in greater clarity, accept-
ance, and understanding.

V. CASE ILLUSTRATION

The following case example will illustrate the treat-
ment process and application of the theoretical con-
cepts that have been presented. The therapist in this
case was Stephen Zahm.

Kim, a 44-year-old successful professional woman
was referred by her physician due to recurrent periods
of depression. She had been depressed off and on for
much of her life. The bouts of depression had worsened
recently in both duration and severity. She had not
been able to tolerate antidepressant medications, and
two previous experiences with therapy, both brief, had
not yielded lasting improvement.

Kim presented as a smart, attractive, stylishly
dressed woman. Her wit and humor were evident in
spite of her somewhat depressed affect. Her facility
with language, keen observations, and easy manner
made it clear why she had achieved success profession-
ally. During the initial session Kim asked perceptive
questions about my experience, my therapy orienta-
tion, and how I thought therapy could help her. She
had been disappointed in her previous therapy experi-
ences. When asked what she hoped to get from therapy
she answered “Not just a Band-Aid, I’d like to get to the
bottom of what this depression is about.”

Kim described herself as “an overeducated over-
achiever,” who had been successful in school and in
her profession. She worked long hours, but wondered
what the point of all her hard work was, as she took lit-
tle enjoyment from her accomplishments. Kim saw her
life as lacking in meaning, with little that gave her
pleasure. She said she felt “down” a lot, woke up in the
morning dreading the day ahead, and said she was just
“going through the motions” of social interaction.

Kim described her relationship with her husband
Bill as “pleasant enough” but lacking a sense of emo-
tional connection or passion. She reported little inter-

est in sex herself, and stated that their infrequent
lovemaking was “more for him.” She said “it’s like I’m
dead inside, or just numb.” Kim reported that most of
her friends were work acquaintances, and that she
had only one “good friend,” but didn’t really confide
in her. Kim and her husband had no children. Kim
and I agreed to meet for weekly individual psy-
chotherapy sessions, and to track whether she felt the
sessions were useful and whether she was getting
what she needed.

In describing her history, Kim reported that her par-
ents had divorced when she was eight. Her father
abandoned the family, moving to another state to avoid
paying child support. Kim, the oldest of three, became
responsible for helping her mother with her younger
siblings and doing household chores so that her
mother could go back to work to support the family.
Kim also became her mother’s confidant, and emo-
tional support. She reported that she never really “got
to be a kid” after that, and that her mother “never had
time” for her. Kim’s mother had died about 8 months
prior to our first meeting. She minimized her feelings
about her mother’s death, saying she thought she had
“dealt with it.”

Kim’s therapy themes emerged right away in her rela-
tionship with me. In our initial sessions, her fear of
showing or revealing vulnerable feelings to me stood
out. For example, when Kim talked about her mother’s
death she would reflexively shut down. I noticed her
retroflections and deflections including choking back
tears, changing the topic, and looking away. I pointed
these out in an attempt to sharpen this figure, to clarify
what was most important to her at that point. I ob-
served that while she had strong feelings about this
loss, it was also important to her not to show these feel-
ings or talk about them to me right then.

This process helped Kim focus on her reluctance to
open up and share vulnerable feelings. The theme of
having a variety of “softer” feelings (sadness, loss, empti-
ness) and the reluctance to express them to me was
something we worked with over the course of the ther-
apy. The essential components involved introjects such
as “Be strong” and “Don’t show weakness,” and the be-
lief that no one would be interested in her feelings.

Within the first few months of therapy, Kim became
more aware of these internal mandates and saw how
they were connected to her relationship with her
mother. Kim had learned not to reveal her feelings and
emotional needs, but rather to focus on taking care of
her mother and siblings, and deal with any of her needs
by herself. Initially it was a big step for Kim to identify
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that she felt a need and to also feel her difficulty and
discomfort in expressing it to me.

I suggested Kim experiment with looking at me and
imagining allowing herself to let down and cry with
me. She imagined me having a critical and rejecting re-
sponse. As she worked with her reluctance over a pe-
riod of weeks, and felt supported by me in doing only
what she was comfortable with, her reluctance moved
into the background and her organismic desire and
need to experience and express her feelings became
more figural. At that point she was able to let down into
her feelings of loss and grief, thus beginning the
process of getting the closure she needed around her
mother’s death.

Afterwards, Kim was surprised to discover that this
felt OK. It was still difficult for her to ask me how I now
felt toward her. Her strong pull was to be satisfied with
not knowing how I felt, and what my reaction had been
to her crying. I pointed out how not asking me about
that left her with a blank space that might then be filled
with her own fears. She decided to ask the question
“How do you feel about me now?” I was touched by her
courage in asking the question and told her so, along
with my honest response to her openness. This was a
pivotal moment in the therapy as Kim could take in
and assimilate my genuine caring for her.

As we did this work and Kim opened up to deeper
levels of feeling, another theme became apparent to
both of us. Kim became fearful of relying on me, and
afraid that I would leave her if she needed me. She had
a first class radar system that detected the slightest sign
of my lack of interest, lack of energy, or attention wan-
dering. For example, if I looked at the clock she be-
came silent, and withdrew. When I told her of planned
vacations her response was to joke that she wondered if
I’d want to come back. When we explored this, it be-
came clear that my going away evoked fear that I would
abandon her or lose interest in her.

We worked with this theme in a number of ways.
As Kim focused on feelings and sensations, she was
able to remember particular events with her father,
such as his leaving the house in a flurry of loud words
and emotion, and yelling things like “I never get any
peace in this house!” One time Kim tried holding on
to him to keep him from leaving and he pushed her
away saying something like “Why can’t you kids leave
me alone?” The meaning Kim extracted from these
experiences and his ultimate abandonment of the
family was that it was her fault that her father had left
and that she must have been unlovable and “too
much” for him.

As we worked with these awarenesses, Kim could
feel a little girl part of her that “had always been there”
that she tried to ignore. I asked Kim to focus on this
sense of herself and to talk to me as the little girl. What
emerged from this was that she felt shameful, and des-
perately wanted to hide or disappear. She went back to
her adult perspective and told me she wished that little
girl would disappear or at least “grow up.” I suggested
a dialogue between the adult Kim and the little girl. As
the dialogue developed, the adult Kim began to feel sad
and realized that rather than wanting the little girl to
disappear, she wanted to hold and comfort her. She
didn’t see her as “unlovable” or “too much,” but in-
stead felt compassion for her loss and pain, and was
able to tell her so. This newfound ability to experience
compassion toward herself was a key in helping Kim
integrate her softer “little girl” feelings with her
“adult.” This occurred over a number of months as she
continued to work with these aspects of herself.

When we worked directly with Kim’s father she was
able to, in fantasy, tell him she was hurt and angry that
he hadn’t loved her enough to stay in her life even if he
had to leave her mother. She finished her tearful dia-
logue with him by saying “It wasn’t my fault you left.
You failed me, not the other way around.” She also be-
came aware that she had never been able to grieve the
loss of her father, that her mother would not tolerate
her tears and told her she had to be strong and that cry-
ing “wouldn’t do any good.” At that point she was able
to grieve the loss of her dad with me and have more of
a sense of closure.

In our sessions Kim came to see how the belief “I’m
too much” affected major aspects of her emotional and
interpersonal existence. This was especially evident in
how she experienced her relationships with men and
the type of contact she could have with them. She saw
that with her husband, she made no demands, rarely
got angry, and focused her attention on his needs to the
exclusion of hers. Our work included Kim experiment-
ing with new ways of interacting with her husband
such as being more assertive with her needs. Initially
this made her anxious. As we worked with the anxiety
and she realized the responses she feared were not
likely ways that Bill would respond to her, she became
less anxious and more excited and playful with the pos-
sibilities of being bolder about asking for things she
wanted. This affected all aspects of their relationship
including their sexual relationship.

A little over a year into the treatment, Kim reported
that she “couldn’t remember the last time” she had felt
depressed. She said she felt better about herself, her re-
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lationships, and the possibilities for her life than she
ever had. She began to spend less time working and
signed up for a beginning ballet class, which was some-
thing she had “always wanted to do.” She developed
closer relationships with a few women friends, reveal-
ing more personal things and accepting support from
them.

I asked Kim to reflect on where she was now and
where she had been when she entered treatment. Kim
reported that she felt more at peace with her parents,
even though she still felt sad about her childhood. She
said that it had been “life changing” to risk opening up
to another person and allowing herself to need and de-
pend on me. Kim saw the connection between her
process of shutting down on her feelings—her self-crit-
icalness, rejecting the little girl part of herself, avoiding
feeling her anger and grief, and not allowing herself to
need anything from others—and the depression she
had experienced for so long.

Kim and I agreed that she was ready to terminate
therapy and we allowed a month for this process. Given
Kim’s issues of abandonment and loss, it was important
to set an ending date and not dilute the fact that we
were ending by meeting less frequently. In this way
Kim had sufficient support and a structure for dealing
directly with the loss of her relationship with me. We
celebrated her gains together, and cried together. At
our last session we said goodbye in a complete way that
Kim said she had never had the opportunity to do with
anyone else.

A. Outcome

Growing up, Kim experienced a lack of awareness of
and responsiveness to her emotional needs from both
of her parents. Her father abandoned Kim completely,
and her mother was unavailable for Kim’s needs, re-
quiring Kim to attend to her needs instead. Kim’s cre-
ative adjustments involved both the awareness stages
and the action/expression stages of the figure forma-
tion/destruction process. She learned to cut off the ex-
perience of certain feelings and to avoid showing and
expressing them. The meaning she made of her father’s
leaving (“I’m unlovable” and “I’m too much”,) and in-
trojects like “Be strong” created her retroflective
process of cutting off and alienating aspects of herself,
focusing on the needs of others, and not showing or
expressing her own feelings and needs. This process re-
sulted in unfinished emotional situations in which she
had not been able to get closure. It resulted in the sense
of emptiness, lack of meaning and numbness that she

described at the beginning of treatment, as well as in
unsatisfying interpersonal relationships that lacked
depth. It also contributed to her career success, which
was in part based on her skill in attending to the needs
of others and her willingness to work hard so that she
would not be rejected or abandoned.

All of these issues emerged and were worked in the
context of the therapy relationship. As Kim’s awareness
increased, she was able to work through her fears and
reluctance, and to feel the need to express and show
her authentic feelings. She came to feel compassion for
a part of herself she had previously cut off and wanted
to be rid of, and through this experience of compassion
she was able to re-identify with and integrate this part
of her that included needs and softer feelings. She was
able to redirect her self-criticism and see that it was not
her being “too much” that caused her father to aban-
don her and her mother to be unable to attend to her
needs. She came to feel that her “little girl” had de-
served to be better taken care of.

In Kim’s relationship with me she could experience
my genuine caring and also see that when I was not
there for her, for example when I went on vacation, it
was not because she was “unlovable” or “too much.”
She learned to express disappointment with my limita-
tions, or anger at me for leaving, in a way that she had
never had the opportunity to do with her parents.

The therapy carried over to and influenced every as-
pect of Kim’s life and interactions. Her relationship
with her husband deepened, and she began to consider
what she wanted to do in her life besides working.
However, it was Kim’s relationship with herself that
changed most dramatically. Kim no longer criticized
herself or felt she was weak if she had feelings and
needs. She no longer cut off and numbed a major part
of who she was. She had greater range of emotional ex-
perience and expression. Kim understood that her life-
long depression was the result of ignoring, denying,
and cutting off her feelings, which led to an inability to
identify and act on her needs. This resulted in a lack of
closure on difficult emotional situations as well as un-
resolved issues of grief and loss.

VI. SUMMARY

The practice of Gestalt therapy is based on the philo-
sophical foundations of field theory, phenomenology,
and dialogue. Gestalt therapy is a process-oriented ap-
proach that focuses on the person/environment field.
The goal in Gestalt therapy is increased awareness, and
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change occurs through focused attention on “what is”
not by attempting to achieve a particular goal or
agenda. As the therapist brings himself or herself to the
meeting with the patient, a type of contact that is in it-
self healing becomes possible. Gestalt therapy is based
on a theory of health, and the focus is on how the pa-
tient interrupts his natural self-regulation process. The
method is experiential and experimental, relying on
meaning emerging from experience rather than inter-
pretation. Gestalt therapy has wide applicability with a
variety of patient populations, problems, and treatment
modalities. Research, while limited, indicates its useful-
ness for a variety of populations and issues.
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GLOSSARY

assumptive reality The newly acquired ability of early adoles-
cents to detect flaws and errors in adults’ thinking.

cognitive conceit Once early adolescents detect a singular
flaw in an adult’s thinking, they automatically assume that
adults are wrong in most other areas of logic.

cognitive disequilibrium During a transition from one cogni-
tive level of another, chaos reigns as the old system is dis-
carded before the new system is fully implemented.

concrete operational thinking Children, ages 6 to 12, view
everything from what they see, hear, or experience. They
are unable to go beyond the facts or immediacy of their
experience.

entitlement An exaggerated feeling, from infancy, that the indi-
vidual desires special treatment. This covers up the infant’s,
or is a projection of the parent’s own, poor self-esteem.

formal operational thinking The defining quality of early
adolescence. Early adolescents gain the ability to build
ideas, abstract theories, or concepts without regard to
whether they have been previously experienced. Early ado-
lescents now think about the future, what “could be,”
rather than just the past or present.

imaginary audience The belief early adolescents have that
everyone is as preoccupied with their thoughts, behaviors,

and feelings as they are. This dynamic causes them to feel
judged as defective and, hence, shamed in front of others.

narcissist, hypervigilant Hypervigilant to the slightest rejec-
tion, yearn to connect, extremely shy and inhibited, shun
attention, yet a hidden omnipotence, underlying sense of
defectiveness and shame, responds to an empathic ap-
proach in therapy.

narcissist, oblivious The classical narcissist, oblivious to the
reactions of others, arrogant and aggressive, self-absorbed
and seeks attention, impervious to hurt feelings of others,
a more confrontational approach works better in therapy.

personal fable Exaggerated sense of self that allows early
adolescents to believe that their parents could never have
experienced feelings or thoughts the same way they do.

psychic structure An unconscious mental function that al-
lows an individual to interact with the world. When the
system does not function well, the person is not able to
smoothly modulate feelings and interactions with the
world.

right brain The earliest, non-verbal part of the brain, the
amygdala, in particular. Includes the old limbic system. It
is active at birth. Functions include: facial recognition, re-
sponse to vocalization, and the startle response, that is, the
autonomic nervous system.

I. INTRODUCTION

Early adolescence, ages 12 to 14, is one of the most
creative and yet, most challenging times of one’s life. A
cognitive shift into abstract thinking, starting around
11 or 12, stimulates a disequilibrium that creates an
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internal chaos characterized by an extreme egocen-
trism, as well as intense affect states. This internal
chaos often causes early adolescents, especially males,
to emotionally disconnect from their feelings by dis-
avowal, dissociation, denial, or acting out.

This article focuses on a select group of early adoles-
cents, the exceptionally gifted, who typically have I.Q.’s
of 140 or higher. In later years, they often score 700, or
more, in each of the SAT subsets.

I first summarize several cases that illustrate the is-
sues that I frequently encounter with this age group. I
then present an overview of my psychanalytic approach
to working with this most fascinating group of young
teenagers. Following a section on Empirical Data, I
conclude with a summary of my work, with this group
of highly gifted youths. Understanding the characteris-
tics, dynamics, and psychotherapeutic approach of this
highly gifted group has helped my work with the over-
all population of early adolescents.

II. DESCRIPTION OF TREATMENT

Early adolescence is perhaps the most creative, yet
volatile time of one’s life. With the intense disequilib-
rium stimulated by not only the cognitive changes, but
physical, hormonal, sexual, and social changes, early
adolescents feel out of control; feeling out of control pre-
cipitates struggles with affect and self-esteem regulation.
This, in turn, stimulates early adolescents disconnecting,
emotionally, to avoid feelings of defectiveness, shame, as
well as a rage from being chronically misunderstood. An
additional component of this internal chaos is the strug-
gle early adolescents have, especially gifted ones, with
fitting into their family system. Extremely sensitive to
the internal life of their parents, gifted early adolescents
struggle with the inability of their parents to come to
terms with struggles in their own lives. Because of these
conflicts, gifted early adolescents live in a state of sup-
pressed, or often not so suppressed, rage, as they strug-
gle to find a niche within their family and society.

Although I occasionally have a gifted teenager who
openly talks to me and shares emotional struggles,
most, especially males, refuse to share intimate details
of their lives. Feeling totally vulnerable and wondering
whether I, too, will force them to continue to accept
the fallacies they see in their lives, walking into my of-
fice is a “life and death struggle.” With this state of
mind, my therapeutic goal with early adolescents is
quite simple—to help them and their families get
through early adolescence with the minimal amount of
emotional and physical damage.

I often work with early adolescents identified as,
“lazy.” Often, these individuals are actually exception-
ally gifted adolescents who are totally overwhelmed.
They struggle with intense perfectionism, a terror of
failure, a rage over chronic misattunements, as well as
feeling responsible for everything. These youths are hy-
pervigilant narcissists, who yearn to connect with their
parents. As they are not overwhelmed by intense rage,
or shame as oblivious narcissists are, and have not
given up their connection to adults, they are more re-
sponsive to “talk” therapy, than oblivious narcissists.
Such was the case with my first female adolescent, a 13
year old, who presented with behavioral problems at
home and academic problems at school. She was barely
achieving “C’s,” at her prestigious high school. Early in
therapy, she said,

If I try harder and get an “A” on a test, then someone
who used to get an “A” will get a “B,” then someone who
used to get a “B” will get a “C,” then someone who used
to get a “C” will get a “D,” then someone who used to
get a “D” will get a “F” and then someone who used to
get a “F” will get kicked out of school, and it will all be
my fault!

Working through her perfectionism, fear of failing, as
well as her feeling responsible for everything that hap-
pened around her, she began to work harder. Unfortu-
nately, a teacher did not acknowledge her increased
effort, which devastated her. Later, she connected with an
English teacher who recognized her increased efforts. Al-
though she became a honor student, she continued to
struggle with a series of disappointments due to her per-
fectionism.

Many early adolescents begin psychotherapy already
battling their parents over communication. Not want-
ing to recreate these power struggles, I have success-
fully treated numerous teenagers nonverbally. One
example is a 14-year-old male, I treated by playing dou-
ble solitaire. The “golden boy” in elementary school
and a straight “A” student in junior high school, his ar-
rogance, in 9th grade, alienated his classmates. One day
a row of gym lockers “mysteriously” fell over on top of
him. He stopped attending high school, his grades
dropped, and he became combative at home. During
our first meeting, with his parents present, he refused
to talk, answering everyone of my questions with,
“Everything is fine!” Refusing to talk, double solitaire
became a non-threatening form of interaction. Initially
playing hesitantly and noncompetitively, I matched his
playing skill, allowing him to win. These wins gave him
a renewed sense of being in control. Playing cards also
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helped him to become more assertive, while slowly
delinking his assertiveness from his aggressiveness,
which he experienced as destructive.

As most early adolescents respond better to actions
than to words, I fed him, gave him presents for his
birthday, took him for walks, and joked around with
him. Over time, as he became less perfectionistic, he
became increasingly competitive. The more he relished
beating me, the more comfortable he became with his
intense feelings, including his rage. As he gained
greater confidence, he slowly returned to doing well ac-
ademically. In addition, his relationships with his peers
and family improved. As family sessions, early in ther-
apy, were too volatile, his parents were seen separately.
I helped his parents to acknowledge and to support his
unique talents and future dreams. After 18 months of
twice a week psychotherapy, one day he announced
that, “Everything was fine,” and quit. Unexpectedly,
two years later, he returned to therapy. During his last
semester of high school, he talked, nonstop, openly
dealing with sensitive issues that he had desperately
fought to avoid talking about during our earlier work.

Early adolescents, whom I view as oblivious narcis-
sists, are even less able to self-regulate their feelings,
due to their intense rage toward and disconnection
from their parents. This was evident in one of my
highly gifted 13-year-old males, who, by junior high
school, was already involved with drugs, including co-
caine. He arrived, with his devoted parents, for his first
session, wearing Birkenstocks, a t-shirt with very
provocative lettering, shorts, and a mohawk haircut. He
was noncommunicative, other than to express, “There’s
nothing wrong with me!” “I’m fine!”

Working out of my house, he noticed my dog, a very
friendly, 65-pound Samoyed. Surprisingly, he asked me,
very politely, if my dog, Bushski, could come into our
sessions. Although totally disconnected, emotionally,
from adults, he could not resist Bushski giving him his
total, undivided attention. Slowly, with the help of Bush-
ski, Prozac, and our work together, he slowly emerged
from his depression. However, unable to view his
chronic drug usage as destructive, this issue remained
“off limits.” Immediately on graduating from high
school, he terminated, as he knew that his father would
not force him to continue. Although doing well in col-
lege, his poor self-esteem, unresolved rage, and use of
drugs left him emotionally vulnerable to setbacks.

A frequent problem I encounter, especially with bril-
liant early adolescents, is “school phobia.” Many of
these early adolescents are also hypervigilant narcis-
sists. They are more worried about leaving their moth-
ers, than a fear of being at school. Most have, from a

very early age, assumed responsibility for their mother’s
emotional well-being. In addition, they have difficulties
regulating their affects, which makes being away from
their mothers difficult. For example, one 13-year-old
female had to be forcefully removed from her mother’s
care for 6 months. Immediately after leaving her
daughter, the mother would call me for support of
“what she had just done to her daughter.” Her daughter
also slept in her parents’ bedroom at night, as she
needed her mother’s physical presence to emotionally
soothe herself. A combination of talking with this
gifted early adolescent, Prozac, and playing double soli-
taire, competitively, helped this teenager to feel more
comfortable with her feelings. Slowly, she gave up feel-
ing responsible for her mother’s emotional needs and
learned that her anger, at her mother, would not cause
her mother harm. Weekly family sessions helped both
parents to allow their daughter to express more intense
feelings and to facilitate her individuation. 

III. THEORETICAL BASIS

A. Cognitive Changes 
in Early Adolescence

There is a dramatic shift in cognitive functioning from
the “here and now” concrete operational thinking of la-
tency to the “future oriented” formal operational think-
ing of early adolescence. As a result, early adolescents,
even more so brilliant ones, are confronted with a devel-
opmental milestone in cognitive functioning that is very
similar to the toddler. They must grapple with the ex-
citement of being exposed to a rapidly expanding world
of information and ideas, while also struggling with the
terror of becoming insignificant and lost in the sudden
and massive expansion of their universe.

This cognitive shift stimulates a tremendous creative
spurt, as well as a massive disequilibrium. This disequi-
librium is further intensified by the physical, hormonal,
sexual, and social changes that bombard them. Under
such an assault, early adolescents are suddenly unable to
easily assimilate the massive influx of information that is
pouring in around them. This creates a “softening” of
their psychic structure, that is, issues having an emo-
tional component, even if a minor one, create massive
changes in how they react or accommodate to a situa-
tion. As a result, this “softening” of the psychic structure
of early adolescents, particularly gifted ones, often dis-
rupts their maintaining a solid sense of self. This “soft-
ening” intensifies their reliance on external sources to
maintain a sense of well-being. Unfortunately, with early
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adolescents struggling for increased freedom from their
parents, early adolescents often reach outside the family,
toward peers, for their primary emotional support.

In addition, the resulting volatility of early adolescents
manifests itself in a dialectic of creative expansiveness,
moodiness, impulsiveness, self-centeredness, and a ter-
ror or intolerance for things that are different. This
volatility causes self-esteem problems, which again
draws early adolescents even closer to their peers who
are also drowning in their own shame. Often, they hide
their struggles, rage, and depression through the use of
drugs, as well as antiauthority and sexual activities.

B. Characteristics 
of Early Adolescents

Characteristics that are stimulated by the cognitive
shift, in early adolescence, include the “imaginary au-
dience,” where they feel that others are always watch-
ing and judging them; the “personal fable,” in which
they feel that no adult has ever emotionally experi-
enced anything like they’ve experienced before; “as-
sumptive reality,” where they realize that they now
know more than their parents; and “cognitive conceit,”
where they now believe that because they know more
than adults in one area, adults are dumb. This combi-
nation, along with brilliant early adolescents’ strug-
gling with either pleasing their parents or openly
challenging the pathological “family illusions,” leaves
early adolescents feeling emotionally vulnerable and
isolated from their parents. In turn, this vulnerability
stimulates much of the early adolescent’s egocentrism,
narcissism, and volatile moods and behaviors. As a
consequence, many early adolescents, especially gifted
early adolescents, use a heightened sense of entitle-
ment, as well as omnipotence to protect themselves
from feeling so vulnerable, especially from counterat-
tacks by their overwhelmed parents.

C. The Infant Morality System

While early adolescence can be an exceptionally fas-
cinating and creative time, it is also a very difficult time.
This is particularly true for gifted teenagers. The more
brilliant they are as toddlers, the earlier they begin to
judge their world. Hence, the more primitive their judg-
ments are. This intense primitiveness creates an inner
world that is very “black and white,” “all or nothing,”
perfectionistic, rigid, cruel, unrelenting, and unforgiv-
ing. Trying to make sense of the bewildering world
around them, infants also take responsibility for every-

thing that happens around them. This system, which I
refer to as the infant morality system (IMS), occurs by 3
years of age. Soon thereafter, these now brilliant chil-
dren must also struggle with the illusions within their
family system. Hypervigilant narcissists, who are hyper-
sensitive to the slightest emotional withdrawal by their
parents, must often give up many of their own feelings
and perceptions to remain connected. Those who be-
come oblivious narcissists are devastated by intense
chronic misattunements. Their protective rage against
their parents often prevents them from experiencing in-
timate connections later in life.

Years later, when the dynamics of “the infant moral-
ity system” are added to the early adolescent’s cognitive
disequilibrium, life becomes overwhelming. Internally,
gifted early adolescents are further overwhelmed by an
even greater intensity of perfectionism, criticalness,
and rigidity, as well as intense struggles with defective-
ness and shame. Externally, they struggle with whether
to accept what they see as the hypocricy of the parental
system, or to fight it. These conflicts often devastate
parents, as they experience their early adolescents ex-
plosively projecting all of their struggles onto the rest
of the world.

D. Protective Mechanisms

Terrified of their own emotional regression, feeling de-
fective, overwhelmed by shame, and struggling with a
blind rage, early adolescents often protect themselves by
emotionally regressing to earlier protective mechanisms
including: disavowal, dissociation, and denial. This dis-
connection helps foster the volatility and rigid nature of
the regulatory systems of this age group.

E. Affect and Self-Esteem Regulation

As the cognitive disequilibrium intensifies, affect
regulation becomes tenuous. The “softening” of their
psychic structure makes it difficult for early adoles-
cents to modulate intense feelings, whether positive or
negative. Constantly feeling overstimulated, early ado-
lescents struggle to “hold on to” whatever unconscious
sense they have, from infancy, that “Everything will be
okay.” This intense unsettledness leaves early adoles-
cents at the mercy of external sources to help them
modulate their feelings. Once again, fighting for inde-
pendence, early adolescents frequently shut out their
parents. The result is that an important external source
for the maintenance, repair, and integration of the self
is unavailable, at a time of greatest need. This leaves
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early adolescents depending almost exclusively on
their peers to help them to modulate their feelings. Un-
fortunately, their peers are just as destabilized, as they
endure the same stress and struggles.

The same cognitive disequilibrium also creates a ten-
uousness in their self-esteem regulatory system. Con-
tinually struggling with perfectionism, feeling defective,
drowning in shame, as well as flooded with rage, bril-
liant young teenagers tend to hear and react mostly to
negative comments. Fearful of being attacked, creative
ideas, exciting events, or anything that feels vulnerable
to criticism is hidden from their parents. Once again,
the ensuing vulnerability creates an intense need for ex-
ternal supports. As with affect self-regulation, young
teenagers, in particular brilliant ones, gravitate toward
their peers. These peers are often breaking away from
parental authority, through drug usage, delinquency,
and sexual acting out.

F. Consolidation of Formal
Operational Thinking

A major milestone signifying that early adolescence
has ended is the lessening of their internal chaos. This
lessening of the internal chaos is due to the consolida-
tion of formal operational thinking, as well as to the di-
minishing of their physical growth spurts, surging
hormones, changes from sexual maturation, and social
changes at school.

As a result, the psychic structure of midadolescents
once more becomes “solid.” With this consolidation,
midadolescents have a growing ability to self-reflect;
they can think before they act. This calmness, facili-
tated by a diminishing of their rage, allows for more
stable affect and self-esteem regulatory systems. Conse-
quently, mature adolescents can deal with more emo-
tionally complex issues, with far less internal chaos and
disruption of their psychic structure. Teenagers who
are still experiencing difficulties at home, with peers, or
in school, by 11th grade, are still lost in the ongoing
struggles of early adolescence. Without a “solid” psy-
chic structure, they are at risk for failure in their im-
pending entrance into the “adult world.”

IV. EMPIRICAL DATA

The few studies that deal with the value of psychoan-
alytic psychotherapy often show that different theoreti-
cal orientations have similar results. Thus, it is the
interactions between the patient and therapist and not

one’s orientation that facilitates meaningful psychic
change. My focus, for years, has been an intersubjective
model, which focuses on the importance of the dyadic
interaction. This interest in dyadic interactions has also
led me to study the right brain (the old limbic system),
where affects, vocal timing, and facial recognition are
part of an early, unconscious, action-oriented process.
The closer we can recreate these nonverbal right brain
interactions between mother and infant in our work,
the deeper and more meaningful the psychic changes
will be in our patients. This has particular relevance
when working with gifted early adolescents. As most
early adolescents, in treatment, are depressed, of equal
importance is the use of SSRI’s. Studies show the value
of combining psychotherapy, with medication, to pre-
vent a relapse of their depression.

V. SUMMARY

In summary, early adolescence, is a time of great ex-
citement, enormous creativity, as well as tremendous
volatility. The leap into formal operational thinking cre-
ates a disequilibrium that overwhelms early adolescents,
especially gifted ones. The ensuing chaos stimulates not
only a creativity, often unsurpassed in one’s life, but also
an emotional volatility and regression. This volatility cre-
ates a “softening” of their psychic structure, which leaves
the well-being of early adolescents susceptible to external
sources, including parents and peers. However, this “soft-
ening” also presents an important opportunity for “cor-
recting” past negative unconscious expectations. Healthier
interactions, whether by peers, parents, therapists, teach-
ers, or others, allow for the layering of new unconscious
patterns about relationships and the world. This potential
for layering new expectations is even more crucial for
gifted youths, as they tend to be so negativistic about
their world. This negativity is not only due to their per-
fectionism and criticalness, but also to their struggle of
whether they adapt to, or reject, the family illusions.

Psychotherapy with this age group is often extremely
difficult, especially with gifted early adolescents. They
experience overwhelming stress over perfectionism and
a fear of failure. In addition, their sense of defectiveness,
overwhelming shame, and intense rage causes even the
most brilliant youths to use their incredible intellectual
talents to avoid their inner chaos and feelings, through
disavowal, dissociation, denial, or through acting out.

Working with families is crucial, as the psychother-
apist of adolescents must recognize the impact of their
validating their patient’s perceptions and feelings
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about their family, friends, and even themselves. Al-
though needing to support their patients, premature
unleashing of their hurt and rage, from chronic misat-
tunements by their parents, can leave long-lasting
emotional scars.

The consolidation of formal operational thinking co-
incides with the lessening of the physical, hormonal,
sexual, and social changes. With the lessening of their
rage contributing to a calmer internal world, midado-
lescents now have a more solid psychic structure,
which facilitates their exciting adventure into the
world outside their family.
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ABAB design A type of single-case design that evaluates the
effects of intervention through the repeated alternation of
baseline (A) and intervention (B) phases.

differential reinforcement of low rates of behavior A schedule of
reinforcement in which individuals receive reinforcement if
their behavior or responses during a particular time period
are kept below or equal to some specified criterion level.

group-oriented contingency A contingency in which some be-
havior is required of a group of individuals and the presen-
tation, or loss, of a reinforcer is based (i.e., contingent) on
the performance of a subset of or the entire group.

interdependent group-oriented contingency A group-oriented
contingency, such as the Good Behavior Game, that re-
quires some collective level of group behavior or perform-
ance in order for the group to receive reinforcement.

internal validity The extent to which the results of an exper-
iment can be attributed to the independent variable or
treatment only.

multiple baseline design A type of single-case design in
which intervention is introduced sequentially across dif-
ferent individuals or groups, behaviors, or settings at dif-
ferent points in time.

single-case experimental design A methodology used to
make inferences that an observed change in behavior is
causally related to the implementation of an intervention

procedure rather than extraneous factors by comparing
performance under different conditions applied to the
same individual or group of individuals over time.

The Good Behavior Game (GBG) is a type of inter-
dependent group-oriented contingency management
procedure used primarily for behavior management in
classrooms and school-related settings. This article
describes the game’s components, theoretical under-
pinnings, as well as the variety of adaptations and ap-
plications that have been used since its inception.

I. DESCRIPTION OF TREATMENT

As initially reported in 1969 by Harriet H. Barrish,
Muriel Saunders, and Montrose M. Wolf in their semi-
nal article in the Journal of Applied Behavior Analysis, the
GBG is a group-oriented contingency management pro-
cedure that has been used primarily to control the dis-
ruptive behavior of students in classrooms and other
academic settings. In its original and most basic form
the GBG includes only a few integral components that
have been used with various modifications in numerous
empirical investigations since its initial introduction.

In the game, the class is divided into two or more
teams, and team names are posted on the blackboard.
Target behaviors (rules) are established and defined that
must be followed (or existing classroom rules may be
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used). The teacher places marks on the blackboard under
a team name whenever a child on that team violates one
of the rules. At the end of a period of time (e.g., end of
class period, morning, afternoon, end of day) the team
with the fewest marks wins the game and receives an
agreed on reward(s) (e.g., extra free time, special privi-
leges, victory tags, etc.). Further, any and all teams can
“win” if they keep below a preestablished criterion num-
ber of marks.

In Barrish, Saunders, and Wolf’s original study, a
fourth-grade class was divided into two teams. The class
was informed that they would play a game in which
team members would earn marks (placed on the black-
board) against their team for talking out or being out-of-
seat. The team with the fewest marks, or both teams if
neither team received more than five marks, would win
the game and receive special privileges (e.g., wearing
victory tags, stars on a winner’s chart, lining up first for
lunch, 30 min. of free time at end of the day). The game
reduced talking and out-of-seat behavior and was popu-
lar with students and school officials. Systematic analysis
of the game’s major components by others have found
that the effective components include dividing the class
into teams, setting criteria for winning, and reinforce-
ment for the winning team.

Although most applications of the GBG have been for
the management of disruptive classroom behavior and
typically teams must avoid the accumulation of points,
another variation has also been used effectively in which
teams earn points for appropriate, prosocial behaviors.
The game has also been used successfully for academic
behaviors such as assignment and work completion, ac-
tive participation, attention to task, and even written ex-
pression. In addition to daily rewards, weekly rewards are
also frequently used. The game can be designed to be as
simple (i.e., following the above-minimum components
only), or as complex as desired. The simpler and more
basic the game is kept, the better. Otherwise, teacher
monitoring and implementation become overly cumber-
some and unwieldy, thus defeating the purposes and at-
tendant advantages of the game. At least two teams are
needed to capitalize on team competition, although more
than three teams can result in monitoring difficulties.

II. THEORETICAL BASES

A. Differential Reinforcement 
of Low Rates

The GBG is based on a particular schedule of rein-
forcement referred to as differential reinforcement of
low rates (DRL). In such an arrangement the group or

team receives reinforcement if their behavior or re-
sponses during a particular time period are kept below
or equal to some specified criterion level. Because the
GBG is a type of interdependent group-oriented contin-
gency, it also utilizes features of group competition and
conformity (discussed further later).

B. Group-Oriented Contingencies

Group-oriented contingencies have been classified
into three types: (1) independent, (2) dependent, and
(3) interdependent. Independent group-oriented contin-
gencies require the same response requirements from all
members of the group, but access to reinforcement for
each individual is based solely on that member’s own be-
havior (e.g., “whoever turns in a rough draft of their
project by Friday morning can have extra free time Fri-
day afternoon”). Dependent group-oriented contingen-
cies make the group’s access to reinforcement dependent
on the performance of a selected individual or individu-
als (“On Friday morning’s spelling quiz, if Erin and An-
drew can improve their spelling grade by 10% above
their scores from last week, we’ll all have extra recess
time Friday afternoon”). Interdependent group-oriented
contingencies, such as the GBG, require some collective
level of group behavior or performance in order for the
group to receive reinforcement (“If the class average is
80% or higher on our spelling quiz, we’ll all have extra
recess time Friday afternoon”). In this latter arrange-
ment, although some individual students may not meet
the criterion, all students are reinforced as long as the
group meets the criterion.

Contingencies that are applied individually in class-
rooms to manage disruptive and/or appropriate behavior
can be impractical for teachers and generally difficult to
manage. Group-oriented contingencies on the other
hand, particularly the interdependent variety like the
GBG, have several advantages in that they tend to be eas-
ier to manage, more efficient, and require less teacher
time because individual contingencies do not need to be
monitored; less time is required when the same rein-
forcer is used with all students. In addition, group-ori-
ented contingencies avoid common concerns of teachers
that a particular student will be singled out and treated
differently. They may also increase prosocial and cooper-
ative behaviors among students. Group-oriented contin-
gencies have been found to be at least as effective as
individual contingencies, if not more so.

The GBG also capitalizes on team competition and is-
sues related to group conformity and peer influence. The
peer group is essentially used to assist in managing be-
havior. Quite typically, attention from one’s peers often
works against the classroom teacher by reinforcing and
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maintaining disruptive behavior. However, in interde-
pendent group-oriented contingencies like the GBG,
students either withhold their social attention (e.g.,
laughs, snickers, smiles) for disruptive behavior by
peers, or substitute disapproval for this social attention.

Although the peer influence that operates in the
GBG can be an advantage, researchers have also noted
potential disadvantages of this influence. Some, for ex-
ample, have cautioned that this peer influence can be-
come undue peer pressure verging on harassment
toward the individual(s) who may not be capable of
performing the necessary behavior. Students may com-
plain about a lack of fairness of the system when others
cause the loss of privileges or rewards and may direct
their frustrations (which can escalate into aggression)
at the offending student(s). Direct proactive measures
taken in one study by the teacher to guard against po-
tential excessive group pressure consisted of her warn-
ing that such pressure toward an offending student
would not be tolerated and would result in a meeting
with the teacher for corrective action.

Finally, some children may find it reinforcing to “sab-
otage” a program or refuse to conform to the classroom
rules, thus continually causing the group or team to lose
rewards as found in serveral studies. In such instances
the offending student may be temporarily or perma-
nently dropped from the game, their points not counted
against a team, or a separate team may be formed with
those offenders so as to not penalize other team mem-
bers. Some investigators have used a combination of in-
dividual and group-oriented contingencies, which
others have suggested may ultimately be optimal, to
overcome this potential problem of sabotage. Others
suggest the randomization of components (reinforcers,
target behaviors and criteria, contingency, and students)
in interdependent group-oriented contingencies like the
GBG to overcome many of these problems associated
with undue peer pressure and sabotage.

III. EMPIRICAL STUDIES

Empirical investigations of the GBG have found it ef-
fective in its original form and in a number of modifica-
tions and adaptations in a variety of settings for
numerous target behaviors (both academic and social)
and age groups.

A. Single-Case 
Experimental Designs

Researchers have typically employed some type of
single-case experimental design methodology in evalu-

ating the effects of the GBG. Single-case designs derive
their power to rule out alternative explanations of treat-
ment effects (i.e., internal validity) by comparing per-
formance under different conditions applied to the
same individual or group of individuals (as in the GBG)
over time. In most investigations of the GBG, perform-
ance or behavioral data from the group or class is aggre-
gated and evaluated as would be done with data from a
single individual.

The most commonly employed single-case experi-
mental designs in studies of the GBG have been either
one of the types of phase change designs (e.g., ABAB,
etc.), the multiple baseline design, or combinations of
the two. In an ABAB design, the first A phase usually
consists of baseline observations and measurements
prior to implementation of the intervention (e.g., the
GBG). The first B phase usually comprises the imple-
mentation of the game. After observing the effects of the
game on the teams’ or class’ behavior (e.g., a reduction of
disruptive behavior) for a period of time, it is withdrawn
during the second A phase (i.e., second “baseline”). Fi-
nally, the game is reintroduced in the second B phase.
When the teams’ behavior changes reliably and in pre-
dictable directions during this sequence of phases, it can
then be concluded that the game accounts for these ef-
fects. A multiple baseline design begins with baseline ob-
servations collected on two or more classes, settings
(e.g., math versus reading instruction), or behaviors at
the same time. The game is then introduced at different
points in time across the groups, settings, or behaviors.
If the game produces beneficial results on behavior when
and only when it is introduced, it can be concluded that
the game only is responsible for the change rather than
other alternative factors. A few studies also gradually
have made the criterion number of points allowable
more stringent during treatment phase(s). All the stud-
ies that have manipulated the criterion number of points
have found that teams adjusted their behavior to coin-
cide with the changing number of allowable points.

B. Target Behaviors

Most applications of the GBG have targeted prima-
rily disruptive forms of behavior such as talking, being
out-of-seat, name calling, cursing, and verbal/physical
aggression. In these studies teams usually must avoid
the accumulation of points.

Some researchers have expressed concerns regarding
the GBG’s overemphasis on disruptive behavior and neg-
atively stated rules. To address these concerns, for exam-
ple, one study allowed merits to be earned for work
completion and active class participation that would
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negate some of the already earned negative marks
against second-grade teams. In another study, other in-
vestigators stated rules positively and included student
input into rule formation for fourth graders. Other mod-
ifications in which teams have earned points for appro-
priate, prosocial behaviors have likewise found the game
effective. One investigation used The Principal Game in
which teams in a disruptive fourth-grade class earned
points and teacher praise for being on-task, and the win-
ning team(s) was visited and praised by the principal.
The game was somewhat more effective than individual
contingencies in increasing on-task behavior. Another
study implemented the Astronaut Game in which first
graders were divided into astronaut teams and earned
tokens for completed seatwork and good astronaut be-
havior. The game was successful in decreasing inatten-
tiveness in a target student and increasing completed
seatwork for the class. In the first application of the GBG
with preschoolers, researchers increased compliance
using only positive procedures (accumulation of smiley
faces or dinosaurs, prizes, praise). Teams consisted of
two-member pairs only; noncompliance was ignored.
The game was successful in increasing compliance in
both pairs of preschoolers. In a unique application of the
GBG in a physical education class, the GBG was success-
ful in reducing inappropriate social behaviors and in-
creasing appropriate social behaviors but was not
successful in appreciably affecting the quality of fourth-,
fifth-, and sixth-graders’ volleyball skills.

Probably one of the unique applications of the game
targeting non-school-related behavior was the Good
Toothbrushing Game in which the oral hygiene skills
of first- and second graders were targeted. Two teams
were formed in each class, and the object of the game
was to be the team with the cleanest teeth. Four chil-
dren from each team were randomly selected each day,
and the team with the lowest score on an oral hygiene
index won. The winning team had their names posted
on a winners’ poster and received a “scratch n’ sniff”
sticker. Children were also praised for low scores and
received feedback regarding areas of their teeth not
brushed well. The game was effective in improving stu-
dents’ hygiene scores.

A “no tattling” rule was added in one study to over-
come problems of students raising their hands to tell the
teacher of students breaking rules. In addition to talking,
out-of-seat, and following directions, another group of
researchers also targeted tattling as well as “bothering
one’s neighbor” with their second-grade participants.

Another series of studies found first graders who
participated in the GBG were rated lower in aggression

and shyness by their teachers at the end of the year
compared to their beginning-of-year ratings. These re-
searchers later reported that the first-grade males who
were initially rated high in aggression at the beginning
of first grade, and who participated in the GBG
throughout first and second grades, had lower teacher
ratings of aggression in fourth and fifth grades, and into
middle school. Thus, the GBG may serve a preventive
function for aggressive young boys.

In addition to its applications with social behaviors,
the game has also been used successfully with academic
behaviors. One study that included a merit component
in the GBG, in which teams could have negative marks
erased for merits earned for assignment completion and
for active class participation, produced increased rates
of completed math assignments with 75% accuracy for
the entire class, and even more so for two target chil-
dren with histories of behavioral difficulties. First-grade
students in another study showed an increase in work
completion as a result of the game. Other researchers
employed the Good Writing Game, a modification of
the GBG in which fourth-, fifth-, and sixth graders at-
tending a nonremedial summer school session earned
points for usage of various parts of speech in written
stories. The game resulted in an increase in composi-
tional variables as well as ratings of creativity of written
stories. Finally, although not a direct target of the GBG,
another study found slight increases in math accuracy
in fifth-grade participants.

C. Participants

Participants in a majority of the studies conducted
with the GBG have consisted primarily of elementary-
age students (first through sixth grades). Also, although
not always specified, most studies have been conducted
either with regular education students or students who
have had some history of behavior management difficul-
ties. Only a few investigations of the GBG have been
conducted with students with disabilities. One study
employed a modified version of the game to effectively
reduce class levels of disruptive behavior with 6- to 10-
year-old students with mild mental retardation. Another
study that combined self-management and peer-moni-
toring procedures in a variation of the GBG successfully
reduced uncontrolled verbalizations in third-grade stu-
dents with Attention Deficit Hyperactivity Disorder. Re-
searchers have also individualized the GBG across types
and frequencies of a variety of inappropriate behaviors
for three classes of 15- to 17-year-old students with emo-
tional disturbance. The individualized GBG was success-
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ful in decreasing inappropriate behaviors for these ado-
lescents. Two studies successfully used the game with a
wide age range of students with disabilities, from 9 to 20
years of age and from 12 to 23 years of age.

The youngest students with whom the GBG has been
used thus far has been preschoolers. The researchers
increased compliance in two pairs of preschoolers
using only positive procedures. The GBG has also been
used in a hospital setting with adults. In this study, the
Good Productivity Game was used with four hospital
residents who were trainees at a rehabilitation industry
to increase their work output for a task for which they
were paid a wage.

Last, the only cross-cultural application of the GBG
used the game with Sudanese second graders. The
game, patterned very closely after the original version,
was successful in reducing talking and out-of-seat be-
havior, as well as aggression.

D. Reinforcers

One advantage of the GBG is that teachers can use
those reinforcers that naturally exist in most elementary
classrooms. For example, a common group of reinforcers
used in many studies has been some form of free time,
extra recess, or activity time. Other rather commonly
available reinforcers also used have included various ed-
ible treats (e.g., candy, cookies, etc.). Still other privi-
leges available that have been used consist of lining up
first for lunch, public posting of results, going to library,
helping the teacher, reading, playing games, working on
special projects, viewing film strips, listening to records,
serving as a tutor, and going outside to talk or read.

Unique and less commonly used rewards have con-
sisted of leaving school 10 min. early at the end of the
day, a special visit from the school principal, early work
termination, a party and pencils, a weekly commenda-
tion letter or a positive note to a dorm counselor, or
lunch with a staff member. Even many of these less
commonly used reinforcers are often available or could
be available in many or most classroom settings with a
bit of planning and forethought.

E. Consumer Acceptance

In studies that have reported consumer (i.e., students,
parents, teachers) attitudes and reactions to the GBG,
most reports suggest that the GBG has been generally
found to be popular and acceptable. The very first inves-
tigation of the procedure reported that the GBG was
popular with teachers and school officials. Sudanese stu-

dents, teachers, parents, and the principal were pleased
with the game in the one cross-cultural investigation of
the game. Other studies have likewise reported that the
game was acceptable or even highly acceptable to partic-
ipating students and teachers. One study that used a
variation of the GBG but without team formation or im-
mediate feedback to students on rule violations reported
that students and teachers preferred the individual con-
tingency compared to the interdependent group-ori-
ented contingency (modified GBG). In general, it
appears that the GBG is usually popular and acceptable
with students and teachers. For students it can be excit-
ing (group solidarity and cooperation) and provides re-
inforcers for work and self-control that may not have
been present previously; for teachers, in addition to its
demonstrated effectiveness, the GBG can be an efficient,
easy to manage, time-saving procedure. Finally, an addi-
tional feature of the GBG that may contribute to its util-
ity and popularity is that at least one study has reported
that the game did not require rigorous compliance to be
effective. These researchers concluded that the system
may be robust enough such that complete adherence is
not necessary to achieve meaningful behavior change.

IV. SUMMARY

The GBG is a form of interdependent group-oriented
contingency management procedure that is used for the
management of behavior primarily in classrooms and
other academic settings. The game is designed to be
time efficient and easy to manage for teachers and is
usually used with an entire classroom in which two or
more teams are formed, criteria are set for winning the
game, and reinforcement is provided to the winning
team. It capitalizes on team competition and peer influ-
ence in that the peer group assists in managing behav-
ior, although some care must be taken to ensure that
this peer pressure does not become excessive. The GBG
is usually popular with students and teachers and has
wide applicability and versatility; its efficacy has been
demonstrated with many social and academic behaviors
in a variety of settings with a number of modifications
and adaptations for many age groups.
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Most people experience the loss of a loved one as a
painful, confusing, and disruptive event. Several ap-
proaches to therapy with grieving persons have been
widely applied. The two most well-known models of
grief therapy are J. William Worden’s “tasks of mourn-
ing” and Robert Neimeyer’s “meaning reconstruction.”
Both of these approaches offer valuable specific thera-
peutic interventions. When applied well, they allow for
the expression of feelings and provide bereaved per-
sons with important opportunities to make sense of
their grief experiences. Perhaps most significant, such
grief therapies provide grieving persons with an impor-
tant opportunity for self-perception and self-definition.
Although grief therapy may be done in either individ-
ual or group contexts, group settings usually offer the
advantages of support from others, of engaging in al-
truistic behaviors toward others, and of the recognition
of some degree of universality in one’s experiences.

I. FOUR TASKS OF MOURNING

There are four tasks in the mourning process, ac-
cording to William Worden. The first task is to accept

the reality of the loss (death). On one level, this is
straightforward: the facts of the loss need to be recog-
nized. On another level, there are two other, more sub-
tle, aspects of the loss—the meaning of the loss and its
irreversibility. To accept the meaning of the loss means
to recognize its significance. When a bereaved individ-
ual gets rid of all reminders of the deceased, or engages
in forgetting the lost person, or denies the intimacy, im-
pact, or importance of that person then it is likely that
he or she has not engaged in the task of accepting the
reality of the loss. Thus, the first principle of grief ther-
apy is to help the survivor actualize the loss. This is ac-
complished primarily by facilitating the survivor’s
talking about his or her experience of the loss.

The second task of mourning is to acknowledge and
work through the pain of grief. This is a particularly
difficult task because no one wishes to feel such pain.

First, grieving persons may actively seek to avoid
painful feelings and thoughts. They may, for example,
use thought stopping, they may idealize the deceased
to allow themselves only fond memories, they may use
alcohol or other drugs, or they may even try a “geo-
graphic cure” (e.g., selling the house and moving
away). Second, friends may prefer to avoid the pain of
the grieving person’s experiences. This leaves the
griever isolated. Finally, therapists themselves may
avoid the griever’s pain in therapy. In conceptualizing a
case, therapists may reduce the pain of grief to a con-
cept with which they may be more comfortable within
their theoretical framework. Above all, therapists may
give in to an impulse to help. For some, this may mean
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wanting to take away the pain. It is extremely impor-
tant for therapists to recognize their inability to take
away the other person’s pain. The therapist’s role is to
both sit with the person’s painful feelings and to help
him or her express these.

A particular set of feelings should be noted at this
point. Anger is commonly experienced but not always
readily expressed by bereaved persons. They often har-
bor anger toward the deceased and toward God, fate, or
life in general. It is usually a fruitful therapeutic exer-
cise to ask “In what ways have you been angry with …
(God, etc.)?” Permission to express such anger usually
results in a sense of relief at a burden lifted and at not
being alone in having such feelings.

The third task of mourning is to adapt to an environ-
ment in which the deceased is missing. A deceased per-
son has often played many roles in the survivor’s life.
Sometimes these roles do not become apparent until
some time after the death when the survivor is coping
with the everyday tasks he or she must now take over.
At this time, it is usually therapeutic to problem solve
in concrete ways.

In some cases, the survivor’s self-definition has de-
pended heavily on his or her relationship with the de-
ceased person. In such cases it is often helpful to
engage the survivor in an active process of self-percep-
tion. Group therapy is an especially powerful venue to-
ward this end.

Self-perception theory, as first articulated by Daryl Bem
in 1972, asserts that we come to know ourselves in the
same way that we come to know others: by observing our
own behaviors in various situations. In a bereavement
group, members can have many opportunities to engage
in altruistic, supportive, and empathetic behaviors to-
ward other members. The group leader points out and
labels these kinds of behaviors as they occur and encour-
ages the group member to notice what sort of person
would do these things. Under such conditions members
can begin to see themselves not as confused and grieving
but as active and engaged with others.

According to Worden, the fourth task of mourning is
“to emotionally relocate the deceased and to move on
with life.” It is unclear from his writings if this is in-
tended to be a resolution of the grieving process. In
therapy, it is often more useful to facilitate the grieving
person’s recognition that the lost person is never really
forgotten and in that sense that the grieving process
never ends. Nevertheless, it is possible to go on with
other loving relationships. Such recognitions on the
part of the client represent a valid therapeutic goal.

This model has several strengths. It places a strong
explicit emphasis on the feeling experiences of grieving

persons. It is relatively easily understood and applied
without necessarily relying on its psychodynamic un-
derpinnings. Perhaps most significant, by presenting
“tasks” it provides a structure for the grieving person as
well as for the therapist. In the face of the intrinsically
confusing experiences of grief, a set of tasks can pro-
vide grieving persons with a sense of order, self-con-
trol, and self-determination in their lives.

The main criticism of this approach is its implicit
stagelike quality. It is very tempting to fit all grieving in-
dividuals into a mold of “working through the stages”
(tasks) of grieving. Nothing could be less therapeutic.

II. MEANING RECONSTRUCTION
WITH GRIEVING PERSONS

Another widely accepted approach to grief therapy is
a reconstruction of meaning model. Robert Neimeyer,
the editor of the journal Death Studies, has most effec-
tively articulated this highly idiographic model. This
approach emphasizes the uniqueness of individuals’ ex-
periences of grieving. The basic premise is that the revi-
sion of one’s life story in response to a loss is the central
process in grieving. Grief therapy is, therefore, prima-
rily an opportunity for grieving persons to tell their sto-
ries in ways that will help them to make sense of loss
and of life.

This approach views life itself as a story-telling
process. People “write” and rewrite their stories and thus
develop a sense of meaning, purpose, and identity.
Losses, particularly through death, disrupt our stories.
They may invalidate or threaten beliefs and assumptions
that have lent meaning and order to our lives. Significant
losses often trigger a search for meaning. Consequently,
grief therapy is focused on a retelling or reconstruction
of the grieving person’s narrative. This work is done in a
way that will allow the survivor to once again find mean-
ing in life in the context of a new reality.

Such grief therapy often consists of a variety of activ-
ities, all intended to facilitate self-reflection, a search for
meaning, and ultimately a new story about oneself.
Writing letters to the deceased may help the grieving
person not only to express feelings but also to place the
deceased into the context of a new reality (without the
deceased person). Keeping a journal can help grievers
to label their own experiences during a loss and after-
ward. Putting together a book of memories can help to
affirm the importance of the lost person for the griever.
It can also underscore both those aspects of the griever’s
self that he or she chooses to hold on to after the loss
and those aspects that he or she chooses to change. For
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some, writing poetry can serve all of these functions but
in metaphorical, indirect, and subtle ways.

For others, less verbal techniques can be more pro-
ductive. Such activities include drawing stories of
events in one’s life, including a drawing about the loss.
Compiling a book of photographs (perhaps mixed in
with drawings) can be effective for some. These less
verbal activities can become small rituals. Indeed,
many personal rituals can symbolically express griev-
ers’ feelings and help them to put their experiences into
the context of their life narratives.

Authoring an autobiography has been considered a
good opportunity to redefine oneself. However, writing
an autobiography can be a daunting exercise, even for
the best writers among us and even without the pain of
grieving. One specific format, sometimes employed in
addictions counseling, that lends itself to telling one’s
story is an exercise known as “lifeline.”

Constructing a lifeline consists of drawing a line
graph of the experiences of one’s life along a horizontal
axis that can be divided into 10-year increments. The
line goes up or down as it traces events through the
years, to reflect one’s feelings during those events. The
vertical axis can be described as a feeling meter. Thus,
the drawn line goes upward when feelings were happy
and downward when one’s feelings were sad.

A lifeline completed in a group therapy context can be
very powerful. Each group member narrates his or her
own life using the lifeline as an anchor. (It may be used
as a visual aid while telling one’s story, but this isn’t nec-
essary.) Saying one’s story to others is important because
it allows others to accept and validate one’s experiences.

Saying one’s story aloud allows narrators to hear
themselves. Hearing one’s own story is an instance of
self-perception. One learns about oneself by observing
one’s own behavior and constructions. Thus, the thera-
pist’s role is to draw the narrator into an active process of
recognizing who he or she is. In this way, grief therapy
can be a process of self-perception and self-definition.

There are several strengths of the meaning recon-
struction approach. First, this is ultimately an existen-
tially oriented approach to a peculiarly existential
dilemma of human life. It begins with people’s search
for meaning in the face of loss. Second, it encompasses
a variety of techniques with the goal of helping grieving
persons to make sense of their lives again. Third, seri-
ous research efforts have been made within this school
of thought to validate the approach and to examine
such issues as the applicability of treatments to differ-
ent types of losses and grievers.

On the other hand, this approach might be criticized
as placing too much emphasis on the cognitive and voli-

tional aspects of the person. Such emphasis might be
done at the expense of affective, feeling aspects.

III. THEORETICAL BASES

Grief therapy, whether utilizing the tasks of mourning
or focusing on the reconstruction of one’s meanings, can
be understood as an opportunity for heightened self-per-
ception. Recent studies have indicated that at least 70%
to 85% of bereaved persons typically engage in a search
for meaning in their lives following a death. This means
that for most people bereavement holds the potential to
be a time when they are looking at such existential ques-
tions as “What is the purpose of my life?” and the corol-
lary “Who am I, after all?”

While completing the many therapeutic experiences
described earlier, grieving persons observe their own re-
sponses to the urgent experience of death and loss. With
the therapist’s aid, they can examine their own answers
to existential questions and learn who they are. If thera-
pists explicitly foster such self-perception, grieving per-
sons have unique opportunities to redefine themselves.

Both a grief therapy centered on the tasks of mourning
and one focused on a reconstruction of one’s personal
meaning allow the person to redefine oneself through
observing one’s responses to the existential questions
posed by the urgent experience of death and loss. How-
ever, the two approaches have very different theoretical
roots. William Worden’s scheme of the four tasks of
mourning is firmly grounded in psychodynamic theory.
This is most evident in his emphasis on the importance
of “working through” the tasks. It seems clear that work-
ing through is meant in the psychoanalytic tradition of
repetition, elaboration, and amplification.

The meaning reconstruction approach, on the other
hand, is rooted in George Kelly’s constructive alterna-
tivism. Kelly emphasized that everyone construes
events in his or her own way. Indeed, we construe our-
selves. Constructive alternativism is an existential the-
ory in the sense it assumes no special motivational
force in people and no essential human nature. Rather,
we are what we do. Humans are self-determining: we
are nothing more than what we make of ourselves. Our
responses to loss are special instances of such recon-
struction of ourselves and of the meaning of our lives.

A search for meaning typically addresses two ques-
tions. An early question in this process seems to be
“Why? What is the meaning of this death (loss)?” A
somewhat later question is “What can I learn from this
experience?” or “What is the meaning of this experi-
ence in my life?” In 1998, Davis, Nolen-Hoeksema, and
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Larson studied over 200 people who had lost loved
ones to a slow, progressive death (mainly by cancer).
Their work indicates that a search for meaning is really
two separate processes: an earlier making sense of the
loss and a later finding benefits from the loss. Thus, a
search for meaning may be developmental. A shift from
making sense of the loss to finding some benefit from it
should be a goal in a course of grief therapy.

Neimeyer has defined the reconstruction of one’s
meanings following a loss to include six elements. First,
it is an attempt by the grieving person to find new mean-
ings both in one’s own life and in the death of the loved
one. Second, these new meanings are integrated into the
grieving person’s overall scheme of things. Third, any
construction of meaning is an interpersonal (and per-
sonal) process. Therefore, group therapy with grieving
persons can be very fruitful. Fourth, meaning is always
found within a cultural context. Finding meaning after a
loss must include cultural traditions and rituals of be-
reavement and grieving. Next, personal meanings are
tacit and preverbal as well as explicit and articulated.
Simplistic assumptions of therapy as a rational and ver-
bal process may not be particularly applicable to grief
therapy. Finally, meaning is not a cognitive “product,” it
is a process.

The process of grieving had, in the past, been concep-
tualized as having an ending. Several theorists proposed
that following a set of “stages,” grieving persons could
be expected to reach some sort of resolution. John
Bowlby called such a resolution “reorganization.” Colin
Murray Parkes referred to it as recovery. It was thought
by some (notably George Engel) that after having gone
through the cycle of a full year following a death the
“normal” grief process would end. Contemporary views
of grieving do not emphasize such time-delineated reso-
lutions. Catherine Sanders has strongly argued that the
bereavement process does not have clear-cut starting and
stopping points but is a free-flowing process. She has
proposed that the process is best described as consisting
of permeable phases rather than fixed stages. Neimeyer
has likewise proposed that there are three phases in a
typical grieving process: avoidance, assimilation, and ac-
commodation. Such a grief cycle lasts a lifetime.

IV. OUTCOME RESEARCH

Since 1975, when the first controlled research of
such therapy appeared, there have been at least 23 em-
pirically based outcome studies of grief therapy. A sig-
nificant caveat must be underscored before a

discussion of this body of literature can be described.
Many of the controlled investigations of grief therapy
have not described the theoretical models of the ther-
apy being reported. This stands in stark contrast to the
vast body of psychotherapy outcome studies in gen-
eral. Psychotherapy outcome research usually de-
scribes the effectiveness of, for example, a behavioral,
a client-centered, or other specific approach to a given
problem. The lack of such specificity limits the evalua-
tion of grief therapy.

Barry Former and Robert Neimeyer completed a
meta-analytic review in 1999 of 23 controlled out-
come studies. Their findings showed that grief ther-
apy outcomes have been better when clients are
younger (rather than older) and when clients’ griev-
ing has gone on for a longer period of time and is
complicated (as opposed to therapy soon after the
death). Perhaps the most robust finding is that grief
therapy for traumatic death is highly effective. That is,
a person who has lost someone to a violent, acciden-
tal, or otherwise unexpected death may be the most
likely candidate for a positive outcome of a course of
grief therapy.

Therapy outcome research in the future may be im-
proved by focusing on several specific issues. First, out-
come measurement may be more accurate if it is done
after some time has passed as well as immediately after
therapy. Very often clients report an increase in their dis-
comfort at the end of a series of grief therapy group ses-
sions. Perhaps a consolidation of learning about oneself
needs to occur. Likewise, a course of therapy may serve
as the beginning of a search for meaning whose outcome
does not occur until some time has passed.

In addition, outcome measures may need to be more
specific than they generally have been. The majority of
studies to date have used global indicators of improve-
ment such as depression, anxiety, and physical symp-
toms. It may be more valid to measure specific
indicators of grief that are grounded in contemporary
theoretical models and empirical research.

V. SUMMARY

The experience of loss, particularly through death, is
usually a confusing experience that triggers a search for
meaning in the majority of bereaved persons. Grief ther-
apy, especially in a group context, can provide grievers
with a scheme of mourning and recovery such as the one
provided by working through the four tasks of mourning.
These are accepting the reality of the loss, acknowledging
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the pain of the loss, adapting to an environment in which
the deceased is missing, and emotionally relocating the
deceased and moving on with life. Grief therapy can also
aid the griever in reconstructing the meaning of one’s life.
This can be done with several techniques. One such tech-
nique is to review one’s life with a special emphasis on
placing the meaning of the loss into one’s lifeline and
defining oneself following the loss.
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GLOSSARY

general systems theory The basic theory of understanding
groups; groups are seen as “organized complexities,” or “sys-
tems” that are the product of the dynamic interaction among
their parts rather than the sum of their absolute characteris-
tics. Neither the resultant whole nor its new characteristics
can be fully explained by the nature of the parts themselves.

group dynamics This refers to the interactional patterns
within groups. This includes group-level experiences such
as group cohesion based on seeing the group as attractive
and helpful and that provides an important supportive
function. Group norms evolve from the group interaction
with guidance from the leader that give stability and safety
within the group. Members will also adopt group roles
based on their own outside behaviors that will provide im-
portant learning experiences in the group interaction.
1. Group dynamics also embraces the concept of thera-

peutic factors. These provide supportive and motivating
experiences that create a powerful change environment.

2. Supportive factors:
a. Universality by understanding that others have had

similar experiences
b. Feeling acceptance by the group
c. Experiencing altruism by helping each other

d. Developing a sense of hope that change is possible
3. Self-revelation factors:

a. Self-disclosure
b. Catharsis

4. Learning factors
a. Modeling on others
b. Vicarious learning through watching others
c. Guidance through suggestions from others
d. Education from the experiences of others

5. Psychological work factors
a. Interpersonal learning from group interaction
b. Insight into one’s own patterns

psychodynamics This is a broad concept referring to the psy-
chological operations that govern thoughts and behaviors
and of which the individual may not be consciously aware.
In particular, from a therapeutic perspective, the psycho-
dynamic tradition described the presence of wishes in the
context of relationships (for example to be more assertive)
that may lead to fears of the response of others (for exam-
ple being rejected) or of response of self (for example, re-
maining passively silent). These patterns are seen as
arising from early experiences.

All these features of the group dynamics develop from
within the membership as they relate to each other. The
therapist’s principle function is to create a positive and
safe group culture in which these therapeutic experiences
can take place. Therapy then truly takes place, not from
the wisdom of the therapist, but from the interpersonal
learning among the members. These processes will be
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found in all groups to a greater or lesser extent. They will
be used in various ways depending on the group model
that is being used. In psychoeducational treatment mod-
els there is a class room-like atmosphere to learn a skill
such as assertiveness, or to become informed about a di-
agnostic syndrome such as the symptoms and problems
associated with bulimia nervosa. The group dynamics
will be operating more or less in the background. Cogni-
tive-behavioral models make more use of the group
process through active discussion and challenge around
the efforts to address negative thoughts about self or ad-
dress behaviors such as obsessive–compulsive patterns.
Interpersonal and psychodynamic group models make
extensive use of group-based learning among the mem-
bers. This spectrum of group models, each with its own
set of unique techniques may give the group literature a
scattered feeling. However, the important common base
is the power of group interaction to support and promote
change for a wide range of conditions.

I. DESCRIPTION OF TREATMENT

Group psychotherapy is a widely used treatment
modality. However, there are many types of groups for
different conditions and often several models of groups
for a particular condition. This makes a description of
the field somewhat complex, and even the term “group
therapy” relatively lacking in meaning except that sev-
eral people are meeting together. Group psychotherapy
is widely used as an intensive treatment modality to ad-
dress psychological issues especially those involving
unsatisfactory interpersonal patterns. Group therapy is
also used in a more structured manner to address nega-
tive cognitions, to learn skills such as assertiveness, and
for psychoeducational purposes. This wide range of
group applications involves the use of groups that are
conducted in quite different ways.

This article begins with an overview of the effective-
ness of group therapy and the sorts of problems that can
be treated in groups. This includes the question of how
many group sessions are needed to be helpful. Then an
overview of basic group theory is provided emphasizing
the importance of considering the whole group as the
vehicle for treatment. This is followed by a discussion of
the generic processes that occur as a group develops.
Different types of group models are then reviewed and
what problems each is designed to address. Finally, there
is a description of how group programs can be devel-
oped for use in larger systems of health care.

Group therapy has been studied extensively and in
particular there have been a number of large and com-

prehensive studies over the last decade. A recent survey
of 23 high-quality randomized outcome studies found
effect sizes (a statistical measure of change) in a range of
0.76 to 0.90. This means that treated patients were doing
significantly better than 78 to 82% of control patients
who did not receive active treatment. The clinical litera-
ture derived from regular treatment settings suggests
similar outcome changes. A number of studies have di-
rectly compared the results of group therapy and indi-
vidual therapy for a similar patient population and using
the same theoretical treatment model. With very few ex-
ceptions, both modalities have about the same clinical
outcome across a wide range of clinical applications.

The list of conditions treated in groups is extensive.
Virtually all models of individual therapies have been
used in group therapy. The highest use of intensive
group models is with the more common conditions of
depression, anxiety states, eating disorders, and per-
sonality disorders. Groups of a more supportive nature
are widely used as an adjunctive treatment for more se-
vere and chronic conditions such as bipolar disorder
and schizophrenia.

II. THEORETICAL BASES

There is a clearly articulated theoretical basis for
group therapy based on general systems theory. The
major difference between individual therapy and group
therapy from a process viewpoint is the presence in
groups of a range of relationships rather than the single
relationship of individual therapy. This makes groups a
more complex treatment system and has led to the idea
of therapy through the group process as opposed to
therapy of the individual in the group or therapy pro-
vided solely by the leader. The role of leader in a group
is quite a different task than the role of the individual
therapist. The leader must be monitoring each member
as well as the general climate of the group.

A group becomes an entity when there are identifi-
able patterns of connections among the members. Be-
fore that occurs the group is simply a number of people
more or less together. Systems theory provides a model
for describing the properties of a group. Organized
complexities, or “systems,” are the product of the dy-
namic interaction among their parts rather than the
sum of their absolute characteristics. The whole group
and its characteristics cannot be explained by the na-
ture of the parts (the leader and the members) but by
how they interact. This dynamic interaction can be un-
derstood as the flow of factual and emotional informa-
tion across a series of boundaries.
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The term “boundary” is being used in a double sense.
Boundaries can be conceptualized in physical terms:
Closing the door of the group for the first session is a
powerful message that a group has been created; the
number of members in a group will have an influence on
its process. However, of greater interest to an understand-
ing of the group process is the idea of the boundary being
created by an awareness of transactions across the bound-
ary and particularly of differences on either side of the
boundary. For example, an early phenomenon in therapy
groups is the awareness of universality, as the members
understand that they share many common symptoms,
experiences, or emotions. Technically this could be seen
as the development of an external boundary to the group:
“We in this room are a special category of people who can
understand each other,” as opposed perhaps, to the per-
ceived lack of understanding of spouses or friends out-
side the group. The nature of boundary regulation is
expected to vary over time as the group proceeds. The
format of a time-limited closed group provides an ideal
model for application of group systems concepts.

The concept of group psychotherapy as treatment
through the group process does not mean that a psy-
chodynamic model must necessarily be used. If several
members are participating together, the nature of their

interaction cannot be ignored in trying to understand
the effectiveness of the treatment. It is useful to distin-
guish the difference between the psychodynamics of
the internal processes going on inside the individual
and the group dynamics that are going on among the
members and leader.

The boundary structures form a hierarchy of levels:
A minimum list includes the whole group as a unit in
its external context, interactional phenomena occur-
ring between members including the leader(s), and the
internal psychological processes within each member.
Many group therapy research reports confuse or ignore
these levels in their analyses. They may provide a full
discussion of the technical strategies and outcome but
no information regarding the group process through
which it occurred. Figure 1 gives a visual portrayal of
the most important boundaries.

1. The whole group external boundary: This defines
the properties of the whole group that must be dealt
with as collective in nature. This perspective of the
whole group has direct application to pregroup deci-
sions. For example, a group composed of all members
experiencing the same disorder is likely to have an ex-
perience of early cohesion. The whole group focus also
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includes stability of membership and attendance pat-
terns including closed or open group models. Behaviors
such as extragroup socializing and breeches of confi-
dentiality transgress the external boundary and may
have an important influence on outcome. The external
boundary also includes a consideration of the proper-
ties of the whole group such as cohesion, group cli-
mate/atmosphere, or group development that are
derived from the overall membership.

The idea of group roles is also a group-level concep-
tualization because the role designation is based on a
process of negotiation between the individual and the
collectivity. The same person might behave quite differ-
ently in a different group. There are four basic roles.

a. Sociable role: Someone who assumes this role
tends to be friendly and supportive, seeking to keep rela-
tionships on a positive tone. They are eager to help oth-
ers sometimes to their own disadvantage. They play an
important function in promoting cohesion and engage-
ment and are comfortable with emotions, especially pos-
itive emotions. Their role is particularly important as the
group forms.

b. Structural role: These are members who are ac-
tive in organizing the group. They tend to emphasize
cognitive ideas and the need for the group to stay on-
task and may be seen as controlling. They are of value to
the group in keeping a focus on therapeutic work.

c. Divergent role: These members are challenging
and questioning and often take an oppositional stance.
They play an important function of making the group ad-
dress important issues. They are comfortable with nega-
tive emotion that promotes interaction but are in danger
of being isolated by the group. Their involvement is par-
ticularly important in the differentiation stage of the
group described later.

d. Cautionary role: These group members are re-
luctant to participate and are anxious about revealing
much of themselves. They are in danger of being ig-
nored by the group or being subtly criticized for not
participating. They may highlight for the group the
dangers of becoming overinvolved.

2. The subgroup boundary: It may be useful to under-
stand the role of subgroups. These may consist of clus-
ters of members who create helpful or hindering effects
on a group. Subgroups within the same group may re-
spond quite differently to specific therapeutic models
according to characterologic features. These considera-
tions may have an important bearing on composition
decisions. For example, a group with quite diverse lev-
els of symptomatic dysfunction among the members
may have trouble developing cohesion because of the
disparity in the sorts of issues they bring to the group.

3. The leadership boundary: Leadership involves
both the choice of a particular theoretical model to be
used and the technical style used to deliver that model.
The role of leader plays an important function in
groups but with different implications than in individ-
ual therapy. The leader may be seen as a director or au-
thority and more remote because the leader’s activity
must be shared with all members. The more complex
situation of co-leadership offers the opportunity for
collaboration or competition around theoretical beliefs
or technical strategies. Different theoretical models will
bring with them implications for group leadership. For
example, group behavioral therapy may have quite
high levels of process control through the use of struc-
tured procedures and review of homework, whereas
group psychodynamic therapy is likely to have quite
low levels. The theoretical model may be given credit
for effectiveness that is actually due primarily to the na-
ture of the process component.

4. Therapist boundary: The therapist is also present
as a person with personal characteristics that may have
an important impact on the group or some of its mem-
bers just as in individual therapy. In the case of co-ther-
apists, the leakage of subtle messages between them
will be closely watched by the members, especially if
there is a female–male pair. Self-disclosure by the ther-
apist(s) may go beyond that prescribed by the technical
model being implemented but driven by the interac-
tional pressures of the group.

5. The interpersonal boundary: Most of the action in
groups occurs between the members. Later in this
chapter there is a discussion of the impact of group
composition and size on interpersonal patterns in a
group. An interpersonal learning cycle that is based on
disclosure and feedback among the members is also de-
scribed. All groups develop norms, general ideas about
how the group should function. Often the leader is ac-
tive in specifically discussing how the group can most
effectively operate, an issue discussed later under the
heading of Group Development. However, groups also
develop their own set of norms; one clear example is
how a group for adolescents will carry on the group
with their own agendas in parallel with those of the
therapist. Addressing these differences may provide
most of the therapeutic learning. Once established,
norms tend to persist even if there is a major turnover
of membership.

The role adapted by the leader has a major impact on
the nature of group interaction. Skill-based groups, such
as some forms of cognitive training for challenging neg-
ative cognitions, may be conducted with a classroom at-
mosphere and little discussion. At the other end of the
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spectrum, process-oriented groups may pay less atten-
tion to outcome application and focus primarily on the
meaning of group process. The research literature sug-
gests that neither extreme is optimum. The group
process can provide non-specific support and motivation
that enhances group goals. Application to real-life situa-
tions forces the need to address resistance to change. The
group therapist must be aware that group process is al-
ways going on whether overtly or covertly and will have
a positive or inhibiting effect on outcome.

6. Internal member boundaries: Therapists vary consid-
erably regarding the level of attention to enacted interper-
sonal behaviors versus internal processes depending on
the theoretical model being used. But of course there is
much going on inside each group member that may or
may not be revealed. Tapping such internal phenomena
may provide useful information for understanding both
the individual and the impact of group events on each
member. The importance of such findings is not re-
stricted to psychodynamic models.

III. APPLICATION

A. Group Development

There is substantial evidence from the group process
literature for the phenomena of group development. In-
deed, research findings indicate that those groups that
follow a developmental sequence produce better out-
come for the members. The most basic description of
group development consists of a four-stage model of en-
gagement, conflict, interpersonal work and termination.
Additional stages have been described that would fit ei-
ther as subunits under the broad heading of interpersonal
work or as identifying issues regarding greater independ-
ence from the leader. The group development perspective
is a powerful metaposition from which to understand
group-level events. In the following description of group
development, strategically helpful interventions that aug-
ment the characteristics of each stage are described. Al-
though the specific applications must be adapted for any
particular group, the basic positioning of therapeutic in-
tent will help to maximize the outcome.

Group development is most evident in closed time-
limited groups of 3 to 6 months duration. This format
is widely used, making an understanding of group de-
velopment a particularly helpful theoretical perspective
for the clinician. The stage descriptions that follow are
based on this type of group format, and important ther-
apist tasks for each stage are described.

Open-ended groups will go through minidevelop-
mental stages when membership is altered. This is most
evident in regard to the new member(s) but the entire
group also participates because group roles may be lost
or challenged by the changes. Some groups, such as
acute crisis groups, may change membership with each
session but compensate for this with a higher level of
group structure.

Assessment and preparation tasks are discussed first
for, although they are not formally part of the group de-
velopment sequence, they are part of the early tasks
that the leader must address.

1. Assessment
The first set of tasks in assessment is to identify the

predominant diagnostic difficulties. The purpose of
this is to establish what treatment approach will be
most likely to be effective in this specific clinical set-
ting. A closely related task is to match to the extent
possible what type of group (or other treatment) is
likely to be most effective. The goal is to maximize the
accuracy of prediction of who will benefit from what
type of treatment.

The second set of assessment objectives is to develop
a focus for treatment. This will begin with a review of
the most troublesome symptoms. Going through these
in some detail is helpful because the discussion serves
as an acknowledgement of the reality of symptoms.
Often patients will feel that previous caregivers or fam-
ily members have not understood what they are experi-
encing. It is particularly helpful to go through a careful
chronology in relation to life events or other stress-pre-
cipitating triggers.

Most patients present for treatment in the context of
some type of stress. This is most frequently in relation-
ship to interpersonal events. A review of an interper-
sonal inventory of important people may reveal
associations that even the patient is only vaguely aware
of. The principle focus will be on current spouse/partner,
current extended family, and current friendship circle.
Past significant intimate relationships, nuclear family of
origin, and extended family of origin will help to under-
stand the quality and patterning of interactions over
time. Major themes can be elicited by inquiring about
three relationship dimensions: the overall tone of a rela-
tionship in terms of affection versus negativity/anger, the
status of control versus submission of both participants,
and whether relationships tend to be overinvolved ver-
sus underinvolved in nature. An understanding of the
management of the spectrum of emotions will be impor-
tant. Finally, an effort to identify chronic stresses, the na-
ture of living arrangements, finances, friendship circle,
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and involvement in community activities provides an as-
sessment of the social context.

Because groups by their very nature involve interper-
sonal functioning, it is useful to go beyond syndrome di-
agnosis by applying the interpersonal inventory to
identify basic interactional patterns and triggering events.
The use of brief questionnaires may provide useful infor-
mation, especially in regard to interpersonal patterns.
From this database it is possible to develop target goals to
provide a focus for clinical work. This task should be ad-
dressed from a position of neutrality and cognitive clarity
about issues that have emerged during the assessment. It
is helpful to elicit real-life examples and the role the pa-
tient plays in these. A direct approach to this sensitive
task ensures the patient that he or she is being under-
stood but also that the important issues will not be
avoided. It is helpful to specifically connect symptoms to
triggering circumstances. The overall goal is to establish a
serious working engagement at an early point with initia-
tive coming from the patient, not just the clinician.

Following one or two individual assessment inter-
views, a final decision is required regarding the suitability
of the patient for the type of group being planned. It
would be better to delay treatment for a more suitable
type of group than begin the patient in a group where in-
tegration might be difficult. From the other perspective,
the clinician needs to consider the impact of the member
on the group. Groups are generally able to absorb quite a
range of problems. However, particular care should be
taken to identify potential outriders, especially patients
with a strong negative and autonomous controlling style.
They are able to shut down group process, and the thera-
pist has a double responsibility, to the individual and to
the group. Some studies suggest that such patients do
better in individual therapy.

2. Preparation
The empirical literature is clear that careful prepara-

tion leads to early group cohesion and therefore to
fewer early dropouts and better eventual outcome. A
systematic introduction to the nature of group therapy
is indicated. This can be done verbally or preferably
with the assistance of a brief handout. This might in-
clude mention of the research basis for group therapy
and a brief description of how to get the most out of the
experience. Some of the myths about groups may be
discussed. For example the notion that it is a second-
rate treatment, that people will be put on the hot seat,
that talking with people who have similar problems
will make everyone worse, and that the group will get
out of control as sometimes portrayed in the media.

Frankly discussing these issues along with any ques-
tions the patient might have will be reassuring.

There are multiple tasks for the therapist before the
group commences. These include a careful description
of the proposed treatment and clearly setting a time
frame, including the date of the final session. This has
the added advantage of uncovering problems in atten-
dance that might preclude a patient joining this partic-
ular group. It is useful to emphasize the patient’s role in
defining patterns concerning issues to be addressed
and in participating in the group interaction. If the
group is to be process oriented the importance of work-
ing with other group members should be emphasized
and the less active role of the leader in facilitating
group interaction. If the group is of a structured nature,
the pattern of sessions should be described as well as
the role of specific homework tasks.

3. Developing a Focus for Treatment
The choice of issues to focus on is a central task in

the pregroup interviews. The therapist can function as
a helpful technical resource always trying to cite the pa-
tient’s own words in describing issues. The use of de-
scriptive language rather than interpretive comments
makes it more palatable to discuss dysfunctional pat-
terns. Being direct about this task brings relief at being
understood and often clarifies the patient’s own partial
awareness of difficulties. If questionnaires are used it is
helpful to give the patient copies of the results. Various
treatment models will emphasize specific types of goals
as described later.

Effective goals should be seen as important and rele-
vant to the patient. They should be realistically achiev-
able for the treatment model offered and the time frame
of treatment. They should emphasize changes the pa-
tient can make, not that others have to make. It is im-
portant to elicit collaborative discussion and to state
clearly that the goal of treatment is to address these is-
sues. The past may be used as a template, but applica-
tion must be addressed in the present both in the group
and outside.

Group rules or expectations should be addressed
specifically. These include the importance of regular and
punctual attendance and tardiness. A full and clear dis-
cussion about the absolute necessity of confidentiality is
essential, as any member joining a group will be con-
cerned about this. There needs to be a clear guideline
in regard to extragroup socializing. This will be stringent
for most groups but on the other hand may be
encouraged in groups that are largely supportive in
nature. The important task is to be very clear about the
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expectations in this regard. Some mention that the mem-
bers must not come under the influence of alcohol or
non-prescription drugs is useful for the rare occasion
when such events happen. It is also wise to clarify
whether or not active concurrent individual psychother-
apy is to be allowed.

Careful pretherapy preparation promotes early cohe-
sion and reduces chances of early dropouts. It establishes
a bond with the therapist that provides motivation in
early sessions and a sense of security that the leader is in
control though not controlling.

4. Engagement Stage
The initial task when starting a new group is to cre-

ate a sense of membership in the group. The members
of successful groups report an increasing feeling of
belongingness over the first few sessions. The leader
should take a modestly active stance particularly di-
rected at stimulating intermember communication pat-
terns. This can be done in an unobtrusive manner by
brief interventions such as “Have others had this sort of
experience,” “John, you look as if you understand what
Mary is talking about,” and so on.

This simple strategy will facilitate interaction between
members and away from the leader. This promotes the
emergence in the group of important supportive thera-
peutic factors. The first of these is the experience of uni-
versality, that others have similar problems, ideas, and
experiences. This process is enhanced when the group
has been composed according to some common theme,
such as a specific diagnosis, or an experience such as
having trouble dealing with a death. The second thera-
peutic factor is that of experiencing acceptance. Many
people seeking psychological help feel blocked in some
way with interpersonal difficulties and real or feared
concerns about not being adequate or being rejected. In
a beginning group there is a strong need to be under-
stood which is why similarities need to be stressed. The
experience of feeling understood and becoming part of
the group forms a foundation for self-acceptance and
enhanced self-esteem. This process inevitably involves
acts of altruism, of people helping each other. This al-
lows the individual to feel appreciated and valued.
These three mechanisms converge to produce the gener-
ation of hope that change is possible.

The initial group environment will be to some extent
a reflection of the care taken in the assessment and
preparation procedures described earlier. One method
of enhancing these connections is for the leader to sug-
gest at the beginning of the first session that people in-
troduce themselves in terms of what they want to focus

on in the group. This automatically links a working
focus with the engagement task.

Initial factual self-disclosures are important, not so
much for their content, as for the process of participat-
ing and for the recognition of common issues and prob-
lems. This creates a sense of safety and acceptance that
will be reflected in increasing group cohesion. The
sense of groupness consolidates the group external
boundary and can be reinforced by comparisons be-
tween events within the group and with those outside.
A common theme is the uniqueness of sharing personal
issues and the difficulty of doing this outside. At an in-
ternal level, participation in the developing group sys-
tem is accompanied by an early sense of well-being at
finding that one is accepted and understood which has
the effect of encouraging greater self-disclosure as well
as improving a sense of self-esteem.

The tasks of the engagement stage have been met
when all members have demonstrated a firm sense of
commitment and have participated to some extent with
important self-disclosure. This is usually accomplished
in the first three or four sessions. Within the process de-
velopment, there will also be a content focus on revealing
problems. The leader can encourage this but primarily in
terms of increasing information, not solutions. The
group needs to have a sense of consolidation before ad-
dressing issues more deeply. Attention to these initial en-
gagement functions is important in all groups. They
provide a powerful set of common factors that have been
demonstrated to predict better outcome in highly struc-
tured groups as well as in process-focused groups.

Most group dropouts occur in the first four sessions.
This is primarily linked to whether or not the patient
feels engaged in the group. Measures of the therapeutic
alliance to the group, of the alliance with the leader,
and of group cohesion are important predictors of
dropouts. The sequence of careful assessment, prepara-
tion of the member for the group, and the management
of the first few sessions are key to reducing dropout
rates. This is particularly important because a group
that begins to lose members also becomes demoralized,
and this may initiate a process of continuing attrition.

5. Conflict Stage
The positive collaboration of the engagement stage

then shifts to an atmosphere of interpersonal tension
that is characterized by a more confronting and chal-
lenging quality that may have an angry or resentful
component. The essential task is to develop patterns for
conflict resolution and tolerance of a more negative at-
mosphere. This stage is a necessary component for the
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developing group. The term “differentiation” has been
used to emphasize the importance of self-assertion and
self-definition that underlie the process. The interac-
tional themes tend to shift from ones of commonalties
to those of differences. This addresses the potential lia-
bility that the engagement stage group may have of
avoiding difficult but important issues. The challenge
within the group is accompanied by a parallel internal
challenge regarding negative or shameful feelings about
self. Generally, the confrontive style is also demon-
strated toward the therapist as the collective group
seeks to differentiate itself from the leader. This in-
cludes a reworking of group norms that now become
the “property” of the group, not just the leader. This
stage often has a somewhat adolescent quality of chal-
lenge for challenge’s sake.

The leader can assist this stage by showing interest in
the issues arising and endorsing the importance of ad-
dressing them. Explicit acknowledgement may be made
that tensions in the group are a positive sign that im-
portant topics are being addressed. Almost inevitably
some of the negative atmosphere will be directed at the
leader. This often takes the form of not getting enough
guidance (in process-oriented groups), or of too much
focus on tasks and not enough on process (in highly
structured groups). The principle task of the leader is to
acknowledge the issues being presented and encourage
open discussion about them. A defensive response will
tend to shut down the group and result in a demoral-
ized atmosphere.

The therapist needs to appreciate that this is a nor-
mal group phenomenon, not an individual member
issue. The energy within this stage of the group can be
channeled into expanding an understanding of the de-
tails concerning the difficulties that members are ad-
dressing. The therapist may use this stage to increase
the expectation of applied work in the group. This may
be of an introspective or interpersonal nature or of ex-
pectations in terms of applying behavioral or cognitive
strategies. The member is thus encouraged to challenge
self as well as other group members. This lays the basis
for greater self-introspection later. A group that is not
demonstrating the features of the conflict stage by the
sixth session is falling behind the expected curve and is
in need of examination.

The first two stages of engagement and conflict pro-
vide the experiences required to develop a deepened
sense of group membership and participation. The
group is able to provide support and acceptance, while
also able to confront issues. In terms of group develop-
ment, these are early phenomena, but they also begin

to address core difficulties regarding trust and accept-
ance and with difficulties surrounding assertive behav-
iors that are commonly found in people experiencing
psychological distress. Self-esteem is often improved,
and symptoms begin to ease. Early response is a strong
predictor of later outcome. Group members who are
not beginning to respond during the first 6 weeks in a
closed weekly format need special attention. Helpful
strategies would be to maintain a consistent focus on
their comfort in the group, further exploration of the
nature of the issues they are addressing and efforts to
keep them actively involved in group discourse. Often
approaches by other group members may be as useful
as those directly from the therapist. The leader may use
techniques such as “What do others make of the issues
Henry is raising,” or “Can anyone help Marilyn sort out
the tensions she is describing in her marriage.” It is not
helpful to assume that the situation will improve in the
later part of the group.

6. Interpersonal Work
The group is now equipped to address individual

problematic matters in a more vigorous manner. The
focus tends to shift to greater introspection and per-
sonal challenge. This promotes increased closeness
among the members as they align in the exploration of
more difficult common issues. This stage of the group
is likely to stimulate themes central to interpersonal
functioning such as tolerance of intimacy, management
of control–dependency in relationships and fears of be-
coming overinvolved in relationships and losing a
sense of self.

The importance of the therapeutic alliance and cohe-
sion has been discussed earlier with the supportive
working factors that are operative. A supportive group
environment promotes a sense of safety that allows
more challenging interactions. As the group moves into
the interpersonal work stage these factors begin to give
way in importance to the working alliance factors that
place greater demands on the members to deepen the
level of participation in the group.

A practical way of conceptualizing the interpersonal
work stage of the group is based on recent detailed
process research. As the sense of security in the group
grows there is an increase in personal self-disclosure and
catharsis. This elicits feedback from other members re-
garding this new information. Tolerating discrepant
feedback is correlated with change in maladaptive pat-
terns and promotes a process of interpersonal learning.
This occurs on two levels. The actual interchanges in the
group help to clarify interpersonal patterns and thus lead
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to modification of those aspects that produce difficulty.
This process leads to enactment within the group of a
change of style. At the same time, an internal process of
self-examination is triggered that results in changes in
real life outside relationships. Success in these relation-
ships provides a reinforcing cycle of positive experiences
that serves to diminish symptom distress.

7. Termination
This stage may occur at varying points in the develop-

ment of a group depending on the circumstances promot-
ing or impeding development. It will have greater
salience in groups that have developed a strong interac-
tive milieu, that have met at least for several months or in
an intensive format, and that end together. Endings are
often a problematic area for people seeking psychother-
apy. It is common for complicated grief issues to emerge;
some members may experience acute anxiety around
themes of abandonment or rejection, or of not getting
enough. Termination confronts the members with the
issue of assuming responsibility for managing one’s self.
These termination themes incorporate basic maturational
tasks that are central to the human condition.

Paradoxically, the imposition of a time limit creates an
arena in which such lifelong issues can be directly experi-
enced and addressed. Termination issues are often
avoided in psychotherapy. A systematic approach to man-
aging termination will ensure that all members partici-
pate in the process. The ending of a closed time-limited
group offers an opportunity to systematically maximize
an exploration of the important issues related to loss.

The leader should make it clear as a patient enters a
group exactly what the time line is expected to be. If it
is a closed time-limited group the ending date should
be clearly identified at the beginning. About 4 weeks
from the end the topic of termination needs to be intro-
duced and discussed. The theme of termination will be
lurking throughout all subsequent sessions, and the
therapist can be active in identifying it and encourag-
ing further discussion. The final session is best focused
primarily on termination reactions. This may be woven
in with other termination matters such as relapse pre-
vention material. An ending set of go-arounds with
each member saying something by way of good-bye to
all other members evokes many supportive and validat-
ing comments. A follow-up visit in a few months time
is useful and provides an incentive to continue with
personal therapeutic work. It should be on an individ-
ual basis, not a group meeting.

The description of the change process in psychother-
apy groups described earlier applies to all types of groups,

not just those using an interpersonal model. In individual
therapy, the interactional process is not as complex and
under greater control by the therapist. The distinction be-
tween a cognitive and a psychodynamic individual ses-
sion is obvious. In group therapy, there is a large informal
interactional process that has been shown to have a sig-
nificant impact on output. Therapy through the group
process is not just a theoretical concept; it is enacted in-
evitably in any group treatment. A recent survey of
process research in behavioral and cognitive groups has
provided provocative findings. Some studies specifically
found no correlation between a change in negative cogni-
tions and outcome. Others found that characteristics of
the group process, mainly cohesion/alliance measures, or
patient characteristics accounted for as much or more
predictive power regarding outcome than technical
strategies. These findings suggest that clinicians employ-
ing a more highly structured treatment model need to be
alert to the implications of selection and process impacts
on outcome. Group process dynamics provide a support-
ive and motivational component quite apart from the im-
pact of technical strategies.

8. External Structural Factors
Clinical experience suggests that numerous exter-

nal factors will have a significant impact on the
process of group development. The number of ses-
sions available will in part determine how far the
group can progress. For example, a group restricted
to six or eight sessions is unlikely to move beyond
engagement tasks because it will shift directly from
engagement to preparing for termination. Inpatient
groups or crisis intervention groups that have chang-
ing membership almost every session will not be able
to progress beyond the engagement stage. Highly
structured groups that are designed for psychoeduca-
tional purposes, or for specific skill training such as
assertiveness, may be limited in the amount of inter-
action that occurs and will therefore show weak de-
velopmental progress.

The therapist for such brief groups may need to be
relatively active to keep the group at the appropriate
level. The leader needs to calibrate interventions there-
fore toward encouraging early-stage tasks that make
full use of the supportive cluster of therapeutic factors
that encourage group interaction and promote cohe-
sion around addressing problems or topics that are ex-
ternal to the group itself. Trying to push such groups
forward into more conflictual or introspective work
will inhibit achievement of the goals of the group and
may lead to dropouts.

Group Psychotherapy 899



The interactional capacity of the members chosen for
the group will also have an impact on the speed at which
it can develop. For example, groups for schizophrenic
patients generally show a developmental process meas-
ured in months or years. Groups operating in a correc-
tions environment where there are high levels of control
and distrust will have difficulties developing an initial
cohesive group. Groups for more difficult populations
such as personality disorders are often treated in a brief
group format but usually with a behavioral or cognitive
model in which group interaction is contained in the
service of information or skill focus.

A traditional format for group psychotherapy has
been the longer-term slow/open group format in which
members are added only when an opening becomes
available. In such groups, the working atmosphere of
the group is maintained with fluctuations related to
tension and resistance as important issues are ad-
dressed. Any change of group membership will force
the group to address engagement issues, but in such an
ongoing working group with a small membership
change there is not usually a major shift in atmosphere.
This process might be more realistically understood as
one in which the new member goes through the stage
processes to rise to the level of interactional work of
the ongoing group.

9. Role of the Group Therapist
The therapist is in a position to manage group devel-

opment by selecting a particular theoretical model or
group format, and by virtue of intervention techniques
strategically selected to promote group development.
The therapist should consider, before the group begins,
the extent to which the more challenging atmosphere
of the differentiation stage is best managed. For time-
limited groups this is the most critical period.

Groups that follow a highly structured psychoeduca-
tional or behavioral format generally choose to stay in
a classroom or seminar atmosphere throughout their
course and make less use of interaction among the mem-
bers. Group interaction would be noted and managed to
maintain a working atmosphere but not explored. The
focus needs to stay on the material being presented with
encouragement of active group discussion around the
material and elicitation of examples but not intimate per-
sonal self-disclosure. Leaders need to beware of slipping
into a more intimate therapeutic mode.

Cognitive-behavioral models more commonly use
engagement stage interaction actively to reinforce
learning through the interpersonal process while man-
aging differentiation issues without exploring them in

detail. The goals of such groups will be addressed pri-
marily through application to outside circumstances,
and the group may be used to rehearse new behaviors.
The therapist may, for example, manage leader chal-
lenge by acknowledging the issues, appreciating that
different viewpoints are helpful, but using the process
to highlight the value of recognizing negative thought
styles. This requires a clear distinction between group
dynamics and psychodynamics. Paradoxically, the early
structure of these groups promotes a rapid sense of se-
curity leading to cohesion that moves the group toward
the differentiation stage quite rapidly.

Interpersonal groups will encourage member-to-
member interactions from an early point and thus pro-
mote a strong sense of groupness. Groups employing an
interpersonal or psychodynamic model are designed to
use the group process as a major therapeutic vehicle.
The leader will want to promote the differentiation
stage and use it as an opportunity for interactional learn-
ing. The goal is to have the group move through the en-
gagement and differentiation stages vigorously but
without delays so that maximum time will be available
for the interpersonal work stage before termination is-
sues need to be addressed. Thus the developmental for-
mat forms a semistructured background that will guide
therapist interventions.

Providing some structure within the first few sessions
has been shown to increase levels of self-disclosure
though care needs to be taken that the structure does
not dampen individual initiative. In all types of time-
limited groups there are advantages to creating a cohe-
sive atmosphere quickly suggesting that consideration
be given to introducing a modest degree of structure in
early sessions. For example, the first two or three ses-
sions of an interpersonal group for depression might be
structured around discussion of the experiences of the
members with depression. This might be followed by
psychoeducational input regarding the signs and symp-
toms of depression, and a go-around discussion regard-
ing what factors seem to be involved in triggering or
maintaining the depression. Such structure has two
goals: to elaborate on issues pertinent to the presenting
diagnosis, and to provide a vehicle for rapid involve-
ment in group interaction.

Several studies have found that the intentions of the
therapist are a good predictor of outcome. This sug-
gests that the actual overt behavior of the therapist is
modulated by a range of implicit messages that sur-
round and enhance the specific interventions. It would
be wise for the therapist to specifically consider what
therapeutic techniques would have the most impact at
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regular intervals. These same studies however, also in-
dicate that the impact of the therapist’s intentions will
be modified by the group climate, implying the need to
monitor the atmosphere of the whole group regularly.
As an example, in one study, therapist intentions to de-
velop an interpersonal focus and provide group struc-
ture generally were associated with later group
outcome. However, the same intentions in the presence
of a group climate with significant conflict did not have
an effect on outcome.

The therapist is also in a position to model interven-
tions congruent with stage tasks. For example, early in
a group the therapist will model empathic and support-
ive techniques to build an interactional atmosphere of
trust. As the group moves into the differentiation stage,
the therapist may model a somewhat more confronta-
tional style. In the interactional work stage, the thera-
pist may, if anything, increase levels of interventions
with a greater depth of focus on individual member is-
sues. During termination, the therapist may provide a
model of openness to termination themes and a com-
fort in addressing them directly by focusing on impor-
tant issues concerning self-sufficiency and loss.

10. Models of Group Therapy
It is estimated that there are several hundred types of

groups. It would be unrealistic to describe even a small
portion of them in detail. Table 1 provides an outline
for placing a group model within a spectrum of possi-
ble groups.

In terms of the rows of “Time frame” and “Group
entry” in the table, the models go from relatively un-
structured through to time-limited and closed groups,
to variable intensive group formats. GCBT and IPT-G
represent more recent models developed for use in em-
pirical research studies that are now widely used in
general clinical use. They have the benefits of clinically
oriented manuals and strong empirical validation that
still allow the therapist reasonable room for individual-
ity. Several studies have found that clinicians who use a
defined model and adhere to the manual achieve better
outcome results. The Yalom model differs from IPT-G
through greater emphasis on the importance of “here-
and-now” process interpretations. The literature makes
frequent reference to this model though in practice it
takes a variety of forms. The description of therapeutic
factors is particularly useful in orienting the new clini-
cian to general principles of group leadership. The em-
pirical base is less robust because of the absence of a
formal manual. Psychodynamic group psychotherapy
differs from the Yalom model primarily through the ad-

ditional use of individual transference-oriented inter-
pretations.

In terms of group composition, GCBT and IPT-G both
focus on specific diagnostic clusters. Within the large en-
compassing criteria defined in the columns of the table,
there is a multitude of formal adaptations for different
target populations. The Yalom and Psychodynamic mod-
els tend to focus on goals related to interpersonal issues
and to select members for a particular group on the basis
of their level of interpersonal functioning.

Recent strong evidence indicates that patients with
higher levels in the quality of their intimate relation-
ships do better with an interpretive approach, whereas
those with more imbalanced or chaotic levels of inter-
personal relationships do better with a supportive ap-
proach. The interpretive group model focuses on
unconscious processes and early relationships that is
designed to increase anxiety and regression, and the
supportive group model emphasises basic group com-
mon factors such as universality, altruism, and cohe-
sion and focuses on adaptation to the patient’s current
life. More interesting, these same studies found that the
level of psychological mindedness predicted better out-
come in both supportive and interpretive models.

In the remaining rows in the table, it is clear that
support groups have their own unique features. For
the other four columns there is a general trend from
left to right for lower therapist activity, structure, and
homework, and higher process focus and affect evoca-
tion. Mediating strategies move from external to inter-
nal focus.

To take depression as an example, GCBT groups em-
phasize a detailed examination of symptoms. The goal
is to identify and change negative thought patterns that
are a major feature of the illness. For panic disorder,
there is a focus on learning control of the physiological
symptoms and challenging the tendency to avoid anxi-
ety-producing situations. Specialized protocols are
used for other anxiety subcategories such as phobias
and obsessive–compulsive disorder. IPT-G groups place
the major focus on the quality of relationships and gen-
eral socialization patterns with some attention to the
origins of these difficulties. Yalom and Psychodynamic
groups will focus in detail on relationship patterns and
to varying extent on internal conflictual tension. Inten-
sive personal therapeutic work with applied applica-
tion to outside circumstances is anticipated in all these
types of groups. GCBT generally uses specific home-
work assignments whereas the other models expect
current application of change to be reported back into
the group. This expectation of personal responsibility

Group Psychotherapy 901



TA
BL

E 
1

C
om

pa
ri

so
n 

of
 T

im
e-

Li
m

it
ed

 G
ro

u
p 

M
od

el
s

G
ro

up
 c

og
ni

tiv
e-

In
te

rp
er

so
na

l
Ya

lo
m

 m
od

el
  

Ps
yc

ho
dy

na
m

ic
 

be
ha

vi
or

al
 th

er
ap

y 
th

er
ap

y 
fo

r 
gr

ou
p

in
te

rp
er

so
na

l
gr

ou
p 

M
od

el
 fe

at
ur

es
Su

pp
or

t g
ro

up
s

(G
C

B
T

)
(I

PT
-G

)
ps

yc
ho

th
er

ap
y

ps
yc

ho
th

er
ap

y

Ti
m

e 
fr

am
e

O
pe

n 
en

de
d

Ti
m

e 
lim

it
ed

Ti
m

e 
lim

it
ed

Ti
m

e 
lim

it
ed

 
Ti

m
e 

lim
it

ed
 

Lo
ng

er
 te

rm
Lo

ng
er

 te
rm

G
ro

up
 e

nt
ry

O
pe

n
C

lo
se

d
C

lo
se

d
O

pe
n/

cl
os

ed
O

pe
n/

cl
os

ed
C

om
po

si
ti

on
 c

ri
te

ri
a

Va
ri

ab
le

, o
ft

en
 b

y 
C

om
m

on
 d

ia
gn

os
is

 o
r 

C
om

m
on

 d
ia

gn
os

is
 

C
om

m
on

 in
te

ra
ct

io
na

l 
C

om
m

on
 in

te
ra

ct
io

na
l 

co
nd

it
io

n 
or

 
si

tu
at

io
n 

(i
.e

., 
bi

ng
e 

or
 s

it
ua

ti
on

 (
i.e

., 
ca

pa
ci

ty
ca

pa
ci

ty
ci

rc
um

st
an

ce
ea

ti
ng

, d
ep

re
ss

io
n)

bi
ng

e 
ea

ti
ng

, 
de

pr
es

si
on

)
F

or
m

al
 p

re
gr

ou
p 

pr
ep

ar
at

io
n

Lo
w

M
od

er
at

e/
hi

gh
 

H
ig

h 
(I

nc
or

po
ra

te
d 

Lo
w

/m
od

er
at

e
Lo

w
/m

od
er

at
e

(I
nc

or
po

ra
te

d 
in

to
 

in
to

 e
ar

ly
 s

es
si

on
s)

ea
rl

y 
se

ss
io

ns
)

T
he

ra
pi

st
 s

ty
le

H
ig

h 
ac

ti
vi

ty
H

ig
h 

ac
ti

vi
ty

M
od

er
at

e 
ac

ti
vi

ty
Lo

w
/m

od
er

at
e 

ac
ti

vi
ty

Lo
w

/m
od

er
at

e 
ac

ti
vi

ty
G

ro
up

 s
tr

uc
tu

re
M

od
er

at
e/

hi
gh

H
ig

h 
(P

ro
gr

am
m

ed
 

M
od

er
at

e 
(P

ro
bl

em
 

Lo
w

/m
od

er
at

e
Lo

w
/m

od
er

at
e

se
ss

io
ns

)
ar

ea
s/

go
al

s 
es

ta
bl

is
he

d 
an

d 
ac

ti
ve

ly
 k

ep
t 

in
 fo

cu
s)

E
xt

ra
gr

ou
p 

so
ci

al
iz

in
g

E
nc

ou
ra

ge
d

Pe
rm

it
te

d,
 p

er
ha

ps
 

N
o

N
o

N
o

en
co

ur
ag

ed
re

 a
ss

ig
ne

d 
ta

sk
s

Pr
oc

es
s 

fo
cu

s
Va

ri
ab

le
Lo

w
 g

ro
up

 p
ro

ce
ss

 
M

od
er

at
e 

gr
ou

p 
pr

oc
es

s 
H

ig
h 

“h
er

e-
an

d-
no

w
” 

H
ig

h 
“h

er
e-

an
d-

no
w

” 
fo

cu
s;

 (
m

an
ag

ed
 to

 
fo

cu
s 

(m
an

ag
ed

 to
 

gr
ou

p 
pr

oc
es

s 
fo

cu
s 

gr
ou

p 
pr

oc
es

s 
fo

cu
s 

pr
es

er
ve

 a
 te

ac
hi

ng
 

pr
es

er
ve

 g
ro

up
 in

te
gr

it
y,

 
(i

nt
er

pr
et

ed
 r

e 
(i

nt
er

pr
et

ed
 

en
vi

ro
nm

en
t)

no
t i

nt
er

pr
et

ed
)

in
te

rp
er

so
na

l c
on

fli
ct

)
re

 in
te

rp
er

so
na

l a
nd

 
in

tr
ap

sy
ch

ic
 

co
nfl

ic
t)

H
om

ew
or

k
In

fo
rm

al
W

ri
tt

en
 h

om
ew

or
k 

an
d 

C
ha

ng
in

g 
in

te
rp

er
so

na
l/

N
ot

 fo
rm

al
ly

 p
re

sc
ri

be
d

N
ot

 fo
rm

al
ly

 
be

ha
vi

or
 c

ha
ng

e 
so

ci
al

 p
at

te
rn

s 
ex

pe
ct

ed
pr

es
cr

ib
ed

ex
pe

ct
ed

M
ed

ia
ti

ng
 s

tr
at

eg
ie

s
Va

ri
ab

le
: A

da
pt

ed
 to

 
Id

en
ti

fy
 a

nd
 b

lo
ck

 
Id

en
ti

fy
 a

nd
 a

lt
er

 c
ur

re
nt

 
“H

er
e-

an
d-

no
w

” 
Id

en
ti

fy
 a

nd
 

th
e 

co
m

m
on

 
ne

ga
ti

ve
 c

og
ni

ti
on

s
in

te
rp

er
so

na
l/s

oc
ia

l 
in

te
rp

er
so

na
l l

ea
rn

in
g 

un
de

rs
ta

nd
 in

te
r-

co
m

po
si

ti
on

 c
ri

te
ri

a
co

pi
ng

ex
is

te
nt

ia
l a

w
ar

en
es

s
pe

rs
on

al
 a

nd
 in

tr
a-

ps
yc

hi
c 

co
nfl

ic
ts

F
oc

us
 o

n 
af

fe
ct

Va
ri

ab
le

Lo
w

/m
od

er
at

e
M

od
er

at
e 

(i
de

nt
ifi

ca
ti

on
 o

f 
M

od
er

at
e/

hi
gh

M
od

er
at

e/
hi

gh
ex

ce
ss

iv
e 

or
 b

lo
ck

ed
 a

ff
ec

t 
re

 c
ur

re
nt

 in
te

rp
er

so
na

l 
te

ns
io

ns
)



in the therapeutic process contrasts with the use of
medication.

It is common to find a combined approach of medica-
tion and psychotherapy. Again using depression as an
example, some symptomatic relief is expected in the first
couple of weeks whereas the impact of psychotherapy be-
comes more evident by the beginning of the 2nd month.

IV. DESIGNING PROGRAMS

There is an increasing interest in the development of
group programs in larger service systems. A larger flow
of patients provides the opportunity to develop group
programs for the most frequent diagnostic populations.
Efforts to implement group programming often have
had difficulties largely due to a failure to develop a
comprehensive program. Nonetheless, the current focus
on the development of organized service systems for a
defined population base provides an opportunity for a
resurgence in the use of group psychotherapy models.
To maximize this opportunity it will be necessary to ad-
dress potential resistance in both the attitudes of clini-
cians and the organization of service systems. The
present health care context contains many of the same
accessibility pressures that occurred during wartime
and with the development of community mental health
clinics. These periods were times of great enthusiasm
for groups. For similar service demands and economic
reasons, there are again strong pressures to treat a given
clinical population in the most cost-effective manner.

There is a well-established literature concerning the
way in which patients use psychotherapy services. Much
of this information dates back before the major changes
in health care delivery of the 1990s decade in the United
States. In practice most patients attend relatively few ses-
sions. By the end of 2 months, almost all service systems
indicate that only about 20% of those entering will still
remain in active treatment. Once this remaining cohort
has reached the 6-month point, it is likely that atten-
dance will continue for a longer period. It is worth not-
ing that this curve is based on data collected prior to the
major impact of managed care systems.

Empirical outcome studies have been quite consis-
tent in their findings. Most patients respond quite
quickly to formal therapy with over 50% improvement
within the first 2 months. The rate of response contin-
ues to rise, though at a somewhat slower rate over the
next 4 months so that by the 6-month point there is a
75% response rate. By the end of 2 years the improve-
ment curve has risen slowly to 85%. This curve re-

flects an impressive response to psychotherapy, better
than many medical treatments. This perspective on
the predictable rates of change of a larger clinical pop-
ulation is a valuable guide in the development of clin-
ical service programs.

The first step in designing a group program is to ad-
dress the large percentage of patients who present with
acute stress-precipitated depression and anxiety, gener-
ally more than one half of new assessments. This popu-
lation can be effectively managed with therapy of up to
about eight sessions. The brief time and the high
turnover rate make this category less than ideal for the
use of groups. However, several specific models have
been developed for this purpose using crisis interven-
tion theory. For example, a rapid access group may
meet weekly, or more often, with an expected change in
membership every session. The sessions are highly
structured with a series of go-arounds so individual
members are mainly the focus, with the group offering
feedback, ideas, and encouragement. Practical goals
will be set for each member to work on between ses-
sions. A limit is set for maximum attendance, probably
not more than eight sessions, but these may be spread
over 3 or 4 months. Such groups are designed for sup-
portive work to address a current issue, not for ex-
ploratory psychotherapy. The leaders need to keep this
in mind even though the group may become surpris-
ingly evocative at times. This type of group has much in
common with inpatient ward groups. Referral criteria
would need to specify that the group is not able to con-
tain serious acute potential for self or other physical
harm. Experienced co-therapists are indicated, at least
one of whom should be quite knowledgeable about
community mental health resources. This is not a group
for neophyte leaders.

The next segment of a group program would deal
with more intensive but time-limited groups in the 12-
to 20-session range. This is the range that has been ap-
plied in most of the formal individual and group time-
limited literature. More ambitious intensive therapy
goals can be addressed. All time-limited models em-
phasize the importance of establishing specific goals.
An active therapist stance is required to keep to the
focus and still maintain a strong working alliance. This
requires a careful assessment process to develop a col-
laborative agreement about focus as well as to prepare
and motivate the patient for therapeutic work.

Time-limited groups should be developed for the most
common diagnostic categories. Most of these models are
relatively complex, and specific training in both the
model and its application in a group format is required
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for their successful application. Groups may also be
formed, not so much by diagnosis, as by situation. Exam-
ples of these would be grief groups, divorce/separation
groups, and preretirement groups. These groups vary in
their balance between group process and leader-centered
informational content. The therapist needs to be clear
about what model is being used.

General interpersonal groups share many of the tech-
niques of the just-mentioned groups but place more em-
phasis on learning from the group interaction. This
approach is particularly helpful for issues of self-esteem
and entrenched dysfunctional interpersonal patterns.
Assessment procedures would focus on the more com-
plex issues involved. Although these assessment proce-
dures are based on an understanding of earlier
childhood experiences, the application of them is main-
tained primarily on current situations. These groups
offer more possibilities of process complications and re-
quire leaders who are experienced in such techniques.

Finally, a range of groups dealing with specific topic
areas in an educational/skill development format may
be considered. Although the range of possibilities is
large, some examples would include eating disorder
psychoeducational groups, stress management groups,
assertiveness training groups, family communication
groups, and childhood development groups. These for-
mats make less use of the group process and tend to be
leader centered. Nonetheless, the group format provides
general properties of the supportive therapeutic factors
that reinforce motivation and amplify learning. Leaders
require less intensive training in group therapy but
must be alert to group management problems. Ready
access to clinical supervision is advised.

This leaves a much smaller number of patients with
more severe levels of dysfunction often involving long-
standing characterologic features or treatment resistant
conditions. Group methods are particularly appropri-
ate for this population as the group format provides a
strong containing quality that serves to dampen reac-
tivity. Longer time frames would be appropriate, often
in the 6- to 8-month range. There is a double goal in
these programs. First is active treatment, and second is
to decrease use of intensive treatment services such as
acute admissions and emergency room presentations.
Some programs have had success with long-term main-
tenance programs for this population.

Most communities have support groups for many
conditions. These are generally adapted over time to ad-
dress the specific features of a condition. The most famil-
iar and largest example of this is Alcoholics Anonymous
with the emphasis on abstinence and the need to address

the alcoholic’s sense of personal power by insistence on
the acceptance of being subject to a higher power. It is
recommended that the professional clinician be familiar
with support group resources in the community and
maintain a collaborative referral relationship and be
available to self-help organizations when their members
present with problems beyond the group’s capacity to
manage. It is also recommended that the self-help strate-
gies be respected and that there not be efforts to turn
them into amateur clinicians, a move that would under-
cut their value as self-help leaders.

This emphasis on specific models has a sound ration-
ale. The use of a group format and the imposition of a
time limit combine to pose limitations on what can be
accomplished. Specific models provide clear guidelines
to follow that are generally outlined in clinical manu-
als. These serve to keep the therapist on track, and out-
come research indicates that following such guidelines
results in more predictable positive outcomes. Most
manuals primarily deal with positioning strategies for
the therapist, leaving reasonable room for clinical flexi-
bility. Some of these use a classroom atmosphere that
provides greater emphasis on the learning of desig-
nated material. It is likely that clinicians will be in-
creasingly expected to justify their choice of model in
the light of empirical knowledge, as well as their com-
petence to provide it.

V. SUMMARY

A. Group Programming

It is likely that the development of expanded group
programs will become widespread in larger treatment
systems. In this process, it is important that care be
taken in matching patient characteristics to the pro-
grams available, or perhaps more important, that pro-
grams be developed for the sorts of problems presented
by the patients. There are clear indications that many
administrators favor tightly controlled models with
scripted sessions. These can be conducted by therapists
with less training and are easier to document. As a
counterbalance to this, patients are becoming increas-
ingly knowledgeable and outspoken about the sorts of
treatments that are available and the indications for
their use. In the long run, this is likely to serve as an
important influence on program development.

There is reasonable evidence that longer-term treat-
ment or maintenance programs can significantly reduce
utilization of intensive resources. However, at the same
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time, clinicians need to recognize that the majority of
patients do well with much shorter treatment. This re-
flects in part a truly unfortunate but major split in the
group psychotherapy community between a dedication
to longer-term process-oriented approaches for senior
clinicians in the field, and training in only quite struc-
tured models for many clinicians entering the field.

B. Group Research

There has been a remarkable increase in the quality
of group research over the last decade. The importance
of early group cohesion and a positive therapeutic al-
liance (to both the group and the leader) are now well
established and need further investigation only in re-
lationship to other variables. Similarly the concept of
group development has substantive support in the
time-limited closed group clinical literature with mod-
est support regarding prediction of outcome. It is no
longer possible to claim that process-oriented groups
have little or no empirical validation as often stated in
the service literature. An intensive psychodynamically
oriented milieu program has demonstrated significant
response for patients diagnosed with borderline per-
sonality disorder and other personality disorders. The
clinical belief that patients with more severe func-
tional status do better with a supportive approach has
been validated, but also that those patients function-
ing at a higher level of interpersonal relationships do
better with a dynamically informed interpretive ap-
proach of a time-limited nature. The value of structure
in the early group has been reconfirmed as well as the
importance of identifying at an early point, preferably
during assessment, important issues to serve as a
focus for treatment.

This research foundation can be developed further
with attention to several research strategies. The na-
ture of the group process is an important variable in all
types of groups and needs to be regularly reported.
Several studies indicate that aspects of the group
process predict outcome as well or better than the hy-
pothesized technical strategies in structured groups.
Given the general positive outcome in almost all
groups studied, a focus on linking patient, therapist,
and process variables should now be of high priority.
Assessments of characterologic traits predict outcome
in relationship to therapeutic strategies, but there is
much more to be learned about these phenomena. Sin-
gle-point assessment of group process is not of value,
sequential measures are necessary to be meaningful.
External ratings from video/transcript sources are

needed to balance the current preponderance of mem-
ber and therapist ratings. Leadership/therapist studies
are weak and few between.

C. Group Training

Given the earlier program and research scenarios, to
equip clinicians entering the field there are several
guidelines concerning the nature of group training pro-
grams. It seems absolutely crucial that clinicians be
prepared to apply a range of group models. There is
overwhelming evidence that both structured and
process-oriented formats are effective. On the struc-
tured side, expertise in applying cognitive and behav-
ioral strategies is required. These have demonstrated
effectiveness for depression, anxiety, and eating disor-
der syndromes, the most common presenting com-
plaints. However, it is also evident that applying these
techniques in a group setting benefits from an applied
knowledge of group dynamics. This is particularly rele-
vant to the early group where the development of a co-
hesive working atmosphere enhances outcome.

In terms of dynamically informed process-oriented
group therapy the effectiveness literature is equally
strong. Clinicians should be particularly trained in
the indications for use of supportive versus interpre-
tive models. Personality disorders also respond to the
process-oriented approach. Many day/evening/inpa-
tient milieu programs use a combination of structured
modules and process-oriented groups. These programs
generally use the same therapists for both compo-
nents. This has a strong added advantage that the ther-
apists will be acutely aware of the different strategies
being employed and can implement them in a knowl-
edgeable manner.

Group training needs to be grounded in basic group
theory that applies to all types of groups. This is most
effective when it is actively related to clinical technique
and therapeutic strategies. Training should also involve
an experiential component as a member of a group.
This does not imply the need for treatment, but rather
the importance of appreciating the power of group
process on the individual. It is of great value in under-
standing the response of members to group events and
to be aware in advance of possible situations in which
interventions may be required. An experienced indi-
vidual therapist may not necessarily make the transi-
tion to group therapy easily. Group therapy makes use
of the group as a therapeutic agent, and the individual
therapist may experience a sense of loss at the greater
therapeutic distance from the individual members.
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Therapists may also feel a loss of control of the thera-
peutic process. The same issues arise if a program ther-
apist is supervised by a senior clinician who is not
familiar with group theory and practice.
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GLOSSARY

defensive behaviors Behaviors that people use to cope with
an activity about which they do not feel confident and that
limit the proficiency and/or flexibility of performance.

self-efficacy Peoples’ beliefs in what they can do and how
strongly they believe it.

Guided mastery therapy is focused on changing
clients’ self-efficacy. This article will present the treat-
ment process, the theoretical bases of guided mastery,
and its empirical bases.

I. DESCRIPTION OF TREATMENT

A. General Strategy

Guided mastery therapy focuses on changing clients’
self-efficacy, that is, the clients’ beliefs in what they can
do and how strongly they believe it. It is assumed that
actual performance or nonperformance of challenging

tasks is the most potent determinant of the self-efficacy
related to these tasks. With this emphasis on perform-
ance, it is not surprising that guided mastery first and
foremost has been used in the treatment of the anxiety
disorders, which are characterized by avoidance and
other performance deficits. This presentation of guided
mastery will therefore concentrate on the use of guided
mastery for anxiety-related problems and largely be
based on Stuart Lloyd Williams’ formulation published
in 1990.

In guided mastery, agoraphobic clients are assisted
and guided as they enter grocery stores, enter freeways
by car, or ride the bus; height phobic clients are helped
as they enter a balcony of a tall building; and social
phobics are guided to order and eat in a café. The ther-
apist acts as a field expert, not only encouraging clients
to perform tasks, but also guiding performance accord-
ing to the principles of the self-efficacy model. The
overall principle is to promote a positive feedback cir-
cle between performance and self-efficacy. Tasks are se-
lected and structured so that they may lead to a
maximal increase and generalization of self-efficacy,
leading to further improvements in performance. Ther-
apists remain alert to the actual performance of each
client as well as to the way clients process the experi-
ence. For enhancement of self-efficacy, it is important
that clients attribute performance successes to their
own capabilities and not to external circumstances or
aids. Therapists guide clients to perform progressively
more difficult tasks as rapidly as possible according to
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the principles: first to increase their level of perform-
ance, then to increase their proficiency and flexibility
of performance, and, finally, to stimulate independent
performance.

B. Case Example

The typical course of treatment is illustrated in the
following example: Per suffers from severe bridge pho-
bia. He is not able to walk or drive a car across bridges.
When he is reminded of bridges or sees a bridge, he en-
gages in vivid imagery of himself falling from the
bridge. As a first task, Per agrees to walk accompanied
by the therapist to the start of a 100 meter long bridge
that crosses a river. The bridge is equipped with a lane
for pedestrians and has 1 meter high railings on both
sides. Next, Per agrees to walk 10 meters onto the
bridge with the therapist walking beside him holding
his arm. After successful completion of this task the
therapist models the behavior unaccompanied and asks
Per to do the same. After several intermediate steps, Per
is able to walk alone to the middle of the bridge, which
is his most feared place. His performance is awkward
and restricted; still he tenses his muscles, stares at a
distant point, and avoids moving close to the railing
next to the river, The therapist models more appropri-
ate behaviors and instructs Per concerning their per-
formance: “Relax your legs, feel the ground under your
feet.” Before and after each task, self-efficacy is probed
on a 0 to 100 percent certainty scale. Also, 0 to 10
scaled anxiety ratings are collected, especially when
working with the awkward and restricted behaviors.
Finally, Per is able to perform the criterion task: to lean
over the railing and look into the water, holding his
hands behind his back.

C. Increase Performance Level

The example illustrates several of the techniques
used as part of the strategy to increase performance
level rapidly. The main purpose of joint performance is
to promote self-efficacy by reassuring clients that assis-
tance is available if they should lose control. Thus,
clients usually do more when accompanied than they
would have been able if initially asked to engage in
these behaviors by themselves.

Therapeutic tasks can be modeled overtly and
through verbal coaching. The therapist in the example
both demonstrates how to perform the difficult task
and verbally coaches the client concerning awkward
and restrictive behaviors. When people have difficulty
initiating treatment behavior, treatment tasks are

divided into more easily achievable subtasks. Perfor-
mance of each subtask is set as a proximal goal. The
setting of proximal goals enhances self-efficacy by
making clear what has to be done, by making per-
formance successes possible, and by providing imme-
diate feedback of success upon subgoal attainment.
Therapy may also involve graduated exposure to
treatment settings. In the case of Per, for example,
after successfully confronting the 100 meter bridge,
he would be encouraged to use a larger bridge. Addi-
tionally, the technique of giving physical and mechan-
ical support is illustrated by the therapist holding
Per’s arm the first time he walks onto the bridge.

D. Increase Proficiency and
Flexibility of Performance

Anxious people typically engage in defensive behav-
iors to help themselves cope with an activity about
which they do not feel confident. Such behaviors may
include clinging to the shopping cart when in a super-
market, holding one’s breath at tense moments, or—as
Per did—tense his muscles and stare at a distant point
when walking on a bridge. In this way, people limit
their proficiency and flexibility of performance. Profi-
ciency of performance refers to the ability to perform
without defensive rituals. Flexibility refers to the abil-
ity to do tasks in varied ways, without self-restrictions
on the range of performance. It is assumed that these
defensive behaviors maintain a state of low self-efficacy
because they prevent the person from receiving posi-
tive feedback, as well as the belief that performance
successes are due to the defensive behaviors and not to
their own effectiveness. This conceptualization is ex-
plained to patients as a rationale for dropping these
behaviors. Defensive behaviors are identified by ob-
serving clients’ performance and by asking what they
do to help themselves cope with the threatening activi-
ties. It is amazing how quickly anxiety arousal often de-
clines on dropping defensive behaviors. Anxiety ratings
provide a sensitive moment-to-moment indication of
progress, and are particularly useful when working
with defensive behaviors.

E. Stimulate Independent
Performance

Initially, guided mastery involves accompanying pa-
tients into feared situations and providing assistance and
guidance. This ensures that clients actually initiate ther-
apeutic activities, that they progress rapidly, that the
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therapists can observe the use of defensive behaviors,
and that the therapist can immediately assess the clients’
cognitive processing of performance information. How-
ever, the goal of therapy is for clients to become confi-
dent that they can function without assistance. To
promote independent performance three principles are
followed. First, the lowest level of assistance necessary
for success is provided. Clients are accompanied and as-
sisted only on tasks they would find difficult to do on
their own. Second, assistance is faded out as soon as pos-
sible. Finally, patients are trained to be their own thera-
pists. The principles of guided mastery are explained to
the patients during therapy in order to enable them to
apply the guided mastery approach on their own. The
principles may also be discussed in group sessions with
patients receiving guided mastery.

F. General Aspects

Performance levels are raised because proficiency
and flexibility in coping behavior tend to increase as a
by-product of each success. Therapists collect self-effi-
cacy ratings (0–100 certainty) both before, during, and
after performance in order to select appropriate tasks
and to examine how mastery experiences have been in-
terpreted by clients. As regards the therapeutic rela-
tionship, the guided mastery therapist adheres to the
humanistic principles that are typical of various forms
of psychotherapy: to show an optimal amount of empa-
thy, warmth, and respect. The style of therapy is collab-
orative rather than directive and confrontational.

II. THEORETICAL BASES

Guided mastery therapy is based on self-efficacy the-
ory. This theory holds that cognitive processes play a
dominant role in the acquisition and retention of new
behavior patterns. New behaviors may be learned by
observing others. The effect of the model’s behavior
also influences learning. Efficacy expectations are dis-
tinguished from outcome expectations. An efficacy ex-
pectation can be defined as a person’s conviction that
he or she can successfully execute the behavior re-
quired to produce certain outcomes, whereas an out-
come expectation is the estimate that a given behavior
will lead to a specific outcome.

A main assumption of the self-efficacy model is that
psychological procedures, whatever their form, serve as
a means of creating or strengthening expectations of per-
sonal efficacy. Self-efficacy may be affected by verbal per-
suasion, vicarious experience (seeing another person

cope with the task), imaginal enactment (imagining on-
self doing it), or emotional arousal, but direct perform-
ance accomplishments are believed to provide the most
convincing evidence that one possesses the needed abili-
ties. Thus, although the self-efficacy model is based on
cognitive processes, it postulates that change is achieved
mainly through behavioral performance.

Performance inhibitions and deficits are obvious fea-
tures of anxiety, and, as mentioned above, the self-effi-
cacy model has been applied to the analysis and
treatment of anxiety disorders. People perceive threat
and become anxious when they believe that they are
powerless in the face of a threatening stimulus. This
belief may either be based on efficacy or on outcome
expectations: People can experience threat because
they lack a sense of efficacy in achieving the behavior
required to avert the dangerous events, or because they
believe that the events are uncontrollable. Theorists
from various orientations generally agree on these
statements. However, self-efficacy theory also claims
that anxiety and anxiety disorders are primarily main-
tained by low self-efficacy that one is able to exercise
personal control, and not by beliefs that the threatening
events themselves are uncontrollable. Recently, the
concept of self-efficacy has been extended to covert ac-
tivity. It is supposed that an individual’s perceived abil-
ity to control and dismiss scary thoughts may be an
important determinant of anxiety.

This general view of anxiety is reflected in self-efficacy
models of specific clinical disorders. For instance, the
self-efficacy model holds that agoraphobia is maintained
by beliefs that one lacks the capabilities required to per-
form the feared activities. Low self-efficacy is maintained
by avoidance behavior and by performing feared activi-
ties in an awkward and restricted way. By contrast, cog-
nitive therapy models hold that agoraphobia results from
catastrophic misinterpretations of bodily sensations.
Agoraphobic avoidance is construed as safety behavior,
designed to avert the occurrence of uncontrollable
events such as having a heart attack or going crazy. Both
of these models contrast with behavioral accounts,
where agoraphobic avoidance is seen as a way of reduc-
ing anxiety and panic. With regard to panic disorder,
self-efficacy for exercising control over scary thoughts is
suggested as an important target of treatment.

There is an interesting mismatch between the general
self-efficacy model of anxiety and the principles of anx-
iety treatment. In the general model, it is assumed that
self-efficacy is enhanced by demonstrations that one is
able to behaviorally prevent the occurrence of a threat-
ening, aversive event. In guided mastery practice one
relies heavily on demonstrations that one is able to
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overcome the tendencies to avoid feared activities or to
use defensive behaviors during performance. Direct evi-
dence that one is able to exert personal control over the
occurrence of a threatening event is seldom involved.
Thus, self-efficacy with respect to overcoming avoidant
and defensive tendencies and self-efficacy with respect
to behavioral control over threatening events should be
conceptually separated. This distinction may lead to
more differentiated treatment interventions.

III. EMPIRICAL STUDIES

A core assumption of guided mastery therapy is that
performance guided by the principles of the self-efficacy
model is more effective than pure exposure treatment,
that is, performance without such assistance. For height
phobia, driving phobia, and snake phobia, guided mas-
tery has been found to be more effective than mere ex-
posure. With respect to agoraphobia, the results are
mixed and less promising. In agoraphobic individuals
who could perform the exposure tasks, but only under
intense anxiety, performance-related anxiety declined
more among those who received guided mastery than
among those who received exposure. However, the two
groups were not different on a measure of self-efficacy.
Another study of agoraphobic individuals with little
avoidance but intense performance-related anxiety did
not find any differences between a guided mastery con-
dition and an exposure condition. One study has com-
pared cognitve therapy and guided mastery for severely
agoraphobic subjects, and found cognitive therapy to be
associated with better outcome on several measures 1
year after the end of treatment.

Concerning mediating mechanisms, the self-efficacy
model states that phobia-related fear and avoidance be-
havior are maintained by low self-efficacy. Anticipated
anxiety/panic and danger are assumed to be effects of
low self-efficacy. Furthermore, the self-efficacy model
predicts that changes in self-efficacy will lead to
changes in these variables. Several of these predictions
have been found for height-phobic patients. With re-
gard to agoraphobia, the findings related to these pre-
dictions appear to depend on the research methods
used. When ratings of the cognitive variables are an-
chored in specific behavioral tasks, self-efficacy pre-
dicts approach behavior, even when other factors such
as previous behavior, anticipated anxiety, anticipated
panic, catastrophic beliefs, and subjective anxiety are
held constant. Catastrophic beliefs do not predict treat-
ment effects when these other variables are controlled.
However, when self-report cognitive measures not an-

chored in specific situations are used, and the analyses
are based on the temporal sequence between predictors
and outcome, the results are consistent with a cognitive
therapy model and inconsistent with a self-efficacy
model. Overall, a self-efficacy analysis of agoraphobia
has not been clearly supported.

IV. SUMMARY

Guided mastery therapy focuses on changing clients’
self-efficacy: clients’ beliefs regarding what they can do.
It is assumed that actual performance or nonperfor-
mance of challenging tasks is the most potent determi-
nant of self-efficacy related to these tasks. Therapists act
as field experts, guiding clients to perform problem-re-
lated tasks according to the principles of the self-efficacy
model. Therapists are alert to the actual performance of
clients as well as to the way clients process the experi-
ence. For enhancement of self-efficacy, it is important
that clients attribute performance successes to their own
capabilities and not to external circumstances or aids.
Therapists guide clients to perform progressively more
difficult tasks in order to increase levels of performance,
to increase the proficiency and flexibility of perform-
ance, and to stimulate independent performance.
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GLOSSARY

awareness training A component of habit reversal in which
the client learns to identify each occurrence of the habit
behavior.

competing response training A component of habit reversal
in which the client learns to engage in an incompatible be-
havior contingent on the occurrence of the habit behavior
or on antecedents to the habit behavior.

differential reinforcement of alternative behavior (DRA) A
procedure in which an acceptable behavior is reinforced
so that it will increase and replace a problem behavior.

differential reinforcement of other behavior (DRO) A proce-
dure in which reinforcers are delivered for the absence of a
problem behavior during intervals of time.

habit disorder A repetitive behavior that does not typically
serve any social function but occurs with sufficient fre-
quency or intensity to cause distress to the client or sig-
nificant others. Habit disorders include nervous habits
(such as thumbsucking, nail biting, hair pulling), tics
(such as head jerking, facial grimacing), and stuttering
(word or syllable repetition, prolongation of word
sounds, blocking).

social support A component of habit reversal in which a sig-
nificant other is enlisted to help the client control the habit
behavior. The social support person prompts the client to
use the competing response when the client engages in the
habit behavior, and praises the client for engaging in the
competing response and for refraining from engaging in
the habit behavior.

I. DESCRIPTION OF TREATMENT

Habit reversal was developed by Nathan Azrin and
Greg Nunn in 1973 as a treatment for nervous habits
and tics. In 1974, these researchers also utilized habit
reversal to treat stuttering. In the original study there
were four major components to the habit-reversal pro-
cedure: awareness training, competing response prac-
tice, habit control motivation, and generalization
training.

A. Awareness Training

Awareness training consists of a number of proce-
dures designed to teach the client to become aware of
every instance of the habit behavior as it occurs or
when it is about to occur. The client needs to be aware
of each instance of the habit in order to use the com-
peting response contingent on the habit. In the re-
sponse description procedure, the therapist instructs
the client to describe the movements involved in the
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habit. In the response detection procedure, the thera-
pist teaches the client to identify each instance of the
habit that occurs in session. In the early warning proce-
dure, the client identifies and practices detecting the
earliest signs or movements of the habit. In the com-
peting response practice procedure, the client learns to
engage in an incompatible behavior for a few minutes
to heighten awareness of the muscles involved in the
habit. In the situation awareness training procedure,
the client identifies the antecedents or circumstances
(situations, persons, places) in which the habit is most
likely to occur.

B. Competing Response Practice

Through competing response training, the therapist
instructs the client to identify a behavior that is physi-
cally incompatible with the movements involved in the
habit and to engage in this behavior for one to three
minutes each time the habit occurs or when the client
is about to engage in the habit. The competing re-
sponse involves isometric tensing of the muscles in-
volved in the habit. The competing response is socially
inconspicuous, so the client can engage in the behavior
without disruption of ongoing activities. Examples of
competing responses include the following. For nail
biting, thumbsucking, hair pulling, or any habit involv-
ing the hands, the competing response involves hold-
ing the hands down at the side and making a fist or
grasping objects. For a head jerking tic, the competing
response involves isometric contraction of the neck
muscles by pulling the chin in and down. For an oral
habit such as mouth biting, the competing response in-
volves lightly clenching the teeth. For stuttering, the
competing response (called regulated breathing) in-
volves slow, deep breathing with a slight exhale before
speaking. The client practices the competing response
in the therapy session and is instructed to engage in the
competing response any time the habit occurs or is
about to occur once the client leaves the session.

C. Habit Control Motivation

With these procedures (including habit inconven-
ience review, social support, and public display proce-
dures), the therapist attempts to increase the client’s
motivation to get rid of the habit, thus making it more
likely that the client will comply with the treatment
procedures. With habit inconvenience review, the ther-
apist reviews with the client all of the ways in which
the habit is inconvenient or embarrassing. In the social

support procedure, the therapist calls the client on the
phone at regular intervals and provides praise for the
clients’s efforts and success in controlling the habit.
The therapist also engages the assistance of a signifi-
cant other (such as a parent, spouse, other family mem-
ber, or friend) to help the client succeed in controlling
the habit. The social support person praises the client
when the habit is not occurring and praises the client
for using the competing response. The social support
person also reminds the client to use the competing re-
sponse when an instance of the habit is observed. For
young children, the social support person might need
to manually guide the child through the competing re-
sponse if the child does not initiate it independently. In
the public display procedure, the client demonstrates
his or her control over the habit in front of the therapist
and significant others.

D. Generalization Training

The purpose of generalization training is to teach the
client how to control the habit in everyday situations.
The therapist first has the client practice the competing
response until the client is using it correctly in session
and then spends up to 30 minutes engaging the client
in conversation while the client practices the compet-
ing response contingent on the occurrence of the habit.
The therapist provides social support during this 30
minutes of practice by praising the client for the correct
use of the competing response and reminding the client
to use the competing response if the habit occurs and
the client does not initiate the competing response in-
dependently. The therapist also uses symbolic rehearsal
procedures in which the client imagines situations in
which the habit typically occurs and imagines himself
or herself successfully using the competing response in
those situations.

The habit-reversal procedure is typically imple-
mented in a small number of sessions (or one long ses-
sion) with followup phone calls or booster sessions as
needed. For example, in 1998 John Rapp and his col-
leagues used habit-reversal procedures to treat chronic
hair pulling in three adolescents. Following two initial
treatment sessions with clients and their parents, Rapp
and colleagues then conducted booster sessions in the
following months when clients were having difficulty
successfully using the procedure. In each booster ses-
sion, the therapist met with the clients and their par-
ents, reviewing and practicing the procedures. In this
study, the habit-reversal procedure was successful with
one to three booster sessions.

912 Habit Reversal



II. THEORETICAL BASES

The success of habit reversal appears to be tied to the
consistent use of the competing response contingent
on the habit behavior or in anticipation of the habit be-
havior. Two mechanisms may be responsible for the
success of the competing response in decreasing the oc-
currence of habit behaviors. One explanation is that
use of the competing response contingent on the habit
behavior works through a punishment process. One
type of punishment involves the application of aversive
activities contingent on the problem behavior. If the
competing response is an aversive activity, then the be-
havior it follows (the habit behavior) will be punished
and thus decrease in frequency. A second explanation is
that the competing response is an alternative behavior
that occurs and replaces the habit behavior. After the
client learns to engage in the competing response in
therapy sessions, use of the competing response is then
reinforced by the therapist in the session and by the so-
cial support person outside of the sessions. The in-
crease in this incompatible behavior then supplants the
occurrence of the habit behavior. Unfortunately, it is
not clear which conceptual explanation has the most
validity. In all likelihood, the effectiveness of the com-
peting response may be explained by a combination of
these mechanisms.

The success of the social support procedure is due to
the use of verbal prompts and two forms of differential
reinforcement. Reminding the client to use the compet-
ing response amounts to a verbal prompt for the correct
behavior. Providing praise to the client for the correct
use of the competing response involves differential rein-
forcement of alternative behavior (DRA). The alterna-
tive behavior that is being reinforced in the DRA
procedure is the competing response. Providing praise
to the client for the absence of the problem behavior in-
volves differential reinforcement of other behavior
(DRO). In the DRO procedure, also called differential
reinforcement of zero rate of behavior, a problem behav-
ior (the habit behavior) is decreased when reinforce-
ment is provided at periodic intervals for its absence.

III. APPLICATIONS 
AND EXCLUSIONS

Since the development of habit reversal in 1973, the
procedure has been used to treat a wide variety of habit
disorders in adults and children. Habit reversal has

been applied to motor and vocal tics associated with
Tourette Syndrome and other tic disorders. It has been
applied to habits involving the hands such as thumb-
sucking, nail biting, hair pulling, scratching, and skin
picking and to oral habits such as teeth grinding,
mouth biting, lip chewing, and tongue protrusion.
Habit reversal has also been applied to stuttering exhib-
ited by adults and children as young as 6 years of age.

Because habit reversal requires the client to detect
each occurrence of the habit behavior and use a com-
peting response contingent on the habit, habit reversal
can be used only by individuals who are capable of un-
derstanding the procedure, have the ability to carry out
the procedure, and are motivated to use the procedure
(they state that they want to stop the habit and are will-
ing to use the procedures). The procedure may be inef-
fective with young children or with individuals with
mental retardation because these individuals may not
understand the procedure, may not be capable of carry-
ing it out, or may not want to change their behavior.

Social support procedures may enhance the effec-
tiveness of habit reversal with children when parents
are diligent in prompting their child to use the compet-
ing response and praising the child for using the com-
peting response and refraining from the habit behavior.
However, when habit behaviors such as thumbsucking
or hair pulling occur primarily when the child is alone,
the parent may be unable to provide social support suc-
cessfully. In such cases habit reversal may need to be
supplemented with adjunct procedures, or other proce-
dures may need to be used instead of habit-reversal
procedures.

IV. EMPIRICAL STUDIES

Following the initial studies by Nathan Azrin and
Greg Nunn in 1973 and 1974, much research has docu-
mented the effectiveness of habit-reversal procedures
for the treatment of nervous habits, tics, and stuttering.
In addition to showing that habit reversal is effective,
researchers have also shown that simplified versions of
habit reversal are effective. For example, in 1985 Ray
Miltenberger, Wayne Fuqua, and Tim McKinley
showed that awareness training and competing re-
sponse training were effective in treating motor tics ex-
hibited by adults. In 1985 Miltenberger and Fuqua
further showed that awareness training and competing
response training were effective in the treatment of
nervous habits exhibited by adults. In 1996, Doug
Woods and colleagues showed that awareness training
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and the use of a competing response were also effective
in the treatment of tics in children.

A number of researchers have shown that awareness
training, competing response training, and use of social
support are effective in the treatment of habit disorders in
children. For example, in 1993, Joel Wagaman and his
colleagues showed that these habit-reversal components
successfully decreased stuttering in children, and in
1998, John Rapp and his colleagues showed that these
procedures decreased chronic hair pulling in adolescents.

Other researchers have demonstrated the limitations
of habit reversal with young children and individuals
with mental retardation. In a study by Ethan Long and
colleagues in 1999, habit reversal was not effective in
the treatment of nail biting and other oral-digital habits
exhibited by individuals with moderate to severe men-
tal retardation. However, Long and colleagues found
that the addition of differential reinforcement and re-
sponse cost procedures following habit reversal de-
creased the habit behaviors for their participants. In
these procedures, the participant was surreptitiously
observed from another room, and, when the habit did
not occur for an interval of time, the researcher entered
the room and provided a reinforcer such as candy or
money (differential reinforcement). When the habit
was observed to occur, the researcher entered the room
and removed some of the reinforcers (response cost).
Other researchers have also shown that differential re-
inforcement and response cost are effective procedures
when habit reversal fails to decrease habit behaviors in
young children.

V. CASE ILLUSTRATION

The following case example illustrates the succesful
use of habit reversal with a 10-year-old girl, Jennifer,
who engaged in chronic hair pulling to the point of
having bald areas on her head. Jennifer’s mother spent
up to 30 minutes every morning fixing Jennifer’s hair so
that the areas of hair loss would not show, thus pre-
venting Jennifer from being embarrassed at school by
the hair loss. By their own report and the fact that they
traveled a great distance for treatment, Jennifer and her
parents were highly motivated to stop the hair pulling.
They attended six therapy sessions over the course of
nine days. The therapy sessions were conducted in
such a short period of time because the client and her
family had to travel a long distance to receive treat-
ment. Outpatient treatment sessions would typically be
conducted on a weekly basis.

The first session consisted of a behavioral assessment
interview in which the therapist asked questions about
the exact nature of the hair pulling, the antecedents of
the hair pulling (where and when it happens, circum-
stances and people present, thoughts and feelings of
the client preceding the hair pulling), and the conse-
quences of hair pulling to identify or rule out any form
of social reinforcement (e.g., attention) that might play
a role in the maintenance of hair pulling. In this initial
interview, the therapist also asked about the client’s his-
tory, onset, course, and severity of the hair pulling, how
the hair pulling was affecting the clients’ lives, and the
clients’ motivation to eliminate the hair pulling. For
Jennifer, hair pulling occurred in her classroom when
she was taking a test or concentrating on other activi-
ties, and it occurred at home when she was studying or
engaged in sedentary activities such as watching TV or
lying in bed. There did not appear to be any form of so-
cial reinforcement for the hair pulling, for she often en-
gaged in the behavior without others being aware of it.
The initial assessment suggested that Jennifer was a
good candidate for habit reversal and that adjunct pro-
cedures were probably not necessary. Had motivation
been a problem or had there been some form of social
reinforcement for the hair pulling, then these problems
would have to be addressed with adjunct procedures.
The first session ended with a description of the habit-
reversal procedure to be implemented in subsequent
sessions.

In the second session, awareness training and com-
peting response training procedures were implemented
with Jennifer and her parents. The therapist imple-
mented the response description procedure by having
Jennifer describe the hair pulling movements and then
engage in these movements without actually pulling
out any hair. Jennifer described and demonstrated all of
the different ways in which she pulled her hair and the
behaviors leading up to pulling out a hair strand. These
precursor behaviors involved running her fingers
through her hair, moving her hair back and forth be-
tween her first finger and her thumb, isolating one
strand, and pulling the strand of hair with a plucking
movement by holding on to the hair at its base. Jennifer
demonstrated the behaviors from start to finish, ending
with a simulated plucking movement.

After response description was complete, the thera-
pist implemented response detection. Response detec-
tion is more difficult to implement with habit behaviors
that typically do not occur around other people be-
cause clients will not naturally engage in the behavior
in the session. Response detection is easier to conduct
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with tics or stuttering because these behaviors will usu-
ally occur a number of times in the session, providing
clients with opportunities to practice identifying their
occurrence. With hair pulling (as with thumb sucking,
nail biting, and other habits involving the hands) the
therapist must have clients simulate the occurrence of
the behavior during the response detection component
of awareness training. The therapist instructed Jennifer
to simulate her hair pulling movements in session
about 10 times. During these simulations, Jennifer was
told to imagine herself in various situations that she
had identified as being antecedents for hair pulling.
The therapist also had Jennifer simulate some of the ac-
tivities associated with hair pulling while simulating
the hair pulling movements. For example, she sat at a
desk with paper in front of her and simulated taking a
test while reaching up to pull her hair, or she sat on the
floor against a wall simulating waiting her turn for an
activity in gym class at school and simulated hair
pulling in that position.

While she simulated the hair pulling movements, the
therapist instructed Jennifer to stop at various points in
the movement and notice how her arm felt or observe
the position of her arm in space as it approached her
head. Drawing her attention to the sight and feel of her
arm at various points in the movement was intended to
heighten her awareness of the hair pulling movement
and make it more likely that she would detect the in-
cipient hair pulling movements when they occurred in
the natural environment.

The situation awareness training component of
awareness training was begun in the first session when
the therapist asked Jennifer and her parents to identify
all of the circumstances in which hair pulling occurred.
It was continued in this session as Jennifer simulated
hair pulling in those situations or imagined hair pulling
in those situations. Jennifer was also asked to identify
thoughts and feelings that were antecedents to hair
pulling. However, she could not identify any specific
thoughts or feelings that preceded the behavior. It is
not uncommon for children to be unable to identify
thoughts and feelings as antecedents to a habit behav-
ior; adults have been found to be better at providing
such information. It is useful to obtain information on
thoughts and feelings as antecedents to hair pulling or
other habit behaviors because the occurrence of these
thoughts or feelings may then cue the client to engage
in the competing response to prevent subsequent oc-
currence of the habit behavior.

Before the second session was over, Jennifer and her
parents were introduced to the concept of the compet-

ing response and the rationale for its use. The therapist
told them that the competing response provides an al-
ternative, inconspicuous activity to engage the hands
so that the hair pulling cannot occur. The competing
response, called the “exercise,” was to be a behavior
that was physically incompatible with hair pulling, that
was easy to carry out, that was inconspicuous so that it
did not draw attention to Jennifer, and that could be
carried out for at least a few minutes each time hair
pulling occurred or was about to occur. After introduc-
ing the concept and the rationale for its use, the thera-
pist identified a number of different competing
responses that Jennifer might consider using. The ther-
apist then asked Jennifer and her parents to pick a few
of the competing responses (or to identify other ones)
that they were most comfortable using. Jennifer chose
holding a pencil while at school, grasping a cushball
while at home, and making a fist at her side to be used
when she did not have an object to grasp. The therapist
informed Jennifer and her parents that they would dis-
cuss the competing response and practice it in the third
session.

The third session was devoted to practicing the com-
peting response and social support procedures. Be-
tween sessions 2 and 3, Jennifer and her parents
bought a cushball and other small items that she might
grasp as part of her competing response and brought
these items to the session. To practice the competing
response, Jennifer simulated the hair pulling move-
ments and then immediately engaged in the competing
response for about one minute. After a couple of simu-
lations of the complete hair pulling movements fol-
lowed by the use of the competing response, Jennifer
was instructed on subsequent trials to stop earlier in
the hair pulling movement and engage in the compet-
ing response. For example, she was to initiate the com-
peting response as soon as her hand touched her hair,
as soon as her hand was raised above her shoulder, as
soon as her hand was raised above her waist, and as
soon as her hand was lifted off of her lap. By engaging
in the competing response earlier and earlier in the
movement toward hair pulling, Jennifer is more likely
to catch herself before actually pulling a hair and en-
gage in the competing response to prevent hair pulling
outside of the therapy session.

Jennifer next practiced the competing response con-
tingent on hair pulling movements as she simulated sit-
uations that were antecedents for hair pulling. By
practicing the competing response while simulating
natural situations, use of the competing response is
more likely to generalize to natural situations outside
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of the therapy session. Within this session, Jennifer
practiced 12 to 15 times the competing response con-
tingent on simulated hair pulling with instructions and
praise from the therapist. During the course of this
practice, the therapist introduced the concept and ra-
tionale for the use of social support.

The therapist told Jennifer and her parents that, al-
though it was Jennifer’s responsibility to detect each oc-
currence of hair pulling and use the competing
response, she was more likely to be successful if her
parents helped her. To help her, her parents must do
three things. First, they should prompt her to “do your
exercise” if they observed her engage in hair pulling
but failed to use the competing response on her own.
Second, they should provide praise when they observed
Jennifer using her competing response. Finally, they
should provide praise when they observed that Jennifer
was not engaging in hair pulling, especially in situa-
tions that were usually antecedents for hair pulling.
After describing the social support procedure, the ther-
apist then instructed the parents to practice the proce-
dures in session. The therapist asked Jennifer to
simulate hair pulling without using the competing re-
sponse a few times so that the parents had an opportu-
nity to prompt her to do her exercise. The therapist
then had Jennifer practice her competing response so
that the parents had an opportunity to praise her for
using it. The therapist also had Jennifer simulate an ac-
tivity in which she usually pulled her hair and refrain
from hair pulling to provide the parents an opportunity
to praise her for the absence of hair pulling. The thera-
pist observed the parents use the social support proce-
dures and provided praise and any corrective
feeddback as necessary. At the end of the session, the
therapist instructed Jennifer to use her competing re-
sponse any time she engaged in hair pulling or was
about to engage in hair pulling outside of the session.
The therapist also asked the parents to provide social
support outside of the session by prompting and prais-
ing Jennifer as they had learned in the session.

In the fourth, fifth, and sixth sessions, the therapist
and clients discussed their use of the competing re-
sponse and social support procedures outside of the
sessions. The therapist provided praise for reports of
accurate use of the procedures and answered any ques-
tions about use of the procedures. Additional session
time was devoted to further practice of the competing
response contingent on simulated hair pulling in a vari-
ety of simulated situations and the use of social support
procedures by the parents. In the final sessions, the
therapist also helped the clients plan use of the proce-
dures in their home and school environments once

therapy sessions were terminated. The therapist and
clients discussed Jennifer’s typical daily routines at
home and at school and planned use of the procedures
at high-risk times in both settings. The therapist pro-
posed scenarios that involved problems in implement-
ing the procedures and worked with the clients to
identify solutions to the possible problems. Finally, the
therapist and clients worked out a plan to enlist the
support of Jennifer’s teacher as a social support person
at school and defined the teacher’s responsibilities in
that role.

Once therapy sessions were terminated, the clients
contacted the therapist at periodic intervals via e-mail
and telephone to describe progress and to ask ques-
tions. Jennifer and her parents used the procedures
consistently with few problems and reported that hair
pulling had been almost completely eliminated for the
10 months since the therapy sessions were terminated.
Jennifer’s hair has grown in so there are no longer any
bald areas, and she no longer requires her mother to fix
her hair every morning to hide hair loss.

VI. SUMMARY

Habit reversal is a treatment for habit disorders and
consists of a number of component procedures imple-
mented on an outpatient basis in one or a small num-
ber of treatment sessions. Clients first learn to detect
each instance of the habit behavior through awareness
training procedures. They then learn to engage in a
competing response contingent on the occurrence or
anticipation of the habit. Motivation procedures such
as social support help clients successfully utilize the
competing response to control the habit. Generaliza-
tion strategies help clients continue to be successful in
controlling the habit outside of therapy sessions.
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GLOSSARY

chaining Training an individual to complete a complex, mul-
tistep behavior by reinforcing each of the substeps for their
occurrence in the proper order (chaining may also be done
in reverse, starting with reinforcement of the final step).

heterosocial Relating to interpersonal interactions between
opposite sex individuals.

operant conditioning Training behavior by manipulating an in-
dividual’s environment. In a simple version of operant condi-
tioning, desired behaviors are increased via reinforcement,
while undesired behaviors are decreased via punishment.

shaping Training an individual to complete a complex behav-
ior by reinforcing successive approximations of the target
behavior.

social learning theory A theory of human behavior in which
environmental influences on behavior are supplemented
by cognitive processes including modeling, imitation, and
self-reinforcement.

Heterosocial skills training (HSST) is one of many ap-
proaches to improving psychological functioning
grounded in operant conditioning and social learning

models of human behavior. Within that context, het-
erosocial skills can be thought of as the social behavior
repertoire necessary for successfully initiating, maintain-
ing, and terminating social relationships with persons of
the opposite sex in a socially sanctioned manner. Het-
erosocial skills training, then, is any effort to introduce,
increase, or refine those behaviors in an individual.

I. DESCRIPTION OF TREATMENT

Heterosocial skills training is both easy and difficult
to describe as treatment. It is easy to describe because
nearly everyone agrees on what general components are
required in the intervention. It is difficult to describe
because there is no generally accepted definition of het-
erosocial skill and its behavioral substrates, nor is there
a generally accepted notion of when such skills deficits
indicate dysfunction. The latter point notwithstanding,
however, HSST is a multimethod approach to assisting
clients with minimal or maladaptive dating behaviors.
A good beginning for heterosocial skill interventions
involves identifying a client’s specific heterosocial skill
deficits and appropriate remedies. Unfortunately, as just
noted, there is little general agreement on, and thus no
definition of, the particular deficits associated with het-
erosocial anxiety. One thing that most researchers and
clinicians agree on, however, is that heterosocial skill
deficits appear to be a mix of behavioral, cognitive, and
emotional concerns. As an example, in 1986 Adrian
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Furnham indicated that the most reliable heterosocial
problems gleaned from studies of self-report question-
naires were fear of negative evaluation (cognitive and
emotional concerns) and a lack of an understanding
about how to interact with a person of the opposite sex
(behavioral concerns). Fortunately, behavioral inter-
ventions have been shown to be very effective in myriad
disorders that contain cognitive and emotional compo-
nents. In fact, theorists would predict that acquiring
and using new behaviors, both in the therapy room and
daily life, would lead to anxiety reduction and perhaps
even reinforcement and pleasure. For example, in-
creased enjoyment in heterosocial situations may result
in increased positive cognitions about dating situations.

Assessment of potential heterosocial skill deficits
usually includes self-report measures and role playing.
Representative self-report measures include the Situa-
tion Questionnaire (SQ) developed in 1968 by Lynn
Rehm and Albert Marston, the Survey of Heterosexual
Interactions (SHI) developed in 1975 by Craig Twenty-
man and Richard McFall, and the Survey of Heterosex-
ual Interactions for Females (SHI-F) developed in 1978
by Carolyn Williams and Anthony Ciminero. Each of
these measures lay out a variety of heterosocial situa-
tions, and clients rate how difficult it would be to han-
dle the situation on a 7-point scale. The SQ and the SHI
are both appropriate for men (based on content), and
the SHI-F is for women. Other related constructs that
might be assessed with self-report are fear of negative
evaluation and self-consciousness. The advantages of
self-report measures include ease of administration
and, so long as clients are honest, a reflection of clients’
genuine beliefs regarding their own skills, capacities,
and coping abilities. Unfortunately, a number of re-
searchers, both in and out of the social skills world,
have indicated that broad, general self-report measures
can be poor predictors of actual behavior.

Naturalistic observation and ratings of role-playing
exercises may be truer tests of actual behaviors, but
these too come with a number of associated difficulties.
In 1990, Debra Hope and Richard Heimberg noted that
the utility of role plays varies based on whether the role
play is assessed via an overall global rating or via spe-
cific, easily measured or counted behaviors such as du-
ration of eye contact. Global ratings of social skill made
by objective observers, friends, and interaction partners
are more likely to correlate with participants’ self-re-
ports of dating anxiety than are ratings of specific behav-
iors. Some investigators have found modest correlations
between global measures of social skill and anxiety and
certain discrete behaviors (e.g., talk time and eye con-
tact). However, as Ariel Stravinsky indicated in 2000, it

is not entirely clear whether these global ratings have
any relation to a person’s actual behaviors in real situa-
tions. Also, as Hope and Heimberg point out, most stud-
ies do not find significant differences between groups of
dating-anxious and non-anxious participants on more
than a few, if any, specific behaviors. The specific behav-
iors that do differentiate between groups in one study
often will not show differences in another study of simi-
lar design. Thus, finding the behavioral correlates of so-
cial skill has been difficult.

Several explanations have been advanced to account
for the difficulty in assessing social skill. First, a dating-
anxious person’s social behavior is influenced by the
behavior of the interaction partner. For example, in
1985 Stephen Faraone and Richard Hurtig found that
anxious men’s appropriate verbalizations were less
likely to evoke a positive response from female conver-
sation partners than those of non-anxious men. In
other words, two men who had the same frequency of
appropriate verbalizations had different impacts on
their female conversation partners based on how anx-
ious those men felt. Second, considering that most
studies of specific behaviors simply count the frequen-
cies of identified behaviors, there is little consideration
as to quality of the behavior. It may not be the raw fre-
quency of a behavior that determines its social utility;
timing and other aspects of quality may matter more.
Such subtle factors may be incorporated into more
global ratings. Finally, it seems likely that there is more
than one way to be socially skillful. Different individu-
als may employ dramatically different behaviors, all of
which can be effective.

Regardless of these theoretical and practical problems
with assessment of social skill, a number of specific be-
haviors are typically targeted in HSST. According to Jef-
frey Kelly’s 1982 book on social skills training, the
behavioral repertoire should include eye contact, smil-
ing, head nodding, synchronizing facial expressions,
laughing, asking conversational questions and making
self-disclosures, complimenting, following-up on and
acknowledging statements, and requesting dates. Speech
duration and voice qualities (pitch, loudness, and flow)
were also regarded as important, and other researchers
have indicated that behaviors indicating a genuine inter-
est in the other person (“you” statements and questions)
are important predictors of peer ratings of social compe-
tence. Although we will not go into detail, for assess-
ment purposes each of these behaviors must be clearly
defined (operationalized) so as to be accurately counted,
and some consideration is due to whether more is better
or whether the relationship is curvilinear (too little and
too much are both problematic). A clinician attempting
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to assess heterosocial skill via role play can increase the
accuracy of the ratings by videotaping.

As a final note regarding assessment, it bears men-
tioning that physical attractiveness appears to play a
significant role in peer and other ratings of social com-
petence. Although some aspects of physical appearance
are relatively fixed, behavioral interventions are possi-
ble at this level, too, and have often focused on cloth-
ing style, grooming and hygiene, complexion, weight,
and other modifiable aspects of appearance.

Once assessment is complete, as Peter Trower indi-
cated in 1986, a generic HSST protocol consists of in-
struction, modeling, rehearsal, coaching (including
feedback and reinforcement), and homework. Instruc-
tion, according to Trower and others, is the process of
describing the skills in question and the functions they
serve. The skills are broken down into behavioral com-
ponents to facilitate practice and learning. Modeling
takes advantage of the average person’s ability to learn
from the example of others. Through modeling, clients
are able to see the entire sequence of desired behaviors
from start to finish with the expectation of adding the
pieces they lack in their own repertoire. Modeling can
be done by the clinician, through video tapes, recorded
dialogue, and prose (more lifelike modeling is prefer-
able). Following instruction and modeling, the client is
given the opportunity to rehearse new skills in role
plays. The goal is to practice a variety of scenarios until
the intervention criteria have been met and continue to
be met in novel situations. Throughout the rehearsal
phase, the clinician is providing coaching in the form
of guidance, feedback, and reinforcement, which can
be enhanced with videotape review sessions. The key
to rehearsal and coaching is short and frequently re-
peated role plays that maximize practice opportunities.
With each role play, the clinician should positively re-
inforce what was done well (however much or little
that may be) and prompt for new or alternative behav-
iors where needed. Finally, homework is essential to
the transfer of training from the therapy room to the
client’s daily life. As such, homework assignments usu-
ally entail having the client try the new skills in real sit-
uations outside the therapy room.

Positive outcome for HSST is a combination of de-
creased heterosocial anxiety and increased heterosocial
competence (both self-report and clinician rated), and
improved dating activity in the natural environment. In
addition, many learning theorists would suggest that
clients should be able to detect when they are perform-
ing a particular heterosocial skill or set of skills well
versus poorly. In that way, clients can become their
own coaches and internalize reinforcement.

Although minimal dating among college students
has been the major focus of HSST research, other po-
tential uses have been investigated over the years. For
example, a number of researchers have used HSST as
an intervention with rapists and child molesters. The
basic hypothesis, summed up by William Whitman and
Vernon Quinsey in 1981, is that without necessarily as-
cribing an etiological role to heterosocial skill deficits
in sexual deviation, it seems clear that poor social skill
constitutes an important clinical problem for many sex
offenders such that adopting acceptable heterosexual
behavior patterns may help reduce maladaptive, illegal,
and violent behavior. In addition, in 1998 Douglas
Nangle and David Hansen recommended HSST for ado-
lescents engaging in high-risk sexual behavior. In this
application, HSST would be focused on bolstering the
skills necessary for adolescents to be competent in en-
acting the sexual decisions they make for themselves.
Application of HSST techniques, then, appears to be
limited only by the scope of heterosocial situations.

Although the emphasis here has been heterosocial
skills training, there is no reason to think that HSST
principles would not apply to same-sex dating situa-
tions. Adjustments for any cultural and individual dif-
ferences can be easily incorporated.

II. THEORETICAL BASES

Without attempting a comprehensive history, it is
worth beginning this discussion with a brief history of so-
cial skills training (SST) in general. Both the phrase and
the approach date back to the 1960s and 1970s when cli-
nicians and researchers working with persons diagnosed
with severe and persistent forms of mental illness began
to focus on the role of adequate social functioning in re-
covery and rehabilitation. Reflecting on the development
of SST, William Anthony and Robert Liberman noted in
1990 that improvement in the individual’s ability to mas-
ter the challenges and problems inherent in everyday life
was an important part of successful long-term rehabilita-
tion. Early SST investigators assumed that, for the most
part, patients were trying to do their best; thus, problems
in rehabilitation were not grounded in resistance or lack
of motivation, but rather in a deficit of some sort (e.g., a
skill deficit). In other words, the impetus for SST was the
realization that persons battling with severe psychiatric
vulnerabilities could be adequately medicated in a seem-
ingly stable environment and still fail to maintain ade-
quate functioning. What was missing, however, was not
the motivation or desire for wellness, but rather the skills
to act well in the world.
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Application of behavioral psychology—particularly
the methods surrounding experimental analysis of be-
havior—to clinical concerns was central to SST’s devel-
opment. Clinicians began to see that behaviors could
be developed through shaping, chaining, and other
forms of operant conditioning. In the psychiatric hos-
pital, experiments manipulating environmental contin-
gencies led to the development of token economies and
other behavioral interventions. Those experiments pro-
vided evidence that comprehensive social learning pro-
grams (in combination with adequate but not excessive
medication) could be more powerful than stand-alone
medication regimens and milieu-based interventions.
As Clive Hollin and Peter Trower wrote in 1986,

In the history of SST, two … advances within psy-
chology were crucial. The first of these was renewed in-
terest in the process of human social learning,
culminating in a full social learning theory. As well as
environmental influences on behaviour, social learning
theory also places emphasis on cognitive processes such
as modeling, imitation, and self-reinforcement. …
(And), in keeping with the philosophy of learning new
behaviours, the movement was also away from a tradi-
tional pathology, or “medical,” model in which behav-
iours are to be eliminated, and towards a “constructional
approach” in which new, socially acceptable and compe-
tent behaviours are trained.

The general concept of SST interventions, then, grew
up around the idea that human behavior is flexible and
responsive to subtle (and not-so-subtle) environmental
contingencies. Abnormal behavior need not arise from a
“broken brain,” but rather can reflect the normal opera-
tions of a contingency-driven behavior regulation system.
The earliest SST interventions for social anxiety were
based on the presumption that the anxiety is related to
deficient verbal and non-verbal social skills that lead to
poor outcomes in social situations. Those poor outcomes
serve to discourage further social interaction so as to
avoid further pain. The proverbial vicious cycle is then
created and maintained—avoiding anxiety-provoking sit-
uations prevents the acquisition of the skills needed to
generate successful social outcomes. Thus, SST interven-
tions were believed to increase these behavioral skills,
thus removing the underlying cause of the anxiety and
increasing the probability of successful social outcomes.

Heterosocial skills training reflects a multimethod
approach, based on the principles elucidated earlier, to
assist clients with heterosocial skills deficits. The inter-
vention is intended to build the repertoire necessary
for successful dating outcomes. Note that referring to
heterosocial skills deficits as minimal dating is not

meant to undercut its importance. Establishing inti-
mate social and sexual relationships is an important
goal for most people, and some authors have argued
that failure to do so in adolescence is a major precursor
of serious psychological disorders in adulthood. In ad-
dition, minimal dating and dating anxiety are major
sources of real-life concern for the population on
which most of the research has been done, namely col-
lege students. For example, in 1978, Hal Arkowitz and
his colleagues reported that 50% of their 3,800-student
sample indicated interest in a dating skills program
and 31% of the sample claimed to be “somewhat” to
“very” anxious about dating. One could probably as-
sume that similar (or perhaps greater) numbers apply
to those who have gone through a divorce, been wid-
owed, been involved in inpatient psychiatric care, and
so on. Thus, although the research has focused on sam-
ples of convenience, the results are likely important for
a much broader population.

Consistent with the earlier discussion, the heteroso-
cial skills deficit model assumes that certain individuals
lack important components of the behavioral repertoire
needed to perform in social situations involving the op-
posite sex. (As a side note, there are some data indicating
that heterosocial skill deficient men tend to be deficient
in same-sex interactions as well. That pattern does not
appear to be the case for women.) The general result is
that anxiety develops and builds in heterosocial situa-
tions as a result of rejection or inadequate social per-
formance. That, in turn, leads to avoidance of those
situations. In other cases, such as when an individual
does not have the skills to find desirable heterosocial sit-
uations or attempt to interact within them, social isola-
tion may develop in the absence of anxiety. Several
authors, including Randall Morrison and Alan Bellack,
have also noted that heterosocial skill repertoires need
not necessarily be faulty for a person to suffer in social
settings—what appears to be a skill deficit might actu-
ally be inadequate social cue recognition. That is, failure
in output (inappropriate behavior) may be the product
of failure of input (misunderstanding the situation),
rather than lacking behavioral capacity. If, as an extreme
example, a person mistakes cues of attraction for cues of
hostility and acts accordingly, the end result is not likely
to be a dream date. Such cue recognition training can be
included in HSST.

III. EMPIRICAL STUDIES

In 1998, Nangle and Hansen pointed out that the
number of heterosocial skills articles published in major
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American psychology journals has declined from a peak
of about 15 from 1975–1979 to a low of about 3 from
1990–1994. Reviews of the literature, including the 1977
reviews by Curran and Hal Arkowitz and the 1990 review
by Debra Hope and Richard Heimberg mentioned earlier,
generally conclude that HSST is effective for improving
scores on the various dependent measures used in the re-
search. Unfortunately, the studies are also consistently
criticized for a number of reasons. The first is that the de-
pendent and independent variables are not consistent
across studies, thus making it difficult to interpret the
findings and draw useful generalizations. From an inde-
pendent variable perspective, participant selection and
categorization methods are often poor, consisting, for ex-
ample, of asking college students about their dating fre-
quency. As several authors have mentioned, this
generates a “high-frequency dating” category that might
include someone who has gone out on 10 fun and inter-
esting dates with a number of different partners as well as
someone who has gone out on 10 minimal dates with a
partner whose basic appeal is that he or she is still around
after the first few dates. In addition, the studies are criti-
cized because they typically have not included adequate
no-treatment control conditions, have assumed general-
ization of the relevant skills rather than testing for it, have
shown small effect sizes, and have inadequate assessment
and training of individual-specific skill deficits.

Despite the criticisms, there are a number of sound
studies supporting the efficacy of HSST. In 1975 James
Curran reported the results of a controlled study in
which minimally dating college men and women were
exposed to HSST, systematic desensitization (SD), or no
treatment. Participants completed self-report instruments
and semistructured interactions (with an experimental
confederate) both before and after the interventions. The
active interventions were in a group format with six ses-
sions (75 min each) over a 3-week period. Specific be-
haviors (e.g., giving and receiving compliments, listening
skills, and nonverbal communication) were targeted by
HSST which consisted of instruction, modeling, re-
hearsal, coaching, and homework. SD participants re-
ceived a comparable amount of therapist contact with a
procedure designed to reduce heterosocial anxiety via
graduated exposure exercises. In the control conditions,
clients received no treatment at all, or relaxation training
not specifically geared toward heterosocial anxiety. The
results indicated reductions in self-reports of anxiety and
increased social competence as rated in the semistruc-
tured interactions for both the HSST group and the SD
group, but not for either of the control groups.

Elaborating on those results during the same year,
Curran and Francis Gilbert reported a similar study in

which the therapy was an individual format and in which
participants kept diary records to monitor “real-life”
changes. The design also included a 6-month follow-up.
The results were as expected. Self-reports and observer
ratings of anxiety decreased from pre- to posttesting for
the HSST and SD groups but not for controls. HSST par-
ticipants were rated as more socially skillful than SD par-
ticipants and at 6 months the HSST were rated as more
socially competent than any other group. Perhaps most
important, both HSST and SD participants reported in-
creases in dating activity in their natural environments.

Overall, the results indicate that HSST increases per-
ceptions of social competence and decreases anxiety. SD
also demonstrated that ability, but was outpaced by indi-
vidualized HSST at 6-month follow-up in at least one
study. These well-designed studies, which include ade-
quate controls, multifaceted assessment, and at least
some follow-up provide a solid foundation for HSST effi-
cacy claims. Although that speaks in favor of specific
HSST effects, there is some evidence that simple practice
improves heterosocial skills as well. In 1974, Andrew
Christensen and Hal Arkowitz were able to generate im-
provement in both self-report measures and actual dating
frequency by randomly pairing volunteer men and
women for a number of practice dates; there was no ac-
tual training or intervention on the part of the re-
searchers. Participants merely paired up, went out, and in
the end reported feeling and acting better in dating situa-
tions. In a series of three studies, one each in 1982, 1983,
and 1984, Frances Haemmerlie and Robert Montgomery
demonstrated that largely unstructured but positively bi-
ased interactions with members of the opposite sex was a
viable option for treating dating anxiety. Thus, one hy-
pothesis that can be drawn from the literature—one that
generalizes across the different active treatment modali-
ties (i.e., SST, SD, practice dating)—is that skill rehearsal
in and of itself, structured or unstructured (but in a rela-
tively safe and positive context), plays an important role
in overcoming dating anxiety. Of course, not all dating
anxiety is alike. For some there will be more pronounced
behavioral deficits while for others the skill set will be in-
tact but the presence of dysfunctional cognitions will get
in the way of dating success. The relative success of HSST
will thus depend on how thoroughly each of these areas
has been assessed and incorporated into the intervention.

Regarding the use of HSST as an intervention for
sexual deviance, the results indicate that self-reports
and observer ratings of social competence increase
with treatment compared to control. However, non-
HSST methods such as covert sensitization also affect
social competence, a surprising finding that may speak
to the non-specific effects of structured therapeutic
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interactions. The results on actual physiological
arousal in target scenarios are inconclusive, and there
are no data on the ultimate impact on convicted offend-
ers. Thus, HSST works in its direct application but has
not been conclusively shown to affect the related and
generally more important constructs of arousal and re-
cidivism.

It is worth noting that other data exist that inform
questions of the efficacy of HSST as a treatment for dat-
ing anxiety. For example, in 1993 Debra Hope and her
colleagues reviewed a number of studies that used SST to
treat social phobia. These data are particularly relevant
because those studies assumed that social skills deficits
underlie social phobia (a diagnostic category under
which dating anxiety might properly be subsumed). Ac-
cording to Hope and her colleagues, all the studies re-
viewed showed skill improvement for social phobics
from before treatment to after. Unfortunately, only one of
the studies compared SST to a reasonable no-treatment
control (specifically, wait-list control) and the results of
that study showed no difference between groups.

IV. SUMMARY

This article began with the notion that heterosocial
skills are difficult to define and that behavioral deficits

probably interact with other non-behavioral phenomena,
especially emotion and cognition, to disrupt dating
success in some people. HSST grew out of theoretical
interests in social learning theory and approaches that
emphasize remediating deficits, not just eliminating
symptoms. The weight of the evidence suggests that min-
imally dating individuals can find assistance with het-
erosocial skills training. HSST is not the only treatment
for minimal dating, given that systematic desensitization
and practice dating show similar effects.
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GLOSSARY

moral therapy A system of treatment promoted in the early
19th century by Philippe Pinel in France and Samuel Tuke
in England. Moral therapy stressed humane treatment of
the insane, and use of rational persuasion, occupational
activities, and recreational engagement. Moral therapy was
most appropriately delivered in the philanthropic, tranquil
setting of the asylum.

psychological disaggregation In the schema of Pierre Janet, a
lowering of psychological energy and barriers, resulting
from psychological trauma, that produced symptoms and
other psychological phenomena including paralysis, som-
nambulism, and trance states.

structural model Sigmund Freud’s second model of the
human mind, including three mental apparatuses. Id was
the domain of unmodified drive impulses and primitive
modes of thinking; ego was the executive agent of the
mind, using memory, perception, thought, emotion, and
motor activity; superego was the repository of parental and
societal ideals, morals, and restrictions.

topographic model Sigmund Freud’s first model of the mind.
The model described three systems. System Cs, the con-
scious, contained those ideas and feelings of which a per-
son was overtly aware; system UCs, the unconscious,
contained memories, ideas, and feelings which could not
be brought into awareness; system PCs, the preconscious,
was the reservoir for thoughts that were not in awareness
at a given moment, but which could be called to awareness
with effort.

From the dawn of civilization, human beings have
been subject to disorders of thought, emotion, and be-
havior. The assumptions of modern society that such
problems originate in the mind are fairly recent concepts.
The development of current ideas about human psycho-
logical development, the sources of psychopathology, and
the place and nature of psychotherapy begin in ancient
times. Following their path leads one through the magi-
cal thinking of the Middle Ages, the rationalism of the
Enlightenment, the drama of the psychoanalytic move-
ment, and the splintering of psychoanalytic thought to
modern postanalytic ideas of the nature of mental distress
and its treatment.

I. EARLIEST APPROACHES

Although evidence left by preliterate societies seems
to tell that shamans dealt with what we would today
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identify as mental illness, and although Hindu physi-
cians as early as 1400 BC described various forms of in-
sanity and prescribed kindness and consideration, the
beginnings of planned therapy for mental disorders
probably lie in Greek culture. Hippocrates was among
the first to view mental illness as a natural phenome-
non and approach it without superstition.

Priest–physicians, who made Aesculapius their god,
enlisted his aid through “divine sleep, divine feasts, the
sacred performances.” In their temples, called aescu-
lapia, they used rest, diet, massage, baths, exercise, and
a hygienic life to achieve their desired ends. In particu-
lar, they employed a type of mental suggestion called
incubation: The patient would lie down on the floor on
a pallet. Aesculapius would reveal himself in a dream,
which either healed the disease or advised the treat-
ment to be followed. Sometimes the attendants used
ventriloquism to aid the patient’s conversation with
Aesculapius. The god’s dictates were interpreted
through the personal associations of the interpreter,
not the patient. Hippocrates probably worked at one of
these temples.

Plato suggested that mental disorders were the result
of love, great trouble, and interventions by the Muses.
He advised the curative effect of words, their “beautiful
logic.” Greco-Roman tradition advocated analogous
therapies, and suggested innocuous deception to free pa-
tients from groundless fears. They did permit and rec-
ommend more punitive approaches in severe cases.
Later Roman practices, however, focused on herbs and
other somatic treatments. With the spread of the Roman
empire, the Greek spiritual and psychological methods
virtually disappeared.

II. THE CHRISTIAN ERA

The early Christian church, through its first mille-
nium, emphasized the importance of forbearance to
pain and the mutability of earthly pursuits. The Middle
Ages saw an evolution of faith-healing through organ-
ized theology. Through this period, there was no unify-
ing theory of physiology or disease; barber-surgeons
and dentists practiced medieval medicine without con-
trol or regulation. Magic and alchemy were the science
of the time. Mental illness was most often regarded as a
defect of spirit divorced from therapeutic intervention.

The Christian era did, however, bring about the de-
velopment of hospitals with a humanitarian motiva-
tion. Religious doctrines of patience, pity, and the
possibility of absolution from guilt set in motion a

spirit that would later nurture the development of the
precursors of psychotherapy. In the thirteenth century,
Pope Innocent III initiated the medieval hospital move-
ment, which brought humaneness and tranquility to
the treatment of simpletons and madmen. The monas-
tic tradition of treatment through loving care was di-
rected to those suffering from mental afflictions.

In 1725 the Franciscan monk Bartholomeus Anglicus
(Bartholomew) wrote De Proprietatibus Rerum (Of the
Nature of Things). The seventh book of this encyclope-
dic tome dealt entirely with mental illnesses. For the
treatment of melancholics, Bartholomew recommended,

such patients must be refreshed and comforted and
withdrawn from cause of any matter of busy thoughts
and they must be gladded with instruments of music
and some deal be occupied.

Although Bartholomew spoke for his fellow Francis-
cans, his attitudes stood in opposition to the inquisi-
tors of France and to the Dominican orders, who aided
local courts in adjudicating cases of sorcery and witch-
craft, often directed against the insane. The force of the
Church’s crusade against Satan fell disproportionately
on the mentally ill throughout the Middle Ages.

III. RATIONALISM 
AND MORAL THERAPY

By the 1700s, intellectualism had taken root in Eu-
rope as a popular philosophy. Adam Smith, Johann
Wolfgang vonGoethe, Jean-Jacques Rousseau, and
other philosophical giants pled for the right of man to
improve his lot through the application of civilization’s
accumulated knowledge. In England, the Deists viewed
God as more benevolent than the punitive power of
their medieval predecessors. Humanitarianism encom-
passed the aim of improving social relations at large,
and hence conferred sanction on emotional and social
problems as worthy of philosophical and scientific at-
tention. A similar curiosity about the nature of the
human soul became a thread in early neurology and
psychology. Medical science, however, was still far too
underdeveloped to make much progress even in the
milieu of such open-minded attitudes.

By the mid-eighteenth century in England, William
Cullen viewed many diseases as the result of neurosis, in-
cluding insanity, somnambulism, painful dreams, and
hysteria. The Quakers, a small but influential group, were
instrumental in the treatment of the insane. William
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Tuke, a tea merchant, convinced the Society of Friends in
1796 to establish a retreat at York, where the mentally ill
could receive care on the basis of the humane spirit of
Quakerism. Their afflictions were treated with a regimen
of personal encouragement and routine work.

Across the English Channel, the philosophical and
political forces that drove the French Revolution in the
late eighteenth century also led to the emancipation of
the insane from incarceration. Philippe Pinel was partic-
ularly influential. Appointed superintendent of the infa-
mous Saltpêtrière, a prison for paupers and lunatics, he
released the inmates from their chains in 1793, and
treated them instead with kindness and respect. Many
won their release from the institution. Pinel forbade vio-
lence toward the inmates in favor of persuasion. For ma-
niacal fury, for example, he prescribed, “bland arts of
conciliation or the tone of irresistible authority pro-
nouncing an irreversible mandate.”

In Europe and North America, the nineteenth century
was the era of asylums. Germany built institutions at
Saxony, Schelswig, and Heidelberg; France featured
Bicêtre, Saltpêtrière, and Charenton; in the United
States, treatment occurred at Bloomingdale, McLean,
and the Friends’ Asylums. The spread of moral therapy,
based in the approaches of the French and English En-
lightenment, convinced a number of physicians that in-
sanity could be cured. In 1826, Dr. Eli Todd of the
Hartford Retreat in Connecticut reported curing 21 of 23
cases he admitted. Others reported similarly remarkable
outcomes. In the flush of enthusiasm that all mental ill-
ness could be curable, more asylums were built. Eventu-
ally, the statistics were found to be fraudulent and the
pendulum swung against the asylum movement. But the
door had been irreversibly opened to earlier recognition
of mental illnesses and the allocation of resources for
their treatment. Drs. Thomas Kirkbridge and Isaac Ray,
at meetings of the Association of Medical Superinten-
dents of American Institutions (predecessor of the
American Psychiatric Association) between 1844 and
1875 enacted a series of resolutions embodying these
evolving attitudes. Insanity, they resolved, is a disease to
which everyone is liable, and which is as curable as other
diseases. They discouraged the use of physical restraint
and advocated activity, occupation, and amusement.

Rudolf Virchow’s (1821–1902) cellular theory of dis-
ease established the nervous system as the seat of both
somatic and mental activity, and brought neurology
into the mainstream of nineteenth-century medicine.
As a result, the nervous patient became one deserving
of medical recognition and attention. Neurologists
began to accept hysterics and neurasthenics as patients.

The restrictive social mores of the Victorian era gave
rise to no shortage of such patients for care and study.
These shifts in patient profile and clinical practice also
served to move the insane into the doctor’s office and
away from exclusive assignment to the asylum.

Among those adventurous enough to undertake the
treatment of hysterical patients were two Parisians,
Jean Martin Charcot (1825–1893) and Pierre Janet
(1859–1947). Charcot, a pathologist, was instrumental
in initiating the scientific study of hypnotism. Janet, his
pupil at the Saltpêtrière, directed his studies toward
neurology, and specifically to hysteria. Under hypnosis,
hysterical patients recalled long-forgotten memories,
suggesting the existence of a separate type of con-
sciousness from that which is active in everyday aware-
ness. Janet believed that trauma led to a “psychological
disaggregation,” a lowering of psychological energy
and barriers, that produced symptoms and other psy-
chological phenomena including paralysis, somnambu-
lism, and trance states. The split-off ideas became
“emancipated” from their original stimulus and gained
a life of their own as neurotic symptoms. He used hyp-
nosis as a means to enter this other world of conscious-
ness and direct the patient’s perception and behavior.

IV. THE PSYCHOANALYTIC
MOVEMENT

Charcot and Janet attracted many students from
across Europe. Among these was the young Sigmund
Freud (1856–1939). After graduating from the Univer-
sity of Vienna, Freud studied the biology of the nervous
system under mentors including Ernst Brücke. Unable
to support himself as a scientist, he opened a practice
in neurology and found himself fascinated by his pa-
tients with hysteria. In 1885, he traveled to Paris to
study with Charcot and Janet. He learned how to use
hypnosis to treat the symptoms of hysteria, but was
more interested than his teachers in the stories his pa-
tients related while in their trances. Back in Vienna, he
found a kindred spirit in Josef Breuer, who believed
that the secret to unraveling hysteria lay in allowing
them to speak freely about their recollections, a tech-
nique that would give rise to free association.

In listening to these tales, Freud went a step further
than Janet’s psychology of dissociation, and postulated
a dynamic quality of the mental apparatus through
which unacceptable ideas were split off by some yet-
undefined mechanism to reappear as psychological and
behavioral symptoms. The recall of these memories
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under light hypnosis allowed the repressed emotions to
be expressed, resulting in at least transient relief of
symptoms. He and Breuer took their first steps to de-
scribe the mechanisms of these processes in the cases
published as the Studies in Hysteria in 1894.

Freud postulated that painful ideas were turned away
from conscious awareness to avoid mental distress (un-
lust, or “un-pleasure”). The ideas were converted into
symptoms through pathology that was exclusively psy-
chological, not physiological. He identified repression
as a mental activity that had to be overcome. Freud and
Breuer eventually parted company over differences of
opinion about Freud’s emphasis on sexuality as a driv-
ing force behind emotion and behavior.

By 1910, Freud had developed the major ideas that
would form the core of psychoanalytic thinking. He
identified the unconscious as the seat of most mental
activity. He postulated the pleasure principle, which
drove the human organism to maximize pleasure while
minimizing unpleasure. He identified the mental mech-
anisms that yielded the tales and images of dreams.
From these, he extrapolated the mechanisms of psy-
chological defenses. He began to study not only dreams
but also parapraxes, wit, obsessions, and phobias for
the meaning of their content.

In his first model of the human mind, the topographic
model, Freud divided mental activity into three domains:
The conscious, which he called the system Cs, contained
those ideas and feelings of which a person was overtly
aware. More revolutionary was the larger system UCs, the
unconscious mind, which contained memories, ideas,
and feelings that could not be brought into awareness.
The preconscious, the system PCs, was the reservoir for
thoughts that were not in awareness at a given moment,
but which could be called to awareness with effort. The
energy source for this apparatus was the drive. Originally,
the drive was considered to be an internal somatic entity,
aimed at self-preservation and sexual expression. At this
early stage, the only drive was the libidinal drive.

The human organism, Freud postulated, sought to
maintain a constancy of pleasure and a minimum of suf-
fering. Drive would seek its own expression, but reality
would often impede its attainment of its desires. Under
these circumstances, the mind would use memory and
dreams to fulfill drive wishes. This model accounted for
much, but left many behaviors and emotions unex-
plained. Two subsequent developments expanded the
theoretical and clinical power of psychoanalysis. First,
Freud defined a second drive, the aggressive drive,
which sought destruction and separation. Second, he
augmented the topographic model with the structural
model. Now the mental apparatus included the id, ego,

and superego. Id was the domain of unmodified drive
impulses and primitive modes of thinking. Ego was the
executive agent of the mind and the vehicle for the im-
plementation of drives, using memory, perception,
thought, emotion, and motor activity among its tools.
Superego was the repository of parental and societal
ideals, morals, and restrictions on activity and thought.

This schema allowed for a broad-ranging explana-
tory model. Drive impulses initiated in the id, demand-
ing satisfaction. Ego would try to gratify id, but might
run into limitations of reality or restrictions of society.
In such cases, ego would need to turn back and tame
the id. This conflict between ego and id could generate
a panoply of unpleasant emotions and maladaptive be-
havior. In the opposite direction, ego’s confrontations
with reality on the behalf of id strivings would generate
conflicts as well. Superego represented an internaliza-
tion of those elements of power and judgment from the
environment. It provided the mind with guideposts for
ideals and restraint. However, superego could thus
stand in opposition to ego, generating a different kind
of internal conflict.

A. Freud’s Followers

These powerful and revolutionary ideas, articulated
by the eloquent and charismatic Sigmund Freud, at-
tracted much attention worldwide, and a dedicated cir-
cle of followers in Vienna. Karl Abraham extended
Freud’s sketchy ideas about human development into
major contributions in the realm of character forma-
tion. Such contemporary designations as the easygoing
“oral” personality and its controlling, possessive “anal”
counterpart, are products of Abraham’s work. Sandor
Ferenczi, a passionate follower of Freud, was less inter-
ested in pure theory and urged experimentation with
treatment. He advocated “active therapy,” in which the
analyst would deliberately promote or discourage the
patient’s specific activities. He promoted deliberate mo-
bilization of anxiety in the treatment to make it more
available for analysis.

B. The Dissenters

Others of the Vienna group found Freud’s ideas inad-
equate or limiting, and advocated dissenting view-
points. While Freud dreamed that mental activity
would one day be explainable on the basis of neurologic
principles, his work remained exclusively psychologi-
cal. Alfred Adler sought actively for a unifying theory of
biologic and psychological phenomena. He postulated
the aggressive drive as the source of energy used by an
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individual to overcome organic inferiorities through
compensation (and hence gave birth to the phrase infe-
riority complex). Where Freud took sexuality and the
Oedipal situation as literal motivations for development
and behavior, Adler regarded them more in the sym-
bolic sense. On the technical level, he engaged patients
face to face in free discussion, rather than free associa-
tion on the couch to an unseen analyst.

Otto Rank stressed emotional experiences over the
intellectual constructs of psychoanalysis. He postulated
that birth trauma was a universal human experience,
and that the individual was forever seeking to return to
intrauterine bliss. Healthy development could occur
when, through later successful experiences of separa-
tion, the child is able to discharge this primal anxiety.
Pathological states resulted from a fear of the womb
and conflict with the wish to return. Rejecting the id
and superego, he postulated the existence of will and
counter-will as positive and negative guiding influ-
ences toward separateness. He ultimately turned his
focus away from individual psychology and psy-
chopathology to the realm of art and the soul.

Most prominent among the dissenters was Carl Jung,
who originally clung to the Freudian vision in the ex-
treme. Freud became strongly invested in Jung as his
protègé and eventual heir to his position in the psycho-
analytic movement. Jung began to extend Freudian prin-
ciples to ideas that had excited him earlier including
myth and legend. Freud had certainly done the same, in-
voking the tales of Oedipus and Electra, and analyzing
the art of Michelangelo. But where he saw parallels or
analogies, Jung saw a direct continuity of archaic mate-
rial gathered into the collective unconscious. This store-
house of human experience, he posited, contains
primordial images and archetypes that represent modes
of thinking that have evolved over centuries. Jung saw
Freud’s view as too limited. Symbols, which were vehi-
cles for the expression of wish and conflict for Freud,
represented for Jung unconscious thoughts and feelings
that are able to transform libido into positive values. The
techniques derived from these values include active
imagination, where the patient is encouraged to draw
fanatasied images and to associate more deeply by trying
to depict the fantasy precisely.

Working at the forefront of the elucidation of the un-
conscious and the drives, Freud and his immediate suc-
cessors devoted their efforts to understanding and
analysis of the id. The success of their psychoanalytic
techniques in addressing previously untreatable prob-
lems, brought broad appeal to psychoanalysis, and
brought to the analysts patients with conditions more
complex than hysteria. Questions of how the id is

tamed and what happens to its drive energy propelled
the next generation of theoreticians and clinicians to
focus more directly on the ego.

V. EGO PSYCHOLOGY

In retrospect, it is Sigmund Freud’s daughter Anna
Freud (1895–1982) who is often identified as the first
voice of ego psychology. Encouraged by her father to
extend the study and practice of psychoanalysis to chil-
dren, she is best known for elucidating the defense
mechanisms by which the ego masters the environ-
ment, the id and the superego, and which are the shap-
ing forces of each individual’s psychopathology. The
names and definitions she assigned are still the bench-
mark terminology of psychoanalytic psychology: re-
pression, suppression, denial, reaction formation,
undoing, rationalization, intellectualization, sublima-
tion, symbolization, and displacement. Still, however,
she maintained that analysis of the ego paled by com-
parison with analysis of the id.

The promulgation of ego psychological theory fell to a
generation of analysts who were mostly refugees from
Hitler’s advance through Europe, and who had to post-
pone their major work until they could resettle in the
1930s: Ernst Kris, Rudolph Lowenstein, Rene Spitz, and
chief among his peers, Heinz Hartmann (1894–1970). A
trainee of Freud’s, Hartmann undertook the expansion
of his mentor’s model to explain some of its lingering
questions: What was the origin of ego? How did ego
tame id, which was powered by the potent energy of the
drives? What was the purpose of the aggressive drive?
What role did these structures and forces play in normal
development?

For Hartmann, the unifying process of human psy-
chological development was adaptation, a reciprocal re-
lationship between the individual and his or her
environment. The outcome of successful adaptation is a
“fitting together” of the individual with the environ-
ment. Conflict is thus neither the cause nor the out-
come of psychopathology, but a normal and necessary
part of the human condition. In Hartmann’s model, the
ingredients of ego and id are present at birth in an un-
differentiated matrix. Normative conflicts with the envi-
ronment separate out ego from id. Defense mechanisms
are tools for adaptation to the environment by either al-
loplastic means (changing the environment) or auto-
plastic ones (changing the self).

Because psychic structures enable the individual to
be less dependent on the environment, structure for-
mation serves adaptation. Superego is one outcome of
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adaptation to the social environment, a product of con-
tinuing ego development. Id, ego, and superego con-
tinue to separate by the process of differentiation.
Within the ego, primitive regulatory factors are increas-
ingly replaced or supplemented by more effective ones.

There is also a conflict-free sphere of ego develop-
ment. Certain capacities have an inherent capacity for
expression and growth, promoting adaptation to the
environment without need to invoke conflict. In the
motor sphere, these capacities include grasping, crawl-
ing, and walking. In the mental realm, they encompass
perception, object comprehension, thinking, language,
and memory.

Ego psychology used the language of Freud’s original
drive–structure model, and maintained most of its core
assumptions. It stretched the explanatory capacities of
the model and allowed for the treatment of cases previ-
ously impervious to psychoanalysis. Because these pa-
tients exhibited more interpersonal problems than
strictly intrapsychic ones, and because the model of
ego development was contingent on interactions with
the personal and social environment, the door was
opened to schools of thought that described something
broader than a one-person psychology. Even while ego
psychology was developing further in the 1930s, the
school of object relations was branching off.

VI. THE OBJECT 
RELATIONS SCHOOL

A. Melanie Klein

Melanie Klein (1882–1960) studied under Sigmund
Freud. With Freud’s encouragement, she undertook the
psychoanalysis of children. Finding the free association
technique useless in such young patients, she origi-
nated the use of the content and style of children’s play
to understand their mental processes. Like many early
psychoanalysts, she used her observations from the
clinical sphere to generate theories of human develop-
ment and psychopathology.

Klein’s earliest papers shared and expanded Freud’s
emphasis on libidinal issues. The child, she noted, spins
elaborate fantasies about food, feces, babies, and other
aspects of the mother’s body. Attempting to explore these
curiosities, the child is inevitably frustrated, resulting in
rage and fears of castration. Unlike her mentor, Klein
found the seeds of the oedipal constellation in the first
year of life as the disruption of weaning precipitates a
turn to the father. In her view these urges take on a gen-

ital coloration. The harsh self-criticism that accompanies
these fantasies is a precursor of the superego. She eagerly
adopted Freud’s emphasis on aggression in the 1920s.
By the early 1930s, aggression had come to overwhelm
all other motives in her schema. Even the seeking of
pleasure and knowledge was defined as a desire for con-
trol and possession: “The dominant aim is to possess
himself of the contents of the mother’s body and to de-
stroy her by means of every weapon which sadism can
command.” The oedipal conflict was recast as a struggle
for destruction and power, and a fear of retaliation,
rather than a search for forbidden love.

Freud had posited that fantasy was a defensive substi-
tute for real gratification. Klein’s elaborate mental
processes resided in a world of unconscious phantasy, one
which is inborn and constitutes the basic substrate of all
mental processes. In this world of phantasy, the child
houses vivid and detailed images of the insides of the
mother’s body and his or her own, filled with good and
bad substances. He or she becomes focused on attempts
to obtain good objects like milk, children, a penis, and to
eliminate or neutralize bad objects such as feces.

Over the decade from the mid-1930s to the mid-1940s,
Klein elaborated a model of development. The infant’s
earliest organization, which she called the paranoid posi-
tion, involves the separation of good objects and feelings
from bad ones. Mother is perceived only in terms of her
good (providing) and bad (withholding) parts. By the
middle of the first year, the infant is able to perceive the
whole mother and experiences depressive anxiety as a re-
sult of his or her aggressive feelings toward the mother’s
bad parts. The child attempts to compensate by way of
phantasy and reparative behavior. The Oedipus complex
is a vehicle for such attempts at reparation.

Klein’s ideas represented more than just a further-
ance or modification of the Freudian model. They were
entirely revolutionary. Klein left Germany in 1925 for
England, where she stayed until her death in 1960. Her
provocative ideas split the British Psychoanalytic Soci-
ety, and eventually the entire international psychoana-
lytic community, as they blossomed into the various
theories of object relations.

B. Margaret Mahler

Margaret Mahler (1897–1985) began her career as a
pediatrician in Vienna. Like many of her peers, she was
fascinated by the theories of the psychoanalytic move-
ment and applied them to her work with children. She
soon found, however, that the classical model was un-
able to explain much of what she observed. The linearity
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of the drive structure model failed to encompass the
richness and variety of emotional experience of the de-
veloping child. Her model instead emphasized the spe-
cific relationship between child and mother, and
hypothesized that drives are not the root of interpersonal
relations, but the result of them.

Just as Hartmann was proposing that id and ego
begin in one undifferentiated state, Mahler posited that
the child is born with an initial state of undifferentiated
energy. It is by virtue of attachment to good and bad
self objects that this energy differentiates into libido
and aggression. The central theme of the developmen-
tal process is the need for the child to differentiate him-
self or herself from others to achieve autonomy and
individuation. Such differentiation requires separation
from the object(s), entailing a struggle between the
wish for independence and the urge to return to the
comfortable state of fusion. Mahler outlined a detailed
agenda for psychological development:

1. The normal autistic phase occupies the first few
weeks of life. The newborn is oblivious to stimulation,
and lacks any capacity for awareness of other objects.
He or she sleeps most of the time and is concerned only
with tension reduction and need satisfaction.

2. The normal symbiotic phase lasts until about age
4 to 5 months, and is marked by an increased sensitivity
to external stimuli. The infant is dimly aware of mother
as an external object able to reduce tension. She is not
yet a separate object, but rather part of a dual unity. Ex-
periences are either all bad or all good. Nodes of good
and bad memory traces form in the undifferentiated ma-
trix of ego and id.

3. The differentiation subphase lasts until about 10
months of age, and begins with what Mahler called
“hatching.” The child is alert, and begins to search and
explore the world beyond the mother–child orbit. He
or she acquires the ability to differentiate internal and
external sensations. With the developing ability to dis-
criminate between self and object comes the ability to
distinguish objects from each other. Stranger anxiety at
about age 6 months is a marker of this capacity.

4. The practicing subphase begins with the capacity
to crawl. The child’s interests extend to inanimate ob-
jects. For Mahler, “psychological birth” coincides with
the capacity for upright locomotion. The child takes
pleasure not only in his or her own body, but also in the
acceptance and encouragement of adults. In practicing
walking, the child uses mother as home base, going out
and returning. For successful completion of this sub-
phase, mother must strike a balance between supportive

acceptance and a willingness to relinquish possession of
the child.

5. The rapprochement subphase (15 to 24 months) is
marked by the child’s realization that he or she is a small
person in big world, and that mother is a separate per-
son. Language is a key skill in negotiating these currents,
as the child alternates between “wooing” mother with
needy clinging and rejecting her with hostile negativity.
Mother’s reaction is again critical to the outcome of the
struggle. Successful resolution of this subphase was as
important to Mahler as Oedipal resolution was to Freud.

6. The phase of libidinal object constancy, the ideal
outcome of all earlier development, should be reached
by age 2 or 3 years. Now the child forms a stable concept
of himself or herself and others. These concepts require
the unification of the heretofore divided perceptions of
good and bad objects. The libidinal and aggressive drives
that have become cathected to these dichotomous repre-
sentations must now be merged. In a context of parental
response that reinforces the perception of constant ob-
jects, the child is now in possession of stable and adapt-
able psychic structures for the rest of his or her life.

C. W. R. D. Fairbairn

Both Klein and Mahler elaborated schemes of devel-
opment and psychopathology that relied on the classi-
cal unit of energy, the drive impulse, for their
motivation. By the early 1940s, W. R. D. Fairbairn
rethought the whole problem of motivation. Like
Klein, he saw libido as inherently object-seeking, and
conceived of ego structures as powered by object-di-
rected energy. Just as Hartmann had formulated the
ego in terms of natural adaptation, Fairbairn saw the
roots of relation-seeking in biological survival. All
human behavior, he concluded, derived from the
search for others. Psychopathology, in this scheme,
was not the outcome of misdirected drives, but of dis-
turbed relations with others.

Unsatisfactory relations with real objects (e.g., par-
ents) would lead to the creation by the ego of compen-
satory internal objects. If the environment is filled with
unsatisfying or frustrating objects, the ego becomes
filled with so many fabricated objects that it becomes
fragmented. Ego then splits this population into good or
ideal objects and bad (exciting or rejecting) objects.
Splitting of the ego results from the child’s attempts to
maintain the best possible relations with a suboptimal
mother, and continue through adult life if not somehow
corrected. The psychoanalytic setting and process pro-
vide the opportunity for restoring to the ego a capacity
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to make full and direct contact with others, thereby
restoring psychological health.

D. D. W. Winnicott

D. W. Winnicott, who produced most of his work be-
tween about 1945 and 1970, took the object relations
movement yet a step further from the one-person psy-
chology of the classical model. Some of the catch
phrases of his terminology have found their way into
the everyday language even of those who have heard of
their author.

In Winnicott’s formulation, the infant begins life un-
able to integrate the disparate pieces of his or her experi-
ence with his or her environment. Mother ideally
provides a holding environment for these early experi-
ences. Mother, impelled by biologic dictates of adapta-
tion, is absorbed with her baby for the first few months of
its life. When the infant is stimulated (by hunger or cold,
for example), he or she conjures up an image of an object
to meet those needs. The sensitive and devoted mother
provides exactly that object; the infant believes he or she
has created it, and finds comfort in this power. This con-
fidence is necessary for the emergence of the individual.

Mother also sees the baby and reflects its emotions
and behavior, functioning as mirror of baby’s experi-
ence. If the baby is seen, then he or she exists. Finally,
mother must be sensitive to the developing child’s need
to be alone in a quiet, unintegrated state at times, in
order to integrate experience and to develop a toler-
ance for aloneness.

By the end of the first few months, the child begins to
learn about reality of the external world, and the limits
of his or her own power. Reality itself does much of this
work, but mother contributes through her gradual
withholding of actions shaping the world to her infant’s
needs. Underlying these interactions is the child’s natu-
ral push toward separateness. In order to adapt, the
child learns to express his or her needs through gestures
and utterances.

Mother can fail here in two ways: She may fail to pro-
vide hallucinated objects, or she may fail to tolerate the
child’s formless quiet states. The former failing leaves
the child insecure and anxious. The latter fault frag-
ments the child’s experience. As his or her personal
time is subjugated to parental intrusion, he or she be-
comes overly attuned to the claims of others, and his or
her person fragments into a true self and a false self.
The latter force aims toward compliance. The false self
protects the true by hiding it, but deprives the child of
a necessary sense of authenticity.

A critical tool on this path of development is the tran-
sitional object. Such an object, usually illustrated with a
teddy bear or blanket, is one that the child believes he
or she has created out of imagination to fill a need. The
adult ideally does not question its origin, and simulta-
neously acknowledges its existence in the real world.
This deliberate or intuitive ambiguity helps the child
negotiate a transition from a world where he or she is at
the center to one where he or she coexists with others.
Even as the child’s views of reality solidify, this configu-
ration is never discarded. It remains a state of mind
valuable for creativity and fantasy in healthy adult life.

Interactions in Winnicott’s world are based not on
drive needs, but on the perceptiveness of the parents
and the developmental needs of their child. The gratifi-
cation of drive derivatives, to which he gives only lip
service, are less important than the attitude of the
provider. Just fulfilling needs does not allow for the de-
velopment of a healthy, true self. He redefines aggression
not as a destructive drive impulse, but as a general state
of vitality and motility. The origin of psychopathology is
in conflict, not conflict between aggression and libido,
or among drives, psychic structures, and reality, but con-
flict between the true and false selves. The object of psy-
chotherapy is to free the true self from its bondage and
allow the emergence of the genuine person.

VII. SELF PSYCHOLOGY

The theories of object relations were successful in ad-
dressing the limited ability of ego psychology and defense
analysis to address the problems of those patients whose
problems lay deeper than those of the classical neuroses.
A different approach to the same challenge gave rise to
self psychology. In the 1960s, Heinz Kohut was a promi-
nent figure in the mainstream of psychoanalysis. Erudite,
articulate, and charismatic, he was widely assumed to be
the heir to Heinz Hartmann’s mantle as the leading
spokesman for ego psychology. But his disappointment in
the limitations of classical and ego psychologies led him
to follow his curiosity in a new direction.

Kohut began by redefining the observational posi-
tion of the analyst. Exploration of the external world,
Kohut reasoned, requires an outwardly directed obser-
vational stance. Exploration of the internal world, the
realm of psychotherapy, requires an empathic, intro-
spective stance. He rejected the objective mechanical
formulations of the ego and object relations psycholo-
gies, promoting instead a vantage point from within the
patient’s experience.
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Psychopathologies, from this perspective as well as
from most object relations perspectives, were seen
not as the emergence of oedipal wishes, but as the re-
activation of early needs the satisfaction of which in
childhood should have served as the basis for healthy
development. Self psychology went further to assert
that unempathic interventions in psychoanalysis re-
peated early traumata. Symptoms and unpleasant
affects represented fragmentation products of an in-
jured self. Psychoanalysis, then, should properly
focus not on the meaning of the products, but on the
reconstruction of what precipitated their emergence
in the transference, and on the genetic precursors of
this constellation.

Whereas the object relations theorists continued at
least to pay lip service to the classical drives, and main-
tained their allegiance to the structural model, Kohut
ultimately rejected the need for the constructs of drive,
id, ego, and superego. Instead, he formulated normal
and pathological development and function around the
single notion of the self. The nuclear self, which is
present at birth, develops structures that allow it to
take over functions previously needed from outside.
This structure building happens by maturational trans-
formation of what is internally given, and by the
process of transmuting internalization, whereby func-
tions of objects are metabolized into the self.

Self psychology, like object relations psychology, em-
phasizes the primacy of objects in healthy and patho-
logical mental function. The objects in self psychology,
however, are not separated from the self, but exist in
the context of a self-selfobject matrix. The selfobject is
an intrapsychic concept, describing how the self expe-
riences the specific functions provided by others en
route to the attainment of development goals. The need
for selfobjects never disappears, but matures from in-
fantile neediness to mature adult intimacy.

The self that emerges was described by Kohut as the
bipolar self, bridging two poles. The pole of self-assertive
ambitions contains the capacities for self-esteem regula-
tion, the enjoyment of mental and physical activity, and
the pursuit of goals and purposes. Its development re-
quires a mirroring selfobject. This pole is paired with
the pole of values and ideals, which is associated with
self-soothing, the regulation of feelings, the capacity
for enthusiasm and devotion to ideals larger than the
self. The development of this pole is promoted by an
idealizable selfobject. Between the poles there exists a
tension arc that gives rise to innate skills and talents,
including empathy, creativity, humor, wisdom, and the
acceptance of one’s own mortality.

Psychopathology results from imbalances between
the poles of the self, and these imbalances are them-
selves the product of deficient selfobject experiences.
Psychotherapy identifies these deficits by empathic
reading of the transference. Therapeutic correction re-
quires both interpretation of the selfobject needs and
their successful reenactment in the therapeutic dyad.

VIII. POSTANALYTIC SCHOOLS

The evolution of classical psychoanalytic theory into
ego psychology, object relations, and self psychology was
propelled by expanding clinical experience, and by fail-
ures of older paradigms to explain a widening circle of
psychopathologies encountered in therapy. In the clos-
ing decades of the twentieth century, forces outside the
boundaries of the psychotherapy drove further changes.
The culture of medicine demanded reproducible tech-
niques and empirical validation. Third-party funding
and the growing perception of the patient as a partner in
the therapeutic enterprise promoted briefer and more ac-
tive forms of therapy. The two most notable schools to
arise in this context have been cognitive and interper-
sonal therapies.

A. Cognitive Therapy

Cognitive therapy was developed by Aaron Beck at the
University of Pennsylvania in the early 1960s. Trained in
traditional psychoanalysis, he became impatient with its
results, and devised a structured, short-term present-ori-
ented psychotherapy for depression. Other forms were
developed by Albert Ellis (rational emotive therapy),
Arnold Lazarus (multimodal therapy), and Marcia Line-
han (dialectic behavioral therapy).

The cognitive model proposes that distorted or dys-
functional thinking influences a person’s mood and be-
havior, and that such distortions are common to all
psychological disturbances. Realistic evaluation and
modification of thinking is used to produce rapid im-
provement in mood and behavior. Enduring improve-
ment results from modification of the core beliefs
underlying the dysfunctional thinking.

In practice, cognitive therapy emphasizes the col-
laboration and active participation of both patient and
therapist. It is goal-oriented, problem-focused, and
time-limited, but ultimately aims to make the patient
his or her own therapist. Highly structured sessions
teach the patient to identify, evaluate, and respond to
dysfunctional thoughts. By elucidating patterns in
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multiple circumstances, cognitive therapy offers the
opportunity to change the underlying core beliefs and
effect lasting change.

B. Interpersonal Psychotherapy

Interpersonal psychotherapy (IPT) was developed in
the 1970s by Gerald Klerman as a time-limited treatment
for depression, particularly for use in research. Its initial
success in depression led to modifications for subtypes
of mood disorders, and for nonmood disorders includ-
ing substance abuse, eating disorders, social phobia,
panic disorder, and borderline personality disorder.

IPT makes no etiologic assumptions about psy-
chopathology, but uses connections between current
depressive symptoms and interpersonal problems as a
pragmatic treatment focus. The therapist links symp-
toms to the patient’s situation in the context of one of
four interpersonal problem areas: grief, interpersonal
role disputes, role transition, or interpersonal deficits.

Grief may be the reaction to the loss of an individual,
or to a more abstract loss. The therapeutic focus is to
facilitate mourning and the establishment of new activ-
ities and relationships. Interpersonal role disputes con-
sist of conflicts with significant others. IPT explores the
nature of the dispute and the relationship, and helps
the patient find options to resolve it. If these efforts fail,
patient and therapist look for ways to circumvent the
conflict or end the relationship. Role transition, a
change in life status, is addressed by helping the patient
recognize the benefits and challenges of the new role,
the positives and negatives of the old role. Interper-
sonal deficits are traits and behaviors that prevent an
individual from establishing or maintaining satisfying
relationships. IPT trains such a patient in means to
conduct more successful relationships.

IX. SUMMARY

Before the seventeenth century, insanity was attributed
to supernatural influences. Although most responses
consisted of religious interventions or extrusion of the
sufferer from society, there were always some who sought
to provide treatment instead. The rise of the scientific
method during the Enlightenment, and the social and po-
litical forces of democracy that accompanied, began to
foster an inclination to address mental disorders with car-
ing, activity, and communication. In the nineteenth cen-
tury, the results included moral therapy and asylums.

The closing decades of the 1800s brought the atten-
tion of neurologists to illnesses including hysteria and

schizophrenia. Hypnosis represented a first step toward
the understanding of mind and brain. Sigmund Freud,
the most notable figure in this thread, listened carefully
and creatively to the hypnotic recollections of his hys-
terical patients, and drafted the first theories of uncon-
scious mental processes. Over the course of decades,
his thinking evolved into a complex and powerful
schema of psychic structures and their functions.

Whereas Freud and his immediate associates focused
on the analysis of id urges and drive derivatives, the
first generation of successors to the psychoanalytic
movement focused on the role of the ego. Anna Freud
and Heinz Hartmann elucidated its defensive and de-
velopmental features. Psychoanalysis became a more
powerful treatment as a result.

The success of psychoanalysis, both in its original
drive model and in the form of ego psychology, led
practitioners to apply its principles to an ever-expand-
ing patient population, including individuals with pre-
oedipal problems, and to children. The result was a
rethinking of the role of the human environment in the
development of the individual and in the genesis of
psychopathology. The object relations school, repre-
sented most significantly by Melanie Klein, Margaret
Mahler, W. R. D. Fairbairn, and D.W. Winnicott, elabo-
rated theories of human interaction that furthered the
explanatory reach of psychoanalysis.

In a later split from ego psychology, Heinz Kohut
found classical theories of structure and drive inade-
quate to explain or treat too many of his patients. Break-
ing the classical mold completely, he rejected virtually all
the underpinnings of classical, ego, and object relations
psychologies, and defined self psychology. This system
focuses on the development of the bipolar self through
the use of selfobjects, and defines all psychopathology in
terms of disturbed selfobject functions.

The successes of psychoanalysis bred psychoanalyt-
ically based psychotherapies from the 1940s on. By the
closing decades of the twentieth century, clinical, sci-
entific, and social forces propelled the emergence of
a number of nonanalytic psychotherapies, including
cognitive therapy and interpersonal psychotherapy,
which focus on contemporary issues of perception
and response, while mapping a route to permanent
psychic change.
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GLOSSARY

fading The process of gradually removing prompts as the be-
havior continues to occur in the presence of a controlling
stimulus.

interval schedule A schedule in which a reinforcer is made
contingent on the passage of a particular duration of time
before the first response to occur after that period of time is
reinforced, (a) fixed-interval—schedule in which duration
is always the same (b) variable interval—schedule in which
the time interval varies about a given average duration.

reinforcement A process in which a behavior is followed by
the presentation of a stimulus and as a result, produces an
increase in the future probability of that behavior.

response cost A procedure in which a specified reinforcer is
lost contingent upon behavior and, as a result, decreases
the future probability of that behavior.

target behavior The behavior of interest, or the behavior to
be altered.

Home-based reinforcement is a procedure used to
modify the school-based behavior of children and ado-
lescents through the use of contingencies delivered in

the home. This article presents a description of the pro-
cedure along with the theoretical basis and empirical
support for its use.

I. DESCRIPTION OF TREATMENT

Home-based reinforcement (HBR) procedures involve
providing consequences for behavior that occurs in
school settings. However, unlike traditional school-
based contingency management procedures in which
consequences are controlled and delivered by school
personnel, consequences for school-based behavior in
HBR are controlled and delivered by a parent, guardian,
or other caretaker in the child’s home environment. HBR
is typically used with children and adolescents and is
usually initiated by school personnel or clinicians who
seek an improvement in school attendance or academic
performance or seek a decrease in school-based disrup-
tive behavior. Although HBR has been implemented in
many different ways (described later in Section III), a
general template for implementation is as follows.

First, the clinician, with the help of the child, the
child’s teacher, and the child’s parent, identifies behav-
iors targeted for acceleration or reduction. Likewise,
the teacher and parent (with input from the child)
agree on daily goals for acceptable performance with
respect to each targeted behavior. Each of the daily
goals is operationally defined so the teacher and child
are clear as to whether or not the child has achieved the
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goal for that particular day. After target behaviors and
daily behavioral goals are identified, the clinician estab-
lishes a simple observation system. In the observation
system, the teacher monitors the occurrence of the tar-
geted behavior(s) and determines if the daily behav-
ioral goals are achieved.

After the targets, goals, and observation system are
established, the remainder of the HBR program is ex-
plained to the parent and teacher. This is done by (1)
having the teacher send a letter to the parents describ-
ing the procedure, or (2) having the clinician facilitate a
face-to-face meeting with the teacher and parent. Using
either method, the program is explained as follows.

Each of the daily goals, corresponding to the target
behaviors, is listed on an observation sheet that is given
to the teacher. At the end of each school day, the
teacher indicates whether or not the child achieved
each of the daily goals. The teacher shares this informa-
tion with the student and places the information on a
note that is sent home daily with the child. The parent
receives the note, signs it, and returns it to the teacher
via the child on the next school day.

On receiving the note, the parent(s) provides conse-
quences for school behavior. If all daily goals are suc-
cessfully reached, the parent praises the child and
provides the child with a previously agreed-on conse-
quence such as snacks, privileges, or other tangible
items to which the child does not typically have access.
If all daily goals are not successfully reached, the parent
and child discuss what could be done differently to en-
sure success the next day, and the parent provides a
previously agreed-on consequence such as a loss of
privileges. If the child fails to bring a note home, this is
treated as a day in which all daily goals were not met
and should be consequented accordingly.

Although the program is best implemented by hav-
ing the child receive feedback via the home note on a
daily basis, sustained good performance warrants the
gradual elimination of the feedback system to promote
treatment maintenance. Although a variety of fading
procedures have been used, the clinician could recom-
mend that the frequency of notes being sent home first
decrease from daily to one note every second or third
day, to once per week, and finally to once per month.
In using this fading procedure, the clinician should ex-
plain to the teacher and parents that all behavior ex-
hibited by the child since the last home report is
considered when determining whether the child has
met his or her daily goals. Again, a change in the fre-
quency of notes being sent home should only be im-
plemented if the child is consistently meeting his or

her target goals. Fading should not be implemented if
the child is not consistently meeting his or her daily
behavioral goals.

II. THEORETICAL BASIS

Home-based reinforcement is based on operant learn-
ing theory. Specifically, it is thought that the presenta-
tion or removal of certain stimuli have the ability to
alter behavior when delivered in a response contingent
format. Reinforcers are stimuli that produce increases in
the future probability of behavior. Reinforcers can in-
clude stimuli that are added to the environment (e.g.,
providing praise contingent on a child’s good behav-
ior) or removed from the environment (e.g., a parent’s
candy-buying behavior is reinforced when his or her
child stops screaming “Buy me candy!”). In contrast,
punishers are stimuli that produce decreases in the fu-
ture probability of behavior. However, like reinforcers,
punishers can include stimuli that are added to the en-
vironment (e.g., painful stimulation is received when
the child touches a hot stove) or removed from the en-
vironment (e.g., a child’s toy is briefly taken away
when he or she is destructive with the toy). In all
cases, reinforcement and punishment are defined by
their outcome on behavior. If the behavior increases in
strength, the stimulus following the behavior is classi-
fied as a reinforcer, and if the behavior decreases in
strength, the stimulus following the behavior is classi-
fied as a punisher.

Reinforcers and punishers exert more or less control
on the behavior depending on various levels of depriva-
tion, satiation, and other establishing operations expe-
rienced by the person. When paired with previously
established reinforcers, neutral stimuli (i.e., noncon-
trolling stimuli) can come to function as reinforcers or
punishers in their own right.

In HBR, the reinforcers and punishers are initially
the consequences provided at home (i.e., earned or
lost privileges, snacks, tangibles). However, delivery of
the reinforcing consequences is often paired with
praise or positive marks on the home note. This pair-
ing process results in such stimuli also becoming rein-
forcers that may provide more proximal control over
the school behavior. Although operant theory is quite
clear that learning will be most efficient if conse-
quences immediately follow behavior, HBR begins
with a more temporally distal consequence because
the children’s parents have better access and control
over a wider array of consequences for which the child
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