DEPRESSION
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OVERVIEW
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COGNITIVE MODEL OF DEPRESSION

The cognitive model assumes that cognition, behavior, and biochemistry are all
important components of depressive disorders. We do not view them as compet-
ing theories of depression, but rather as different levels of analysis. Each
treatment approach has its own “focus of convenience.” The pharmacotherapist
intervenes at the biochemical level; the cognitive therapist intervenes at both the
cognitive and behavioral levels. Our experience suggests that when we change
depressive cognitions, we simultaneously change the characteristic mood, be-
havior, and (we presume) biochemistry of depression.

Our focus in this chapter will be on the cognitive disturbances in depres-
sion. According to this theory, negatively biased cognition is a core process in
depression. This process is reflected in the “cognitive triad of depression™
depressed patients typically have a negative view of themselves, of their environ-
ment, and of the future. They view themselves as worthless, inadequate, unlov-
able, and deficient. Depressed patients view the environment as overwhelming,
as presenting insuperable obstacles that cannot be overcome, and as continually
resulting in failure or loss. Moreover, they view the future as hopeless; they
believe their own efforts will be insufficient to change the unsatisfying course of
their lives. This negative view of the future often leads 1o suicidal ideation and
actual attempts.

Depressed patients consistently distort their interpretations of events so
that they maintain negative views of themselves, the environment, and the
future. These distortions represent deviations from the logical processes of
thinking used typically by people. For example, a depressed woman whose
husband comes home late one night may conclude that he is having an affair
with another woman, even though there is no other evidence supporting this
conclusion. This example illustrates an “arbitrary inference™—the patient has
reached a conclusion that is not justified by the available evidence. Other
distortions include all-or-nothing thinking, overgencralization, selective abstrac-
tion, and magnification (Beck ef al., 1979).

According to the cognitive model, an important predisposing factor for
many patients with depression is the presence of early negative schemas. The
child learns to construct reality through his or her carly experiences with the
environment, especially with significant others. Sometimes these early experi-
ences lead children to accept attitudes and beliefs that will later prove maladap-
tive. For example, a child may develop the schema that no matter what he or she
does, his or her performance will never be good enough. These schemas are
usually out of awareness, and may remain dormant until a life event (such as
being fired from a job) stimulates the schema. Once the schema is activated, the
patient categorizes, selects, and encodes information in such a way that the
(ailure schema is muii‘)m_h_‘wsl_: N,gglx;li\'c schemas, theretore, predispose depressed
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patients to distort events in a characteristic fashion, leading to a negative view of
themselves, the environment, and the future.

The focus of cognitive therapy is on changing depressive thinking. These
changes may be brought about in a variety of ways: through behavioral exp.eri-
ments, logical discourse, examination of evidence, problem solving, role playing,
and imagery restructuring, to name just a few. The remainder of this chapter
will elaborate on these techniques and their application in clinical practice.

CHARACTERISTICS OF THERAPY

Cognitive therapy with adult depressed outpatients is usually undertaken in.the
therapist’s office. It has most frequently been applied in a one-to-one setting,
with just the patient and therapist. Group cognitive therapy has been successful
with many depressed outpatients, although we have not yet had enough expe-
rience in group settings to know with which patients groups will prove desirable.
It is not unusual to involve spouses, parents, and other family members in the
course of treatment. They might be used, for example, to provide information
that will help patients test the validity of their thinking regarding how others in
the family view them. Moreover, “couples therapy” based on the cognitive
model is often very effective in relieving depression related to chronic interper-
sonal problems.

In our clinical experience, a number of therapist characteristics contribute
to effective cognitive therapy. First, cognitive therapists should ideally demon-
strate the “nonspecific” therapy skills identified by other writers (e.g., Truax &
Mitchell, 1971). They should be able to communicate warmth, genuineness,
sincerity, and openness. Second, the most effective cognitive therapists seem to
be especially skilled at seeing events through the patient’s perspective (accurate
empathy). They are able to suspend their own personal assumptions and biases
while they are listening to depressed patients describe their reactions and inter-
pretations. Third, skilled cognitive therapists can reason logically and plan
strategies. They are not “fuzzy” thinkers. In this respect they resemble good trial
lawyers, who can spot the sometimes subtle flaws in another individual’s reason-
ing, and skillfully elicit a more convincing interpretation of the same events.
Cognitive therapists plan strategies several steps ahead, anticipating the desired
outcome. Fourth, the best practitioners of this approach are active. They have to
be comfortable taking the lead, providing structure and direction to the therapy
process. .

We do not yet know which patient characteristics are related to success in
cognitive therapy. Our experience suggests that several subtypes of depressives
seem less amenable to short-term cognitive therapy. These include patients with
hallucinations or delusions; schizoaffective disorders; impaired memory func-
tioning (e.g., organic brain syndromes); borderline personality structures; and
severe endogenous depressions. With these patients, cognitive therapy may be
helpful over a longer period of time, often in combination with pharmaco-
therapy, milieu treatment, or extra support from the environment.
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Certain patient characteristics are predictive, in our experience, of a more
rapid response. Patients who are appropriately introspective; can reason ab-
stractly; are well organized and good planners; are conscientious about carrying
out responsibilities; are employed; are not excessively angry, either at them-
selves or at other people; are less dogmatic and rigid in their thinking; can
identify a clear precipitating event for the depressive episode; and have close
relationships with others often show faster improvement in depressive symp-
toms through cognitive therapy.

COLLABORATION

Basic to cognitive therapy is a collaborative relationship between patient and
therapist. When the therapist and patient work together, the learning experience
is enhanced for both and a cooperative spirit is developed that contributes
greatly to the therapeutic process. Equally important, the collaborative ap-
proach helps to ensure compatible goals for treatment and to prevent misunder-
standings and misinterpretations between patient and therapist. Because of the
importance of the collaborative relationship, we place great emphasis on the
interpersonal skills of the therapist, the process of joint selection of problems to
be worked on, regular feedback, and the investigative process we call collabora-
tive empiricism.

Interpersonal Qualities

Since collaboration requires that the patient trust the therapist, we emphasize
those interpersonal qualities that contribute to trust. Warmth, accurate em-
pathy, and genuineness are desirable personal qualities for the cognitive thera-
pist, as for all psychotherapists. It is important that the cognitive therapist not
seem to be playing the role of therapist. The therapist should be able to commu-
nicate, verbally and nonverbally, that he or she is sincere, open, concerned,
and direct. It is also important that the therapist not seem to be with-
holding impressions or information, or evading questions. The therapist should
be careful not to seem critical or disapproving of the patient’s perspective.

Rapport between patient and therapist is crucial in the treatment of de-
pressed patients. When rapport is optimal, patients perceive the therapist as
someone who is tuned in to their feelings and attitudes, is sympathetic and
understanding, and is someone with whom they can communicate without
having to articulate feelings in detail or qualify statements. When the rapport is
good, both patient and therapist feel comfortable and secure.

A confident professional manner is also important in cognitive therapy.
Therapists should convey relaxed confidence in their ability to help the de-
pressed patient. Such confidence can help counteract the patient’s initial hope-
lessness about the future. Since the cognitive therapist must sometimes be
directive and impose structure, especially in the early stages of treatment, it is
helpful to maintain a clear sense of confident professionalism.
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Joint Determination of Goals for Therapy

In the collaborative refationship the patient and therapist work together to set
therapeutic goals, determine priorities among them, and set an agenda {or each
session. Problems to be addressed over the course of therapy include specific
depressive symptoms (e.g., hopclessness. crying, difficulty concentrating) and
external problems (e.g., marital difficulties, career issues, child-rearing con-
cerns). Priorities are then jointly determined in accordance with the amount of
distress generated by a particular problem and how amenable to change the
particular problem is. During the agenda-setting portion of each therapy session
(discussed in detail in the next section), therapist and patient together determine
the items to be covered in that session. Through this collaborative process,
target problems are selected on a weekly basis.

The process of problem selection often presents difficulties for the new
cognitive therapist. These include failure to reach agreement on specific prob-
lems to focus on, selection of peripheral concerns, and the tendency to move
from problem to problem instead of persistently seeking a satisfactory solution
to only one problem at a time. Because the problem sclection process entails
both structuring and collaboration on the part of the therapist, considerable
skill is necessary.

Regular Feedback

Feedback is especially important in therapy with depressed patients; it is a
crucial ingredient in developing and maintaining the collaborative therapeutic
relationship. The cognitive therapist initiates the feedback component early in
therapy by eliciting the patient’s thoughts and feelings about many aspects of the
therapy, such as the handling of a particular problem, the therapist's manner,
and homework assigninents. Since many patients misconstrue therapists’ state-
ments and questions, it is only through regular feedback that the therapist can
ascertain whether he or she and the patient are on the same “wavelength.” The
therapist must also be alert for verbal and nonverbal clues to convert negative
reactions.

As part of the regular feedback process, the cognitive therapist shares the
rationale for each intervention mode. This helps t¢ demystify the therapy
process and facilitates the patient’s questioning the validity of a particular
approach. In addition. when the paticnts understand the connection between a
technique or assignment the therapist uses and the solution of a problem, they
are more likely to participate couscientiously.

The third element of the feedback process is for the therapist to check
regularly to determine whether the patient understands his or her formulations.
Patients sometimes agree with a formulation simply out of compliance, and
depressed patients frequently exhibit both compliance and reluctance to “talk
straight™ with the therapist for fear of being rejected, criticized, or of making a
mistake. The therapist must therefore make an extra effort to elicit feelings or
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wishes relevant to compliance (e.g., anxicty about rejection, wish to please) [rom
the patient and must be alert for verbal and nonverbal clues that the patient may
not indeed understand the explanations.

As a regular part of the feedback process, at the close of each session the
cognitive therapist provides a concise summary of what has taken place and asks
the patient to abstract and write down the main points from the session. The
patient keeps this summary for review during the week. In practice, the therapist
uses capsule summaries at least three times during a standard therapeutic
interview: in preparing the agenda, in a midpoint recapitulation of the material
covered up to that point, and in the final summary of the main points of the
interview. Patients generally respond {avorably to the elicitation of feedback and
presentation of capsule summaries. We have observed that the development of
empathy and rapport is facilitated by these techniques.

Collaborative Empiricism

When the collaborative therapeutic relationship has been successfully formed,
the patient and therapist act as an investigative team. Though we elaborate
on the investigative process later, it is appropriate to introduce it in the context
of the coliaborative relationship. As a team, patient and therapist together
approach the patient’s maladaptive cognitions and underlying assumptions in
the manner that scientists approach questions: Each thought or assumption
becomes a hypothesis to be tested and evidence is gathered that supports or
refutes the hypothesis. Events in the past, circumstances in the present, and
possibilities in the future are the data that constitute evidence, and the conclu-
sion to accept or reject the hypothesis is joint\y reached by subjecting the
evidence Lo logical analysis. Experiments inay also be devised 1o test the validity
of particular cognitions. The cognitive therapist need not persuade patients of
ilicgicality or inconsistency with reality since patients “discover” their own
inconsistencies. This guided discovery process is a widely accepted educational
inethod and is one of the vital components of cognitive therapy.

THE PROCESS OF COGNITIVE THERAPY

We will here attempt to convey a sense of how cognitive therapy sessions are
structured and a sense of the course of treatment. Detailed discussion of
particular techniques follows this section.

The Initial Sessions

A main therapeutic goal of the fisst interview is to produce some symptom relief.
Reliefl of symptoms serves the patient’s needs by reducing suftering and also
helps to increase rapport, collaboration, and confidence in the therapeutic
process. Symptom relief should be based on more than rapport, sympathy, and



lmpllcd promise of “cure,” however, so the copmtive therupist sceks to provide ¢
rational basis for reassurance by attempting to define a sc(‘ol-' ‘rub:c s and
demonstrating some strategies for dealing with them. problems and
Pfoblcm definition continues to be a goal in the early stages of therapy. Tt
therapist \vn‘rks with the patient to define specific problems to tocus oilpj\.\r' “’;
ll?crapy sessions. The cognitive therapist does this by obtaining as com Icl::nﬁ
picture as Possmlc of the patient’s psychological and life situation dil'fitr:’ult'
The therapist also seeks details concerning the depth of depression and 'lrt'l‘es.
lar §ymptomutology. Cognitive therapists are especially concerned with l[::)wullh
patients see their problems. .
anc l|'1c .f.pcciﬁc problems have been delined, the patient and the (herapist
establish pnqn(ics among them. Decisions are made on the basis of uxx;crlabi?ills
o !hcr'apcuuc. change and centrality of the life problem or cognition to thy
patient’s emotional distress. In order to help establish priorities effectively, t .
lhcraPlst must see the relationships amoung particufar thoughts parlicula% l"fe
situations, and particular distressing emotions. ' H
}Clwf\nolher g9al of the mn.ml session is to illustrate the close relationship
ety cc? cognition and emotion. When the therapist is able to observe the
patient’s mood change (e.g., crying), he or she points out the alleratioln in affect
and asks for the Pa(icm's thoughts just before the mood shift. The thera is; th
labels the negative thought and points out its relationship to the cl?an e en::
mopd. The therapist initially gears homework assignments toward hel sing th
patient see the intimate connection between cognition and emotion pine e
) A frcquenl‘ fequu’cmcm in the early stage of therapy is to sc.)cializc the
patient 10 cognitive therapy. Particularly if they have previously undertak
analyllcally. oriented or Rogerian therapies, many patients begin cogmtive thce:
apy expecting a more insight-oriented, nondirective therapeutic approach. Th
cognitive t‘tlcrgpi‘sl can {acilitate the transition to a more active and struc;urej
one py ma:plammg a problem-oriented stance, which often entails gently inte
rupllf’g patients who tend to speculate about the sources of their probl . i g
seek interpretations from the therapist. probieins and
Fma'lly, the therapist must communicate the importance of self-help home
work assignments during the initial session. Therapists can do this by sfires‘;i:~
}ha( doing the hgnicxvork is actually more important than the therap sc.ssil .
stself. The lhf:raplsl can also provide incentive by explamning that palizms wI::;
complete assignments generally improve more quickly. The nature and umple-

mentation of self-help homework assi i
: . ssignments are considered in furth 1
a later section of this chapter. e detatiin

The Progress of a Typical Therapy Session

F?.ach session begins with the establishment of an agenda for the session. This
insures optimal use of time in a relatively shor(-(crm..problcm—solvin 4 lhcr.'t -"b
tic approach.j’he agenda generally begins with a short synopsis of \f)e 'n‘igntlr‘;
experiences since the last session, including discussion of the hmneworl:)‘assign-
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ment, The therapist then arks the paticnt what he or she wants to work on
during the session and olten offers topics to be included.

When a short list of problems and topes has been completed, the patient
and therapist determine the order in which to cover them and, if necessary, the
(ime to be allotted to cach wpic. There are several issues 1o be considered in
estabiishing priorities, including stage of therapy, severity of depression, likeli-
hood of making progress in solving the problem, and potential pervasiveness of
effect of a particutar theme or wopic. The cognitive therapist is sensitive 10
patients’ occasional desires to talk about something that seems imporiant to
thent at the moment, even if such discussion seems not to be produciive in terms
of other goals. This kind of flexibility characterizes the collaborative therapeutic
relationship.

After these preliminary matters have been covered, the patient and thera-
pist move on to the one or two problens to be considered during the session.
The therapist begins the discussion of a problem by asking the patient a series of
questions designed to clarify the nature of the patient’s difficulty. in doing so,
the therapist seeks to determine whether maladaptive assumptions, misinterpre-
tations of events, or unrealistic expectations are involved. The therapist also
seeks to discover whether the patient had unrealistic expectations, whether the
patient's behavior was appropriate and whether all possible solutions to the
problem were considered. The patient’s responses will suggest to the therapist a
cognitive-behavioral conceptualization of why the patient is having difficulty in
the area concerned. The therapist will now have discerned the one or two
significant thoughts, assumptions, images, or behaviors to be worked on® When
this target problem has been selected, the therapist chooses the cognitive or
behavioral techniques to apply and shares their rationale with the patient. The
specific techniques used in cognitive therapy ark explained in the following
sections ol this chapter.

At the close of the session, the therapist asks the patient for a sumrmary,
often in writing, of the major conclusions drawn during the session. The
therapist asks for the patient’s reactions to the session in order to ascertain
whether anything disturbing was said and in order to forestall any delayed
negative reactions following the interview. Finally, the therapist gives a home-
work assignment designed to assist the patient in applying the particutar skitls
and concepts from the session to the problem during the following week.

Middle and Later Sessions

While the structure ol cognitive therapy sessions does not change during the
course of treatment, the content often changes significantly. Early sessions are
aimed to overcoming hopclessness, identifying problems, setting priorities. so-
cializing the patient Lo cognitive therapy, establishing the collaborative relation-
ship, demonstrating the relationship between cognition and emotion, labeling
errors in thinking, and making rapid progress on a target problem. Therapy is
inttially centered on the patient’s symptoms, with attention given o behavioral
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and motivational ditficulties. Once the patient shaows soine significant changes in
these areas, the emphasis shifts to the content and pattern of the patient’s
thinking. In the later sessions, the therapist and patient discuss the basic as-
sumptions scen to result in vulnerability to depression,

ln contrast to the initial sessions, middie and later sessions center on
problems that demand greater probing to understand and change. More specifi-
cally. in an early session the therapist might use behavicral techniques to
encourage the patient to become more active; in a later session he or she might
work with the automatic thought “I'll never be able to advance in my career™ or
“No one can ever love me.” In general, middle sessions focus on more coniplex
problems that often involve several dysfunctional thoughts and behaviors. The
therapist works to help the patient integrate concepts learned in earlier sessions.
The homework assignments that are given require continual repetition and the
application of specific rational responses to dysfunctional thoughts.

In the later sessions, when the patient is fecling less depressed, the therapist
and patient turn from specific thoughts about particular problems to nore
gencral assumptions about self and life. Such “silent™ assumptions as “Unless |
perform perfectly | am a failure” and “You never get what you want in life” often
underlie many of the patient’s problems. These maladaptive assumptions are the
rules and formulas by which developing individuals learned to “make sensc™ of
the world, and the assumptions continue to determine how they organized
perceptions into cognitions, set goals, evaluated and modified behavior, and
understood events in their lives.sCognitive therapy aims at counteracting the
effects of maladaptive assumptions and replacing learned techniques and
methods with new approaches. If the maladaptive assumptions themselves can
be changed, the patient will become less vulnerable to future depressions.

In the later sessions, the patient assumes increased responsibility for identi-
fving problems, coming up with solutions, and impiementing the solutions
through homework assignments. The therapist increasingly assumes the role of
advisor or consultant as the patient learns to implement therapeutic techniques
without constant support. As the patient becomes a more effective problem
solver, the frcquency of sessions is reduced, and therapy is eventually discon-

tinued.

COGNITIVE TECHNIQUES

The specific cognitive techniques provide points of entry into the patient’s
cognitive organization.sThe cognitive therapist uses techniques for eliciting
automatic thoughts, testing automatic thoughts, identifying maladaptive as-
sumptions, and analyzing the validity of maladaptive assuinptions to help both
therapist and patient understand the patient’s construction of reality. In apply-
ing specific cognitive techniques in therapy, it is important that the therapist
work within the {ramework of the cognitive modet of depression. Each set of
techniques will be discussed in turn.
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Eliciting Automatic Thoughts

Automatic thoughts arc

those thoughts that interv i
and the individuals em E’ ey oo, ouside events

hecise they e otmna!_ reactions 1o them. They often g0 unnoticed
; art ol a repetitive pattern of thinking and b
so often and so quickly. ‘We ra ; betause oo our
. rely stop to assess their validj
50 belizvable, familiar, and habi ient j ve thoray ey are
, \ abitual. The patient in cognit;
_ therapy must |
to recognize these automatic th ) broe Fatively. The
ce d oughts for therapy to proceed effect;
cogmtive therapist and the patie joi 5 discover the paryns
p nt make a joiat effort to di 1
thoughts that precede such i “and ity Papocular
emotions as anger, sadness, and i i
that pre s . anxiety. Therapist
use i ;
s un::t;ionmlg, imagery, and role playing to elicit automatic thoughts P
‘mplest method to uncover automatic thoughts is for the therapist to

the completion of treatment.
Alternatively,

Sttuations that evoke a particular emotional response

em(r)uon.'ll reaction, such as tears or anger. This techniq
use ucl' when ll'le patient is first learning 1o identify automatic thoughts
nc . T . ‘
amoma[ic tphauems become more familiar with the techniques for identifying
Tho“ght:( Bc()cl;ghts./(hfg73re asked to keep a Daily Record of Dysfunctional
s et al., :see Figure 4-1), in which th i
an . ' . . ¢y record the emotions
s%giol,:]sm]rm]“c thoughts 1hat occur in upsetting situations between therapy
5§ - I later sessions they are taught 1o devel i
o In lat : y ¢€lop rational responses to their
llz:{}uq;:uondl automatic thoughts and to record them in the appropriate col-
‘.d. 1€ therapist and patient gencrally review the Daily Record from the
preceulin.g‘wcck near the beginning of the next therapy session
ion pr(l)ccl:ng ?utcl)-.matlc thoughts should be distinguished from the interpreta-
$s ol other psychotherapies. In iti i
‘ - lu general, the cognitive ther
only with those automatic th ion T ouhe
s R oughts mentioned by patients. S i
t . * : . - duggesting thoughts
i: pzlmer‘us may undermine collaboration and might inhibit patients from Iegrn-
£ to continue the process on their own. As a last resort, however. when
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. = . nondirective strategies fail, the cognitive therapist may offer several possible
£3 automatic thoughts, asking the patient whether any of the choices fit.

3 % 2 g b= & ¥ Even when many efforts to elicit automatic thoughts have been made by
2 § S §'§ "?‘“g § é 8 if,é the therapist, sometimes the thought remains unavailable. When this is the case,
S ;é’ 5 § iy § s % £ S g‘ the cognitive therapist tries to ascertain the parlicular meaning of the event that
g wTTe : STEe :’;g evoked the emotional re'aclion. For example, one patient began to.c.ry wheneve.r

- £Z she had an argument with her roommate and friend. Efforts to CllCI'l automatic

2 § : thoughts proved unsuccessful. Only after the. therapist asked a series of ques-

é ‘= §§ tions to determine the meaning of the eve‘m did it become clea.r tha! the patient
w82 83 connected having an argument or fight with the end of a relau_onshlp. T!\rough
) % I:‘;"g § 8 ‘E this process, the therapist and patient were able to see the meaning that triggered
% 5 § 'E Y %‘; the crying.

25535 ge
$582¢ £ g
8¢ § : § '§§ 2 Testing Aut tic Thoughts
Fxagd T g Automatic Thoug |
E 'g- ~ §'§ c When the therapist and patient have managed to isolate a key au}orqauc
f‘.’&g g thought, they approach the thought as a testable hypothesis. This “scientific”
fl?‘:‘;-":le o 3 5 o é approach is fundamental to cognitive therapy, in which the patient learns to
E §' 53 ;E'. gs 3 think in a way that resembles the investigative process. Throug.h the procedl'xres
3 2% gg 2e8 é" of gathering data, evaluating evidence, and drawing cpnc[usnons. the patient
3 25 3¢ Eis 3 learns firsthand that one’s view of reality can be quite .dlfferen't from wh?xl
E E § s ,cl: %E‘i" e actually takes place. By des!gning'experimems that SUbJCC} lhelr_au::‘)n?uc
gg §%‘2 £3 7;» S thoughts to objective analysis, patients lea.rn ‘how to modify llhelr t lr:h.mlg(
; ; a f, “;" _§ ,,3, E ‘i because the){ learn the proce.ss of rational thmkmg..PaueEls whq .e:r;lo .-o:;h
es g a2 %k@' £ E tl;is we;ly du:jmgrlrreatm::r:;];;l:’;e better able to continue the empirical app
- o 9 after the end of forma .
- : . o - éé% : ' The cognitive therapist approaches the lestipg of automatic't.houg}i:lshby
@:E - gvg E%E w asking patients to list evidence .fror:n their experience fqr and e.xﬁd.msl ld‘e[ i’_
5 = é ;% E 7] §S b % pothesis. Sometim.es, after conmdenpg the evnd‘cr?cc,.;;:1[1&3(;1}5l wntedxmo:nzc(liatil));
g g é gé % i % §g :—7_ ;e{ect the automatic thought, recognizing that it is either distor
cEs se,
& - ~ § 3 § ) ethn previous experience is not sufficient or appropriate to test a hypothe-
< égé sis, the therapist asks the patient to gesign andcxtperlrr:;:m go;t;hacvzz;p?;:.(;zltl;
2 cke tient then makes-a prediction an proceeds 1o gather .
'3‘2‘ m'g g §E§ gzntrr;dict the predicti‘:)n, the patient can reject the autqma'tic thqught. The
§S8E3¢8 - €3¢ outcome of the experiment may, of course, confirm the patient s.pre‘dlcuon. It ls
g g g g § §§§ therefore very important that the therapist not assume the patient’s automitic
5522 387 thought is distorted.
g " g E’ 2 § '3. 5 Sﬁg " gThere are some automatif: lhpughts th.at do not lend themselve;to h'ypottlvlvc(;
E 83 3¢ ‘:’.% 3 538 sis testing through the examination of evndepcc. [n these cases, there are °
22855325 gfo options available: therapists may pr9dxuce evidence from their ov.vn‘cx[‘)cncnlc
53 - §§§ and offer it in the form‘ of a question tha‘t reveals the contra(.iu;]uon,lgr :'::
e 7:;2: therapist can ask a question designed to uncover a logical error inherent in
-3 Wwow
a
216 ;
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patient’s beliefs. The therapist might say, for example, to a patient who is sure he
cannot survive without a close personal relationship, “You were alone last year
and you got along fine, what makes you think you can’t make it now?”

In testing automatic thoughts, it is sometimes necessary to refine the
patient’s use of a word. This is particularly true for global labels such as “bad,”
“stupid,” or “selfish.” What is needed in this case is an operational definition of
the word. To illustrate, a patient at our clinic had the recurring automatic
thought, “I'm a failure in math.” The therapist and patient had to narrow down
the meaning of the word before they could test the thought. They operational-
ized “failure” in math as being unable to achieve a grade of “C" after investing as
much time studying as the average class member. Now they could examine past
evidence and test the validity of the hypothesis. This process can help patients to
see the all-inclusiveness of their negative self-assessments and the idiosyncratic
nature of many automatic thoughts.

© Reattribution is another useful technique for helping the patient to reject
an inappropriate self-blaming thought. It is a common cognitive pattern in
depression to ascribe blame or responsibility for adverse events to oneself.
Reattribution can be used when the patient unrealistically attributes adverse
occurrences to a personal deficiency such as lack of ability or effort. The
therapist and patient review the relevant events and apply logic to the available
information to make a more realistic assignment of responsibility. The aim of
reattribution is not to absolve the patient of all responsibility, but to examine
the many factors that help contribute to adverse events. Through this process,
patients gain objectivity, relieve themselves of the burden of self-reproach, and
can then search for ways to solve realistic problems or prevent a recurrence.
Another strategy involving reattribution is for the therapist to demonstrate to
patients that they use stricter criteria for assigning responsibility to their own
unsatisfactory behavior than they use in evaluating the behavior of others.
Cognitive therapists also use reattribution to show patients that some of their
thinking or behavior problems can be symptoms of depression (e.g., 10ss of
concentration) and not signs of physical decay.

When the patient is accurate in identifying a realistic life problem or skill
deficit, the cognitive therapist can use the technique of generating alternatives,
in which therapist and patient actively search for alternative solutions. Because
the depressed person’s reasoning often becomes restricted, an effort to recon-
ceptualize the problem can result in the patient’s seeing a viable solution that
may previously have been rejected.

It should be noted that the cognitive techniques outlined above all entail the
use of questions by the therapist. A common error we observe in new cognitive
therapists is an exhortative style. We have found that therapists help patients to
change their thinking more effectively by using carefully formed questions. If
patients are prompted to work their own way through problems and reach their
own conclusions, they will learn an effective problem-solving process. We will
elaborate on the use of questioning in cognitive therapy later in the chapter.
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tient must be actively involved in this process. In order to emphasize the impor-
tance of altering maladaptive assumptions, the therapist can tell the patient that
even though depressive symptoms have abated, vulnerability to depression often
remains unless these beliefs are identified and changed.

Analyzing the Validity of Maladaptive Assumptions

Identifying a maladaptive assumption is the first major step toward changing it.
Sometimes patients see its absurdity or maladaptiveness immediately once the
thought is verbalized and thus no longer hidden. The process of identification
itself may be helpful, since many assumptions have never been tested or ques-
tioned by patients.

Questioning the patient is generally the most effective approach to modify
maladaptive underlying assumptions. While the therapist could offer numerous
counterarguments, patients do not seem to change their beliefs based on the
number of counterarguments, but because a particular argument makes sense to
them. One or two new ways of looking at a situation are often instrumental in
changing long-held beliefs.

One approach to modification, once an assumption has been uncovered, is
for the therapist to ask the patient if the assumption seems reasonable. If the
patient does not see the problems inherent in the assumption, the therapist asks
questions designed to reveal them. For example, if a patient believes he or she
should put effort into everything, the therapist can disclose, through a series of
questions, the problem of putting effort into relaxation.

An effective alternative approach to questioning the logic and consequen-
ces of a maladaptive assumption is to have the patient gather evidence against
the assumption, either alone or in collaboration with the therapist. The cognitive
therapist is careful not to argue with the patient; instead, the therapist seeks to
guide and collaborate with the patient in the process of developing evidence.
Challenges to the patient’s assumptions should be offered in the form of ques-
tions and suggestions of alternative assumptions, not in the form of a lecture or
argument. When possible, the therapist should work to support the patient’s
adaptive beliefs since adaptive beliefs can sometimes be effectively used to
counter maladaptive ones.

Therapists can also help patients question their assumptions by working
with them to make a list of the advantages and disadvantages of modifying the
assumption. When the list has been completed, the therapist and patient can
discuss the consequences of altering the assumption or weigh the long-term and
short-term advantages and disadvantages of particular maladaptive assump-
tions.

Finally, the behavioral strategy known as “response prevention” can some-
times be used effectively to help patients move beyond their assumptions about
what they should ideally do in a given context. Once the rule has been disclosed,
an experiment is designed to test what would happen if the patient acted
contrary to the “should.” The patient predicts the result, carries out the experi-
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Role reversal, a variation of role playing, can be very effective in helping
patients test how other people might view their behavior, This is well illustrated
by a patient who had a “humiliating experience” while buying some clothes in a

insufficient data for her previous conclusion that she appeared clumsy and inept.
Through role reversal, patients begin to view themselves less harshly as “self-
sympathy" responses are elicited.

Finally, the therapist may introduce various diversion techniques to assist
the patient in learning 1o reduce the intensity of painful affects. The patient
learns to divert negative thinking through physical activity, social contact, work,
play, and visual imagery. Practice with diversion techniques also helps the
patient gain further control over emotional reactivity.

QUESTIONING

As we have stressed throughout this chapter, questioning is a major therapeutic
device in cognitive therapy. A majority of the therapist’s comments during the
therapy session are questions, Single questions can serve several purposes at one

particular issue, decision or opinion. The cognitive therapist seeks through
questioning to elicit what patients are thinking; the therapist tries to avoid
telling patients what he or she believes they are thinking.

In the beginning of therapy, questions are employed to obtain a full and
detailed picture of the patient’s particular difficulties, They are used to obtain
background and diagnostic data; o0 evaluate the patient’s stress tolerance,

vague complaints by working with the patient 1o arrive at specific target prob-
lems to work on,

As therapy progresses, the therapist uses questioning to explore approaches
to problems, to help the patient to weigh advantages and disadvantages of
possible solutions, 1o examine the consequences of staying with particular
maladaptive behaviors, to elicit automatic thoughts, and 10 demonstrate mal-
adaptive underlying assumptions and their consequences. [n short, the therapis
uses questioning in most cognitive therapeutic techniques.

While questioning is itself a powerful means of identifying and changing
automatic thoughts and maladaptive assumptions, it is important that the
questions be carefully and skillfully posed. If questions are used to rap”
patients into contradicting themselves, patients may come to feel that they are
being attacked by the therapist or manipulated. Too Mmany open-ended questions
can leave patients wondering what the therapist expects of them. Therapists
must carefully time and phrase questions to help patients recognize their
thoughts and assumptions and to weigh issues objectively.
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SELF-HELP HOMEWORK ASSIGNMENTS

Rationale

Regular homework assignments are very important in cognitive therapy. When
patients systematically apply what they have learned during therapy sessions to
their outside lives, they are more likely to make significant progress in therapy
and to be able to maintain their gains after termination of treatment. Home-
work assignments are often the means through which patients gather data, test
hypotheses, and thus begin to modify maladaptive assumptions. In addition, the
data provided through homework assignments help to shift the focus of therapy
from the subjective and abstract to more concrete and objective concerns. When
tlie patient and therapist review the previous week's activities during the agenda-
setting portion of the interview, they may do so quickly, and the therapist can
draw relationships between what takes place in the session and specific tasks,
thereby avoiding tangents and side issues. Homework assignments further the
patient’s self-reliance and provide methods for the patient to continue working
on problems after the end of treatment. Cognitive therapists emphasize the
importance of homework by sharing with patients their rationale for assigning
homework in therapy. They are also careful to explain the particular benefits to
be derived from each individual assignment.

Assigning and Reviewing Homework

The cognitive therapist designs each assignment for the particular patient. The
assignment should be directly related to the content of the therapy session so
that the patient understands its purpose and importance. Each task should be
clearly articulated and very specific in nature. Near the end of each session, the
assignment is written in duplicate, with one copy going to the therapist and one
to the patient.

Some typical homework assignments include reading a book or article
about a specific problem, practicing diversion or relaxation techniques, counting
automatic thoughts on a wrist counter, rating activities for pleasure and mas-
tery on the activities schedule, maintaining a Daily Record of Dysfunctional
Thoughts, and listening to a tape of the therapy session.

During the therapy session, therapists ask for patients’ reactions to home-
work assignments. They ask, for example, whether the assignment is clear and
manageable. In order to determine potential impediments, the therapist may ask
the patient to imagine taking the steps involved in the assignment. This tech-
nique can be especially helpful during the earlier stages of therapy. The patient
assumes greater responsibility for developing homework assignments as therapy
progresses through the middle and later stages.

It is essential that the patient and therapist review the previous week'’s
homework during the therapy session itself. If they do not do this, the patient
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explain to these patients that even the most complex undertakings begin with
and consist of small concrete steps. Some writers, for example, resolve their
“writers’ blocks” by taking the attitude, “If I can’t write a book, I can at least
write a paragraph.” When enough paragraphs have been written, the result is a
book. The therapist and patient can consider the advantages and disadvantages
of the patient’s believing that problems cannot be solved by doing homework.
Or the therapist can ask the patient to experiment before reaching such a
conclusion. In those instances where the patient believes that he or she has not
made enough progress, and therefore that the homework is not helpful, the
therapist can detail the progress the patient has made or can help the patient see
that it may take more time before substantial change can be perceived.

When patients seem to resent being given assignments, the therapist can
encourage them to develop their own assignments. The therapist might also
offer the patient alternative assignments from which to choose, making one of
the alternatives noncompliance with homework assignments. If patients choose
noncompliance, the therapist can help to examine the consequences of that
choice. Still another strategy is to present patients with a consumer model of
therapy: Patients have a certain goal (overcoming depression) and the therapist
has a means of achievement to offer; patients are free to use or reject the tools,
just as they are free to buy or not buy in the marketplace.

When patients believe that improvement can be made just as readily
without homework, therapists have two options. They can offer their own
clinical experience that most patients who held that opinion were proven wrong
and progressed more slowly in therapy. The other option is to set up an
experiment for a given period of time, during which patients do not have to
complete assignments. At the end of the predetermined period, the therapist and
patient can evaluate the patient’s progress during that time interval. Once again,
it is important that the cognitive therapist keep an open mind: some patients do
indeed effect significant change without formally completing homework assign-

ments.

SPECIAL PROBLEMS

The novice cognitive therapist often makes the error of staying with the standard
method outlined above even if it is not working very well. The cognitive
therapist should be flexible enough to adapt to the needs of patients and to the
several special problems that commonly arise in therapy. We have grouped these
special problems into two categories: difficulties in the therapist-patient rela-
tionship, and problems in which the therapy itself seems not to be working.

Problems in the Therapist-Patient Relationship

The first set of problems concerns the therapist-patient relationship itself. When
the therapist first perceives a patient to be dissatisfied, angry, or hostile, it is

e
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be that some of the therapeutic techniques have not been correctly used.
Problems often arise when patients do not really believe the rational responses
or are not able to remember them in times of emotional distress. It is important
that the therapist determine the amount of belief the paticnt has in the rational
responses and help the patient use the new responses as closely as possible to the
moment when the automatic thought occurs. To the patient who does not fully
belicve a rational response, the therapist can ask the patient to take an cxperi-
mental stance, to take the new belief and “try it on for size.” The patient who
cannot think of answers because of emotional upset should be told that states of
emotional distress make reasoning more difficult and that thoughts such as “If
this doesn’t work, nothing will” can only aggravate the problem. Patients should
be assured that they will be able to think of rational responses more readily with
practice.

Another problem deriving from the misapplication of cognitive therapy
technigues occurs when the therapist uses a particular technique inflexibly. It s
often necessary for the therapist to try out several behavioral or cognitive
techniques before finding an approach to which the patient responds well. The
cognitive therapist must stay with a particular technique for a while to see if it
works. but he or she must atso be willing to try an alternative technique when it
becomes apparent that the patient is not improving. To give a specific example,
behavioral homework assignments are sometimes more helpful with particular
patients, even though the therapist has every reason to predict in advance that
cognilive assignments will be more effective.

In some instances where it appears that little progress is being made in
therapy, it turns out that the therapist has selected a tangential problem. The
cognitive therapist should be alert to this possibility, especially during the early
stages of therapy. When there appears to be little or no significant change in
depression level, even when the patient seems to have made considerable pro-
gress in a problem area, the therapist should consider the possibility that the
most distressing problem has not yet been uncovered. A typical example of this
kind of difficulty is the patient who presents difficulty at work as the major
problem when it turns out that marital problems are contributing significantly
to the work difficulties. The real issue may be withheld by a patient because it
seems too threatening.

Finally, cognitive therapy is not for everyone. If the therapist has tried all
available approaches to the problem and has consulted with other cognitive
therapists, it may be best to refer the patient to another therapist, either with the
same or a different therapeutic orientation.

Regardless of why therapy is not progressing satisfactorily, cognitive thera-
pists should attend to their own cognitions. They must maintain a problem-
solving stance and not allow themselves to be influenced by their patients’
despair or to see themselves as incompetent. Hopelessness in patient or therapist
is an obstacle to problem solving. If therapists can effectively counteract their
own negative self-assessments and other dysfunctional thoughts, they will be
better able to concentrate on helping patients find solutions to their problems.

e
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CASE STUDY

(lj(; l:::- ‘cz:jse study that follows, we will describe the course of treatment for a
m'p 55(; hwoman seen at our clinic. Through the case study we will illust rate
any ol the concepts described earlier in this chapter, including the eliciting of

z‘iutomul'lc lhough'ls, the cognitive triad of depression, collaborative empiricism
structuring a session, and feedback. '

Assessment and Presenting Probiems

hr:j '[])allt(:jn.l,bwhom we .Wl” call Irene, phoned the Center for help because she
hae wc;zslr about cognitive therapy on a local radio show. Irene recognized that
programexpenencmg many of the symptoms of depression described on the
_She went through the typical assessment procedure at the Center, which
consists of 1'% hr of a standard clinical interview and an additional I"’ hr of
paper-and-pencil testing, e
The _mlake .inlerviewer reported that Irene was a 29-year-old Caucasia
woman, living with her husband and two young children. She was a high sch [:
graduate who had stopped work after marrying. lrene described hger '(')0
prgblems as depression (for the past few years), difficulty copin w'lli:mljlor
children, marital conflict, and a sense of “being kept back” by hepr hgusbzlmd ler
Ferms of her marriage, lrene said she felt stigmatized because her husband h 3
Just beejn released from a drug abuse center. Furthermore, her husband had 3
beeq laid off from work and was thus unemployed. He re;’used to cipate in
marital counseling with her. - perticipate n
lrene sa!d she had been socially isolated since her marriage, although sh .
reported having had normal friendships as a child and teenager dnc fact o ls1 .
she felt made it difficult for her to socialize with other women .in the neiolrll; -
hood was her belief that they looked down on her because she had su rgu or
control over her children and because of her husband’s drug record o e
. AThe m'lervnewer diagnosed the patient as having major depressi\;e disorder
d;:, n.‘(lS. l ?r;d depe'ndenl per‘sonallly on A)sis 11.-Her test scores verified the
gnosis of depression. Irene’s Beck Depression Inventory (BDI) score was 29
placmg.her in the moderate-to-severe range of depression. Her most promin= ‘
dcpressnxjc symptoms included: guilt, self-blame, loss of pleasure i?rilabl'rll'-lm
social withdrawal, inability to make decisions, fatigue difﬁcull, moti 'l ine
herself to perform daily functions, and loss of libido l'-ler Youny Lo n;"mng’
Inveqtory score (Young, 1982) was 30, indicating an e;(lremely high dene mcs?
!?nelmcss, We use this scale because we have observed clinically lhagl de i::l:n
|Ys often related to Ia.ck. of §alisfaction with interpersonal relalionshii)s. The
as(:l::islr:;:molry l|s mm:lar In format to the Beck Depression Inventory and
C extent to which patients are distresse absence of various
types of _friendships and illlil:ille ties. Irene arsbgtict;?\'ézca‘llt:iwl?tcsl o Iolm
Dysfunctional Attitude Scale (DAS; Weissman & Beck, 1978). Vch uscrleh:;l);lg
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°to assess the most frequently observed maladaptive underlying assumptions.

Careful analysis of patient responses to this scale are olten useful to the therapist
in identifying key assumptions that can later become targets of treatment, as
described earlier in this chapter.

First Session

Irene was treated initially by the first author (Beck). Since an intake inlcrv.neuf
had already been completed by another therapist, Beck_dld not spgnd time
reviewing symptoms in detail or taking a history. The session b.cgun with Irene
describing the “sad states” she was having. Beck almost immediately started to
elicit her automatic thoughts during these periods!:

THERAPIST: What kind of thoughts were you having during these 4 days
i i d over again?
when you said your thoughts kept coming over an over N
PtIATIENT: Well, they were just—mostly, “Why is this happening again”—
because, you know, this isn't the first time he's been out of wor‘k. You know,
“What a’lm I going to do"—like | have all different thoughts. 1hey' are all in
different things like being mad at him, being mad at myself for bgng in this
osition all the time. Like | want to leave him or if I could do anything to mulq
ﬁim straighten out and not depend so much on him. There’s a lot of thoughts in
there.
3 T: Now can we go back a little bit to the sad states that you have. Do you
still have that sad state?
P: Yeah.
T: You have it right now? ‘ '
P: Yeah, sort of. They were sad thoughts about—I d.onl know—I get pdd
thoughts, like a lot of what I'm thinking is bad things. Like n?(—lherc is h.ke,‘
ah, 1t isn’t going to get any better, it will stay that way. I don't know. Lots of
things go wrong, you know, that’s how | think. . ,
: So one of the thoughts is that it’s not going to get any better?
Yeah. ,
And sometimes you believe that completely?
Yeah, | believe it, sometimes.
: Right now do you believe it?
I believe—yeah, yeah. . . ,
: Right now you believe that things are not going to get better?
: Well, there is a glimmer of hope but it's mostly . N
: What do you kind of look forward to in terms of your own lile from
n?
here l(:' Well, what | look forward to—I can tell you but | don’t want to tell you.
(Giggles.) Um, | don't see too much.

i e e e Be

I. The case traascript [rom which this material was excerpted has been copyrighied by the
Ccnlcr'for Cognitive Therapy and is reproduced by permission from the Center.

11 You don't want to tell me?

P: No, I'lt tell you but it's not sweet and great what | think. | just see me
continuing on the way | am, the way | don’t want to be, like not doing anything,
just being there, like sort of with no use, that like my husband will still be there

and he will, you know, he'l £0 in and out of drugs or whatever he is going o do,
and I'lt just still be there, just in the same place.

By inquiring about Irene’s automatic thoughts, the therapist began to
understand her perspective—that she would go on forever, trapped, with her
husband in and out of drug centers. This illustrates the hopelessness about the
future that is characteristic of most depressed patients. A second advantage to
this line of inquiry is that the therapist introduced Irene to the idea of looking at
her own thoughts, which is central to cognitive therapy.

As the session continued, the therapist probed the patient’s perspective
regarding her marital problems. The therapist then made a decision not 1o focus
on the marriage as the first therapeutic target, since it would probably require
too much time before providing symptom relief. Instead, the therapist chose to
focus on Irene’s inactivity and withdrawal. This is [requently the first therapeutic
goal in working with a severely depressed patient.

In the sequence that follows, the therapist guides Irene to examine the
advantages and disadvantages of staying in bed all day:

PATIENT: Usually I don't want to get out of bed. I want to stay there and
just keep the covers up to my head and stay there, you know. I don't want 1o do
anything. | just want to be left alone and just keep everything out, keep
everything away from me.

THERAPIST: Now, do you feel better when you get under the covers and
try to shut everything out?

P: Yeah.

T: You do feel betier?

P: Yeah, I feel better that way,

T: And so how much time do you spend doing that?

P: Now, lately? I don” Bet to do it too much because I have two kids. [
don’t ever really get to do it all that much. [ would love to do it more. It would
help. | mean | feel safe, sort of secure, like they are over on the other side of the
wall and they are not near me,

T: Now after you have spent some time in the covers, how do you feel
about yourself?

P: If I'm laying there, I don't know.

T: Lets say afterwards?

P: Afterwards? I don't usually have any bad feeling about—oh yeah, | do, |
leel like, Oh Christ, you've been laying there doing nothing, you should have
been doing this, you should have been doing that, you should have got up and
done something, whatever it is | was suppaose to do. You know, even when I'm
there, I'm not making any solutions to any problems, I'm just there,

23]
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T: On the one hand you seem to enjoy and on the other hand afterwards
you're a little bit critical of yourself?

Note that the therapist does not try to debate or exhort lrene to get out of
bed. Rather, through questioning, he encourages her to examine more closely
her assumption that she is really better off in bed. This is the process we call
collaborative empiricism. By the second session, lrene had reexamined her

hypothesis about remaining in bed:

PATIENT: About staying in bed versus getting up, | thought about that
the other day. I thought when [ told you—like I said something about like
keeping the bad things away from me. Like when 1 was under the covers or just
staying in bed they weren't really kept away from me. Like I always felt like 1
was always beating them down, | always had to ward them off. [ dont know. I
thought 1 told you it made me feel better to stay there, but I don't know if it
really did. I don’t think it did now that I am thinking about it.

THERAPIST: Itisfunny then that when you talked about it your recollec-
tion was that it actually was comforting, but that sometimes happens with
people. [t happens to me too. | think that something is really good that’s not so
hot when 1 actually check it out.

Returning to the first session, after some probing by the therapist, lrene
mentioned that cognitive therapy «is like my last hope.” The therapist used this
as an opportunity to explore her hopelessness and suicidal thinking:

THERAPIST: What was going through your mind when you said “This is
my last hope™? Did you have some kind of a vision in your mind?

PATIENT: Yeah, that if it doesn't work out that 1 don’t think that ] could
take living like this the rest of my life.

T: 1f it doesn’t work out, then what?

P: Then 1 wouldn’ really care what happened to me.

T: Did you have something more concrete in mind?

P: Well, right this minute [ don't think [ could commit suicide but maybe if
afterwards 1 thought there was nothing left, 1 could. 1 don’t know though, |
thought about suicide before but 1 have never been able to bring myself to do it.
I've come close but I've never been able to succeed. | know little certain things
stop me like my kids, [ don't think—even though | sometimes think I'm not as
good a mother as I could be—I think they would be a lot worse off with my
husband. 1 think it would destroy some other people, like my mother if 1 did
something like that, you know. That is what | think mainly stops me, my
children and my mother. Just that they would—1 guess I'm afraid that il' [ did
something like that, maybe my mother would feel that she failed somewhere,
which is not true, 1 don' think, and just about my kids. | couldn’t trust my
husband with my kids. I think it would really—even though I'm messed up—I|
think that he would mess them up more.
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T: N
hat o ow these are some of the reasons for not committing suicide, now
some of the reasons why you wanted to, do you think? ,

[ . Be(-ause SOm S S ul re are no solutions lhcle S
etimes it is Ju t hOpelc
S € S l 1
’ ’

The i i
mough(s-l:‘:::p}l,t l\:;nt; th: patient to feel as free as possible to discuss suicidal
; ) s hard to understand both the
tho nd reasons for her hopelessness
an a::l:r:etterrlc;ts. After determining that she had no imminent plan‘s) to mak:
thcmpist1:;“((;1tt‘ ough she had madc an attempt a couple of years earlier), the
e would work with her to solve the problems in her life now'and

also “work things out inside
you own head.” He t
problem that they could work on together: @ then asked her to seect a smal

THERAPIST: Now is there a
: ny other small isi
makepthat would affect your life right away? aler decisions that you could
AT : ’ ;
e bec,l\E:,I:.['l don’t know. Well, [ guess just trying—like for a long time 1
have been » nting t‘o go out and do other things, like 1 dont know, join
someth Ig(i e?I like 1 m a part of something, you know, and I haven't beer'm able
todo e).(cusc;r} tcl::cwug lvtvi‘i:u:’anclialhwhy I haven't been able to do it. | mean that
s th ith but I thi . - . .
s Just 1 don't get up and do " ink sometimes it is not financial, sometimes
’*T).. lV:’;:)II ,lS lt(hcre some specific group that you have in mind you could join?
- |"k n't n.ow..(Glggles.) 1 guess that is another decision I can’t make l
Tl \t;l;ve(rjy_thmg interests me and nothing interests me .
: y don’t we make a list and see what ha , i
: ppens—a m ?
are s;r.ne of t.hc things you would be interested in dcl:ihg? eatal list? Wh
T: Tennis, 1 hav_e pcen wanting to do that for a long time
- Now does this involve joining a tennis team? .
P: Yeah, well that is what | would want to do.
'IE. \[:Ic“] dko you know people who belong to it?
: No, now other people but ' iti i
Well }hey ot ! poese p ple but they don't belong to it in Philadelphia.
'*l) ;l:l:v wotlx(;d you go about finding out about a tennis team?
: wo :
. uld only have 1o go down to the nearest tennis court and that’s
What‘would happen when you went down there?
: 1 don’t know. | have never been on one.
:N;I,l; \;vhat d_o youlthink you could do when you got there?
: ss you just—I don’t know how many in o
' ! people are in one
;ivt:‘rl\“t tkntc))w if you have to have a whole group go down with you and safr(());p\'m:
o o Z a team, but I guess there are some people who are short of the whol
g u’;;.an then you could get on that team. You know, | guess :
: Well, hqw could you get that information? ' .
P: I guess if | went down there.

T: Do i i
you think you could get the information if you went down thege?

voA
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P: Yeah. o o

T: You could find out then whether you join as individuals or groups or
how many, if they need somebody to fill in?
Yeah, uh-huh. .
How do you feel about doing that? »
Kind of stupid. (Giggles.)
Does it seem so trivial? . .
- Yeah, it seems like well why didn’t I just do 1t bf:for'c.
Well, you probably had good reasons for not doing it before. Probably
you were just SO caught up in the hopelessness.

P: Right, right. . ‘

T: When you are hopeless you tend to deny, as it were, of cut off possible
solutions. Remember when your husband lost his job, you said that you refused
to accept the fact that he would get compensation?

P: Right. . .

T: When you get caught up in hopelessness then there is nothing you can
do, is that what you think?

P: Yeah. ‘

T: So then rather than be down on yourself because you haven't gone over
before, why don’t we carry you right through?

HeAPaAr

This excerpt illustrates the process of gradcd. tasks that is so .importam in
the early stages of therapy with a depressed patient. Th.c‘tt.:eraplst a§ked the
patient a series of questions to break down the process of joining a tennis league
into smaller steps. lrene realized that she had known all along what tf’ do but., as
the therapist pointed out, her hopelessness prevented her from seeing possible

solutions:

PATIENT: First steps are really hard for me. ‘ -

THERAPIST: First steps are harder for everybody, bu't that’s why thcr?‘ 1s
an old expression “A journey of a thousand miles starts with the first step.

P: That's very true.

T: Because that step—it’s very important to take the first step. Then after
taking the first step, and second step, and third step and so on. So all you have
to do is take one and you don’t have to take giant steps. . .

° P: Well, yeah, 1 can see that now. I don't think I seen it before. 1 thl'n?(
before I was thinking evéry step was just as hard as the first step and maybe 1t's
not that way at all, maybe it’s easier.

In the second session, lrene reported success:

PATIENT: I called about the tennis and they said just to come in and give
them your name. That's all you had to do, just come in and give them your
name, which was really easy to do. It would have been a first step. 1 was
surprised that it was so easy. I guess [ thought it was going to be a lot harder, but
it wasn't.

e
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At the end of the first session, the therapist helped Irene write out an
activity schedule for the coming week. The activities were quite simple, such as
taking the children out, visiting her mother, reading a book, going shopping,
and checking out the tennis team. Finally, the therapist asked her for feedback
about the session and about her hopelessness:

THERAPIST: Do you have any reactions?

PATIENT: I know I went through stages from happy to sad to happy to
sad to happy to sad.

T: Where are you at now?

P: Where am I at now? Half-decent.

T: Half-sad/half-happy?

P: No, a little more happier than 1 am sadder.

T: Now it may be that when you leave you'd be thinking that we haven’t
really worked on the big problems, and you have to have a way to answer that.

P: I guess I'll just say it will take a little more time.

Second Session

In the second session, the therapist began by collaborating with lrene to set an
agenda. She wanted to discuss an argument she had with her husband and to
deal with her feelings of inferiority; the therapist added the issue of activity
versus inactivity to the agenda. They then reviewed the previous homework.
Irene had carried out all the scheduled activities and had also listed some of her
negative thoughts in between sessions. Her BDI score had dropped somewhat.
(Patients routinely fill out the BDI before each session so that both the patient
and the therapist can monitor the progress of treatment.)

Irene then shared her list of negative thoughts with the therapist. One
concern was that she had cried during the first session:

PATIENT: Well, | know you are a professional but [ felt like | was
changed from one mood so easily to another. Like that sort of-—when I
interpreted it to myself, I felt like I could be manipulated and that was like—I
don’t know, 1 don't want to be easily led.

THERAPIST: Well, that's good. You had the thought then that I was

manipulating you, that | was somehow pushing the buttons and turning the
knobs?

P: Well, yeah.
The therapist offered Irene an alternative perspective:

THERAPIST: 1 would say just that [ wasn't intending to manipulate you,
that you yourself are not so gullible that you were easily manipulated. It is just
that the way we were going through the interview, we were hitting some points
that were sensitive and other points that were not so sensitive and when we
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talked about the negatives, you felt worse and when we talked about some
positive things, then you felt better or perhaps when you were able to work
through some particular problem, get on top of it, made you feel better. Then we
80 on to another problem, you feel worse. So it was just the nature of the
interview rather than having anything to do with you being weak and me being
overpowering, manipulative. But that was very good, and going through this
explanation again not only to give you the information but to show you how to
cope with the negative thoughts.

This is an illustration of how a cognitive therapist can utilize events during
the session to teach patients to identity their automatic thoughts and to consider
alternative interpretations.

Irene next discussed her argument with her husband, and specifically her
thought that maybe she should leave him. She and the therapist agreed that it
might be better to wait until her depression lifted a little before trying to make
such a major decision. We often recommend that depressed patients postpone
major decisions until they are able to regain a realistic perspective on their lives,

The therapist provided a summary of the two key themes he had identified
from listening to Irene’s automatic thoughts about her husband and about
therapy. The first theme was her fear of being controlled by other people
(including the therapist); the second was that other people did not care about
her. In the segment that follows, the therapist explains how he arrived at the
conclusion that caring is an important schema for her:

THERAPIST: Like for instance, when you say the way your husband
treats you, it sounded as though you were really bothered about his lack of
concern for your feelings and wishes.

PATIENT: Yeah, yeah.

T: 1 don’t want to make too much out of this at the moment, but you also
said that after your second baby was born you had the feeling that nobody cared
for you, namely, your family.

P: Well, | don't know what happened, [ can’t remember the circumstances
of what happened.

T: But whatever it was, this was the upshot.

P: Yeah.

T: So one of the things that seizes you, can really grab hold and make you
feel terrible, is this whole notion that nobody cares, and that even that you are so
sensitive in that one area that you thought that we were just using you as a
guinea pig here and they were just interested in seeing how 1 work and not
interested in you, the clinic wasn't interested in you, and I wasn't interested in
you. So again it seems to be this notion of people who are important not caring.
Is that correct?

P: Yeah, in most instances, yeah.

T: In all the instances I have mentioned.

P: Yeah.
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T: Well, what this tells us is that you have to be alert to the sense that they
don't care because this can really make you feel bad. It may not even be correct.
If you found out, for instance, that your mother does care, so that you are
wrong in thinking that but still the thought came through very strongly and
your current thought is that we don't care, or it was.

About halfway through the session, the therapist asks the patient for
feedback thus far:

THERAPIST: Now at this point, is there anything that we have discussed
today that bothered you?

PATIENT: That bothered me?

T: Yeah.

P: Uh, I'm feeling stupider and stupider as we go along.

T: That is important, OK. Can you . ..

P: Well, I'm trying not to but I don’t know.

T: Well, if you are, you are. Why don't you just let yourself feel stupid and
tell me about it.

P: Well, 1 just feel that I should be recognizing all these things, too.

This comment led to identification of a third key theme: that Irene had been
viewing herself as increasingly dumb for the past few years. By this point,
however, the patient was beginning to catch on to the idea of answering her
thoughts more rationally. After the therapist pointed out the negative thought in
the excerpt above, the patient volunteered:

1

PATIENT: I know what to do with the thought, “I'm stupid for not
recognizing these things myself.”

THERAPIST: What are you going to do with it right this minute?

P: 1 am going to say—“Well, you are the professional, you are suppose to
see these things.”

T: Right, you'd fire me if I didn't see them. Right?

P: 1didn’t think of that but (laughs) . . . no, I wouldnt fire you. I wouldn't
fire anybody.

T: So what you are saying is that since I am professionally trained I can see
certain things. The other thing is that other people are objective and can often
see things in us much more readily than we can in ourselves. It just happens to
be a fact of human nature.

P: Yeah.

The same automatic thoughts arose again later in the session, when Irene
felt stupid for not knowing the answer to one of the therapist's questions. In the
extended excerpt below, the therapist helps her set up an experiment to test the
thought, “I look dumb™ '
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THERAPIST: OK, now let’s just do an experiment and sce if you yourself
can respond to the automatic thought and let’s see what happens to your feeling.
See if responding rationaily makes you feel worse or makes you feel better.

PATIENT: OK.

T: OK, why didn't I answer that question right? [ look dumb. What is the
answer to that? What is the rational answer to that? A realistic answer?

P: Why didn't | answer that question? Because | thought for a second that
was what | was suppose to say and then when I heard the question over again,
then I realized that was not what I heard. I didn't hear the question right, that is
why I didn’t answer it right.

T: OK, so that is the fact situation. And so is the fact situation that you
look dumb or you just didn't hear the question right?

P: I didn't hear the question right. _

T: Or it is possible that I didn't say the question in such a way that it was
clear.

P: Possible.

T: Very possible. I'm not perfect so it’s very possible that I didn't express
the question properly.

P: But instead of saying you made a mistake, I would still say | made a
mistake. -

T: We'll have to watch the video and see. Whichever. Does it mean if |
didn’t express the question, if | made the mistake does it make me dumb?

: No. :
: And if you made the mistake, does it make you dumb?
No, not really.
: But you felt dumb?
: But I did, yeah.
Do you feel dumb still?
No.

THAVSAmdrm

The preceding exchange demonstrates the use of reattribution. At first, the
paticnt attributed her difficulty answering him as evidence that she was stupid.
As a result of the guided discovery approach, she reattributed the problem to
one of two factors: either she didn't hear the question right or the therapist did
not ask the question clearly enough. At the end of the experiment, lrene
-expressed satisfaction that she was finally recognizing this tendency to distort
her appraisals:

PATIENT: Right now | feel glad. I'm feeling a little better that at least
somebody is pointing ail these things out to me because | have never seen this
before. I never knew that | thought that | was that dumb.

THERAPIST: So you feel good that you have made this observation
about yourself?

P: Right,
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. After summarizing the main points of the second session, the therapist
assigned homework for the coming week: to fill out the Daily Record of
Dysfunctional Thoughts (see Figure 4-1) and the Weekly Activity Schedule (with
mastery and pleasure ratings) (see Figure 4-2).

Third Session

rationally to her automatic thoughts about being dumb. In fact, she was practic-
ing her cognitive therapy skills by helping a friend with a similar problem of self-
blame. The primary agenda item Irene chose to work on was “how | back away
from other people.” She described an incident in which a neighbor was taking

PATIENT: I want to be a nice person. I don’t want to cause a lot of
trouble. I don't want 10 be fighting with everybody constantly. But I don't like
myself when I give in (00 much too.

THERAPIST: Well, is it possible to be a nice person without giving in all
the time?

P: 1 guess.

The'therapist continued probing to understand why the patient beljeved
that a Mice person cannol get angry or be assertive, As the discussion pro-
gressed, it became obvious that, while in the abstract the patient could see that
she was not necessarily bad because she got angry, in real-life situations [rene

concrete event. At the therapist's request, Irene then described an argument in
which §he yelled at a nieghbor with good justification, yet felt she was bad. The
therapist helped her use logic 1o evaluate her underlying assumption:

THERAPIST: You had the thought I was Wrong to get mad at her, to yell
at her.” It seems likely that you believe that thought and that the thought was
right and that you were wrong. And since you thought that thought was right,
you then had to wish to withdraw behind your hat, as it were. )

PATIENT: Right.

T: Now, let’s look at it. Do you think that thought is correct?

P: No, I don't see how it could have been correct.

. T: So according to your own values, you don't think that it is wrong (o
stick up for your rights? )

P: Right.
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T: And do you think that you were sticking up for yourself when she called
the cops for a car that is blocking her car?

P: Well, the car shouldn’t have been blocking her car . . .

T: That wasn't—the question was, should she have called the cops?

P: No, I didn't call the cops when she put her car in the middle of both
driveways. _

T: Right. So, do you think that it is natural for anybody to get mad at
someone who calls the cops over something like that?

P: Wait, what was that?

T: Let me put it again. Do you think it was natural for you to get mad in

that situation?

P: Yeah.

T: OK, so you don't see anything wrong in getting mad?

P: No.

T: No. And yet you have the thought right after that that it was wrong to
get mad and to yell at her?

P: Yeah, ] did have that thought.

T: OK, now this is one of the problems. If you want to get over this sense of
giving in all the time, one of the things that you can do is to look for this
thought—I was wrong to do such and such a thing—and refer back to this
conversation that we are having now and decide for yourself whether, indeed,
you were wrong. Now if every time you asserted yourself in that particular way,
you think—I was wrong to do that—you are going to feel bad and then you are
not going to want to assert yourself again. Is that clear?

P: Uh-huh.

T: So we have to decide here and now, do you indeed think that you were
wrong to assert yourself with her?

P: No.

T: Now the next time you get the thought—1 was wrong, [ shouldn’t have
said that, I shouldn’t have stood up for my rights—how are you going to answer
that thought? ‘

P- If | was wrong? | wasn’t wrong and I should stick up for my rights.

T: Now are you saying that because that is the answer or because you
really believe it?

P: No, | believe it. I did the right thing there, I think. | did the right thing
there. 1 did the right thing.

The therapist followed this discussion with a technique called *“Point-
Counterpoint™ to help lrene practice rational responses to her automatic
thoughts even more intensively. In this excerpt the therapist expresses the
patient's own negative thinking, while she tries to defend herself more rationally:

THERAPIST: Now | am going to be like the prosecuting attorney and I'll
say “Now | understand you were yelling at your neighbor because she called the

cops. Is that true?”
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PATIENT: Yeah.
T: Now' it seems to me that that was a very bad thing for you to do
P: No, it wasn't. .
T: You don't think it was?
P: No, I should have hit her.
' T: Well, you can sit there and say you should have hit her. | thought you
said before that you wanted to be a nice person.
. P: | was a nice person when I didn’t call the cops when she blocked the
driveway.
I know, but now you are saying that you are going to go out and hit her.
No, | wouldn’t hit her. | wouldn't hit her unless she hit me.
Well, but still you yelled at her.
1 yelled at her, yeah.
It doesn’t seem to me that nice people yell at other people.
Wt?", I am still a nice person, but she did something wrong and 1 had to
do something wrong,.
T: Well, how can you still be a nice person if you yell at people?
_ P How can you still be a nice person? You just are. You are a nice person.
It is just that a nice person gets mad too.
T: You say a nice person gets mad too?
P: When so_mebody does something wrong to them.
T: Where did you ever get that idea that nice people get mad when they are
wrong?
P: When the other person is wrong? Where did | get that idea? It's true.
T: You really believe that’s true?
P: Yeah,.nice people are the same as everybody else.
T: So, nice people can get mad?
P: Uh-huh.

vHAwdrwd

. Finally, the therapist returns to the underlying assumption and asks the
patient how much she believes the new perspective:

be“e’:‘th[;i?PIST. If you get mad, you are not a nice person. How do you
PATIENT: No.
T: Do you believe it partially?
therePi.s ;Jr::r:s.o:f). Well, they don't get mad for nothing. They get mad when
. T: OK, so right now would you say that you believe—now what about the
bgllef—let‘s put it the other way, the belief that you can get mad and still be a
nice person. How much do you believe that?
P: A hundred.
T: 100%?
P: Yeah.



242 BrUN AND YUUNQG LUEFHEODIUN 240

T: You are sure 100%, not 909% or 80%?
P: No, I think 100%.

thered evidence that she was not as stupid as she believed. In fact, lrene
ight up the possibility of taking a college course.

There were several obstacles: (1) Her husband had never given her keys to
r their car or their house; (2) she did not have enough money to take the
urse; and (3) she worried that her husband would try to punish her if she tried
become more independent.

; Dr Eidelson set up several experiments with Irene to test a series of beliefs:
il her husband would punish her; that she would fail at a job even if she could
ine; and that she would fail a college-level course.

Through graded tasks, Irene asked her husband about obtaining keys,
d the tennis league, and began socializing with friends. Although her
sband felt rejected and accused her of being stupid, he never took any active
S 10 stop her, despite her predictions. Irene then got a job as a waitress and
, contrary to her expectations, she was very successful and received a great
al of positive feedback on the job. Soon after getting the job, Irene enrolled in
10logy course and received a grade of A. At each step in the sequence, Irene
uld identify her automatic thoughts and respond to them, before taking the
step toward independence.

uring the final sessions of therapy, the patient raised the issue of leaving
band. The therapist worked with Irene to evaluate several thoughts and
imptions: (1)“Somehow he’ll change and the marriage will work”; (2) “Mar-
s a lifetime commitment”; (3) “I can’t manage on my own”; and (4)
ing him would represent a failure to me.” Irene eventually discarded each
these beliefs as invalid or unlikely, and decided to end the marriage. Shortly
ter, Irene terminated therapy She felt confident about herself and her
ion, and her BDI score was in the normal range. The patient was success-
treated in 20 sessions.

For the remainder of the third session, Irene and the therapist revl W
other instances of non-assertiveness to reinforce the main point of the s
that nice people can behave assertively and sometimes even get mad. The _
ended with a summary of the main issues raised in the first three sessio 8.

Summary of the Initial Sessions

In the first three sessions, the therapist laid the groundwork for the remaindes
treatment. He began immediately by teaching Irene to identify her negat
automatic thoughts. By doing that the therapist began to understand her fe i
of hopelessness and explored her suicidal ideation. By identifying her thot
in a variety of specific situations, he was able to deduce several key theme
later proved central to Irene’s thinking: the belief that other people did n
about her, that she could be easily controlled by others, that she was dumb
that she would not be a nice person if she asserted herself. The therapist
especially skillful use of the patient’s thoughts during the therapy session to
Irene see that she was distorting evidence about the therapeutic interacti
coming to the inaccurate conclusion that she was easily manipulated and d i

Beyond identifying thoughts and distortions, the therapist guided-]
take concrete steps to overcome her inactivity and withdrawal: he asked
welgh the advantages and disadvantages of staying in bed; broke down lhe
of joining a tennis group into small, manageable steps; and worked w1th
develop an activity schedule to follow during the week. R

Finally, the therapist employed a variety of strategies to demonstrs

and feel better. For example, during the course of the three sessio ' .
therapist set up an experiment, used reattribution, offered alternative p : *ONCLUSION
tives, and practiced the Point-Counterpoint technique.

One final point we want to emphasize is that the primary therapeutlc
was questioning. Most of the therapist’s comments were in the form of queé
This helped Irene to evaluate her own thoughts outside of the sessi
prevented her from feeling attacked by the therapist. .

By the end of these initial sessions, Irene reported being more opll {
that her life could change. She was then transferred to another cognmvc hy
pist, Dr. Judith Eidelson, for the remainder of treatment. (This trans er
been explained to the patient before she saw Dr. Beck.) :

e is mounting evidence that cognitive therapy is an effective, short-term
ment for adult outpatients with nonbipolar depressions. Cognitive therapy
s patients to elicit their automatic thoughts, underlying assumptions, and
chemas. These cognitions are then “put to the test” by examining evi-
setting up in vivo experiments, weighing advantages and disadvantages,
graded tasks, and employing other intervention strategies. Through this
' s, patients begin to view themselves and their problems more realistically,
etter, change their maladaptive behavior patterns, and take steps to solve
- difficulties. These changes take place as a direct result of carefully
aned, self-help assignments at home.

Throughout the treatment, cognitive therapists maintain a collaborative
ce with their patients. They are very active in structuring the session, yet go
onsiderable lengths to help patients reach conclusions on their own. The

Later Sessions %

The first issue Eidelson dealt with was Irene’s belief that she was stupid. Th
patient began to fill out the Daily Record of Dysfunctional Thoughts
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therapist serves as a guide, helping the patient maneuver through a labyrinth
dysfunctional cognitions that need to be reevaluated.

.COHOLISM
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rady cogently notes in this chapter that the treatment of alcoholics is
arding enterprise. Not only is treatment a difficult undertaking, but
Icoholics who are often uncooperative, or even disruptive to the
ian, can be frustrating and depressing. Furthermore, treating aicoh
broad and deep acquaintance with medical and social aspects of dr
| as psychological interventions. On the other hand, there may be n
d’than successfully working with a problem drinker who is then able t
life. The development of the techniques described in this chapter,
are very recent in origin, has made this possible in an increasing n
-and McCrady, a very experienced clinician and clinical researcher, i
and in considerable detail how these techniques are administered v
oof a typical case. McCrady takes note of the older conditioning an
management approaches and then, based on the most recent data, a
vioral-systems model, which emphasizes the importance of the so
. Once again, attention to the social context of treatment, partict
he spouse or a significant other in treatment, is highlighted. In
dy discusses at some length the variety of setting variables that are ii
as the data available on the desirability of outpatient, partial hospit
atient settings depending on the particular client with whom one is
ual components of treatment, consisting of detailed assessment, the
kills necessary for abstinence, as well as a discussion of the variet:
d to deal with the causes of drinking are outlined in enough detail
te implementation by a skilled clinician. Finally, as with any addicti
emphasis on maintenance strategies and their description may be o
3 mportant parts of the chapter. Clinicians dealing with alcoholics or
; should find these step-by-step descriptions, as well as a disct
that may predict success or failure, invaluable in their practice.—C

5 generally have a negative view of alcoholism, and are pe
‘treatment (Knox, 1971). For medical personnel, these attit
shaped by their early experiences in hospitals and inner-city en
~where they are exposed to alcoholics with long histories of t1
ailure and whose condition is complicated by chronic medical p

a bara S. McCrady. Center of Alcohol Studies and Graduate School of Ap
nal Psychology, Rutgers University, Piscataway, New Jersey.





