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Beyond stimulus and Response

hey first began working with fat"“‘hel:’}l:ehavior the,
they s ' -ain parents in behay; 4
whﬂalh'ed learning theory to “d~louples kg ha\trlhol‘ Mog; i(::fiz:.
ap}f ,mmunication skills to ¢ y Pe” 'motivat % o 8t 2 Tog !l.hr‘
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and teac t':e with simple problems d;.] s . lndw'dllals beh, *
_ v ~iati ays avl '
— E‘ﬂ‘&'sts had little aPP"euat,lOn SRR Sj th O and Oor Com, N
jor therapl mbedded in family systen_ls, 1nce then, however,b avfhu,
nication were € Ived with increasing use of cognitjye lory)
family therapy has evolve
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attention to family dynamics. d

sketches of Leading Figures

The early principles of behavior th.erapy were developeq 'by Wo ke

figures: Joseph Wolpe an.d B.F.. Skmner: In 1948 Wolpe introdyg

systematic desensitization, with whlch .he E-iChleved gre.a.t success. In the trey;

ment of phobias. Systematic desensmzatl_on deconflltlons anxiety througy

reciprocal inhibition by pairing responses incompatible with, anxiety to py,.
viously anxiety-arousing stimuli. Thus, for example, if a woman were afraid
of spiders, Wolpe would teach her deep muscle relaxation and then hay,
her imagine approaching a spider in gradual steps. Each time the woman
became anxious, she would be told to rela. In this way her anxiety about
spiders would be Systematically extinguished because the state of relaxation
served as a replacement for the state of anxiety.

An even greater influence op behavioral therapy was Skinner’s operan
conditioning. While most people look to the past for the cause of problems
Skinner taught us thet all behavior is regulated by its consequences
Responses that are Positively reinforced will be repeated more frequently
those that are Punished or ignored wij] be extinguished.

The operapt conditioner carefully observes target behavior and "

tifies jts frequency and rate, Then, to complete a functional analysis ¢
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sequences of thF behavior are
(e e the contingencies q( reinforce-
" o de fun\le someone interested in a child’s

cop examP ;-ould begin by observing when
t.ﬂ““jm :i what the consequences were.
o correC 2 might be that the child throws 4
o T.m:ﬂi_ his parents deny his requests and
"' -,.'}_}E?"* “'h"m_.\:m: in if the tantrums are pr olonged.
"‘“‘m"f:li would be reinforcing the very be-

he ¢

= ':’f“ ¢ E
i
he PAICE

s V0 F In't want.

o the! v_“ﬂlditioning is particularly effective
..n?{«r.u:f ‘; because parents have control over
et ;hﬂ.ufiii and punishment. Gerald Patterson,
::.53:‘r:";?\r‘er‘m y of Oregf\ﬂ, pioneered behaviora]
i “\K[”aming' Patterson’s treatment was based on
'-:Lrt:;emisf that if parents change their contingen-
; J reinforcement, then their children’s behay-
T:u‘l'“ change. An excellent example of Patterson’s
rach is described in Case Studies in Couple and
.:;-;:h-' Therapy (Forgatch & Patterson, 1998). In this
I;me,ihf‘ therapist taught a single mother to develop
 amily management program to encourage her
anoly child with prosocial behavior and discour-
whis misbehavior. The mother learned to do this
g}adually with skills taught in sequence (shaping).
she was first helped to define her child’s positive and
mblematic behaviors in terms of specific and read-
wobservable actions. After a week of keeping track
tther childs target behaviors, the mother was taught
W reinforce prosocial behavior through contingent
“itouragement with incentive charts. This process
10 promotes positive relationships between parents
adchildren, Children earn rewards while they learn
Psocial skills and, in the process, their self-esteem

i _ S T
ERDWSWlth their success and their parents positive
tntion,

| Patterson
,d’“iPlinary t
e diStovered
’n VS sufficie

also took the lead in introducing
echniques, such as time-out, because
that ignoring problem behavior is not
", especially with aggressive children.
> 1S parent training included problem-
"atign : "'ques, communication training, nego-
Nonig t _Contfacting_ He also taught parents to
" kee in ! childrens behavior outside the home
Ty acgt.mf touch with gther parents and teach-
mbfhamr;my leaders, Among others prominent

Parent training are Anthony Graziano,

Another major influence on
therapy was the contin
Stuart (1969). Rather

behavioral family
Bency contracting of Richard

. than focusing on how undesired
behavior could be reduced, Dr. Stuart focused on how

the exchange of positive behavior could be maximized
using reinforcement reciprocity.

During the 1970s, behavioral family therapy
evolved into three major packages: parent training,
behavioral couples therapy, and sex therapy. At pres-
ent, the leading figures in behavioral couples therapy
include Robert Weiss, Richard Stuart, Michael Crowe,
Mark Dadds, Ian Falloon, Gayola Margolin, and
Matthew Sanders.

While the behavioral approach, with its empha-
sis on stimulus and response, was initially seen as
linear and simplistic by family systems therapists,
behaviorists have grown increasingly sophisticated
in their understanding of family dynamics. The late
Ian Falloon, for example, was a strong proponent
of an open systems approach. He considered th.e
physiological status of individuals as well as their
cognitive-behavioral and emotional responses, a‘lor_lg
with the interpersonal transactions that occur within
their family, social, vocational, political, and cultural

Falloon, 1985).

netgz;krii(tive-behavior therapy refers to those

roaches inspired by the work of Albe‘rt Ellis (1962)
i’ hasize the need
and Aaron Beck (1976) that emphasize T
o i g s st sl it 70
modification. According to t i o

6), emotions and actnjons

mo ccliif;lt e(f;; rl;elc?fgc c):ognitions. Understanding th:il;
::I:)e nitions (beliefs, attributions, andheitq::eictl::;n 2
magkes it possible to identify factors that trigg
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maintain dysfunctional emotional and bfha"ic.}ral Pf:;'
sk T pﬁctu‘& this boils down to uncovering hid-
den assumptions that keep people Smfk‘ _

Rational-emotive therapists help family me.,-mbers

see how illogical beliefs serve as the foundation for
their emotional distress. According to the A-B-C thfe-
ory, family members blame their problems on certain
events in the family (A) and are taught to look for
irrational beliefs (B), which are then challenged
(C). The therapist’s role is to teach the family how
emotional problems are caused by unrealistic beliefs
and that, by revising these self-defeating ideas, they
may improve the quality of family life (Ellis, 1978).

With rational-emotive therapy it was hard to separate
the approach from its creator. Ellis didn’t merely
challenge people’s assumptions; he punctured them with
fierce and gleeful sarcasm. It isn't necessary to imitate
Ellis’s acerbic style to take advantage of his insights.
It seems fair to say, however, that rational-emotive
therapists generally contented themselves with lecturing
people about generic assumptions rather than probing
for more specific, personal beliefs.

The cognitive-behavior method, which balances
an emphasis on cognition and behavior, takes a more
expansive approach by focusing in greater depth on
patterns of family interaction (Epstein, Schlesinger, &
Dryden, 1988; Leslie, 1988). Cognitions, emotions,
and behavior are seen as exerting mutual influence on
one another, so that a cognitive inference can evoke
emotion and behavior, and emotion and behavior can
influence cognition.

The late 1980s and early 1990s saw the cognitive-

behavior approach applied more widely in family ther-
apy. Edited books by Epstein, Schlesinger, and Dryden
(1988) and a short text by Huber and Baruth (1989)
were among the first works to address the cognitive
approach to family therapy. This was elaborated in
subsequent articles by Schwebel and Fine (1992),
Dattilio (1994, 1997), and Teichman (1992). Dattilio
(1998) produced a major casebook that discusses the
integration of cognitive-behavioral strategies with
various modalities of couples and family therapy.
Among the leaders in cognitive-behavioral fam-
ily therapy are Donald Baucom at the University of
North Carolina, Norman Epstein at the University
of Maryland, and Frank Dattilio at Harvard Medical
School and the University of Pennsylvania,

e Classic Schools of Family Therapy
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Theoretical Formulati(;r;;"“

The basic premise of behaviorism is that b
maintained by its consequences. Conse eha\qur 1
accelerate behavior are reinforcers; tj, 2% thcm:u.-s. the
ate behavior are punishers. 3 decel,

Some responses may not be recogn;
operants—something done to get 50me:}z:d -
because people aren’t aware of the reinforcip ing.
For example, whining is often reinforceq by atf'a)'?ffs‘
although the people doing the reinforcing m:"‘lnn‘
realize it. In fact, a variety of unwelcome behaz-nm
including nagging and temper tantrums, c':r&
monly reinforced by attention. »

As behavior therapists shifted their attentiop f;
individuals to family relationships, they came 1, reiy?
Thibaut and Kelley’s (1959) theory of social gxd,mg:
according to which people strive to maximize Tewards
and minimize costs in relationships. In a successfy] Te-
lationship partners work to maximize mutual rewards,
In unsuccessful relationships the partners are too by
trying to protect themselves from getting hurt to cop.
sider ways to make each other happy.

Despite the mechanistic sound of “maximizing
rewards and minimizing costs,” behavior therapists
have increasingly become aware that people not
only act but also think and feel. This recognition
has led to efforts to integrate stimulus-response
behaviorism (Skinner, 1953) with cognitive theories
(Mahoney, 1977). The central tenet of the cogniti\f'f
approach is that our interpretation of other peoples
behavior affects the way we respond to them. Among
the most troublesome of automatic thoughts are L_hﬂf‘c
based on arbitrary inference, distorted concluswns;
shaped by a person’s schemas, or core 1:velie‘f5-_“"":‘t
makes these underlying beliefs problematic ¥ t .;
although they are generally not conscious, they o
how we respond to everything and everyoné

Normal Family Development

U

L A
According to behavior exchange theory l' i:t:h,_-h
Kelley, 1959), a good relationship is "¢ © 4
giving and getting are balanced—or, 1P .

terms, there is a high ratio of bep

e put urs
Examples of “costs” might be a spouse®




#  porrowing another’s clothes
g ¢ relationships costs are out-
e _h as a spouse’s affection or
wards :;her. Thus it is the balance of
' eaCt Jetermines family satisfaction.
" e {::973) found that affecFion, com-
"qeiss ¢ 4 pild care are the most important

atiom a 2 SatisfactiOI'l. Earlier, Wills, Weiss,
; ar

ﬂ-tb‘”iL
et ”:1 (1974) found that unpleasant bellla.w-
ia rzomarital satisfaction more than positive

sl it A good relationship, then, is one
an exchange of positive responses
g ore important, mlnlmal unpleas.antne.ss.
bt ¢ putting this is that good relationships
snother - tive reinforcement control.

ueundef P asi,d communication skills—the ability to

Having e{;e cially about problems—is considered
;;n;:;;:iorim the most importanf& f;;\ture. of good-
cationships (Gottman, Markman, : otarius, 1977;
cobson, Waldron, & Moore, 1980).- (It’s also the most
asly observed feature of relationships.)

In time all couples run into conflict and, therefore,
citical skill in maintaining family harmony is con-
fict resolution (Gottman & Krokoff, 1989). Healthy
fimilies aren't problem free, but they have the ability
oaddress conflicts when they arise. They focus on
sues and keep them in perspective, and they discuss
specific behaviors of concern to them. They describe
lbeir own feelings and request changes in the behavior
- dfothers, rather than just criticizing and complaining.
| Ive been feeling lonely and I wish you and I could
f:s;;:sz(;lre often” is more likely to get a positive

an “You never do anything I want!”
EYU::’;&P:S:&[;:@ i_lfssume that good relationships will
S emphasine tyhl people love each other. thaﬁor-

20 arriges et }l:eEd to develop felatlonshlp skills.
Mare 3 pro duc’t fely bellleve, aren't made in heaven
. The Jage iy Ol learning effective coping behav-
-'f!azionship . i Iac_obson (1981) described a good
Mangy 1 ON€ in which the partners work to

80 rate of rewards:

of L L
r pavior increas
o ich there is

Shul coy
by freqﬁles -+ - €Xpand their reinforcement
Pbitive gy cp - "UY acquiring new domains for
" Qg 8¢ Spouses whe d i
o ity g s 0 depend on a lim-
 the i . €ty of reinforcers are bound
€Cts of satiation. As a result, over
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time their interaction becomes depleted of its prior
reinforcement value, Successful couples cope with
this inevitable reinforcement erosion by varying
their shared activities, developing new common in-
terests, expanding their sexual repertoires, and de-
veloping their communication to the point where
they continue to interest one another. (p. 561)

Development of Behavior
Disorders

Behaviorists view symptoms as learned responses.
They don’t look for hidden motives or blame marital
conflict for children’s problems. Instead they look for
specific responses that reinforce problem behavior.

At first glance it might seem puzzling that family
members would reinforce undesirable behavior. Why
would parents reward temper tantrums? Why would
a wife reinforce her husband’s distance? The answer
lies not in some convoluted motive for suffering but
in the simple fact that people often aren’t aware that
they reinforce those responses that cause them the
most distress.

Parents commonly respond to misbehavior by
scolding and lecturing. These responses may seem like
punishment, but they may in fact be reinforcing, be-
cause attention—even from a critical parent—is a pow-
erful social reinforcer (Skinner, 1953). The truth of this
is reflected in the axiom, “Ignore it, and it will go away.

The problem is most parents have trouble ignoring
misbehavior. Notice, for example, how quickly children
learn that certain words get a big reaction.! Moreover,
even when parents do try to ignore misbehavior, they
usually don’t do so consistently. This can make things
worse, because intermittent reinforcement is the most
resistant to extinction (Ferster, 1963). That's why com-
pulsive gambling is so difficult to extinguish.

In addition to behavior problems unwittingly
maintained by parental attention, others persist
because parents don't know how to make effective use
of punishment. They make threats they don't follow
through on; they punish too long after the fact; they
use punishments so mild as to have no effect; or

1Some of these children grow up to become stand-up
comedians.
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AT sperate Mmore
they use punishments 8¢ SCVEre as to ge

anxiety than learning e
1s11 1 just a one way s reet.
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Learping, MOrcevet, ] i
Consider the behavior ol a i'l‘l\‘lht'f illid d‘“lp‘ er
the supermarked

he hrtle girl asks her mother tor a candy bar.
The "1.\151.1:1 avs no. The child begins crying and
complaining The mother savs. “If you think I'm
coing to buy you candy when you make such a
fuss, you have another thing coming, young
ladv'” But the child escalates her tantrum, get-
ting louder and louder. Finally, exasperated and
embarrassed. the mother gives in: “All right, if

. » »
you'll quiet down, I'll buy you some cookies.

Obviously, the child has been reinforced for having
a tantrum. Not so obvious, but also true, the mother
has been reinforced for giving in—by the child’s calm-
ing down. Thus a spiral of undesirable behavior is
maintained by reciprocal reinforcement.

The reinforcement of undesirable behavior can
take even more complex forms in family dynamics.
The following is a typical example: A mother, father,
and small child are riding in the car. The father speeds
up to make it through a yellow light. His wife insists
that he slow down and drive more carefully. The
father, who hates being told what to do, gets angry and
starts driving faster. Now his wife yells at him to slow

Parents often unintentionally reinforce temper tantrums

Dy giving in or merely by giving th | i
—y y BIVing the tantruming child extra

y Therapy

down. The argument escalates ypy;] the ..
says, “Don'’t fight, Mommy and Daddy:’ th]d‘c
to the child and says, “It’s Ukay, h()n'cM(;the
Father feels guilty and begins 1o g|,
quently, the child learns at a young a
control she has in the family.

The use of aversive control—cry;
withdrawing—is often cited as 3 major dB- "‘Egin!
of marital unhappiness (Stuart, 1975). § elery,
to reciprocate their partners’ use of aversiv: e
and a vicious cycle develops (Pattersop & Re ehav.ml

People in distressed relationships 5, Sl: 1970
problem-solving skills (Vincent, Weiss, & Birc]-:[)w Pooy
Weiss, Hops, & Patterson, 1973). Whep diser'ig-m
a problem, they frequently change the Subjezu.sm
phrase wishes and complaints in vagye 0.2 chthq
ways; and they respond to complaints wit}, co:t:cal
complaints. The following exchange demﬂﬂn:::"
sidetracking, cross-complaining, and name-cam,fs
all typical of distressed marriages: 5

. ']h'

(
er

“Id like to talk about all the sweets you've been
giving the kids lately”

“What sweets! Talk about me, you're always
stuffing your face. And what do you ever do for
the kids? You just come home and complain.
Why don't you just stay at the office! The kids
and I get along better without you”

Most behavioral analyses point to a lack of rein-
forcement for positive behavior in distressed families
The old adage “The squeaky wheel gets the grease’
seems to apply. Depression, headaches, and tempe"
tantrums tend to elicit concern and therefore g
more attention than pleasant behavior. Because thi
process is unwitting, family members are often mysn{
fied about their role in reinforcing annoying beha‘f;;

In the following case study, Dattilio ( 1983) descrclho_
how operant techniques were used to resolve psY
somatic headaches in a child.

Ry

pee!

year-old so" "i?o- s
thoIv«=

weeks AT o
leep EEC ™
ehavio®

CASE STUDY

Clay’s mother reported that her 12
complaining of headaches for several
neurological examination, including 8
MRI, yielded negative resuits. At this point,
counseling was recommended.
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According to cognitive-behaviorists, the schemas
that plague relationships are learned in the process of
growing up. Some of these dysfunctional beliefs are
assumptions about specific family roles, while others
are about family life in general. These schemas are
the basis of biased assumptions that poison relation-
ships by distorting family members’ responses to each

headaches shortly after his
me his mother started
ecause of her work sched-
usually occurred in the morning be-

o evening at bedtime. The headaches
nour to two hours during which

W00

‘:.agL"i" ‘.‘ 'J;P frorﬂ n ] o pas 4
0F W \ain until his mother gave him

ntil the pain subsided. Oc-

other. The following are typical cognitive distortions:

; | 5t with him U ;

el & ; Id result in his

e omin headaches wou _ . _ 4

| o™ yciey® n;O;iS n%othef's staying home with him 1. Arbitrary inference: Conclusions are drawn in

1( 3 "0 ﬂ 5 . j % . .

e S(h'ulfc:nese pservations, the therapist con- the absence of supporting evidence; for example,
eSS0 daches were being reinforced by his a man whose wife arrives home late fron}’ work
_nat Y3 concludes, “She must be having an affair,” or

e wention. -

e ;aﬁz;y 203l of herapy was to reduce the fre- E]:;rents whose child comes ,l’lome late assume,
e Hr-j‘a B eadaches “nd to increase his school e must be up to no good.

ey 9 - putalso 10 help him find more appropriate 2 Se]ective abstraction: Certain details are high-

stende"c tion from his mother. lighted while other important information is

husband

o cided to implement the use of positive rein-

: was dé .
hen headache pain was not reported

frcement for days Wi .
| quw gnore Clay's complaints of heaclgche when h!s
;gtner suspected that he was just looking for attention.

mohelp her distinguish real from feigned headach%s,

(ay's mother was taught to take his temperature.“ Head-
aches accompanied by an elevated temperature were to
s considered “legitimate” and treated with Tylenol and
«nfining Clay to bed with no additional attention.

e treatment protocol involved a simple reinforcement
chedule, with positive rewards of praise and one-to-one
nieraction, like playing games and talking with his mother.
Oy was instructed to report to his mother every day if his
readaches recurred, while she kept a written record of ep-
sades of headache, The mother was also reminded not to
enforce reports of headache with extra attention—rather,
f”?was totreat Clay as sick and send him to bed. When
:':Eymﬂf;szddwuh no headaches reported, Clay's mother

N twef} him generously with praise and attention.
ol e“min;te \éveeks, Clay’s headar;hes were almqst
e iy :b(.)in a follow-up session, the therapist
Fom hyg oty ut how he could get positive attention
LTV mmhé? c? variety of constructive ways, and he
e g Iscussed ways that she could balance

Nedye |
florder to spend more time with her son.

4

by
tm

. USly, not
.t;l'r‘er;mm {’u:‘grffdaches are accompanied by an elevated
- Pty a $ mother thought that taking Clay's
a Way Of d.lSC : s . .
ey ouraging him from feigning

ignored; for example, a woman whose
fails to answer her greeting first thing in the
morning concludes, “He must be angry at me
again,” or a child who isin a bad mood may be
perceived by his or her siblings as ignoring them.

Overgeneralization: Isolated incidents are taken
as general patterns; for example, after being
turned down for a date, a young man decides that
“Women don't like me; I'll never get a date”; or

a teenager whose parents deny him a night out
generalizes to, “They never let me do anything”
Magnification and minimization: The significance
of events is unrealistically magnified or dimin-
ished; for example, a husband considers the two
times in one month he shops for groceries as ful-
filling his share of the household duties, while his
wife thinks, “He never does anything”

Personalization: Events are arbitrarily interpreted
in reference to oneself; for example, a teenager
wants to spend more time with his friends, so

his father assumes that his son doesn't enjoy his
company.

Dichotomous thinking: Experiences are
interpreted as all good or all bad; for example,
Jack and Diane have some good times and some
bad times, but he remembers only the good times,
while she remembers only the bad times.

Labeling and mislabeling: Behavior is attributed
to undesirable personality traits; for example, a
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woman who avoids talking with her mother ahqul
her career because her mother always criticizes 1§
considered “withholding”

Mind reading: This is the magical gift of knowing
what other p‘eoplc are thinking without the aid of
verbal communication; for example, a husband
doesn't ask his wife what she wants because he
“knows what's going on in her mind”; and chil-
dren often believe that their parents know what is
bothering them without them having to express
themselves.

w

Goals of Therapy

Cognitive-behavior therapists tailor treatment to
fit the case, but the general intent is to extinguish
undesired behavior and reinforce positive alterna-
tives (Azrin, Naster, & Jones, 1973). Thus, for exam-
ple, parents of a child with temper tantrums might be
taught to ignore the tantrums and reward the child for
putting his feelings into words.

Sometimes it may be necessary to redefine a
family’s goal of decreasing negative behavior in
terms of increasing incompatible, positive responses
(Umana, Gross, & McConville, 1980). Couples, for
example, often state goals of reducing aversive be-
havior (Weiss, 1978), but a behavioral therapist will
establish a goal of helping them increase satisfaction
by accelerating positive behavior.

Married partners often state their goals negatively:
“I wish he wouldn’t always argue with me” or “She
nags too much.” Most people have difficulty describ-
ing behavior that they want their mates to accelerate.
To help them do so, some therapists (Azrin, Naster, &
Jones, 1973) ask couples to make a list of pleasing
things their partners do during the week. Reviewing
these lists in the following session provides an op-

portunity to emphasize the importance of positive
feedback.

Cognitive-behavior therapy also has an educa-
tional agenda. In addition to applying learning theory
to alleviate specific behavioral problems, cognitive-
behaviorists also teach communication, problem-
solving, and negotiation skills. Furthermore, these
therapists not only help clients reexamine distorted

he Classic Schools of Family Therapy

beliefs to solve specific complaings
effort to teach families how to yse
to resolve problems in the future.

‘ but aho 3
C(,gn“i\'e sty [

conditions for Behavior
Change

The basic premise of behavior therapy is thyt .
will change when the contingencies of reinfor

are altered. Behavioral family therapy ajm 5
targeted family problems through identifyingbeh
ioral goals, learning theory techniques for 5.
these goals, and social reinforcers to facilitate thi
process.

The first task of the therapist is to obsery, the
frequency of problem behavior, as well as the stimuly
conditions that precede it and the reinforcement thy
follows it. In addition to the reinforcing Tesponses
that immediately follow a specific behavior, more
remote reinforcers also play a part. These may includ
tacit approval of aggressive behavior, particularly by
men in the family, often accompanied by modeling
of this behavior. Spanking children for fighting dem-
onstrates by example the violence a parent may wish
to discourage. In addition, behavior that is reinforced
by peers may be difficult to modify at home—espe-
cially if the therapist fails to take this wider contex
into account. _

The primary approach in behavioral parent trai®"
ing is operant conditioning, where the reinforct®
employed may be tangible or social. In fact, P
and attention have been found to be as effecti¥ ®
money or candy (Bandura, 1969). Operant techniq®®
may be further divided into shaping, token econome:
contingency contracting, contingency management
time-out. _—

Shaping (Schwitzgebel & Kolb, 1964) €™ '
reinforcing change in small steps. Token €<%
(Baer & Sherman, 1969) use points to re\ —
good behavior. Contingency con rtain &
involves agreements by parents to make ¢ o™’
following changes made by their children- sof gi"‘“g
management (Schwitzgebel, 1967) ‘f’"st ol bchl""l
and taking away rewards based on ch
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« Masters, 1974) is a punishment
L 1 wde to sit 1N the corner or sent to
[Tie

Jjor change remains the primary
more lwhd\’i-ﬂl' therapists are
e of cognitive factors in resolving
.ms. The cognitive approach first
4 supplement to behavioral cou-
olin, Christensen, & Weiss, 1975),
'ch to the recognition that cogni-
-ant role in all family interactions
ns, 1982).
vander, who call their approach
werapy (Barton & Alexander, 198;;
& Waldron, 1988), point out that
py families tend to attribute their
ve traits (laziness, irresponsibility,
ol) in others. Such negative attri-
v members with a limited sense of
ves. After all, what can one person
er person’s “laziness,” “irresponsi-
ulse control™?
¢ appraisal plays such a significant
1embers respond, restructuring dis-
ght to play a pivotal role in changing
ior. Thus, uncovering and reevalu-
ore beliefs, of family members is

® Behavioral Parent Training

Assessment

In common with other forms of be
ent training begins with a thoroug|
the procedure varies from clinic ta
ments are based on Kanfer and Phi
model of behavior: § for stimulus, ¢
organism, R for the target response,
tingency of consequences. For exa
parents who complain that their s
cookies between meals and throws t
give him any, the tantrums would b
get behavior, R. O, the state of the o
out to be hunger or, more likely, bor
S, might be the sight of cookies in
the contingency of consequences, K
parents give in by feeding the boy «
especially if he makes enough of a fi

In simple cases such as this aj
model is straightforward, but it qu
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d sulks

s home after @ hard day
h his wife by hugging

1. vie for her att
lly, she blows up—at her nu
~can't you see I'm busy!” He 0oes into the den an
ntil dinner IS ready.
Just as his wife finds it difficult to express her anger
at the children and takes it out on him, Mr. J. has trouble
directing anger at his wife and so tends t0 divert it onto
At the dinner table he yells at them for the
hich point they whine and turn to

e sit on her lap while she strokes

u

the children.
sfightest infraction, at Wi

their mother. She lets on
the other’s hair.

In this longer but not atypical sequence, what
is stimulus and what is response? Obviously these
definitions become circular, and their application
depends on the perspective of the observer.

Assessment in behavioral parent training entails
‘observing and recording the frequency of the behav
ior to be changed, as well as the events that reced—
it and those that follow. Interviews, usually \5ith the
mother, are designed to provide a definition of the
?roblem and a list of potential reinforcers. Ob :
:oqs m}a:y be conducted behind a one-way' mirsri)rrv;;

uring home visits. Typically, parents are trained to

1 behavior, record its ¢
vtd P cy
actions that might serye a;”%"
8y
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peutlc Techniques
Once the assessment 15 complete, the therapig
which behaviors should be increased and whd“
To accelerate behavior, the Premack *_ch e
1965) 18 applied; that is, high-probg,
(popular activities) is chosen to reinf iy
th a low probability of occurrence, w"h:'
hought that reinforcers must sa!isfy,m;
such as hunger or thirst, it’s now knoy,
avior chosen more frequently (givey !
e as a reinforcer for Iho;:

Thera

once it was t
basic drive,

that any beh
variety of choices) can serv

chosen less frequently.

CASE STUDY
Mrs. G. complained that she couldn’t get her five-year-oid
his room in the morning. She went on

son Adam to clean
d rewarding him with candy, money,

to say that she trie

and toys, but “Nothing works!” A functional analysis of

Adam’s behavior revealed that, given his choice of things
ble behaviors Were watching telev-

to do, the most proba
sion, riding his bicycle, a
house. Once these activi
tidying his room, he quicC

nd playing in the mud behind fis
ties were made contingent on
kly learned to do so.

terial and social reinforcers have been

d behaviors, but as the Pr

to be effective, reinforcers ™
d. Although mone€y and cand’
they may not beas ¢

A variety of ma
used to accelerate desire
principle demonstrates,
be popular with the chil
seem like powerful rewards,
for some children as a chance to play in the mud

Once effective rewards are chosen, paren® 5
taught to shape desired behavior by reinforc”
successive approximation to their goals They arf
taught to raise the criteria for reinfc:»rcemen g
ally and to present reinforcement immediat®
% ’s e

the desired behavior.? Once 2 chi

3 .
The importance of immediate proximity is what m;kﬁ
time-out such an effective punishmcnt and Sfou"dmg

such an ineffective one.
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Time-out is a highly effective
form of punishment for
young children,

d response, reinforcement

he desire
mittent in order to increase the dura-

pecomes inter ‘
- yiityof the new behavior. -
lDisaP“naW techniques are usually instituted

fer progress has been made in reinforcing posi-
ifter prog ; )
' ive behavior. For preadolescent children, the mfast
 yidely used punishment is time-out. Time-out in-
' ves removal to a boring place for five minutes.
Older children are sent to graduate school and
equired to sit through lectures.) When a child
wiuses to go to time-out, parents are taught to add
ditional time, up to a ten-minute maximum. If
lhechild continues to refuse, a privilege is removed.
When parents are consistent, children soon learn to
©lotime-out rather than lose the opportunity to
WIh TV or use the computer.
]nc?::l’:rvii;hl;ique§ used to de'celera.te be}?avior
ating c: reprimand an_d ignoring. Simply
:neffeﬂivgwﬁnim?ds to c.hlldren' is the most
erty, g, Y to change their behavior (Forehand,
deys, }_‘IObbs, & Resnick, 1976). Chores
- _Rez‘:r’:i;?:;itsp? with points gi.ven.for
4 parent, hoys : e food treats, special time
Vi), priv'el old resources (e.g., computer
"egulariy t:) iges» and toys. Rewards are
5 of the i eep t%Hl'lgs interesting.
Mediate] ODVe!:uence of reinforcing be-
Y ?ftef it occurs, token systems
::‘Ll:ﬁ::§nt trainers. Points are
Chrismp}::rrs::djost for u.nde~
» Arnold, Hill, &

Yangeg
J.H'Viﬂr i
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CASE STUDY

MIS, F. 16 8 Iother of twe) simall Criiren s e o 78
chinic complaining of readaches arvl cryng w76 viae
Interviewer 1ound her 1 te ey Qeresmst &€ X s
that the depression was prienarly a reaction 1 G0ty
COpINgG with her childrer;, Suzie, age /e, was a 5y g 8 47
had frequent ternper tantrums, Robert, whe was egr, W
more sociable but Aid poony in schiod, The (reGren wee s
handful, and Mrs, F. felt helpiess in dealing wath T

A functional analysis of behavior revesied that SZe's
shyness resulted in extra attention from her aneous
mother. Whenever Suzie declined an iwitation 10 A2y
with other children, her mother spent a great oeal of
time doing things 1o make her feel better, The therapest
selected social behavior (not shyness) as the first 1zget
response and instructed Mrs, F. 1o reinforce all efforns 2t
socializing and to ignore Suzie when she avoised s
contact, Thereafter, whenever Suzie maoe any attempt
to socialize with other children, Mrs. F. would immeds-
ately reinforce her with attention and praise. When Suze
chose to stay home rather than piay with other Crigrern,
her mother ignored her, instead busying herself with her
own activities. In three weeks, Mrs. F. reported that Suze
“seemed to have gotten over her shyness.”

Following this initial success the therapist feit it was
time to help Mrs. F. tackle the more difficutt problem of
suzie’s tantrums. Since the tantrums were uniikely to
occur while the family was at the clinic or during home
visits, the therapist instructed Mrs. F. to make cbserva-
tional notes for a week. These notes revealed that Suze
generally had tantrums when her parents denied her
requests for a treat or some special induigence, such as
staying up to watch television. Tantrums were especially
likely to occur at the end of the day when Suzie (and her
parents) was tired. As for how the parents responded o
these maddening outbursts, Mrs. F. reported, “We've tried
everything. Sometimes we try to ignore her, but that’s
impossible; she just screams and shneks until we can't
stand it anymore. Then sometimes we spank her—or give
her what she wants, just to shut her up. Sometimes after
we spank her she cries so much that we let her watch
television until she calms down. That usually works.”

After listening to this description, the therapist ex-
piained how Mr. and Mrs. F hac magvenently been re-
inforcing the tantrums and toid them what ey would
have 1o do to stop them. For the next week, the Fs were
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alone until She ST 1t what was on her mind
parents 10 ralk W e € U~ ¢ reported that the tantrums
The “;* (AN "_ﬂ WECK - LA Bt e : 16
_« Aacreased sxcept for oné night when tt v:as
nard Ndeed GELITEE v
N vy il (NP troubling form. when suzie 4
100k ¢ ew & e able 10 S up late to watch té
| Instead of relent-

g that she wouldr
vision she began to yell and cry 8s usua
?‘;1 '\-1-;'5. F :x: suzie in her -oom and tol
’3-: hed. However, realizing that her parent
ignore her, as they had eartier in the week, i
. gmash things I ner room. ‘It was awful; S ,

en smashed the little
now what t0 do,

1t of control. She eV

t her. we didn'tk |

so just that once We let her stay up.” Again the theraplgt de-

Sff.ibed the consequences of such behavior and expl::ugetdh
0

0 Mrs. F how, should Suzie again become destlructive,
d her until the tantrum subsided.

parents should hol
At the next session, Mrs. £ described how suzie did “get out
of control again.” This time, however, instead of gving in, the
parents held her as they had been told. Mrs. Fwa
the fury and duration of the resulting tantrum- “But we remer-
we were going to give

pered what you said—there was no way
but Suzie finally calmed down. This,

in” It took twenty minutes,
it turned out, was the last time Suzie ever became violent dur-
ing a temper tantrum. Nevertheless she did continue to have
occasional flare-ups during the next few weeks.

e few tantrums that did occur

According to Mrs. F, th
seemed to take place in different settings or under different

conditions than the usual episodes at home (which Suzie
had now learned would not be reinforced). For example, oné
episode took place in the supermarket when Suzie was told
she couldn’t have a candy bar. By this time, NOWEVET, Mrs. F.

was thoroughly convinced of the necessity of not reinforcing
Because she was embar-

4 her to get 3%
5 were going to
suzie began to

scream and
Wwas completely Ot
Jog—shaped lamp | bough

the tantrums, and so she didn't.
rassed at all the noise her daughter was making in public,

she did find it necessary to take Suzie out of the store. But
she made Suzie sit in the car and took pains not to let it be a
pleasant experience. Very few tantrums followed this one.
Next the therapist turned her attention to Robert's

school performance. A careful assessment revealed that
Robert usually denied that he had any homework. After
checking with Robert's teacher the therapist di@vered
that the children generally did have homework and that
they were expected to work between thirty minutes and

y therapy

night. Mrs. F selected 8 Nigh-Droba.,
. .
T Uw

an hour a .
levision, and made it contin, oy
¥ g‘:‘!’ fxr ”!‘k ’1".’

gte
having completed fis homework. For the firgs , :
Mrs, F found it Ncessary to cay h’-"; oo
LU ":_ 'L. ..j

ia
1o verify the assSIgNMents. But oo . &
b 'f.’aj.,

onger necessary. Doing homework fairty Quickdy ¢ 4
‘ Y i

habit for Robert, and his grades increased from, 1, g,
to BS and As. At this point, everyone was .r%; i,, ar,
F felt the family no longer needed help, " ¥y,
A follow-up session in the fall found things ...
to go well suzie was now much mMore socCiable m- Wy
had any temper tantrums in months. Robert %7; s
well in school, 5ithough he had begun 10 neglecs H;:
his more difficult assignments. T address this, w’ﬁ . : o
pist explained to Mrs. F. how to institute a token ’PM
and she was able t0 use it with excellent resuits Bem
T Y

With teenagers, contingency contracting (Alexande, ;

parsons, 1973; Rinn, 1978) is more widely ygy
Contracting is introduced as a way for everybody in ﬂ;l:

family to get something by compromising. Parents x

teenagers are asked to specify what behavior theyd li,
each other to change. These requests form the e
of an initial contract. In order to help family members

arrive at contracts, the therapist encourages (1) dex
communication of wishes and feelings, (2) clear presentz
tion of requests, leading to (3) negotiation, with each per-
son receiving something in exchange for some concession

m Behavioral Couples Therapy

Assessment

As with parent training, be
(BCT) begins with a thorou
cess usually includes clinical intervie
specific target behaviors, and marita

uestionnaires. The most widely used is the o
nt Scale (Locke & Wallac*

Wallace Marital Adjustme
1959), a twenty»three—item questionnaire cov
various aspects of marital satisfaction, indl ing
munication, sex, affection, social activities. mdwl:;;
Assessments are designed t0 reveal strengt™®
weaknesses of a couple’s relationship 27 s
in which rewards and punishmemﬁS ars exC]:“f_"}p.-
Interviews and questionnaires ar¢ used t0°F ';ers o
elaborate target behaviors. Jacobson (19 o
Table %

outline for pretreatment assessment (se€

havioral couples ther#

gh assessment. This pre-
ws, ratings &
] satisfactio®
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sexand affection
er spouse currently dissatisfied with rate, quality, or diversity of sex life together?

., < currently a problem, was there a time when it was mutually satisfying?
1230 the sexual behaviors that seem to be associated with current dissatisfaction?
|eeither or noth partners dissatisfied with the amount or quality of nonsexual physical affection?
sthe couple’s history regarding extramarital affairs?

D Future prospects
|#2re nartners seeking therapy to improve their relationship, to separate, or to decide whether the relationship is worth
worang on?

What 3

* 4 each spouse’s reasons for continuing the relationship despite current problems?
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_ ﬁswama of social environment

dl e
_ , €4ch person’s alternatives to the present relationship?
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o 4 Br unner/m, 81. Behavioral marital therapy. In Handbook of Family Therapy, A. S. Gurman and . P Kniskern, ed
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Therapeutic Techniques
Stuart {197%) hists five strategies that sumimarize the
behavioral approach to troubled marriages

1. Couples are taught to express themselves in clear,
behavioral descriptions, rather than in vague
CoOmplamts,

L ¥

Couples are taught new behavior exchange

procedures, emphasizing positive control

in place af aversive control

3. Coupies are helped to improve their
communcahon.

4. Couples are encouraged to establish clear and

effective means of sharing power and making
decisions.

wn

Couples are taught strategies for solving future
problems as a means to maintain and extend
gains initiated in therapy.

Behavior exchange procedures are taught to
increase the frequency of desired behavior. A typi-
cal device is to ask each partner to list three things he
or she would like the other to do more often. While
explicitly exchanging “strokes” in this way, couples
are implicitly learning ways of influencing each other
through positive reinforcement. Stuart (1976) has
couples alternate “caring days,” where one partner
demonstrates caring in as many ways as possible.

The following vignette, taken from a video
workshop series, illustrates how Stuart concentrates
on helping couples learn to make each other happy,
rather than trying to solve the problems that bring
them to therapy.

Part Two The Classic Schools of Family Therapy

CASE STUDY

wesiey and Adele are a middle-aged, working-class cou-
ple. This is her third marriage and his fourth. Wesley feels
rejected because Adele frequently works late; at the same
tme, she feels that he isn't affectionate with her and that
he pulls away whenever she makes a sexual overture.

Dr. Stuart begins with 3 brief family history of each spouse
and then explores the history of their relationship. In the
second half of the interview, Dr. Stuart offers suggestions
for improving the couple’s relationship by making an ef-
fort to act “as if” things were good and they cared for
each other,

when Stuart telis the con iple

that 1”‘{'? Can ‘h
make their marnage work by ac ol

Hl":g in "J’Vir‘wg wa )
ward each other, they seem a little 5 '

Sy,

'”‘Dll{ al | * 1
i Pri 'NF iy
reveals that she doesn’t know if Wesley " Adg

5 COMipne,
staying in the relationship, Or. Stuart SURgests !r-.,;-l, iy
needs to feel safe in his commitment andg, ,.‘Je},.%?' “:"
ample of his OWn marriage, tells them again gy . ™
accentuate the positive by making a poing o f:i_:;!m'-’:“r
their caring for each other. -

Later Stuart suggests that Wesley stan acti
he felt close to Adele and reassures him thas i he actx
affectionately, she will respond in kind. Again, sy, Ja,,"__;;,
his own marriage as an example of how two peogie .
make themselves happy by making a point of acting oy,
ingly toward each other. In fact, he guarantees Wesley
that if he acts affectionately Adele will respong, and St
asks Wesley to agree to try doing so as an experiment
Though they still seem a little skeptical, both Wesley ang
Adele agree to try the idea of acting positively towar
each other.

& "3‘5} *

In a carefully designed longitudinal study, Gottman
and Krokoff (1989) found that arguments and angry
exchanges, which have often been considered destruc-
tive to relationships, may not be harmful in the long
run. These patterns were correlated with immediate
dissatisfaction but were predictive of improved satis-
faction after three years. Defensiveness, stubbornness
and withdrawal from conflict, on the other haﬂd'“f’d
lead to long-term deterioration in marriages. Conﬁl_a
makes most people uneasy, but it may be an esstil
prelude to facing and solving problems. The “ngﬂ
that accompanies direct expression of dissat's{;;,
tion may be painful, but it may also be healthy: e ust
man and Krokoff (1989) conclude, “If the wife .I:
introduce and elaborate disagreements in mﬂf:l -
our data suggest that, for the sake of 1°n3-221 o d0
provement in marital satisfaction, she may " s of ¥
this by getting her husband to confront ane:lan 5
agreement and to openly vent disagreeme” ffecti®®
ger” (p. 51). In other words, confrontation lic st
only if it doesn’t make the partner defenﬂess. in?
Just honesty that counts but honesty expr
way the partner can tolerate. _ ay be

Training in communications skills E;win- 197"
in a group format (Hickman & o

IERREIR ==

don*
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p A“_'Or

” .ndn’id“al couples. Couples

1 wl i it
. 9o cific: phrase req}lests in positive
¢ 10 :LJ ectly 10 criticism instead of cross-
nd & ent and future rather
erruption, minimize

P T sboul the pres
I en without int
Late questions that

" s, and elimit
L e il Jearned to communicate in
Tt qucive to problem solving, they are
¥ f contingency contract-
w07 nake changes contingent on the
ol (ing changes: In quid pro quo contracts
¥ ), one partner agrees to make a change
he other. Each partner speci-
d with the therapist’s
reements. At the end of the
st is made and both partners sign it.
form of contracting is a good faith
oract, 0 which both partners agree to make changes
3 et contingent 0N what the other does (Weiss,
Aops, & Patterson, 1973). Each partner’s independent
Sanges are jndependently reinforced. For example,
husband who comes home each night by 6:00 p.m.
o4 plays with the children after supper might reward
umselfby buying a new shirt at the end of the week or

xrewarded by his wife with a back rub.

Problem-solving training is used in situations that
ur complicated for simple exchange agreements.
‘_‘_331“3”0115 are preceded by a careful definition of
;f_']’_i“mﬁ- Discussions are limited to one problem
! :j‘:::r E::h P;rson begins by paraphrasing wbat

s abou:al ) 'a\nd. they are tzfught. to avoid in-
devolent mtegof;l‘iatl,()n—es;)ecxally mfere‘nces of
" responses Wh o ] re-epcouraged to ann’d aver-
Tective tq be-gin "'f“hdeﬁnu'}g a problem, it’s more
f_’*%ﬂng, “You ne‘?‘”t a Eosmve statement; instead
"?f’ftiaze e er... " partners are taught to say,
™ followip, il i and in addition I wish. . .

~owing guidelines for problem-solving com-

Ty

. lion are 5
holg, 2009), dapted from The Lost Art of Listening

l‘.‘

spsired behav
gp they negotiate a8
esiond written li

A Jlternative

’F’fik f
- Or yours
g elf and express your perspective

. Juur Ow
h nth
e tryghe oughts and feelings, not as abso-

ek gy
Ity 5 what
.. You want in the form of specific

8ty no
" t e
k general complaints.

10.

13

12.
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. Speak calmly and don't go on and on. Give your

partner a chance to respond.

. Knock to enter: Don't try to talk when your

ar i ' [
partner is unprepared or is doing something else.

. Invite your partner to express his or her thoughts

and feelings.

_ Listen with the intent to understand, rather than

just waiting to respond.

. Try to understand what the other person is

feeling, rather than just reacting to the words.

Let your partner know that you understand by
?tcknowledging what he or she has said—and
invite him or her to elaborate or correct your

impression.

When there is major contlict or misunderstanding,

devote one entire conversation to drawing out

and acknowledging your partner’s poin
Wait until you've demonstrated that you
stand him or her before trying to express your
side, perhaps in a subsequent conversation.

When it comes to discussing solutions, invite
your partner’s ideas first. Listen to and acknowl-

edge those ideas.

When suggesting y
they address both of your needs.

Find a solution that’s agreeable to both of you, but
plan to implement it on @ trial basis, and review
the solution at the end of the trial period.

t of view.
under-

our own solutions, make sure

mThe Cognitive-Behavioral Approach to
Family Therapy
Assessment

sment are

The goals of a cogn
to (1) identify strengths an
the couple or fami
individual and fam
developme
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he environment; (2) place
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identify cognitive,
ly interac-

ly, and t
ily functioni
ntal stages; and (3)

d behavioral aspects of fami
ted for intervention.

i i -tion thera-
family patterns of interaction !
. d degree t0 which family

and feelings 10 each

ss their thoughts
d who speaks for

upts whom, an
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t an un ¢ .
§ ten Minutes or so Jl‘k”-"““‘l"s ity
- jeotapes Family

haps Vi€ Far
ress their feelings

ht be asked to try
¢. Either way: the
¢ how family
how they

by ;..Il.‘b.‘..‘
he therapist observes or pet
‘-"n"““'."i"'\l might be asked just 10 exp
about the topic at hand, or they mig
jve the issu¢ ]
as an opportun
hout their pre

n the allotted im
itv to observ
yblems and

w0 eSO
therapist h
members think a

interact w ijth one an
tive-be

other.
haviorists use coding systems,

jon Coding System—l\’
guidelines

some cogni
such as the Marital Interact
Hevman, Eddy, Weiss, & Vivian, 1995), 38
tor ‘.d:'nm'\'mg- sequences of family members’ inter-
actions (e.g., positive physical contact, constructive
and counterproductive behavior, and complaints)-
This data serves as an interactional sample, which
might be typical of family processes, but which
requires verification through repeated observa-
tions and reports from family members about their

interactions at home. Therapists take an empirical
approach to assessment, using

initial observations to
form hypotheses, but waiting for repetitive patterns
to emerge before drawing conclusions about a fam-
ily’s patterns.

For example, when parents say that they have rules
for their teenage son and that they work together to
enforce them, a therapist might assume that there is a
clear power hierarchy in the family. However, if
in a subsequent interview the son says that he can
easily bend the rules and usually talk his parents out
of punishments, and later the parents fail to respond
when their son repeatedly interrupts them, the thera-
pist might revise the initial hypothesis and conclude
that the parents have little authority and are disorga-
nized in their parenting skills.

‘ After collecting sufficient information from inter-
views, questionnaires, i i
the thcciapist meets iviill:dt::hc?t:o;al Ubsel‘\’.atlons,
offers a summary of the patter E hichesn
including the family’ s e l.lave i

g amily’s strengths, major conc

tstxgssors., and patterns of interaction that seem :(l;rllas’
influencing their present difficulties. At this junctur:
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Therapeutlc Techniques

¢.behavioral family therapy a4,

a family simultaneously 'lnﬁ:j:r"* »
d by each other. The bfhavi('h e
fam r triggers behavior, COgnn,:r of 4,
emotions in other members, which in [u;r.‘ oy
reactive cognitions, behavior, and emOtiqn: el
original member. Epstein and Schlesinger (199:.
four means by which family members’ cognv: e
behavior, and emotions may contribute to "Plra?:{

conflict:

1. Thein
emotions regar
person who notic
from the rest of the family)

ividual family members towas

l'ugnni\'
members of
are influence
ily membe

dividual’s own cognitions, behavior, and
ding family interaction (e.g., the
es himself or herself withdrayiy,

2. The actions of ind
him or her

3. The combined (a
reactions several
him or her

4. The characteristic
other family members
other family members usually are
each other’s opinions)

Just as individuals maintain schemas, or ¢
beliefs, about themselves, their world, and the¥

nd not always consistent)
family members have toward

s of the relationships among
(e.g- noticing that two
supportive of

future, they also maintain beliefs about their fo
lies. Dattilio (2005) suggests that individuals maip®
two sets of schemas about family life: (1) sche™® 2
Jated to the parents’ experiences growing UP in 1?(;
own families, and (2) schemas related t© lclﬁh
in general, or personal theories of famnily life #
types of schemas influence how individus® r:sfd
in the family setting. For example, 3 wotth i;'m‘l-‘
with the belief that family members shou do sb&[;d
together is likely to feel threatened i er ¢
wants to do certain things on his owm.
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;; ";Ers' kills at monitoring the validity of
' “This is an important point: Cog-
not be reduced to generic inter-
mistake to be dependent on others”
o says i ous when things go wrong?”),
" aid the therapist do all the work. Rather, for
e vion to be effective, specific cogni-
be uncovered, and clients must
o test their own assumptions. This explora-
" carried out in @ process of Socratic question-
;-;;:her than offering explanations and making
apstions.
4 major goal of t
4=y members learn to i
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o :;stortions must

he cognitive approach is to help
dentify automatic thoughts
42 fzsh through their minds. The importance of
intifving such thoughts ( “She’s crying—she must be
=iz me”) is that they often reflect underlying sche-
u Women usually hold men responsible for their
siggpiness.) which may be inaccurate.
. their skill in identifying automatic
| aghs,clients are encouraged to keep a diary and
m?:n sim?tions that provoke automatic thoughts
| e m:?“hlﬂg emotional responses. The therapist’s
ﬁ.mptm‘s to ask a series of questions about these
o ns, rather than to challenge them directly.
€xample.
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Once clients have learned to identify the auto-
matic thoughts behind their actions, the next step is
to help them test, and possibly revise, their automatic
thoughts through a process of restructuring, which in-
volves having them consider alternative explanations.
In order to accomplish this, family members must €X-
amine evidence for the validity of their thoughts and
their appropriateness to the family situation. The fol-
lowing questions may be asked to help family mem-

bers examine their thoughts:

“Based on your past experiences o events in your
life, what evidence exists that supports the
thoughts you just shared? How could you obtain
additional information to better help you assess
whether your thought is accurate?”

“Could you consider an alternative explanation
that might explain your partner’s (or child’s or
sibling’s) behavior?”

«Referring to the list of cognitive distortions, which
cognitive distortion, if any, do you view your
automatic thoughts applying to?”

point, the therapist coaches family
ify how they might have been en-
gaging in one or more cognitive dinm. such as
ovcrgeneralization or dichotomous thinking. The
therapist then encourages individuals to ask other

thoughts and feel-

; mbers to describe their
family me case (taken from

ings in more detail. The following €&
Dattilio, zooslisancxamPlcofhodePmctﬂphys

out in treatment.

From this
members 10 ident



The family ente
mother’s ngid attit .
anding 833 ;

own fragile and dem
to any sign of pro
xiety made her intoler
plaining. The family felt
eggshells” t0 avoid making her wor
children became aligned against the mot

came to regard as a “nut case.”
The father’s own mother wa

in her hus _
gmawa of the children’s crying
they needed to "walk on
ry. Thus, the father and
her, whom they

react
Her an
ang con

s controlling and overbear-

d to his developing & schema that women
reasonable. His failure to challengeé
w as her unreasonableness

was thus partly a carryover from his experience with
his mother. Instead of confronting his wife, he formed a
coalition with his children against her, just as he and his
father had joined forces to cope with his own domineer-
ing mother.
The therapist used the cognitive technique of the
downward arrow to identify the mother’s core beliefs (see
Figure 9.1). This technique was implemented by asking a
series of questions to uncover the basic schemas under-
lying each person’s assumptions: “So if that were to occur,

what would it mean?”

ing, which le
were bossy and un
his wife about what he sa

Downward Arrow Technique

FIGURE 9.1
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The children were afraid to be themselye
their mother. They mmé :mﬁ. as unreasonae mm
attriputed her unyielding views to having mssﬂ
with a mother who had attempted suicide g
her daughter for not being attentive to her S
when the therapist attempted to Uncover the
core beliefs about the situation, one daughte,
think my mother is probably on the edge, wit ”,
he stress she's been under her entire life, “M of
go along with her, or something bad might jmucm,w,m %
her, and we don'’t need that—although we awms.wa
ing to live this way—all because of my stupig ms:a%
mother’s problems.” The schema adopted by ths 9._
was “Children must be cautious With parents wh, :m_w_a
problems.” "

in addressing the schemas in this family, the therapg
followed a series of eight Steps to UNCover and reexany,
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them:

identify family schemas and highlight those areas of
conflict that are fueled by them. (e.g, “We have to
walk on eggshells with mom. If we show any signs of
weakness, she flips out.”). Schemas are uncovered by
probing automatic thoughts through techniques such
as the downward arrow. Once schemas have been
identified, verification should be made by obtaining
agreement from other family members.

2. Trace the origin of family schemas and how they
evolved to become an ingrained mechanism in the
.\ma.s\ process. This is done by exploring the parents

T R ey Sy e e o |



|

|

4
l ent of the

amily Therapy

¢ B¢ i
need to change or mod-

schemas. This step paves the
to change. When family

5, the therapist’s job is to

W g have ™ ound

i g common panslie

e ability +o make changes, and plan
them. In this case, the mother

98"y evidence supported her idea that
"0 < were always @ problem. She was
s idea might be a distortion
od experience. As an experi-
a5 85 f an occasional display of
perk® "l was d angerous by allowing herself to
gmonop 1awhile in front of her family. The fact that
¢pand and chilaren seemed relieved to see her
nel Uhe[ feglings helped her to think that maybe it's
v iple to show unhappy emotions at times.
od,” she noted. In @ similar

asoterr
pfact t felt kind Of 80
husband discovered that if he avoided

0I0CBSS: the
sterfeng 10 protect his wife when she seemed upset,
e children Were able to be supportive and "noth-
ngterrible happened.” The children found out that
when they expressed the wish to avoid being putin

ts' conflicts, they were free

ine middle of their paren
0 be themselves without worrying about negative

COHSEQUEHCE‘S.

§ Implement change. The therapis
nembers to consider modifying SOmMe of their beliefs
nacollaborative process of brainstorming ideas and
weghing their implications. This family considered
now they would act with each other if they decided
adopt the belief that "It is important to be tactful in
expressing negative feelings to other family members,
?Ut family members should have the freedom to sharé

] ;ﬁ;&fgg‘i with each other” |
it havlrors. This step involves tmn
Verseach asieemg how they work. F_am:ly members
Onsitent it :d to seie;t an alternative behavior
4tng on i affeéhe modified schema and to see Now

Uegan 1 0 thetied the fafﬂﬁy. Once the children
S0ressing love f’ mother’s behavior as her way of
506 wery r?r them in order to protect them from
®lensive ang m rough as a child, they became 1ess
, Sleneg ey ore supportive of her—which, in turn,
“Uidify che, anxious vigilance.
"% nay k:gf: This step involves establishing
a and its associated behavior as a
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er
o e e s e
ML o about the possibie
oo d 'O.H,S' Althngh the mother

‘ identified patient in this

family, the therapist felt it was important for the
father and children to recognize their OWr roles in
perpetuating the status quo. They Degan this process
by expressing how they felt, instead of just avoiding
the mother. Then, in an effort to challenge their
autpmatic thoughts about the family and see how
their own beliefs might be part of the problem, all of
the family members were asked to weigh alternative
explanations and consider their implications. Dattilio
notes that this process is similar to reframing but
with an important difference: In cognitive-behavior
therapy, family members are asked to gather data
and weigh the evidence in favor of changing their
thinking, rather than merely accept the therapist's

alternative explanations.

ing may be used to help

Imagery and role-play
ber past incidents that

family members remem
helped them form assumptions. On occasion, family

members are coached to switch places in role plays
to increase their empathy for each other’s feelings
(Epstein & Baucom, 2002). An example of this would
be having siblings play each other’s role in reenact-
ing a recent argument. Focusing on the other person’s
frame of reference and feelings provides new perspec-
tive that may help family members soften their views

of each other.

Even while cogniti
increasingly important,
Gtill use many of the elem

ve interventions have become
cognitive-behavior therapists
ents of traditional behavioral
therapy, including communications training, prob-

and homework assignments. In

lem-solving training,
f the problem-solving strategies

summarizing some 0
taught in cognitive—behavioral therapy, Epstein an

Baucom (2002) describe helping clients learn to set
clear, behavioral goals without attacking other fam-
ily members’ ideas, evaluating the advantages and
disadvantages of each proposed solution, and then

selecting a solution that appears to be feasible and
agreeable t0 all. A trial period is then proposed to

test the implemcntau‘on of the proposcd solution

assessing it effectiveness.
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behavior are interrelated.

Dattilio (1999) if;tf O‘i““ s

technique to help family mem .
i:;ovi?ig habit 0[; interrupting eac}'l other. Fal:illtly
members are given a pad and pencil and aske o
record the automatic thoughts that go through their
minds when someone else in the family is talking.
Once the first person has finished speaking, the thera-
pist asks the other person talk about the thoughts and
feelings he or she were having while listening,

One of the early criticisms of cognitive-behavior
therapy was that it neglected the role of emotions. If
that was ever true, it isn’t now. Contemporary cog-
nitive-behaviorists see emotions and cognitions as
interrelated in a circular process of mutual influence.
Research has shown that dysphoric emotions cloud
cognitive processing and lead to a depressing frame
of mind that may be consuming, such as in some-
one who is always looking on the dark side of things
(Gottme.mr 1994). Gottman found that pessimistic
mqods Initiate pessimistic cognitive processin
which then leads to selective a ¥

eve.nts. From this selective attention, negative attri
butions develop and lead to negative expectati b
the_ future. Beck described this as “ i
whlch.renders individuals vy]
world in a pessimistic light.

~ Cognitive-behgayi
Interventions to iy
(EPSt_f-'iﬂ & Baucom, 200,
provide guidelines apnq

d the “pad-and-pencil
s overcome the

ttention to negative
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ns underlying the.m, coaching d'ient”
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cogl'lifio
imcrnal c

xpress th o
ing ¢ i otio .
refocusing attention on emotional topicg

attempt o change the Sutt:ject, and‘ engag; ﬁieﬁ,_
members in role plays’a out relationg}; 0;:;{
i order to elicit emotlf:)nal responses 4 }ear:“%
express them in productive ways. ny
When family members report €Motionyy, :

ractions, a therapist may be able t,, b ‘;,b

ting inte ; . e
ese X sched e
work through t p y eduhng .

to discuss distressing topics; coaching ingdjy, b,
self-soothing activities, such as relaxation techg;.
improving their ability to monitor and reasseg,,
ting automatic thoughts; ar‘ld encouraging individuﬁ
to seek support from family and friends. The, st
may also help clients increase their ability g 1,
ate distressing feelings and enhance their sk fo
expressing emotions constructively so that they
pay greater attention to what is occurring, ]
Recently, mindfulness meditation has beep
employed as an adjunct to cognitive-behavior th.
apy. Mindfulness teaches open and receptive atte;. -
tion to the present moment, which in turn promots
a more accepting and less-avoidant responsety
challenging emotions. Recent studies have indicated
that improving emotional skills and mindfulness wer
related to improved marital adjustment (Hayes, 2004
Mindfulness meditation has also proven helpful
teaching couples to improve their level of empathy
each other and greater closeness in their relationships
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® Treatment of Sexual Dysfunction

The introduction of systematic desensitizal"
(Wolpe, 1958) and assertiveness training (Lazarss
1965) led to major advances in the treatment 0.
Sexual dysfunction. While these behavioral re® ;L
:‘l’lere Ofte.n helpful, the real breakthrough ™ “-}c‘
¢ publication of Masters and Johnsons (19].;6d
zigr:ach. This was followed by others ?vho :fe%“‘f
Kapé;ended Masters and Johnson’s basic Pf;‘&..\ |

recent] ,;374, 1979; Lobitz & LoPiccolo, llo’} it
Offeredya eekes and Gambescia (2000; 2 k
More comprehensive treatmen! m A §

te Tati )
g tmg_ Couples therapy, sex therapy: "

treate. -

-
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| ngand caressing,

u
o | jetails vary, there is a general
.h».ﬂ"“ 1 ‘.u oy most sex therapists. As with
“‘[“h : 'H“\;.uc hods, the first step is a thorough
P ,‘n-; g complete medical examination
_q."-i'”“ i<t -:\1“‘“"* 10 determine the nature of the
i “[;‘wl.;lwli"h goals for treatment. In the
"'kjr:-.u,lm l‘j:itn .1ll ,roblems, €ases involving lack of
‘“ of nnwr echnique, and poor communica-
.!.\|T“‘m““. }uﬂl'[l;ll‘lt‘ to sex therapy:
J nd Johnson tended

ing Masters a
, one category—anxiety

bility to relax into pas-

, MOStE
a1 s follow .
e roblems int
| cmlplcs' a

:.-!z:f“i‘ r; os with ;

it en S or Kaplan (1979) pomted out that

jon- e.L|hrr3€ stages of the sexual response and

ere 3¢ o 1YPES of problems: disorders of desire,
e disorders. Disorders

nd orgasm
« drive to sexual aversion.
nent fOcuSES on (1) Jeconditioning anxiety and
 helping clients resist negative Fhoughts. Arousal
jiorders include dt‘creased. cm.ot.xonal arousal and
ificalty achieving and maintaining an erection or
jlating and lubricating. These problems are often
welped with @ combination of relaxation and teaching

of touch-

uples to focus O the physical sensations
rather than worrying about what

m disorders include the timing of
rgasm (premature OF delayed), the quality of the or-
sm, or the requirements for orgasm (e.g., SOM€ peo-
sehave orgasms only during masturbation)-

Premature ejaculation usually responds well to
sex therapy; lack of orgasm in women may respond
tosex therapy, usually involving teaching the woman
0 practice on her own and learning to fantasize

Weekes & Gambescia, 2000, 2002).
cus, i ‘ZVhiO: Ereatments are initiate
thjoy ‘Duchic “’uples. are taught how to rel
nd g time wI}E i b,elng touched. Theyre
"t from distrat:‘hey re both Feasonab]y relaxed and
€N they take ¢ ion and get in bed together naked.
Person being t s gfﬂtly caressing each other. The
"the feelin OuCi'u':c.l is told to relax and concentrate
Rloucheq f-l?f being touched. Later the one be-
E’“peasing ;n‘ljﬂ the partner know which touch is
k_:” 10 touch which is less so. At first couples aré
al dreas each other in the sensitive breast O
N order to avoid possible anxiety.

pence ,
; disorderS. a
o from low S€

comes next. Orgas

red to specific
d with sensate
ax and
told to
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Cari\si[ier 'ht'}' ’ca'rn to relax and exchange gentle
sing, couples are encouraged to gradually become
mor"e intimate—but to slow down if either should feel
i‘f'lf(IOllS. Thus sensate focus is a form of in vivo desen-
sitization. Couples who are highly anxious and fearful
of hav.ing sex (which some people reduce to a hectic
fewl minutes of poking and panting) learn to overcome
their fears through a gradual and progrcssively intimate
experience of mutual caressing. As anxiety decreases

and desire mounts, they're encouraged to engage in
couples are

more intimate exchanges. In the process.
taught to communicate what they like and don’t like.
So, for example, instead of enduring something un-
pleasant until she finally gets so upset that she snaps at
her partner or avoids sex altogether, woman might be
taught how to gently show him “Like this.”

Once sensate focus exercises have gone smoothly,
the therapist introduces techniques t0 deal with
specific problems. Among women the most com-
mon sexual dysfunctions are difficulties with orgasm
(Kaplan, 1979). Frequently these problems are rooted
in lack of information. The woman and her partner
e expecting her to have orgasms reliably during
hout additional clitoral stimulation. In

mmon problem is premature ejacu-
treatment is the squeeze

which the woman stimu-
feels the urge to ejacu-

may b
intercourse wit
men, the most O
lation, for which part of the
technique (Semans, 1956), in

lates the man’s penis until he
Jate. At that point, she squeezes the frenulum (at the

base of the head) firmly between her thumb and first
two fingers until the urge to ejaculate subsides. Stimu-

Jation begins again until another squeeze is necessary.
Techniques to deal with erectile failure are designed

to reduce performance anxiety and increase sexual
arousal. These include desensitization of the man’s
anxiety; discussions in which the partners describe their
expectations; increasing the variety and duration of fore-

hnique (Masters & Johnson, 1970), in

play; the teasing tec
which the woman alternately starts and stops stimulat-

ing the man; and beginning intercourse with the woman
guiding the man's flaccid penis into her vagina.
Successful sex therapy usually ends with the
couple’s sex life much improved but not as fantastic
as frustrated expectations had led them to imagine—
cxpectations that were part of the problem in the
first place. AS in any form of directive therapy, it’s
important for sex therapists 10 gradually fade out their
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amily therapy are
ning and, increas
h.n'llnr is carefully
“’f;\ g ant conditioning,
:1!‘..‘\\:; i'."-r;‘;l:mh‘.ﬂk‘, social learning theory: and cog’
nitive strategies are then used 10 produce change- -\s
;,(.h,m., ;hl-}a;am‘ have gamed experience with family
;vnh;rm-s f.'ne\l have begun 10 address such nonbeha‘\'—
Q\-;,raz concerns as the th}rapeunc alliance, the need for
empathy. and the problem of resistance, as well as com-
munication and problem-solving skills. However, even
when dealing with such traditional issues, behaviorists
are dnstmgulhs-hed by their methodical approac
than by any technique, behavior therapy 1 character-
ized by careful assessment and evaluation.

Behavior therapy was born and bred in a tradition
of research, and so it’s not surprising that it is the most
carefully studied form of family treatment. Two trends
emerge from this substantial body of evidence. The
first is that both behavioral parent training and behav-
ioral couples therapy have repeatedly been shown to be
effective. Among the most well-supported versions of
these approaches are Gerald Patterson’s parent train-
ing therapy (Patterson, Dishion, & Chamberlain, 1993;
patterson & Forgatch, 1995), Neil Jacobson’s behavioral

couples therapy ( Crits-Christoph, Frank, Chambless,
Brody, & Karp, 1995), and Fals-Stewart and colleagues’
behavioral couples therapy (Fals-Stewart et al.,, 2000).

The gecond trend in research on behavioral family
therapy is that exponents of this model have begun to
see‘the negd to extend their approaches beyond the
basic contingency contracting and operant learnin
procedures of traditional behavior therapy. One fi -
this has taken has been the incorporatim:l of orr'n
tive techniques into traditional stimul cogni-
behaviorism (Epstein & Baucom, 20 ‘:ls-resP(.)nsc
Padesky, 1990; Dattilio, 2010). ) Reoh Dttty

Therayr

havior therapy stil] ¢, '
1Dh,
[here are two generg) ”““'h;
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Jhstituting positive for Mepr ™
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haviof change

pyvention st
| and skills tr.n.mmg An example o lhg :
would ounteract the negativigy .  fopy
rizes many dl~Trl"~‘u'd Lnuph’s_ a “)ﬂl‘l‘ll »l,” "‘_‘
might ask each partner to wr;;:r.:*'«,.
hing that the other person d.;%, ir,_n s
Lumpinm'm or cxpres's apprcc.ialicm to that ir‘-:r &
for this action: and bring the list to therapy fr..
discussion (Baucom, Epstein, & LaTaillade ) Pary,
[he cognitive component of CUBnltwe,}H:'-‘
therapy comes into play when clients ‘d,,
d assumptions get in the way of P(’Siti\';
ior changes-fwhen, for example, family m::'
notice only negative things about each C"he;;f"
cognitive-behavior therapist helps clients ¢,
their assumptions in a process of Socratic Quef.;""
ing. Thus, cognitive-behavior therapy still fm’
behavior; therapists are still active and directive &,
there is more attention paid to unhappy emotions 4.
the assumptions underlying them. $
Patterson and colleagues parent managemey
training (PMTO), based on social learning theor
the role of the child’s social environme:
in the maintenance of delinquent behavior. PMT
utilizes behavioral analysis and operant condities-
ing to help parents bring about positive changes =
their children. Patterson and his colleagues bt
done extensive research to identify different pr
practices (discipline, positive support. monitoris
problem solving, parent involvement) and how thet
practices are associated with aggressive behavier #
children (Forgatch & DeGarmo, 002). They hart
also conducted intervention studies showiné t

PMTO effectively reduces delinquent beha"li‘;

chronically offending adolescents (e-g- Bank".‘v
lowe, Reid, Patterson, & Weinrott, 1991)- A Vth.l‘:
of PMTO has also been shown t0 €
the emergence of delinquent behavior 17 b
cents at risk for substance abuse (Dishio™ as-tRf"d
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guh1 ” wrtt‘ll““l therapy. They retained

( rechniques but added strate-
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pav ' ncreased emotional acceptance

a I
g :ltllm“ & Christensen, 1996). In other
# | :‘ ]','y start working with couples to pro-
L 0 the Jriners behavior, they endeavor
ugf\-“l Lrn to be more accepting of each other.
thet™ fact, 18 the resulting approach that we
", it more extensively in our chapter on in-
;‘mnsM hes (Chapter 13).
oO'Farrell, and colleagues have amassed
W al support for the use of another variation of
an .
) couples therapy in the treatment of sub-
gse. This version of behavioral couples ther-
"~ omphasizes (he therapeutic benefit of partners
| 7! jing abstinence: suggesting that reduction in
| ial distress can decrease the likelihood of sub-
' e This model primarily tar-
substance-related couple interactions in hopes
ifying them tO support positive changes in sub-
(Ruff, McComb, Coker, &
Sprenkle, 2010). In particular, research has shown that
BCT can successfully reduce alcohol (Fals-Stewart,
birchler, & Kelley, 20065 Fals-Stewart, Klosterman,
yites, O'Farrell, & Birchler, ,005) and illicit drug
 shuse (Fals-Stewart et al., 2000, 200%; Kelley & Fals-
| Stewart, 2007). It has also been shown to improve
ehationship adjustment (Fals-Stewart, Birchler, &
- Kelley, 2006; Kelley & Fals-Stewart, 2008) as well as
hid psychosocial outcomes (Kelley & Fals-Stewart,
TE:& EOOS)- A number of studies have also exam-
'ﬂ'oleltlc: (Efffra of BCT in reducing intimate partner
b is;; 1§h often occurs when one member of 2
OFuge] &léflnﬁlsubstances) (Fals-Stewart, Kashdal:,
you arlrc er, 2002; Fals-Stewart- gt al., 2006)‘.
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hundred ninety-two randomly selected therapists)
was cognitive-behavior therapy.

()nxe reason for this pl;puhnly i that uy‘j’”flye
behavioral couples therapy has been subjected to more
C}’ﬂlfulled outcome studies than any other therapes
tic approach. Baucom and associates (1998) 1€VEW of
outcome studies indicated that cognitive behavioral
c‘l’“PICh therapy is effective in reducing relationship
distress, especially as an addition to @ program that in-
cludes communication training, problem solving train-
ing, and behavioral contracts. While outcome studies
have demonstrated the effectiveness of behaviorally
oriented family interventions with child conduct dis-
orders (Nichols & Schwartz, 2006), cognitive interven-
tions per se have not been evaluated as frequently.

Despite increased public and professional interest in
sex therapy, there are few well-controlled studies of its
effectiveness. In a careful review, Hogan (1978) found
that most of the literature consists of clinical case stud-
ies. These reports are little more than “box scores’ of
successes and failures. Absent are pre- and postmea-
sures, specification of techniques, points of reference
other than the therapist, and follow-up data. Moreover,
since most of these reports have come from the same
handful of therapists, it’s impossible to discern what’s
being evaluated—the techniques of sex therapy or the
okills of these particular therapists. Th
search hadn't changed much by 1990, according to later
summary reports (Crowe, 1988; Falloon & Lillie, 1988).

Sex therapy appears t0 be an effective approach 1o
someveryvexing problems. Most observers (Gurman &
Kniskern, 1981) agree that it should be considered the
treatment of choice when there is an explicit com-
plaint about a couple’s sex life.

Three areas of research in family intervention
that seem ready to move to a more advanced stage
of development are: conduct disorders in children
(Morris, Alexander, & wWaldron, 1988; Patterson, 1986),
marital conflict (Follette & Jacobson, 1988), and

schizophrenia (Falloon, 1985)-
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dress unhelpful assump _ s
An essential adjunct to social learning

d Kelley’s theory of socigl ex-
change, according to which people strive to maximize
mter;\ersonal rewards while minimi;mg costs. Hence,
the general goals of behavioral family therapy are to
increase the rate of rewarding exchanges, decrease
aversive exchanges, and teach communication and

problem-solving skills.
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More contemporary approaches to cognitive-
approach to in-

behavioral therapy have expanded this

clude the examination and restructuring of thoughts
and perceptions. S0, while specific techniques are
applied to target behaviors, families are also taught
general principles of behavior management along
with methods for reevaluating automatic thoughts
with an attempt to identify distortions and address
misconceptions.

Some of the more recent efforts of cognitive-
behavior therapists (Baucom & Epstein, 2002;
Dattilio, 2010) have incorporated emotional regu-
lation and attachment work. Thus, contemporary
cognitive-behavior therapy is a progressively more
integrated and comprehensive model, which in turn
f_aas led to its increased acceptance among couple and
family therapists.

The behaviorists’ focus on modifying the con-
sequences of problem behavior accounts for the
strengths and weaknesses of this approach. By con-
i e pressive array of effective

ques. Even such relatively intractable prob
; - oblem
as delinquent behavior in children and s - .
dysfunctions have yielded to behavioralet"ere sexual
Contemporary cognitive-behavior thera ietchnology.
posture, however, that behavior is on] pists take the
man condition, and the problem Persg part of the hu-
N 1s only part of
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family. You can't simply teach peopl, .
anresolved conflict is keeping them stuck ’Cha,}k!

Unhappiness may center around a hf‘havn L |
sJaint, but resolution of the behavior 1, m;ral “
the unhappine_ss. X rea(mgnt may Sch.cd"I'fn.é“
symptom but fail the family. Attitudes vl h g

may change along with changes in behayiq, Cﬂ]:!;
neéessarily. And teaching communicatioy . <
ot be sufficient to resolve real conflict 8 g,
change alone may not be enough for family Py v,
whose ultimate goal is to feel better. “Yes he'sl:bﬂ!
his chores now;” a parent may agree. “But | doy, " "g
he feels like helping out. He still isn’t really pg .
our family.” Behavior isn’t all that family membe:l oe
distress are concerned about, and to be fffsponsiv: ;0

their needs therapists need to deal with cognitiy, ang

the

affective issues as well.
Traditional behaviorists rarely treat whole families

Instead they see only those subsystems they consige,
central to the targeted behavior. Unfortunately, faily,
to include—or at least consider—the entire familyj,
therapy may doom treatment to failure. A theraﬁeu-
tic program to reduce a son’s aggressiveness towar
his mother can hardly succeed if the father wantsa
aggressive son or if the father’s anger toward his wif
isn't addressed. Moreover, if the whole family isntin-
volved in change, new behavior may not be reinforced
and maintained.

Despite the earlier shortcomings, cognitive-be
havior therapy offers impressive techniques for treat-
ing problems with children and troubled marriage
Furthermore, its weaknesses can be corrected by
broadening the focus of treatment to include famﬂ_i"s
as systems. Perhaps the greatest strength of behavicf
therapy is its insistence on observing what ha?P_em
and then measuring change. Cognitive-behavwr;
ists have developed a wealth of reliable 355essme:t
methods and applied them to evaluation: "eatm,;_
planning, and monitoring progress and Out‘%ud
A second important advance has been the 8" et
movement from eliminating or reinforci"é dmﬂ)h
marker behaviors to the teaching of Ser_'er g skl
lem-solving, cognitive, and communicatio™ ol
A third major advance in current behavio™ i
therapy is modular treatment interventiﬂf‘sf th
to meet the specific and changing needs
vidual and the family.
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