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We stand on the threshold of  a new Golden Age of  clinical and behav-
ioral neuroscience with psychiatry at its fore. With the Pittsburgh Pocket 
Psychiatry series, we intend to encompass the breadth and depth of  our 
current understanding of  human behavior in health and disease. Using the 
structure of  resident didactic teaching, we will be able to ensure that each 
subject area relevant for both current and future practicing psychiatrists 
is detailed and described. New innovations in diagnosis and treatment 
will be reviewed and discussed in the context of  existing knowledge, and 
each book in the series will propose new directions for scientific inquiry 
and discovery. The aim of  the series as a whole is to integrate findings 
from all areas of  medicine and neuroscience previously segregated as 
“mind” or “body,” “psychological” or “biological.” Thus, each book from 
the Pittsburgh Pocket Psychiatry series will stand alone as a standard text 
for anyone wishing to learn about a specific subject area. The series will 
be the most coherent and flexible learning resource available.

David J. Kupfer, MD
Michael J. Travis, MD

Michelle S. Horner, DO
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In recent years there has been a resurgence within psychiatry of  aware-
ness regarding the value of  psychotherapy in the treatment of  individuals 
with mental disorders. A century ago psychotherapy was a new tool in the 
psychiatric armamentarium, and its practitioners believed that this treat-
ment modality would bring relief  to a large number of  suffering people. 
Over time, however, it became evident that many patients did not respond 
adequately to “talk therapy,” and the focus of  interest within psychiatry 
shifted to somatic interventions (e.g., psychopharmacology, electroconvul-
sive therapy, emerging neuromodulation therapies, biofeedback, and pho-
totherapy). More recently, as empirically supported psychotherapies have 
become widely available, psychiatrists have recognized that psychotherapy 
is often just as effective as a variety of  somatic interventions for the treat-
ment of  mental disorders—and sometimes even more so. There is research 
evidence to support this view.

While today’s practicing psychiatrist may or may not offer formal psy-
chotherapy to patients, he or she does need to be knowledgeable about 
the range of  psychotherapeutic interventions that are available and about 
the relative efficacy of  each. Practicing psychiatrists should understand the 
means by which psychotherapy affects mental functioning, just as they need 
to understand how somatic treatments affect mental functioning. Both 
psychotherapy and somatic interventions appear to bring about changes 
in neurobiological as well as psychological functioning, accomplishing this 
by specific and not necessarily overlapping routes. The treatment provider 
who possesses a solid understanding of  this information is able to develop 
a sophisticated understanding of  the patient and can plan psychiatric treat-
ment in a flexible and creative manner. Moreover, the knowledgeable clini-
cian can provide clear and useful explanations to patients, with the effect 
of  increasing the patient’s cooperation and expectancy of  a success-
ful outcome. Research data clearly show that increased hope and better 
collaboration between treatment provider and patient lead to decreased 
symptomatology among individuals with mental disorders.

The current text is intended to provide psychiatric residents and prac-
ticing psychiatrists with a basic understanding of  psychological theory and 
psychotherapy as well as an introduction to the range of  psychotherapeutic 
treatment options. The text also contains useful information for other pro-
fessionals who frequently work with patients who have mental disorders. 
Of  course, virtually every healthcare provider comes in contact from time 
to time with patients who have emotional difficulties. In particular, primary 
care physicians, psychologists, social workers, licensed professional counsel-
ors, and nurses who work in the mental health field have daily contact with 
such patients. These professionals talk with patients about the treatment 
options that are available for mental disorders, they make referral deci-
sions on a regular basis, and they themselves often provide first-line treat-
ments. In light of  the burgeoning knowledge base within psychiatry, these 
non-psychiatrist professionals need to have a solid understanding of  both 
somatic and psychotherapeutic interventions and the relationship between 
these two approaches. This text delivers to all treatment providers not only 
a broad overview of  psychotherapy but also sufficient detail to permit useful 
conceptualization and effective treatment planning.
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The field of  psychological theory is vast, and the number of  psychothera-
pies currently used in various settings is seemingly infinite. In this text we 
focus on only the most important information that psychiatrists and other 
professionals need to know in order to make sense of  the theoretical basis, 
practical implementation, and current research findings in psychotherapy. 
We have not attempted to cover the entire field of  psychotherapy, how-
ever, and have limited our discussion to the kinds of  psychotherapy that 
are appropriate for the mitigation of  symptoms of  mental disorders. Thus, 
we do not discuss models of  psychotherapy that have as a goal the devel-
opment of  insight for insight’s sake, nor do we provide information that 
is primarily useful in addressing the concerns of  the “worried well.” We 
provide very little information about psychotherapeutic interventions that 
lack empirical support. By contrast, we do discuss in detail all those psycho-
therapies about which psychiatric residents and primary care providers are 
expected to be knowledgeable.
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Overview of the Book
We have presented the topics in this text in a particular sequence, and 
the reader is encouraged to proceed through the book chapter by chapter. 
Following this introduction, we begin our exploration of  psychotherapy by 
reviewing in some depth the psychological theories that serve as founda-
tions for the major models of  psychotherapy. Without an understanding 
of  these theories, it is almost impossible to make sense of  psychotherapy 
as it is currently practiced, and one quickly becomes lost in any attempt 
to understand the details of  each model of  treatment. We present rele-
vant psychological theory under two large rubrics: psychodynamic theory 
and behavioral theory. Many models of  psychotherapy draw heavily from 
one or the other of  these theories, and the reader is encouraged to think 
about the field as a whole from the perspective of  these complementary 
approaches.

While psychodynamic and behavioral theory share the goal of  under-
standing and ultimately changing human behavior, there are many contrasts 
between the two bodies of  theory. One might suggest that psychodynamic 
theory is particularly well suited to understanding human experience and, in 
its therapeutic application, to guiding patients toward self-understanding, 
while behavioral theory is best suited to the development of  treatments 
that are particularly effective in the rapid amelioration of  symptoms, particu-
larly in mood and anxiety disorders. However, each theory does provide 
both understanding and a technology for change.

Of  note, psychodynamic theory and behavioral theory developed con-
temporaneously but more or less independently of  one another. In recent 
years, however, there has been more cross-pollination between them, and 
as a consequence many models of  psychotherapy now benefit from the 
ideas developed in both traditions. Still, the way that one conceives of  
patients and problems depends to a great degree on whether one relies 
on psychodynamic or behavioral theory. The two theories utilize different 
psychological constructs, they posit different change mechanisms, and the 
resulting models of  psychotherapy contrast in many ways with one another. 
Even if  the language and ideas of  one theory differ substantially from the 
language and ideas of  the other, the knowledgeable mental health profes-
sional needs to have an understanding of  both. With a grounding in psy-
chodynamic and behavioral theories the clinician has a far easier time than 
would otherwise be the case in making sense of  almost any extant model 
of  psychotherapy of  relevance within psychiatry. Moreover, since a sophis-
ticated conceptualization of  the patient predicts to a better outcome in 
treatment, the knowledgeable professional is likely to have more success in 
the role of  treatment provider.

In the current text we present psychodynamic and behavioral theory in 
historical context, because we believe that the large body of  information 
contained within each theory is more easily grasped and remembered when 
the constituent ideas make both logical and historical sense. As well, it is 
much easier to remember the main points in this large corpus of  knowledge 
when one can tie the two theories to the chronological sequence in which 
they unfolded. It is interesting to note that the history of  psychodynamic 
theory closely tracks the histories of  individual theorists, while the history 
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of  behavioral theory consists mostly of  a history of  theoretical concepts. 
In any event, we very much encourage the reader to spend time with this 
section of  the book. Having read it, you will have much less difficulty making 
sense of  what follows.

The professional who wishes to understand psychotherapy must also 
be aware of  some information that is less theoretical in nature, reflect-
ing the findings of  research in a number of  related areas. Following our 
review of  psychological theories, we offer information from several useful 
perspectives. We begin with a discussion of  the neurobiological correlates 
of  psychological theory and psychotherapy. Although this information will 
be of  particular interest to psychiatrists, it is likely to be very useful for 
non-psychiatrists as well. A grasp of  the neurobiological correlates permits 
one to conceptualize, simultaneously and using similar language, the routes 
by which psychotherapy and various somatic treatments effect symptomatic 
change in individuals with mental disorders. Patients and providers are often 
perplexed about why one would wish to treat a mental disorder somatically 
and psychologically at the same time. Others may wonder which treatment 
is “correct” in a given situation. Our intention in the neurobiological section 
of  the text is to provide insight for the reader into the roles played by “talk 
therapy” and somatic interventions in psychiatry, and we make the point 
that while these treatment modalities are not equivalent, they are usually 
complementary and may overlap more than one might imagine.

We continue our review of  general research findings by summarizing 
what is known about whether and why psychotherapy actually works, this 
time from a psychological perspective. What is the evidence from research 
trials that psychotherapy works, and is one therapy more effective than 
another? The hypothesis that all psychotherapy is equally effective has 
been referred to as the dodo bird hypothesis, with a nod to Lewis carroll. 
The dodo bird turns out to be partly true and partly false. We also dis-
cuss what is known about the trajectory of  response to treatment, and we 
discuss the topics of  sudden early gains and deterioration in treatment. 
While it is true that most psychotherapy depends in large measure on 
either psychodynamic theory, behavioral theory, or some combination of  
both, it is also true that all psychotherapy is substantially dependent on the 
interpersonal relationship between clinician and patient. Research in psy-
chology has provided some important information about this relationship 
and has also elucidated patient factors and therapist factors that contribute 
to outcome in psychotherapy. We provide a summary of  what is known 
on these topics.

Another useful perspective on psychotherapy comes from the findings 
of  large psychiatric treatment studies. We begin our review of  this area 
by discussing findings that suggest approximately equivalent efficacy of  psy-
chotherapy and psychotropic medications in the treatment of  many mental 
disorders, and we summarize the literature regarding the efficacy of  mono-
therapy, as compared with combined treatment. In particular, we discuss 
the issue of  maintenance treatment, since relapse prevention becomes the 
most important goal following remission. In addition, we discuss evidence 
suggesting that, after all psychiatric treatment is discontinued, patients are 
less likely to experience relapse or recurrence if  they have received psycho-
therapy in addition to or instead of  pharmacotherapy.
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next, we offer some comments regarding issues that may arise when the 
same clinician simultaneously provides pharmacotherapy and psychother-
apy. We end this section by suggesting ways for psychiatrists, in particular, 
to limit the range of  psychotherapy indications to just those appropriate 
for the treatment of  mental disorders while at the same time broadening 
options for treatment. In this connection, we discuss the issue of  manual-
ized treatments (i.e., therapies in which the provider’s treatment follows a 
manual step by step), and we consider three therapeutic stances: dogmatic 
consistency, eclecticism, and pluralism.

Having considered all of  this essential background, we begin the clini-
cal applications section of  our text with an outline of  how one might go 
about learning psychotherapy. We focus on the development of  basic skills, 
a list of  basic techniques utilized in a wide range of  psychotherapies, and a 
proposed learning sequence, with practical suggestions regarding the kinds 
of  exercises to undertake and the training experiences to seek. We make 
the point that developing competence as a psychotherapist involves much 
more than simply learning a couple of  theories and a list of  techniques. 
competent psychotherapists must develop and refine basic interpersonal 
skills that are of  use in any model of  psychotherapy. These skills are related 
to, but not the same as, the basic interpersonal skills clinicians use routinely 
in non-psychotherapeutic interactions with patients. The idea that all psy-
chotherapy depends to some extent on competent execution of  pantheo-
retical, core relationship skills is consistent with research findings that show 
empirically supported psychotherapies to be of  roughly equivalent efficacy 
in many cases. This brings us back once again to the dodo bird.

At this point in the text we are in a position to review each of  the major 
models of  psychotherapy that are of  current significance within psychiatry. 
We divide our list of  psychotherapies into several large groups, including 
individual psychotherapies, subdivided into those based primarily on psy-
chodynamic concepts, those based primarily on behavioral principles, and 
those based on some other theory or concept, as well as group and family 
psychotherapy. Within each group, for each specific type of  therapy, we 
describe the model of  psychopathology, particular treatment strategies, and 
relevant research findings, after which we offer a case example, so that the 
reader has access to a full range of  important information about each treat-
ment model in one place.

In the final section of  the book we offer some thoughts about the future 
of  psychotherapy within psychiatry, with particular emphasis on anticipa-
tions in neuroscience and psychological theory, as well as a review of  the 
next steps the reader may take to learn more about psychotherapy. The 
text ends with an extensive glossary of  important names and terms.
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In this chapter we provide an overview of  the psychological theories that 
serve as foundations for almost all current psychotherapies. It is important 
to be familiar with this information, because without some understanding 
of  the theoretical basis, you will have great difficulty making sense of  why 
psychotherapy models are structured as they are, and it will be even more 
difficult to practice psychotherapy competently or to develop a thorough 
understanding of  treatment options.

Our review is divided into two sections. We first discuss the theory that 
undergirds the psychodynamic psychotherapies, after which we examine 
the foundations of  the behavioral psychotherapies. As it happens, these 
two bodies of  knowledge developed more or less independently at about 
the same time in history. It is easiest to think of  them as proceeding along 
parallel tracks, and that is how we present them. To make the theories 
easier to learn, we make reference along the way to the historical events 
that gave these theories their shape.
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The Evolution of Psychodynamic 
Theory
Introduction
We begin our discussion of  psychological theories with a tour of  the the-
ory and main treatment techniques that trace their lineage directly back to 
Sigmund Freud (856–939). These treatment techniques and all associ-
ated theory, while properly referred to as psychoanalytic, are often more 
generally referred to as psychodynamic, to distinguish them from formal psy-
choanalysis, a subset of  rigorously Freudian techniques within the broader 
psychodynamic school. Actually, one might reasonably argue that all of  
modern psychotherapy, psychodynamic and otherwise, is dependent to a 
greater or lesser extent on Freudian thought. Indeed, many of  the most 
useful concepts in psychotherapy were first carefully worked out by Freud, 
including transference, countertransference, unconscious, ego, resistance, 
defense, and many more. In this section, we explain such ideas (and quite a 
few others) in detail. We also explain how the ideas developed in the first 
place, in the expectation that if  you know the historical context in which key 
psychodynamic ideas arose, you will have an easier time remembering and 
making sense of  them.

So what are the main ideas to watch for on our tour? We will be talking 
about the notion of  an unconscious, a concept that helps to make sense of  
the fact that people don’t always act in a way that is consistent with their 
stated goals. Freud believed there is a psychic agent, the ego, that makes 
use of  predictable and sometimes stereotyped strategies called defenses to 
prevent anxiety-inducing impulses from reaching conscious awareness. We 
will learn how later theorists in the field of  ego psychology worked out these 
defenses in more detail. Freud made use of  the idea of  defense not only 
to understand the structure of  the psyche but also in his examination of  
resistance, his term for all actions, including verbal communication, arising 
from the unconscious and serving to prevent unconscious material from 
reaching consciousness. For treatment providers of  all types in all settings, 
this is a critical concept, as it offers one of  the most important answers to a 
challenging question: Why do patients who wish to feel better fail to follow 
recommendations?

Freud underscored the importance of  subjective experience in understand-
ing why people act as they do. More specifically, he argued that our experi-
ences in childhood lead us to view the world in an idiosyncratic manner. 
Freud insisted that if  we wish to understand how an individual thinks, feels, 
and acts, we should focus less on the objective facts of  the person’s life and 
more on his or her particular history, beliefs, and perceptions. An impor-
tant corollary of  the primacy of  early childhood experience states that the 
nature and quality of  an individual’s ego defenses are largely dependent on 
the details of  interaction with caregivers early in life. Freud suggested that 
these all-important early interactions lead people to develop durable inter-
personal templates with which they navigate their relationships. The idea 
that early interactions affect a person’s defense structure and interpersonal 
perception is also a key concept in object relations, an important branch of  
psychodynamic theory that we will explore.
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Freud suggested that our misperception of  others based on early experi-
ence plays itself  out in psychotherapy, as well. he used the term transference 
to describe the patient’s failure to perceive the analyst clearly, and he came 
to view analysis of  the transference and analysis of  resistance as the cor-
nerstones of  psychoanalytic treatment. These techniques remain a central 
means to help psychodynamic psychotherapy patients obtain insight into 
their habitual defenses, providing an opportunity to learn to relate to those 
around them in a more fulfilling manner. Moreover, Freud suggested that 
the therapist also misperceives the patient based on the therapist’s early 
experience. he called the latter phenomenon countertransference, and he 
warned that unmanaged countertransference might have grave implications 
for the patient.

On our psychodynamic tour we will repeatedly notice the tension 
between one-person and two-person psychology. Freud began his work with 
a view of  the human psyche as a sort of  machine that acts to decrease ten-
sions. In effect, this is a one-person psychology. Later on, he and many oth-
ers recognized that human beings are irreducibly social and that the really 
interesting psychology occurs between people rather than within a single 
person. This is two-person psychology.

Finally, as we review Freud’s ideas and those of  his followers, we 
will bump up against a range of  answers to this question: What drives 
human development? The psychodynamic theorists we meet along the 
way readily agree that humans cope with uncomfortable thoughts and 
feelings by keeping them out of  awareness through the use of  vari-
ous defenses, and they agree that an individual’s predilection to use 
one defense rather than another depends to a great degree on early 
childhood experience. What these theorists disagree on is where the 
uncomfortable material comes from in the first place. Are we troubled 
by sexual impulses, by a sense of  personal inferiority, by a failure to 
know ourselves, by an inability to experience ourselves subjectively, by 
anxiety, or by something else?

To help you keep the main psychodynamic theorists clearer in your head, 
we have depicted them all in Figure 2..

Freud’s Life and the Origins of Psychodynamic Theory
Childhood and Family
Our tour of  psychodynamic theory begins with a review of  the events in 
Sigmund Freud’s life that help to make sense of  his theory. As we have 
suggested, the individual elements of  psychodynamic theory frequently cor-
respond directly to the individual theorist’s life—which is not a surprise, 
in that the theoretical developments flowed largely from personal insights. 
In the case of  Freud, much insight was achieved via his self-analysis and 
through his psychoanalytic practice. In this first section we illustrate the 
importance of  subjective early experience, using Freud’s life as our exam-
ple, also locating within it the genesis of  the many psychodynamic schisms 
of  the twentieth century. In addition, we explore Freud’s concept of  the 
Oedipus complex and examine an application of  psychoanalytic thought 
to a sociocultural phenomenon, religion. We end with an early reference 
to free association.
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Freud was born in 856 in the small Moravian town of  Freiberg, now called 
Příbor, in the present-day Czech Republic. Although the local people in and 
around Freiberg spoke Czech, Freud was born into a german-speaking 
Jewish family. Reports from the time suggest that german-speaking Jewish 
families were always a bit the cultural outsiders, not only because of  religion 
and occupations, but also because they identified with the german cultural 
elite rather than with the common local culture. They were reasonably well 
accepted by the habsburg rulers in Vienna, at least in comparison to their 
treatment in previous centuries.

Freud’s family situation was complicated. his father, Jakob Freud, was a 
wool merchant married to a woman 20 years his junior. The father had had 
two sons by an earlier marriage, and these sons were very close in age to 
Freud’s mother. Indeed, the older of  the two sons, Emanuel, had a son of  

Sigmund Freud
(1856–1939)

Josef  Breuer
(1842–1925)

Alfred Adler
(1870–1937)

Carl G. Jung
(1875–1961)

Sándor
Ferenczi

(1873–1933)

Otto Rank
(1884–1939)

Anna Freud
(1895–1982)

Erik  H. Erikson
(1902–1994)

Melanie Klein
(1882–1960)

Donald W.
Winnicott

(1896–1971)

Harry Stack
Sullivan

(1892–1949)

Wilhelm Reich
(1897–1957)

Otto F. Kernberg
(1928–)  

Heinz Kohut
(1913–1981)

Mary D.S.
Ainsworth

(1913–1999)

Daniel N.
Stern

(1934–2012)

John Bowlby
(1907–1990)

Margaret S.
Mahler

(1897–1985)

Peter Fonagy
(1952–)

Direct
personal
in�uence 

Strong
theoretical
in�uence 

Key:

Figure 2.. Schematic of  major psychodynamic theorists mentioned in the text.
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his own, Johann, who was born in August 855. Freud himself  was born 
less than a year later.

As a very young child Freud played with his half-brother’s son, Johann. 
years later, in 900, Freud wrote, “We lived together inseparably, loved 
each other, and at the same time . . . scuffled with and accused each other.” 
As an adult, Freud maintained deeply ambivalent relationships with his col-
leagues, which set the stage for continuous conflict and ruptures among 
psychodynamic theorists and practitioners over the next century. In a con-
tinued reference to his early relationship with Johann, Freud wrote, “An 
intimate friend and a hated enemy have always been indispensable require-
ments for my emotional life; I have always been able to create them anew, 
and not infrequently my childish ideal has been so closely approached that 
friend and enemy coincided in the same person . . .”

Freud was the eldest of  eight children of  his mother and father. his 
next-younger sibling, Julius, was one and a half  years his junior and died 
at the age of  six months. Much later, in an 897 letter to a friend Freud 
wrote, “I welcomed my one-year-younger brother . . . with ill wishes and 
real infantile jealousy, and his death left the germ of  guilt in me.” At about 
the time of  Julius’s death, a maternal uncle died, and these events plunged 
Freud’s mother, again pregnant, into grief. As well, during this period the 
international economy slowed, and Jakob Freud’s wool business began to 
fail. Ultimately, the entire Freud family left Freiberg. The older half-brothers 
emigrated to England, while young Sigmund, his siblings, and their parents 
relocated to Leipzig in 859 and then moved again the following year, this 
time to Vienna. Freud’s father never found full employment after that, and 
for a number of  years the family lived in straitened circumstances. All this 
family trauma began when Freud was just two years old. And, soon enough, 
things became even more complicated.

Freud’s surviving siblings included five sisters and a brother, who was 
born ten years after Freud. The children’s mother doted on her first-born, 
to whom she referred as “my golden son” (gay, 2006). She believed her son 
was destined to become a great man, at least in part because she subscribed 
to the folk belief  that children were bound to accomplish much in life if  they 
happened to be born with a portion of  the birth membrane still on their 
head, as happened in Freud’s case. Freud’s mother certainly favored him 
over the other children, and from early on Freud exhibited notable ambi-
tion and even expressed his intention and expectation of  becoming famous.

years later, Freud’s depression following the illness and death of  his 
father in 896 led him to conduct an experimental self-analysis. Through 
it he arrived at the insight that as a child he had wished to have his mother 
for himself, which would necessarily have meant getting rid of  his father. For 
reasons we will subsequently address, Freud viewed this in sexual terms. 
he worked out what he referred to as the Oedipus complex, according to 
which a boy of  three or four desires his mother sexually but fears castration 
by his father. The boy ultimately abandons his desire for his mother and 
comes to identify with the feared aggressor, his father, and in the process 
introjects his father’s values. Freud later attempted to apply similar logic to 
female development but struggled with the details. Today the Oedipus com-
plex is understood to encompass the complicated and conflicted feelings 
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experienced by a child of  three or four as he or she experiences rivalry with 
one parent while simultaneously experiencing erotic longing for the other. 
Freud concluded that his particular childhood experience of  jealousy for his 
mother’s affection was a universal phenomenon, and he insisted that the 
Oedipus complex be viewed as a cornerstone of  psychoanalysis.

Freud’s relationship with his father was difficult in another way, and this 
had to do with the issue of  their shared Jewishness. It is reported that Freud 
was occasionally discriminated against due to his religion and culture. For 
example, he decided to study medicine because he expected that he would 
face less prejudice as a physician than in other fields. As well, in his last 
years in Vienna he risked imprisonment or worse because of  his ethnicity, 
particularly after Austria was annexed into germany following a coup d’état 
in March 938. he eventually emigrated and, as we discuss a bit later in the 
text, spent the last 5 months of  his life in London. his four sisters remained 
in Vienna, and they died in concentration camps during World War II.

For most of  his life, however, Freud was little inconvenienced by being 
Jewish, and he always identified as an atheist. In the second half  of  the 
nineteenth century, it is known that many of  the Jewish faith were turning 
away from religion, as the scientific worldview became more fashionable 
and some individuals decided to assimilate into the larger culture. In addi-
tion to the effect of  the cultural trend and his own experience, Freud’s 
views regarding religion were influenced by the example of  his father. Jakob 
Freud’s father and grandfather had been hassidic rabbis, and both he and 
Freud’s mother were Ostjuden (“Eastern Jews”), a group that was widely 
viewed as unsophisticated, superstitious, and little motivated to join the 
modern world. During much of  his adulthood Jakob Freud was not inter-
ested in religion and was not at all pious or mystical, in sharp distinction to 
most hassidic Jews. Later in life, however, he resumed reading the Torah 
every day.

Around the age of  ten Freud was distressed to learn of  an incident some 
years earlier in Freiberg, when his father was forced off the sidewalk by an 
anti-Semite who also knocked Jakob’s hat into the mud. When Freud asked 
his father what happened next, Jakob replied that he had simply picked up 
his hat and walked away. One of  Freud’s biographers has suggested that 
Freud was devastated to learn that his father had behaved in what he 
viewed as a cowardly manner, and it further contributed to negative feelings 
about the older man and about Judaism generally (gay, 2006).

Over the course of  his life Freud recognized and accepted his Jewish cul-
tural heritage, although early on he germanized his Jewish name, such that 
Sigismund Schlomo became simply Sigmund. When it came time to name 
his own children, Freud gave none of  them a typically Jewish name. Later 
in life he developed a lively interest in reinterpreting religion as an intrapsy-
chic phenomenon. he believed one might understand religion as a defense 
against guilt over patricidal impulses. We worship an all-powerful but invis-
ible “father figure” in order to atone for our wish to kill our actual father 
and also to reassure ourselves about facing life without the protection of  
a father. Indeed, Freud viewed the concept of  “original sin” as mankind’s 
collective guilt over patricidal impulses. Right at the end of  his life Freud 
trained his sights on Judaism in particular, arguing that Moses was not Jewish 
but was an Egyptian prince who adapted a monotheistic Egyptian cult for 
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Jewish use. Of  course, such an account of  the genesis of  Judaism destroys 
the revered foundational myth of  Jewish history and might be viewed as a 
deeply antagonistic reaction to the piety of  Freud’s father in late life.

As a youngster Freud was rather interested in writing, and there is no 
doubt that as an adult he was possessed of  consummate writing skills. At 
the age of  4 he was given a copy of  a short essay by the german Jewish 
writer Ludwig Börne, published in 840 and entitled The Art of  Becoming 
an Original Writer in Three Days. In it Börne suggested that one “take a few 
sheets of  paper and for three days in a row, without guile or hypocrisy, 
write down everything that goes through your head.” he averred, “At the 
end of  the three days you will be beside yourself  with astonishment at the 
new and surprising thoughts you have had.” Later in life Freud pioneered 
the technique of  free association, according to which the patient is to tell the 
therapist whatever thoughts come up in the therapy session, without engag-
ing in any censoring. It seems likely that the germ of  this idea was planted 
when Freud read Börne’s essay.

Medical Training and Early Career
In this section we discuss Freud’s experiences during late adolescence and 
his twenties, when he completed his formal medical education, as a part of  
which he acquired certain ideas about the functioning of  the central ner-
vous system. he came in contact with an important early colleague, Josef  
Breuer, from whom he learned of  the case of  Anna O., and he became 
more knowledgeable about hypnosis during two trips to France, which set 
the stage for the later development of  his ideas about the unconscious.

At the age of  7 Freud enrolled at the University of  Vienna, and eight 
years later he completed his medical training, having also spent a year in 
the armed forces during this time. he continued to do basic research at 
the Vienna Institute of  Physiology for a year after graduating from medical 
school and then embarked on what amounted to a three-year residency in 
neurology at the Vienna general hospital, completing this in 885. At the 
physiology lab Freud’s supervisor convinced him that that the nervous sys-
tem did not spontaneously produce any central activity but was essentially 
reactive. Freud came to believe that the central nervous system acted in 
such a way as to keep incoming stimuli to a minimum and that it remained at 
rest until stimulated by outside energies. Thus, he viewed the human central 
nervous system as a separate entity that acted only so as to decrease exter-
nal input. From this reductionist perspective, he did not accept as first prin-
ciple the idea that human beings strive toward goals. his later development 
of  the theory of  psychoanalysis relies heavily on such a non-teleological 
view of  human behavior and is evident, for example, in his idea that religion 
is best understood as a reaction against the naturally occurring impulse to 
kill one’s father.

During his residency at Vienna general hospital in the early 880s 
Freud completed some of  the earliest studies on cocaine and for a few 
years was an enthusiastic supporter of  the use of  this drug. he suffered a 
career disappointment when a colleague received the scientific credit for 
demonstrating the anesthetic properties of  cocaine. Moreover, before long 
it became evident that cocaine was highly addictive and had other serious 
side effects, particularly when injected. This proved to be something of  a 
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public embarrassment for Freud within the local medical community, given 
his enthusiasm. It is likely that this incident did not improve the reception of  
local physicians some years later when Freud came up with his next “revo-
lutionary” idea, that of  psychoanalysis.

During residency Freud became friendly with a somewhat older neu-
rologist by the name of  Josef  Breuer (842–925), who told him of  his 
patient “Anna O.” One of  only two surviving children, Anna O. had an older 
brother who was greatly valued by their parents. Anna O. herself  was very 
bright but was never given more than a lady’s education. When her father 
fell ill in 880, Anna O., then 2 years old, had to look after him at night. She 
soon became unable to do so, because she developed contractures, loss of  
sensation in various parts of  the body, visual disturbances, difficulty eating, 
and a distressing nervous cough. By november of  that year she was taken 
to see Breuer, who began treating her for hysteria, a condition correspond-
ing to more modern ideas of  a conversion disorder. When her father died 
in April 88, Anna O.’s symptoms became even more severe and now 
included difficulties with her speech, communication in alternating European 
languages, and two distinct personalities.

Breuer treated Anna O. daily, and very early in treatment the procedure 
involved having Anna O. talk about her life and symptoms while in a state 
of  self-induced hypnosis. This capacity was familiar to Anna O., who had a 
longstanding habit of  intense daydreaming, including spending time in her 
“private theater.” Together, Breuer and Anna O. discovered that this pro-
cess relieved her symptoms. It was Anna O.  herself  who described this 
cathartic approach as “the talking cure.” Later on, Breuer hypnotized Anna 
O., with a similar symptom-relieving result, leading to the discovery that 
insight could be gained in this way about the origin of  each symptom.

The story of  Anna O. is important for several reasons. It demonstrated 
for Freud that mind and body are not separate. It demonstrated the power 
of  hypnosis to afford relief  but also illustrated the value of  talking about 
symptoms and their origins as a means to resolve them. It pointed to a sex-
ual component in the etiology of  hysteria, a concept that Freud embraced 
more readily than Breuer. The origin of  the word “hysteria” suggests its 
early association with women, as evidenced by the word’s greek origin, 
hystera (“uterus”).

The differences between Freud and Breuer regarding this case were a 
factor in the falling out between the two shortly after they published Studies 
on Hysteria together in 895. This was the first of  many ruptures between 
Freud and his collaborators. At least in Freud’s mind, this conflict replicated 
the pattern of  his early relationship with Johann, the son of  his half-brother.

Another very important point can be made here. The case history, as writ-
ten by Breuer and published in Studies on Hysteria, is controversial because 
some of  the details are known to be inconsistent with historically verifi-
able events, in particular the ultimate conclusion of  the case. Throughout all 
of  psychodynamic theory and most other psychological theories there are 
many case histories about patients in which the details have been altered 
in such a way as to make the stories more applicable to the theory and 
the inferences less ambiguous. It is important to understand that “teaching 
tales” of  this sort are delivered within a particular context. The altering 
of  details should not to be understood as frank mendacity but rather as 
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an accepted way of  presenting and illustrating theory. It is important to 
remember, when reading historical cases with colorfully embellished mate-
rial, that this type of  teaching tale was a culturally understood way of  mak-
ing a point in that time and place in history. The details of  actual patients’ 
lives are usually less perfectly consistent with theory.

Based in part on his discussions with Breuer, Freud undertook two trips 
to France to study hypnosis in the second half  of  the 880s. At the end of  
his residency in 885 Freud spent five months at La Salpêtrière hospital 
in Paris, studying under the French neurologist Jean-Martin Charcot 
(825-893), who believed that hysteria was a legitimate central nervous 
system disease and not simple malingering. Like Breuer, Charcot believed 
that hysteria was inevitably related to sexual matters. Charcot was quite a 
famous man at that time—and rightly so. By inducing and removing paraly-
sis through hypnosis, he was able to demonstrate more conclusively than 
anyone had done before that one’s mind can influence the functioning of  
one’s body.

Four years later Freud returned to France, this time to study hypnosis 
for three weeks in the city of  nancy. While there he observed French neu-
rologist hippolyte Bernheim (840–99) induce posthypnotic amnesia in 
a female patient. he was particularly struck that this woman was able to 
recall the forgotten incident when Bernheim firmly insisted that she do so. 
In another demonstration, Bernheim instructed a woman who had been 
hypnotized that when a certain number of  minutes had passed after she 
awakened from the trance, she was to go to the corner of  the room and 
open an umbrella she found there. When the woman subsequently opened 
the umbrella as instructed, Bernheim asked her why she had done so, to 
which she replied that she wished to determine if  the umbrella were hers. 
From these demonstrations, Freud came away with two useful observa-
tions. First, he learned that memories can be repressed and then later 
recalled with effort. Second, he came to understand that people might act 
because of  motivations of  which they were unaware and subsequently offer 
incorrect explanations for their behavior.

Private Practice in Vienna
In 886 Freud, now 30 years old, opened a private neurological practice 
with an initial specialty in treating hysteria, in the expectation that such a 
business model would afford him sufficient income to marry. Indeed, sev-
eral months later he married his long-time sweetheart, Martha Bernays 
(86–95), a woman from hamburg. The Freuds went on to have three 
sons and three daughters, of  whom the youngest was Anna Freud, born in 
895. During the decade after his marriage, Freud continued to refine his 
ideas about the unconscious, and the idea of  “working through” began to 
crystallize in his mind. In addition, his private practice patients afforded him 
an opportunity to experiment with the technique of  free association.

In the late nineteenth century many educated people believed that an 
unconscious mind must exist, because manifestly rational people some-
times behaved in an unusual or self-defeating manner. By this point in his life 
Freud fully subscribed to the idea that people with mental problems might 
benefit from an investigation of  their unconscious mind. Moreover, Freud 
now believed he had found a way to plumb the unconscious mind, based on 
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his experiences with Breuer and while learning hypnosis in France. In time, 
Freud would have a great deal to say about the structure and function of  
the human unconscious.

Among Freud’s early patients in his neurological practice were the pseud-
onymous Emmy von n. and Elisabeth von R. The first patient, Emmy von 
n., was a 40-year-old widow who presented with mild delirium, anxiety, 
various pains, and a speech disturbance. Freud treated her in 889 and again 
the following year. Under hypnosis, he was able to address each of  Emmy 
von n.’s symptoms, but the results were transitory, and a return of  symp-
toms followed the end of  treatment.

In the two years before the second patient, Elisabeth von R., began see-
ing Freud in the fall of  892, she had suffered with leg pains and conse-
quent difficulty standing and walking. Freud asked her to lie on a couch 
with her eyes closed. Instead of  addressing her symptoms under hypnosis, 
he held his hand on her forehead and asked her to concentrate on the 
origin of  each of  her symptoms. Freud had learned from Anna O. the need 
to address psychological material repeatedly and in depth. he later wrote 
that this technique, which he called working through, permitted the therapist 
gradually to overcome the patient’s resistance. For now, however, he simply 
understood that he needed to ask his patient questions, but Elisabeth von 
R. complained that he was asking too many questions and interrupting her 
train of  thought. At another point she commented that she hadn’t reported 
all her thoughts, explaining, “I didn’t think it was what you wanted.”

These events—and Freud’s recall of  Börne’s essay on how to become 
an original writer in three days—appear to have contributed to the devel-
opment of  the free association technique. In time Freud concluded that 
hypnosis did not result in a lasting cure of  hysteria, and he abandoned this 
treatment modality altogether.

The technique of free association is still applied in formal psychoanalysis and 
is relevant in other psychodynamic techniques, where free-flowing thought 
and spontaneity of speech deliver similarly useful material. In 96–7 Freud 
described free association as follows: “We instruct the patient to put himself  
into a state of quiet, unreflecting self-observation, and to report to us whatever 
internal observations he is able to make.” The patient is further exhorted not to 
“exclude any [observation], whether on the ground that it is too disagreeable 
or too indiscreet to say, or that it is too unimportant or irrelevant, or that it is 
nonsensical and need not be said.”

Freud continued to work on making sense of  the relationship between 
the symptoms of  hysteria and sexual matters. For a short time he came to 
believe that his young female patients with hysteria had actually been sexu-
ally victimized. In 896 he presented a paper at the local medical society in 
which he proposed the sexual seduction hypothesis. In the paper he described 
a series of  8 cases of  hysteria, in which all patients reported having been 
sexually abused. The paper was not well received, and one and a half  years 
later Freud modified his position, suggesting that these “seductions” were 
mostly imaginary and reflected the activity of  the unconscious. he asserted 
that the normal early childhood sexual impulses of  these female patients 
had led them at an unconscious level to respond as if  they had actually been 
sexually abused, and they developed conversion symptoms because of  that.
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Although he backed away from his original hypothesis, even as doubts 
accrued, Freud never denied that some cases of  hysteria stem from actual 
sexual abuse. Freud also never backed away from his belief  in the sexual 
etiology of  psychoneuroses, his term for mental conditions originating in 
childhood and caused by conflict or trauma. In any event, for the rest of  
his life Freud believed that the way a young child copes with sexual instincts 
was the prime mover in the development of  personality, not only in cases 
of  hysteria but in all human beings, including both those with and without 
psychopathology.

It was in the same year, 896, that Freud’s father, Jakob, became ill and 
died a few months later. Freud knew, of  course, that his father would die, and 
he was surprised about how depressed he felt about this. he therefore set 
about to analyze himself, chiefly by dissecting his own dreams. From these he 
concluded that he felt guilty over a repressed wish that his father would die, 
and he went on to work out the importance of  his Oedipal strivings. Freud 
was very excited to have discovered the “secret” of  dreams, and he went on 
to write The Interpretation of  Dreams, the first major work he would publish 
on his own. Although it was released in late 899, the book’s publication date 
was 900. With this book Freud began to receive limited recognition of  his 
ideas from the medical community, even if  The Interpretation of  Dreams sold 
only 600 copies in the first eight years after its publication.

At about this time Freud was also obsessively at work on a document 
posthumously published and dubbed “The Project” (Freud, 895/953). 
A neurologist by training, Freud hoped to develop a “psychology for neu-
rologists.” he quickly abandoned this idea—finding it untenable and utterly 
unworkable. nevertheless, he used his knowledge of  neurological structure 
as a basis for his psychological models, a fact reflected in some of  the ter-
minology he chose. Later in his life, Freud made occasional reference to his 
continued belief  that ultimately psychological description would be based 
on our knowledge of  organic substructure. In the end, Freud’s “project” 
reflects his original intention to substantiate the biological basis of  psychol-
ogy, a stance with which many psychiatrists strongly identify.

Freud’s Understanding of  the Psyche
Over the quarter century that followed the publication of  The Interpretation 
of  Dreams, Freud continued to write extensively, and he gradually fleshed 
out theories of  personality development and psychic structure, which later 
commentators have organized as five theories:  the topographic theory, 
dynamic theory, economic theory, genetic theory, and structural theory. 
These theories should not be viewed as competing with one another. Freud 
seldom contradicted his earlier views—although this did occur on sev-
eral occasions, such as when, in 897, he repudiated the sexual seduction 
hypothesis of  896. Rather, the five groupings of  psychodynamic theory 
should be understood as Freud’s alternative approaches to the same body 
of  knowledge. Among these theories, the most important is structural the-
ory, the well-known Freudian conception of  the psyche as consisting of  id, 
ego, and superego. however, to understand the developments that led to 
structural theory, it is important to follow Freud’s evolving thought through 
the other theories.
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Topographic Theory. While The Interpretation of  Dreams lays out Freud’s 
understanding of  the meaning of  dreams, the real significance of  this book 
is that it contains Freud’s first enunciation of  certain enduring tenets of  
his evolving theory, such as the Oedipus complex and the features of  the 
psyche as consisting of  unconscious, preconscious, and conscious systems. 
Within these descriptions Freud also reveals his first version of  his theory 
of  instincts, later known as libido or sexual theory.

Freud’s understanding of  the unconscious was much more sophisticated 
and complex than the way in which the term was generally understood by 
educated people at the time. he viewed the unconscious as a storehouse of  
unacceptable desires, memories, thoughts, and feelings, all pushed out of  con-
scious awareness by the defense of  repression. he believed that introspection 
was insufficient to permit people access to the mental phenomena contained 
in the unconscious, whereas the feelings, thoughts, and impulses contained in 
the conscious were immediately available to awareness. Freud invented a new 
term, the preconscious, to describe the hypothesized “area” of  the psyche that 
lies between the conscious and the unconscious. Material in the preconscious 
is available to awareness through effort (e.g., “Where did I leave my keys?”). 
The preconscious functions as a censor and represses threatening material 
that bubbles up from the unconscious, essentially pushing the material back 
into the unconscious.

The conscious and preconscious function on the basis of  secondary 
process thinking, which is characterized by delay of  instinctual discharge, 
binding of  mental energy in accordance with external reality, and avoid-
ance of  unpleasure. By contrast, the unconscious functions on the basis 
of  primary process thinking, which is alogical, lacks negatives but permits 
contradictions, has no time sense, and utilizes displacement, condensation, 
and symbolization.

Freud suggested that the unconscious was always trying to resolve con-
flicts, as a consequence of  which upsetting thoughts, feelings, or impulses 
(e.g., “I want to murder my parent”) in the unconscious seek conscious 
awareness. In response to this, a censor in the preconscious performs its 
function to “protect” the conscious and generally prevents such forbidden 
material from accessing conscious awareness.

however, when the individual is dreaming, the preconscious censor 
becomes less efficient, and if  the unconscious material is so confused or 
distorted as to make it very difficult to decipher, it may be admitted to 
conscious awareness. Freud believed that dreams are “the royal road to the 
unconscious,” and the usefulness of  dream analysis as a method of  gaining 
access to unconscious material remains an essential tool in psychoanalytic 
treatment. Although current theory extends our understanding of  dreams 
beyond Freud’s relatively simple wish-fulfillment scheme, dreams could be 
argued to allow us a glimpse into primary process thinking.

With regard to dreams, Freud concluded that the unconscious relies 
largely on two obfuscatory strategies, condensation and displacement, 
to prevent conscious awareness of  the true subject of  the dream, a 
wish-fulfillment fantasy. Condensation occurs when an aspect of  the dream 
has more than one meaning, such as when a character in the dream rep-
resents more than one important person in the individual’s life, such as 
boss, parent, and spouse at the same time. Displacement occurs when a 
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threatening concept is replaced by something less threatening, such as when 
intercourse is symbolized by climbing a stairway. Freud also asserted that 
the conscious works to make sense of  the disorganized welter of  images 
arising from the unconscious by stringing together symbols in a way that 
yields a coherent story. This is referred to as secondary elaboration.

Dynamic Theory. An alternate approach used by Freud to understand 
mental life examines the ways in which unconscious factors affect all con-
scious mental life and behavior, including important thoughts, feelings, and 
actions, as well as dreams, jokes, slips of  the tongue, choice of  job, choice 
of  spouse, and so on. This is the notion of  psychic determinism, that every 
thought or act is caused by prior mental events, many not accessible to con-
scious awareness. having rejected the sexual seduction hypothesis, Freud 
concluded that all humans have sexual instinctual drives that are repressed. 
he further believed that these sexual instinctual drives are the prime mov-
ers in shaping human development. Repressed drives manifest themselves 
in obscure ways, including symptoms and fantasies, sometimes called drive 
derivatives.

Just as Freud believed that condensation permitted a single dream ele-
ment to carry multiple meanings, so too did he believe that symptoms, psy-
chic events, and behavior may have more than one cause and may serve 
more than one purpose—that is, they are multidetermined. Furthermore, 
the idea that all conscious mental life is affected by unconscious factors nec-
essarily means that in each of  our behaviors it is possible to detect primary 
process thinking, with all of  its lack of  logic, self-contradiction, timelessness, 
and primitive distortions.

Multidetermination (or overdetermination, to use Freud’s original term) 
reflects the idea that all psychic phenomena arise as a convergence or 
compromise among multiple factors or causes. The concept is important 
because it reminds us of  the fact that, in a psychodynamic sense, there is 
no simple cause for any symptom or experience. We must look deeper and 
expect that any heavily reinforced psychological theme will have multiple 
origins, arising from any source—biological, psychological, or environmen-
tal. Because the mind is exquisitely adept at recognizing patterns, any point 
of  similarity, including similar affective experience, can cause two elements 
to become associated.

Economic Theory. This view of  mental life, which is sometimes referred 
to as the energy transfer or hydraulic theory, begins with Freud’s assertion 
that the amount of  psychic energy within the mind varies depending on 
circumstances. Freud believed that an increase in central stimulation occurs 
when the body makes a demand on the psyche, which is the definition of  an 
instinctual drive. he explained that instincts have four characteristics. They 
correspond to a body deficiency of  some kind (e.g., nutritional deficit), 
they aim to eliminate the deficiency (e.g., by satiating hunger), they seek an 
object that will accomplish this (e.g., food), and their magnitude depends on 
the degree of  the body deficiency (e.g., how long since one last ate). When 
an instinctual drive arises, it creates a hypothetical central stimulation. This 
increases psychic energy and is referred to as unpleasure, as is consistent 
with Freud’s view that the central nervous system functions to minimize 
incoming stimulation. The discharge of  such psychic energy is said to be 
consistent with the pleasure principle.
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Freud further indicated that one could localize the psychic energy that 
arises from drives, in the sense that the energy is cathected to a mental 
representation of  a person or thing, called an object. Incidentally, cathexis 
is an awkward translation of  Freud’s use of  the german word Besetzung, 
which means occupation or possession, particularly in the military sense. 
If  the immediate discharge of  the psychic energy, as would be consistent 
with the pleasure principle, might lead to some prohibited action, such 
as sexual impropriety or inappropriate aggression, then countercathexis 
(Gegenbesetzung or counter-possession) may be utilized to move the psy-
chic energy elsewhere, perhaps using simple repression or displacement. 
Both cathexis and countercathexis require the investment of  energy, which 
in turn means that energy must be withdrawn from other parts of  the cen-
tral nervous system. Freud believed that the need to cope with our instinc-
tual drives weighs us down, because we expend energy for the resulting 
cathexes and countercathexes.

In 905 Freud published Three Essays on the Theory of  Sexuality, in which 
he drew together his ideas about sex and hysteria, on one hand, and sex 
and dreams, on the other hand. In this work he introduced the idea of  
libido, which is the term he used to describe the energy associated with 
the life-directed instinct, which he named eros. Of  course, Freud viewed 
libido as mostly sexual in nature. For many years Freud wrote extensively 
about how libido is cathected or countercathected, and it wasn’t until about 
920 that he began to write about aggressive instincts, which later became 
known as the death instinct, or thanatos.

Thus, the economic theory undergirds the idea that any human activity, no 
matter how refined or creative, ultimately results from the psyche’s attempt 
to deal with instinctual drives, of  which we are often unconscious. In Freud’s 
view, the fundamental psychic activity of  human beings is to achieve a state 
of  equilibrium. It is the direction and redirection of  instinctual drives that 
gives rise to art, culture, and all other human accomplishments.

A case in point relates to the phenomenon of  transference, accord-
ing to which people perceive one another in part based on interpersonal 
templates that are established early in life. It is self-evident that we do not 
respond de novo to each person in our daily lives but instead rely on habits 
and expectations based on early experience: male authority figures are like 
this, young females are like that, agitated people are likely to do this, and so 
on. however, most of  the time we really believe that we are responding 
in a veridical fashion to our interlocutors, and we don’t recognize the role 
played by habits and expectations, of  which we are at best dimly aware. 
In treatment, Freud believed that by paying attention to transference dis-
tortions one might gain very useful information, insofar as such distortions 
signal the presence of  earlier problems in relationships, which in turn might 
shed light on all kinds of  personality problems. Moreover, Freud believed 
that transference distortions often point to the development of  particular 
ego defenses and thus symptoms of  psychopathology, a point to which will 
return.

Genetic Theory. In Three Essays on the Theory of  Sexuality Freud first pre-
sented a theory of  psychosexual development, which represents the fourth 
of  Freud’s approaches to mental life. The genetic theory builds on the eco-
nomic theory by investigating developmental shifts in the cathexis of  libido 
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during childhood. Freud believed that during the first 8 months of  life libidi-
nal tensions are centered about the mouth, lips, and tongue, and unplea-
sure is discharged by sucking, biting, and chewing. This is the oral phase of  
development. Cathexis then moves to the anal zone, and unpleasure is dis-
charged first by expelling feces and then by retaining them. Around the age 
of  three cathexis moves to the genitalia, giving rise to the phallic or Oedipal 
phase of  development, which we have already discussed. Following this 
period comes the relatively quiescent latency period, and concerns about 
sexual matters do not resurface until the genital stage, in which adolescents, 
according to Freud, rebel against parents and become amorously involved 
with peers as a means to avoid awareness of  incestuous wishes vis-à-vis 
their parents.

Freud suggested that a person might move fairly comfortably through one 
or more of  these stages, or there might be fixation or regression. Fixation 
involves frank developmental arrest, while regression involves a tendency to 
return to an earlier stage when under stress. Freud believed that both fixation 
and regression result from substantial frustration or, less often, from excessive 
gratification during the developmental tasks required in a given stage. Freud 
also discussed characteristic patterns of  behavior that accompany fixation and 
regression at each developmental stage, but we will defer discussion of  these 
characterological implications until we speak about one of  Freud’s psychoana-
lytic disciples, Wilhelm Reich.

By this time Freud had worked out a remarkably sophisticated theory 
of  mental life, in which he related adult character structure to early child-
hood development and to responsive interaction by caregivers at crucial 
developmental stages, all driven by the individual’s attempts to cope with 
the sexual instinct. It was Freud’s view that when caregivers fail to meet a 
young child’s shifting developmental needs, the child is likely to develop psy-
chological difficulties characteristic of  the particular developmental period 
that has gone awry.

Structural Theory. This version of  theory was first presented in Freud’s 
920 work, Beyond the Pleasure Principle. According to this last of  the five 
theories, the mind is understood not as three systems (unconscious, pre-
conscious, conscious) but as three agents (id, ego, superego).

The id doesn’t differ too much in concept from the unconscious, and it con-
tains all the sexual and aggressive instinctual drives, as well as all of  the wishes 
reflecting memories of  earlier gratifications. The id cannot tolerate tension, 
and when it experiences unresolved drives, it demands immediate gratifica-
tion. It may accomplish this by reflex action, which is an automatic physical 
response to tension, like sneezing. Alternately, the id may seek gratification 
through wish fulfillment, in which it conjures up an image or hallucination of  
something that would satisfy the drive state. For example, the id imagines a 
breast in response to hunger. Thus, reflex action and wish fulfillment are the 
means by which the id seeks to decrease tension, and they are collectively 
referred to as primary processes.

While the id may not differ much from the unconscious, the ego is not 
equivalent to the conscious. In fact, the ego has both a conscious and an 
unconscious component. The ego includes all the mental elements that 
regulate the interaction between the id’s instinctual drives and the demands 
of  both the superego and the external world. The ego utilizes the reality 
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principle, according to which it attempts to reduce tension in a manner that 
is as adaptive as possible to external reality. More emphasis is placed on 
the attainment of  pleasure in the future than at present. If  the id’s opera-
tions reflect undirected passions, the ego’s operations largely reflect good 
sense. Early on Freud believed that the ego was a small appendage of  the id. 
gradually, he began to view it as larger and more important. It was only at 
the end of  Freud’s life that he acknowledged the existence of  more than a 
rudimentary ego at birth, having previously believed that the ego developed 
only as a consequence of  the effect of  the external world on the id’s drives.

In an attempt to control and regulate the unacceptable material projected 
into it by the id, the ego makes use of  various defense mechanisms. Freud 
described a number of  such defense mechanisms, and more were subse-
quently worked out by other ego psychologists, particularly Freud’s daughter, 
Anna. We will defer a description of  the ego defenses until later on, focus-
ing for now on only one, the fundamental defense mechanism described in 
some detail by Freud: repression. This involves preventing conscious aware-
ness of  threatening thoughts and feelings by either keeping them confined to 
the unconscious or by moving them from the conscious to the unconscious.

According to Freud, repression of  dangerous impulses and painful memo-
ries occurs over the entire course of  life. Of  course, much of  the mate-
rial about which one is not currently conscious has not been repressed. 
For example, telephone numbers and appointment times are simply in the 
preconscious and are available to consciousness through effortful intro-
spection. Freud believed that repressed material usually continues to have 
an effect on the conscious, in that such material might appear in distorted 
form, such as in dreams, anxiety, or other symptoms.

Freud believed that psychoanalytic patients require an adequately function-
ing observing ego in order to participate in treatment. he believed that most 
individuals are capable of observing their own psychological processes and can 
build an alliance with the therapist for this purpose, but he raised the question 
of whether a sufficiently strong observing ego is to be found in individuals with 
very severe personality disorders, psychoses, and other major disturbances. 
Thus, psychoanalysis and other forms of psychotherapeutic treatment often 
set as one goal of treatment the development of an observing ego.

Even when there is an adequate observing ego, one is still faced with an 
implicit contradiction. If  in treatment one wishes to help the ego deal more 
effectively with id impulses, the observing ego must permit at least some 
conscious awareness of  both the ego’s defenses and the material against 
which it is defending itself. In other words, the ego has to permit awareness 
of  that which it finds threatening. This is why resistance occurs in treatment. 
The ego is both invested in decreasing distress and, at the same time, fearful 
of  taking the steps necessary to accomplish this, and progress therefore is 
slow. It is for this reason that working through is such an important aspect of  
treatment. Freud encouraged the therapist to focus on “whatever is pres-
ent for the time being on the surface of  the patient’s mind,” although work 
in depth is also required. The ego needs a relatively long time to drop its 
guard against material that it fears, and it will not permit the therapist to 
rush the process. Indeed, if  the therapist pushes too hard, the resistance 
will become overwhelming and the patient may either flee treatment or, 
worse yet, decompensate.



2 PSyChOLOgICAL ThEORIES: KEy COnCEPTS 25

The final agent in the structural theory is the superego, which is partly 
conscious and partly unconscious. The superego, which tends to be absolu-
tistic and unforgiving, is thought to arise in connection with the resolution of  
the Oedipus complex, when the child takes on parental values and internal-
izes the risk of  parental punishment. Although many psychoanalytic theo-
rists and other commentators equate the superego with the conscience, 
in the New Introductory Lectures of  933 Freud rejected the confusing idea 
that this structural agent is equivalent to one of  its functions. The functions 
of  the superego, according to Freud, are self-observation, conscience, and 
maintenance of  the ego ideal.

Of  note, the ego ideal is not a function of  the superego but rather a coun-
terpart function that is associated with the superego. Ultimately, in 933 
Freud declared that the ego ideal was contained within the superego. In the 
same 933 paper, Freud described the ego ideal as “the precipitate of  the 
old picture of  the parents, the expression of  admiration for the perfection 
which the child then attributed to them.” Failure to meet the demands of  
the ego ideal produces the feeling of  shame, in contrast to the feeling of  
guilt produced by failure to meet the demands of  the superego.

Freud’s Understanding of  Psychopathology
In general, Freud viewed psychopathology as evidence that the ego has 
failed to mediate successfully among id impulses, superego demands, and 
the demands of  external reality. In other words, he viewed each symptom 
as a defense against an unbearable experience. This might happen in three 
ways: an id impulse is opposed by the ego’s awareness of  reality contingen-
cies (e.g., the fear of  being fired if  one yells at one’s boss), or there may be 
conflict among psychic agents (e.g., the fear that speaking up for oneself  will 
make one feel like a whiner), or the ego may defend against a dangerous, 
instinctually based wish (e.g., the impulse to pursue a potential sex partner 
who reminds one of  a parent). Similarly, Freud believed that anxiety might 
come from three sources. he believed that external or “real” anxiety results 
from external danger, while neurotic anxiety reflects conflict between the 
id and the ego, and moral anxiety reflects conflict between the ego and 
the superego. Freud ultimately came to believe that anxiety was in effect 
a danger signal, leading the ego to mobilize its defenses against unpleasant 
consequences of  some kind. he pointed out that people often view anxiety 
as external, but not infrequently such anxiety is due to internal conflict. For 
example, Freud viewed phobias as a reflection of  conflict between ego and 
superego or—more commonly—between ego and id.

Psychosis was not well understood by Freud. This is not surprising since 
his theory encompasses an understanding of  normal human development 
and psychoneurosis, his term for mental disorders arising in childhood from 
intrapsychic conflict, such as trauma or an inadequately resolved Oedipus 
complex. In short, there is not much in his theory that allows for a useful 
psychological understanding of  psychotic thought processes.

Freud’s Ideas About Psychoanalytic Treatment
Freud thought of  psychoanalysis as a theory of  personality, as a method of  
inquiry, and as a type of  psychological treatment. he was quite direct in stat-
ing that he was less interested in psychoanalysis as a treatment technique 
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than in the value of  psychoanalysis as a method of  inquiry leading in turn to 
a theory of  personality. nonetheless, he did offer a number of  observations 
about treatment. In 922 Freud wrote the following:

The assumption that there are unconscious mental processes, 
the recognition of  the theory of  resistance and repression, the 
appreciation of  the importance of  sexuality and of  the Oedipus 
complex—these constitute the principal subject matter of  
psychoanalysis and the foundations of  its theory. no-one who cannot 
accept them all should count himself  as a psychoanalyst.

nine years earlier he had compared psychoanalysis to a chess game, and 
he wrote:

Anyone who hopes to learn the noble game of  chess from books 
will soon discover that only the openings and end-games admit of  
an exhaustive systematic presentation and that the infinite variety of  
moves which develop after the opening defy any such description.

In general, the goals of  psychoanalysis include making the unconscious 
conscious, working through transference and resistance, and improving the 
functioning of  ego, as a consequence of  which, according to Freud (933), 
“Where id was, there shall ego be.” Of  course, treatment requires that the 
patient have an observing ego that is sufficiently strong to be able to establish 
an alliance with the therapist. After a working relationship is established, 
patient and therapist focus primarily on the transference, because explora-
tion of  the associated distortions permits a better understanding of  the 
patient’s defense structure. With this greater understanding, the patient may 
be willing to try responding to formerly threatening unconscious impulses 
in a new way. Later commentators have pointed out that analysis of  the 
transference also provides the patient an opportunity to learn to resolve 
differences in relationships, and they have noted that exploration of  the 
transference has a particular advantage over discussion of  the patient’s rela-
tionships outside of  therapy, in that the data are directly available and are 
not filtered through any misperceptions on the patient’s part.

Freud urged that patient and therapist repeatedly work through whatever 
material comes up in the session, so that resistance gradually wears away. 
Finally, Freud warned that just as patients distort their perception of  thera-
pists based on early learning, so also do therapists distort their perception 
of  patients based on early learning, a phenomenon he called countertransfer-
ence. The therapist must utilize knowledge about the self  to ensure that 
he or she doesn’t misperceive the patient and thus proceed in treatment 
in a way that is based less on the patient than on the idiosyncrasies of  the 
analyst’s background. This self-knowledge is often most efficiently devel-
oped during a training analysis for individuals who are completing formal 
psychoanalytic education. Alternatively, such knowledge can come from 
psychotherapy that forms a part of  a therapist’s education or from case 
supervision.

Freud’s Old Age
In this final portion of  our thematic biography, we learn about the psycho-
analytic diaspora and refer one last time to Freud’s ideas about religion.
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It was in 923 when, at the age of  67, Freud was diagnosed with cancer 
of  the palate. This was hardly a surprise, in view of  his habit of  smoking as 
many as 20 cigars per day throughout much of  his adult life. Over the next 
6 years Freud endured 33 surgical procedures. he had to wear a series 
of  painful dental prostheses, and early on he secured a promise from his 
personal physician, Dr. Max Schur, to the effect that when he could no 
longer carry on, Dr.  Schur would make available to him the means to 
end his life.

however, Freud did carry on. he continued to see patients and to publish 
extensively, and as his fame grew, he gained increasing acceptance from 
the medical establishment. In 930 he was awarded the goethe Prize for 
literature, the premier prize of  its kind in german-speaking countries. To 
accept the prize he traveled to Frankfurt am Main, in germany, but here 
his presence was protested by anti-Semitic organizations, whose members 
decried the receipt of  this coveted prize by a Jewish scientist.

In January 933 the national Socialists came to power in germany, and 
four months later the first book burning took place in Berlin. One of  the 
nazis present at the book burning is reported to have shouted, “Against the 
soul-destroying overestimation of  the sex life and on behalf  of  the nobility 
of  the human soul I offer to the flames the writings of  Sigmund Freud!” 
Upon learning of  the incident, Freud deadpanned, “What progress we are 
making! In the Middle Ages they would have burned me; nowadays they are 
content with burning my books” ( Jones, 953).

Like many older Jews who minimized the significance of  the nazis’ 
anti-Semitic rhetoric, Freud repeatedly delayed his flight from Central 
Europe. hundreds of  thousands of  younger Jewish scientists, artists, and 
ordinary people left Central Europe during the mid-930s, and many found 
refuge in English-speaking countries. In fact, this pattern of  emigration had 
a profound influence on the history of  psychoanalysis in the postwar years. 
But in the mid-930s Freud was entering his ninth decade, and he felt unable 
to leave Vienna. he wrote to a friend, “Where should I go in my state of  
dependence and physical helplessness?” (Freud, 970).

Freud’s calculation began to change when in March 938 the germans 
marched into Vienna and officials of  the new government began directly 
harassing the Freuds. After Freud’s daughter Anna was picked up by the 
gestapo for questioning and then subsequently released, Freud finally 
agreed to accept the assistance of  his biographer, Ernest Jones, to find suit-
able arrangements in London. In June 938 he left Vienna for London in the 
company of  his wife, her sister, their daughter, and his personal physician, 
Dr. Schur. Jones took great pains to provide an appropriate setting for Freud 
in London, who continued to see patients, meeting with them in a consulting 
room that was designed as a replica of  the one he left behind in Vienna.

Freud’s final work, Moses and Monotheism, was published simultaneously 
in german and English in the summer of  939. In it he took aim at the 
foundational story of  Judaism, as we have previously described. In late 
September 939, three weeks after the outbreak of  World War II, Freud 
let Dr. Schur know that the time had come for him to die. Dr. Schur there-
fore administered increasing doses of  morphine, and death followed within 
24 hours.
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The Vienna Psychoanalytic Society
We turn now to the theories of  Freud’s first acolytes, and we look in on 
some of  the earliest disputes within psychoanalysis. In particular, we explore 
the logical consequences of  building psychological theories that don’t rely 
on sexual impulses as a foundational principle, and we learn of  several 
attempts to make psychoanalysis briefer and more accessible. Perhaps most 
importantly, we learn about an early case in which erotic transference and 
countertransference went spectacularly wrong. A fundamental understand-
ing that erotic transference is both real and common is extremely important 
for persons learning about psychotherapy. This story, featuring Carl Jung, is 
especially not to be missed.

In 902 Freud began meeting with colleagues in his apartment after din-
ner on Wednesday evenings “to discuss interesting topics in psychology and 
neuropathology,” as he wrote to an early invitee. By 908 these meetings 
had developed into the Vienna Psychoanalytic Society and included such 
early luminaries as Alfred Adler, Carl Jung, Sándor Ferenczi, Otto Rank, 
and Ernest Jones, among others. Almost all of  the early members eventu-
ally broke with Freud, and the tenor of  the meetings was often rancorous. 
As we have noted, Freud had difficulty maintaining long-term collaboration 
with colleagues, particularly since he generally insisted that others subscribe 
unquestioningly to certain tenets of  his theory, most importantly his theory 
of  instincts, also known as libido or sexual theory. Unfortunately, this com-
bination of  rigid authoritarianism and a willingness to break ties continued 
to plague psychoanalysis for many years after Freud’s death.

here are some comments about four of  the early members of  the 
Vienna Psychoanalytic Society.

Alfred Adler (870–937)
The man who would become the first president of  the Vienna Psychoanalytic 
Society grew up in a poor suburb of  Vienna. Adler was the third of  six chil-
dren in a family of  hungarian Jews, a small child who suffered from rickets. 
Early on, Adler performed poorly in school, but by his teens he was earning 
better grades, and at the age of  8 he enrolled in the medical school at the 
University of  Vienna. Upon graduating in 895, he initially practiced as an 
ophthalmologist, but he soon transferred to general medicine. however, 
after several patients died of  diabetes, he switched again, this time taking up 
psychiatry. Adler acquired a copy of  The Interpretation of  Dreams the year 
that it was published, and he wrote an article in its defense, which led to 
a meeting with Freud in 902. The relationship between Freud and Adler 
lasted until 9, having ended after Adler wrote a paper called A critical 
review of  the Freudian sexual theory of  psychic life.

Adler’s convictions were very different from those of  Freud, and the two 
men didn’t actually have much in common. For example, Adler doubted 
that sexual factors played much of  a role in development, believing instead 
that the fundamental organizing principle in human development was the 
wish to achieve superiority. In this connection, Adler reinterpreted the 
Oedipus complex as an attempt to assert power within the family. Adler 
paid little attention to repression and was not interested in the unconscious. 
he believed that human development was not much affected by instincts 
or drives but instead by the necessity to resolve cultural challenges. Thus, 
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Adler rejected every one of  Freud’s 922 requirements for psychoanalysis. 
To the end of  his life Freud remained unhappy about what he viewed as the 
apostasy of  his first disciple. he said, “I have made a pygmy great” (Wittels, 
924).

Somewhat in contrast to Freud, Adler was greatly interested in issues 
of  social welfare. he married a fiery Russian intellectual who had strong 
revolutionary convictions, and she later introduced him, with tragic conse-
quences, to Leon Trotsky. This Russian revolutionary, whose real name was 
Lev Bronstein, had escaped en route to Siberian exile and was living with 
his family in Vienna during the years leading up to World War I. For quite 
a long time the Adlers and Bronsteins socialized together with their young 
families on Sunday afternoons in a Viennese park. It was during this period 
that Trotsky began publishing Pravda, and he also became interested in psy-
choanalysis, having subsequently championed this treatment technique in 
the newly formed USSR.

years later, Adler’s daughter, who was a committed Communist, decided 
to move with her husband to the USSR. however, Trotsky had since fallen 
out of  favor, and Valentine Adler was ultimately arrested as a Trotskyite. 
Part of  the evidence presented against her at trial referred to her social 
contacts with the Bronsteins from the time that she was ten years old. In 
the end, Adler’s daughter was convicted and sent to a Soviet prison camp, 
where she died in 942.

given Adler’s lifelong interest in issues of  social justice and social welfare, 
one is not surprised to find a strong undercurrent of  social utopianism in his 
theory. Indeed, when the Social Democrats came to power in Austria after 
the end of  World War I, Adler consulted with them in attempts to improve 
the national educational system.

Adler’s theory is referred to as Individual Psychology. his fundamental 
idea was that one’s personality is shaped by an awareness of  inadequacy. 
he began, in 907, by focusing on organ inferiority, suggesting that humans 
naturally strive to compensate for their physical limitations by relying on 
strengths (napoleon minimized the disadvantage of  his height by culti-
vating his military skills) or by working hard to overcome weaknesses 
(Demosthenes overcame his stutter through practice speaking with pebbles 
in his mouth). By 90, however, Adler suggested that it was not actual 
organ inferiority but, rather, our subjective feelings of  inferiority that moti-
vate us to seek aggression and power. Adler pointed out that human infants 
are weak and vulnerable, and he suggested that there is an innate drive to 
overcome this state. Still later, Adler suggested that people do not seek 
power or aggression but are innately programmed to seek superiority or 
perfection, and he viewed this striving for superiority as the fundamental fact 
of  life. Finally, he revised his position again, adopting the view that people 
strive not so much for personal superiority as for a superior or perfect 
society.

Starting from the assumption that people strive to overcome inadequacy, 
Adler worked out a fairly sophisticated theory of  personality. he developed 
ideas that are in some ways similar to Freudian concepts of  character and 
specific defenses, but his theory embraces a teleological view of  personality 
development (striving for superiority).
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Adler adapted the german notion of  Weltanschauung, or worldview, 
arguing that our early experiences cause us to adopt a certain view of  
the world. The child’s worldview leads to the development of  particular 
cognitive structures or goals, which Adler referred to as fictional finalisms, 
and these in turn lead to a specific style of  life. Based on one’s worldview 
one might develop any one of  a number of  fictional finalisms. For example, 
Person A might have the belief, “I should help other people,” while Person 
B concludes, “you have to grab what you can get,” and Person C decides, 
“Our only reward is in heaven.” Each fictional finalism leads to the choice 
of  a particular style of  life. Using our examples, Person A might become a 
social worker who volunteers frequently at food banks when not working, 
while Person B becomes an aggressive businessperson who later goes into 
politics, and Person C enters a religious community at a young age.

note here the stark contrast to Freud. Adler believed it is one’s goal in 
life, based on early childhood disappointments, that determines personality, 
rather than an attempt to bring about a ceasefire among psychic agencies at 
war over proscribed sexual impulses. Adler suggested that people are free 
to act on early influences and to combine them as they see fit. he argued 
that no two people are ever the same, even if  the ingredients of  their per-
sonalities are similar (Olson & hergenhahn, 20). Adler referred to this as 
the creative self.

Consistent with his political and philosophical beliefs, Adler argued that 
for one’s style of  life to be effective, it should be consistent with social 
interest, described as a desire to live in harmony and friendship with oth-
ers. If  one’s style of  life lacks social interest, it is considered mistaken. In 
contrast to the socially useful type of  personality, Adler spoke about the 
ruling-dominant type, the getting-leaning type, and the avoidant type. he sug-
gested that a mistaken style of  life resulted from poor adjustment to physi-
cal inferiority or from a failure to develop social interest, the latter resulting 
from inadequate parenting. Adler was particularly interested in the effect of  
birth order, as he believed that one’s position within the family affects one’s 
sense of  adequacy and view of  the world. he placed particular emphasis 
on the mother–child relationship, which he insisted must be cooperative 
and not reflect primarily authoritarian, neglectful, or pampering/spoiling ele-
ments. he was direct in suggesting that parental spoiling behavior led to the 
development of  the Oedipus complex, and he generally implied that Freud 
himself  must have been pampered as a child.

Adler was a practical man who was particularly interested in developing 
short-term treatment methods. he experimented with group psychother-
apy and utilized techniques in individual therapy that would now be thought 
of  as cognitive and/or behavioral. he tried to make psychotherapy available 
to working-class people, and he openly acknowledged that their health and 
stability were affected by the social and economic milieu.

Carl G. Jung (875–96)
The elder of  two surviving children of  an unhappy couple, a minister and 
his wife, Jung was born in a small Swiss village along Lake Constance. Jung’s 
father apparently found little solace in his religious beliefs, while Jung’s 
mother was an irascible, powerful, sometimes psychiatrically ill woman, 
whose presentation was so variable from day to day that Jung began to 
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think that she was really two persons in one body. In the same way that Jung 
saw his mother as two people, as a youngster Jung also viewed himself  as 
two people—a schoolboy and a wise old man.

As a youngster, Jung was withdrawn and socially awkward. At the age 
of   he enrolled in an academic high school in Basel, about 00 miles 
from his home. Upon graduation from high school in 895, he enrolled 
at the University of  Basel, where he studied medicine. Throughout his 
childhood and adult life, Jung had experiences that he interpreted as 
occult phenomena. In fact, he wrote his dissertation on his view of  the 
psychology and pathology of  such phenomena. After gaining his medical 
degree in 900, Jung entered the psychiatric residency program at the 
well-respected Burghölzli hospital, the psychiatric facility associated with 
the University of  Zurich. Several years into his residency, Jung married 
the daughter of  a wealthy industrialist, and the couple went on to have 
five children.

At the Burghölzli, Jung trained under the supervision of  Eugen Bleuler, 
a psychiatrist remembered for his seminal contributions to the diagnostic 
classification of  mental disorders and for coining the terms schizophrenia 
and autism, among others. Bleuler and Jung had become interested in the 
work of  Freud, and, as a consequence, Jung and a colleague undertook an 
experimental investigation of  Freud’s ideas about free association by con-
ducting word association tests. They were in fact able to demonstrate a 
correlation between word associations and skin galvanometric responses. 
Of  note, Bleuler subsequently collaborated more extensively with Freud 
but broke with him in 9 over theoretical differences. These included 
concerns about what Bleuler viewed as excessive emphasis on sexuality, 
as well as his concern that the psychoanalytic movement was becoming 
something akin to a power-seeking political party.

Before he ever met Freud, Jung had begun treating a beautiful and highly 
intelligent Russian Jewish teenager, Sabina Spielrein, with Freud’s tech-
niques. She was admitted to the Burghölzli at the age of  9, in late 904, 
with the diagnosis of  “hysterical psychosis.” Shortly after her discharge from 
the Burghölzli in mid-905, Spielrein entered medical school in Zurich and 
started formal psychoanalysis with Jung.

By 906 the dangers of  naïvely conducting psychoanalysis were becoming 
manifest. Spielrein apparently fell in love with Jung rather quickly, a reflec-
tion of  erotic transference. For his part, Jung did not manage his erotic 
countertransference. Indeed, Jung may not have even had any real under-
standing of  countertransference, given the early date of  the case. In 906 
Jung initiated correspondence with Freud and, in his first two letters, dis-
cussed this patient and the extensive problems that were arising. Although 
it is not entirely clear whether the erotic transference–countertransference 
relationship became an overtly sexual relationship, many scholars believe 
that it did. Spielrein’s analysis with Jung ended abruptly in 909, and she 
graduated from medical school two years later. After moving to Munich 
for a brief  period, she settled in Vienna, where she began participating in 
the Wednesday-evening discussions at Freud’s apartment. her brilliance is 
evident in a paper she delivered there in 9 on thanatos, the aggression 
or death instinct.
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In Vienna Spielrein married another Russian Jewish physician. She worked 
for a number of  years as a psychiatrist in Vienna before returning to the 
USSR in 923, where she was one of  the few trained psychoanalysts in a 
country that, thanks to Trotsky, had suddenly become very receptive to this 
treatment method. however, by 924 Trotsky had begun to lose political 
power, and the next year the experimental nursery at which Spielrein briefly 
worked was closed under a cloud of  scandal. This nursery, operated on 
psychoanalytic principles, was attended by the children of  important Soviet 
figures, including the son of  Joseph Stalin. Over time psychoanalysis itself  
was viewed with increasing skepticism by the Communist government, and 
in 930 the Russian Psychoanalytic Association was dissolved altogether. 
Spielrein had long since returned to her native Rostov-on-Don, where she 
continued to work as a psychiatrist until 936. her extended family suffered 
grievously during Stalin’s purges in the mid-930s, and she and her children 
were ultimately murdered by a german mobile killing squad in Rostov-on-
Don in 942.

Transference and countertransference received increasing theoretical 
attention from Freud and his colleagues in the early decades of  the twenti-
eth century. Freud and Jung both published papers on transference, as did 
others. Jung was notably the first analyst to suggest that all psychoanalysts 
have a training analysis as a prerequisite to seeing patients. he had come to 
believe that the first step to helping patients effectively is the development 
of  self-knowledge on the part of  the analyst.

In early 906 Jung sent Freud the paper he had published on word asso-
ciation tests, and late in the following winter Freud invited Jung to visit 
him in Vienna. The first encounter between Jung and Freud was a highly 
engaged conversation that went on for fully 3 hours. On that evening the 
two men discovered that they had several interests in common, including 
the unusual hobby of  collecting objects of  antiquity, not to mention their 
equally matched energy for intense theoretical discussion.

In 907 Jung published a paper on the psychology of  schizophrenia, and 
his theory essentially supported many of  Freud’s views. As discussed earlier, 
Freud’s theory was organized around other phenomena and didn’t satis-
factorily explain psychosis. Jung, who had more experience with psychotic 
patients, felt that adjustments to Freud’s ideas did explain certain aspects 
of  psychosis.

Freud’s relationship with Jung is arguably the most famous, or infamous, 
of  all of  Freud’s relatively short-lived collegial relationships, and their 
breakup led to the creation of  a Jungian branch of  psychoanalysis, called 
Analytical Psychology. The intense relationship was marked by points of  
agreement, but from early on Jung expressed doubts about elements of  
Freud’s theory, especially the universal primacy of  sexual libido over other 
instincts.

Freud and Jung frequently discussed their relationship with one another. 
In a letter to Freud in early 908, Jung suggested that he and Freud avoid 
a future split, given Freud’s pattern of  separating himself  from equals, by 
agreeing that Freud would act in the role of  father and Jung in the role of  
son, thereby establishing “distance” to “enable two hard-headed people to 
exist alongside one another.” The father–son concept was readily embraced 
by both parties. Freud was more than eager to have a non-Jewish “heir” to 
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promote and secure the future of  psychoanalysis. At that time he openly 
worried about the fact that most psychoanalysts were Jewish and the pos-
sibility that his movement might be viewed as a sort of  Jewish sect. This 
led Freud to support Jung’s career by deliberately placing him in positions 
of  authority within what was now an international psychoanalytic move-
ment. The collaboration with Freud didn’t last, however, and their associa-
tion ended in 93, when theoretical differences adversely affected their 
personal relationship.

The lead-up to the development of  Jung’s own psychoanalytic theory 
reminds us eerily of  Freud’s experience in creating psychoanalysis. having 
lost a father figure in Freud, Jung suffered a severe psychological crisis, lead-
ing him to develop new techniques of  self-analysis as a means of  under-
standing and manipulating his severely disturbing experiences. During the 
seven years after his break with Freud just before World War I, Jung was 
unable to do any meaningful outside work. he resigned from all of  his 
academic and psychoanalytic organization appointments, focused on his 
self-analysis, and slept at night with a gun by his bed in case he could no 
longer bear his “confrontation with the unconscious.”

Jung also spent time trying to understand Freud and analyzing the differ-
ences between Adler and Freud, having later published papers explicating 
his ideas about this. When he ultimately resumed treating patients more 
actively, he consciously chose between his own techniques and the tech-
niques of  Freud and Adler, based on patient characteristics.

After those seven long years, Jung resumed a more normal life. What he 
had created was a record of  his self-analysis that became the basis for his 
body of  theory. The technique of  active imagination, as Jungian analysis is 
called, is active and creative for both the patient and the analyst, who work 
in collaboration and engage in activities that may involve drawing or building 
things, as Jung did, or activities such as dancing, with the goal of  fearlessly 
confronting and integrating previously unconscious material. In the 920s, 
an early translator of  Taoist texts pointed out the convergence between 
Taoist philosophy, on one hand, and the drawings from Jung’s self-analysis 
and his personality integration techniques, on the other. This led Jung to 
examine Eastern philosophy and techniques and to publish several books 
on related topics in subsequent years.

One might argue that, just as Freud took his self-analysis as far as he 
needed to in order to gain insight into his own difficulties, so too did Jung 
take his own analysis and theory far enough to understand himself. Both 
men concluded that symptoms serve a psychological purpose, but Jung 
believed they worked to restore balance. Jung proposed a creative process 
called individuation that he believed explained personal development and 
offered a means to treat mental disorders.

Jung was and remains a controversial figure. his theories are as much 
spiritual as psychological. Beyond that, there has been debate regarding a 
series of  events that began when the national Socialists came to power in 
germany in 933. Very soon thereafter the Jews were ejected from the 
general Medical Society of  Psychotherapy as national society members, 
and Jung acceded to a request that he become the Society’s president. To 
his credit, he very quickly used his authority to reorganize the society as an 
international association, which had the effect of  permitting german Jewish 
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analysts to rejoin as individuals. In his position as president Jung also edited 
the Society’s journal. There was an incident in which some material he had 
written some 20 years earlier on the topic of  germanic and Jewish psy-
chology was published, evidently without his knowledge. The material in 
question was actually rather similar to other essays Jung wrote about the 
collective psychology of  national or racial groups, in which he argued that 
each group had specific combinations of  features, and in every case there 
was an imperative to move forward toward balance (to become what is 
missing). Some have argued that Jung should have been more circumspect 
in dealing with the nazis. however, he stated repeatedly that in accepting 
the presidency he hoped to be able to help Jewish analysts. Moreover, he 
later resigned the Society presidency and published a series of  essays that 
were highly critical of  germany. he also attempted to help some Jewish col-
leagues at the time of  their flight from germany in the late 930s, including 
Sigmund Freud, but the latter rebuffed his offers.

It has been suggested that no other Western theorist has proposed 
such a complicated and detailed personality structure as did Jung. he 
is particularly known for the distinction he made between the personal 
unconscious and collective unconscious, the former reflecting only one’s per-
sonal history and the latter containing universals shared by all humans. In 
fact, the idea of  a collective unconscious was not novel, inasmuch as Freud 
had referred to something like a collective unconscious as well. however, 
Jung developed the idea well beyond Freud’s thoughts on the matter, and 
it is generally agreed that the collective unconscious is fundamentally a 
Jungian concept.

Jung worked out how a collective unconscious might function. he posited 
that mental activity is organized around complexes, which he described as 
groups of  ideas with a particular emotional tone. The outer shell of  the 
complex is related to immediate personal experiences and associations, 
while the nuclear element contains archetypes, that is, the transpersonal 
structures for such experiences, which come from the collective uncon-
scious. he described the persona as a complex mediating between the ego 
and the external world, a sort of  mask worn by people in their everyday 
lives, while the shadow is an alter ego image, filled with repressed or primi-
tive feelings. he also discussed the animus and the anima, part-personality 
complexes with respectively male or female characteristics that permit the 
ego to connect to the inner world or objects in the outer world. The self is 
the archetype that provides unity, organization, and stability in personality 
functioning.

Jung developed a theory of  personality types along three orthogonal 
axes:  extraversion–introversion, sensation–intuition, and thinking–feeling. 
In this way he derived 2 × 2 × 2 = 8 personality types (Fig. 2.2), although he 
apparently didn’t believe that these were categorical but simply represented 
extremes along the various axes. Jung believed that in each person one func-
tion (e.g., intuition) was dominant. The “opposite” function (in this case, 
sensation) is the least developed function, while the other two functions 
(in this case, thinking and feeling) are a little more developed, as they sup-
port the dominant function. Thus, each person has a dominant function and 
also a dominant attitude (introversion or extraversion). Jung (92/976) 
described each of  the resulting eight personality types in detail.
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Jung believed that decreased psychopathology would result from the 
development of  better balance among one’s functions and attitudes. he 
believed that the self is the archetype responsible for this process. Jung 
argued that the goal of  life is to achieve self-realization, and he suggested 
that psychopathology results from complexes that are out of  balance or 
markedly opposed to one another. Thus, Jung rejected as prime movers in 
personality development both Freud’s instinctual vicissitudes and Adler’s 
striving for superiority, although he acknowledged that in some situations 
one or the other of  these theories might offer the best explanation. More 
fundamentally, he said, we are driven to know ourselves, both person-
ally and collectively, and when we fail to do so, psychopathology results. 
Further, in contrast to the theories of  Freud and Adler, Jung’s developmen-
tal theory covers not only childhood but the entire lifespan. he was gener-
ally of  the view that one is influenced not only by one’s experience but also 
by one’s goals, thus integrating both causality and teleology into his theory.

Sándor Ferenczi (873–933)
Born near Budapest, hungary, Ferenczi was the son of  Polish Jews. he was 
a middle child among  or 2 surviving children, and his father died when 
he was 5 years old, plunging the mother into a deep depression. Ferenczi, 
like Jung, was interested in spiritualism but decided to study psychiatry. he 
completed medical training in Vienna in 894, after which he returned to 
Budapest before meeting Freud in 908. In subsequent years Freud and 
Ferenczi maintained a voluminous correspondence with one another, and 
he may have been personally closer to Freud than any other disciple, even 
if  Ferenczi was ultimately banished by Freud in 932 due to disagreement 
over the details of  analytic technique.

Extraversion
(focus on external
things, other people)

Introversion
(focus on own
thoughts/ideas)

Sensation
(most salient
perception)

Intuition
(most salient
perception)

Feeling
(as basis for
judgments)

Thinking
(as basis for
judgments)

Figure 2.2. Jung’s theory of  personality types.
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Ferenczi (1934) published a tour de force in which he described parallels 
between sexual ontogeny and phylogeny (e.g., comparing intrauterine life 
with the oceanic existence of  earlier life forms), and this was consistent with 
Freud’s frequent speculation that ontogeny mimics phylogeny. however, 
Ferenczi’s main contribution to psychoanalysis has to do with technique 
rather than theory. Early on, he wrote extensively about how the analyst 
might take a more active stance, either by confronting the patient directly 
or by permitting the patient greater freedom. he urged that psychoanalysis 
be shortened. he was also very interested in the issue of  countertransfer-
ence. In contrast to Freud, Ferenczi maintained that some countertransfer-
ence was appropriate, perhaps inevitable, in psychoanalysis. he permitted 
patients to kiss him, and this brought about a negative reaction from Freud, 
who worried that such behavior might lead to more intimate activities and 
thereby sully the good name of  psychoanalysis.

Otto Rank (884–939)
Originally called Otto Rosenfeld, this future psychoanalyst was born into 
a family of  modest means in Vienna, having worked for a time as a lock-
smith before being introduced to Freud in 906 by his family physician, 
Alfred Adler. Rank became Freud’s protégé, and the older man helped 
Rank finish high school and obtain a doctorate in philosophy in 92 from 
the University of  Vienna. Rank became the first non-medical analyst. he 
was long in Freud’s inner circle but began to break with him in 924, at 
the time that Rank first visited the United States, a country for which 
Freud had little use. By 926 the break was complete, and Rank moved to 
Paris, where he remained for eight years before emigrating to the United 
States in 934.

In terms of  psychoanalytic theory, Rank was interested in how people 
move from union to separation. he went so far as to argue that all devel-
opmental crises are based on the terror of  leaving the womb and the wish 
to return to a state of  primal bliss. he suggested that only through will can 
people develop and move from union to separation. Rank rejected Freud, 
Adler, and Jung when he averred that human development is driven not by 
attempts to cope with sexual instincts, not by a drive to overcome inferi-
ority, and not by the need to individuate. Rather, Rank asserted that we 
can understand a person psychologically by examining his or her success in 
negotiating the tension between union and separation. If  Freud was mostly 
focused on the father–child relationship, Rank was much more interested in 
the mother–child relationship, as would be consistent with his ideas about 
the importance of  the birth trauma.

Rank was another member of  Freud’s inner circle who found himself  
in trouble after he recommended changes in analytic technique, primarily 
with a view toward shortening the process and avoiding a strong focus on 
the past. In 925 he and Ferenczi wrote a book together in which they 
described a model for brief  therapy. In treatment Rank did not take on the 
role of  expert but instead comported himself  as a nonjudgmental helper, 
thus foreshadowing the work of  the American psychologist Carl Rogers. 
Rank was much more focused on the present, on the real relationship with 
the therapist, and on psychology than was Freud, who focused on the past, 
on transference, and on biology.
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In the short term Rank had limited influence on psychoanalytic practice, 
and it wasn’t until the 950s, when Carl Rogers worked out the details 
of  client-centered therapy, that Rank’s ideas became more widely known, 
albeit often without attribution. Some have suggested that Rank’s lack of  
influence within psychoanalysis may have resulted from the fact that few 
came to his defense in the late 920s when he began arguing more directly 
with Freud over technique. In particular, Ferenczi kept himself  above the 
fray, even though just a few years earlier he and Rank had worked closely 
on issues of  technique. It has been suggested that Ferenczi failed to support 
Rank for fear of  offending Freud.

Ego Psychology
We now discuss some basic ideas in ego psychology and focus on the 
contributions of  two important theorists in this area: Anna Freud and Erik 
h. Erikson.

In the 930s the center of  psychoanalytic thinking began to move west-
ward. Central Europe was becoming more and more dangerous for Jews, 
who still constituted the vast majority of  psychoanalytic theorists and prac-
titioners. Many fled to England and to the United States, and at the end of  
World War II they did not return to their earlier homes, choosing instead 
to remain in their adopted countries. In particular, London became a hotbed 
of  psychoanalytic thinking, and it is there that ego psychology and the object 
relations school both developed. True to form, the theorists and practitio-
ners of  these two schools did not tolerate one another gracefully.

now, over the course of his life Freud had gradually shifted his view regard-
ing the importance of the ego. Early on, he believed that the ego was a small 
appendage to the id and was not present at birth. By the end of his life, how-
ever, Freud acknowledged that a rudimentary ego existed at birth, and he had 
come to appreciate the centrality of the ego in regulating mental life. Still, clas-
sical psychoanalysis is aptly characterized as id psychology.

By contrast, in ego psychology the various defenses employed by the 
ego are no longer seen just as obstacles that obscure one’s view of  the 
unconscious. Rather, ego defenses are thought to be useful coping strate-
gies that help us to live in the world. Thus, the ego is no longer reactive but 
becomes proactive, at least in part. yes, the ego has to deal with the id, but 
its coherent organization is important in and of  itself. Correspondingly, we 
understand mental phenomena in terms of  optimal ego functioning, rather 
than as the efficiency with which id impulses are dispatched or neutralized.

Anna Freud (895–982)
It was Freud’s youngest child who laid the groundwork for ego psychology. 
She never earned a university degree but did work for a time as a school-
teacher. In her mid-twenties she was psychoanalyzed by her father at about 
the time that he was first diagnosed with cancer. After Freud’s diagnosis, 
he and Anna gradually grew closer to one another, and eventually Anna 
supplanted her mother as Freud’s chief  confidant, particularly inasmuch as 
Freud could not discuss psychoanalysis with his wife, who considered it to 
be something like pornography (gay, 2006).

Anna Freud was one of  the first people to think carefully about the appli-
cation of  psychoanalysis to the treatment of  children. In brief, she argued 
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against major changes in technique, although she acknowledged that chil-
dren’s superegos are less well developed than in the case of  adults. In line 
with her early work as a teacher, she also utilized educational methods with 
children.

however, Anna Freud’s most important contribution has to do with her 
work on understanding ego defenses. Building on her work and the work 
of  others, we review below the main ego defenses cited by psychoanalysts, 
although it should be noted that there are multiple lists of  analytic defenses, 
and certain defenses appear on some lists but not on others. Understanding 
and recognizing ego defense mechanisms improves our ability to under-
stand the underlying motivation for behaviors that may otherwise seem 
counterproductive. It is expected that psychiatry residents understand and 
learn to recognize ego defenses in working with patients. Indeed, specific 
ego defense mechanisms are thought to be associated with particular psy-
chiatric illnesses (e.g., undoing and reaction formation are thought to cor-
respond to obsessive-compulsive disorder).

Repression: We have already discussed repression, Freud’s fundamental 
defense mechanism, which involves moving threatening thoughts and feel-
ings from the conscious into the unconscious. Repression may be reflected 
in memory lapses, naïveté, or a failure to understand one’s situation. 
Repression is sometimes apparent when an individual is aware of  an emo-
tion but not the associated thoughts.

Suppression: By contrast, suppression involves the displacement of  threat-
ening thoughts and feelings from the conscious into the preconscious. Thus, 
while repressed material is unavailable to conscious awareness, suppressed 
material can be accessed later on.

Displacement: Displacement involves shifting an emotion from its real tar-
get to a target that is less threatening. The classic example is the worker 
who comes home after an unpleasant interaction with the boss, becomes 
upset when the dog barks, and then yells at the dog.

Sublimation: Closely related to displacement is the defense of  sublima-
tion, which is the basis of  civilization. In sublimation sexual or aggressive 
impulses are transformed into more socially acceptable actions, behavior, 
or emotions. Thus, one might author a work of  fiction in response to feel-
ings of  murderous rage toward another person.

Conversion: Conversion is the expression of  proscribed impulses in the 
form of  physical symptoms, such as the paralysis of  a limb, certain pain 
phenomena, blindness, or deafness.

Regression: Regression refers to the phenomenon in which one may begin 
functioning in a manner consistent with an earlier developmental level, 
instead of  dealing in a mature way with a threatening situation. Many people 
behave in a regressive manner when they become angry.

Identification: Identification involves improving one’s self-esteem by affili-
ating with those who have more power. This, of  course, is how fashion 
develops. More specifically, Anna Freud wrote about identification with the 
aggressor, which involves the adoption of  the values and mannerisms of  
a feared person. This is thought to be the means by which the superego 
develops. Anna Freud also proposed the defense of  altruistic surrender, in 
which one obtains vicarious satisfaction of  one’s own ambitions by identify-
ing with the satisfactions and frustrations of  another person.
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Rationalization: Rationalization involves the use of  faulty logic or reason-
ing to overcome guilt regarding past actions. Parents who harshly punish 
their children may later explain that they are only doing so because their 
children require a firm response to misbehavior.

Undoing: Undoing involves ritualistic activities that atone for unacceptable 
thoughts or actions. Lady Macbeth’s hand washing after Duncan’s murder 
is an example.

Denial: Denial is the frank refusal to accept external reality because it is 
too threatening. This can take the form of  arguing that an anxiety-provoking 
stimulus doesn’t exist or simply not perceiving the more threatening aspects 
of  a given situation. Of  course, it is thought that people with addictions are 
likely to engage in denial regarding their addiction.

Projection: In projection a person shifts unacceptable thoughts, feelings, and 
impulses to someone else. Thus, the troubling material can be expressed, 
which is a relief, but one doesn’t assume any responsibility for it. Some exam-
ples of  projection include the inappropriate attribution of  aggressive impulses 
to significant others, marked prejudice, or unreasonable jealousy.

Reaction formation:  Reaction formation involves converting worrisome 
unconscious impulses into their opposites. For example, one might experi-
ence strongly solicitous feelings toward someone for whom one harbors 
unconscious hostility.

Splitting: Splitting occurs when an individual fails to integrate the negative 
and positive aspects of  other people or the self. For example, one might 
view some people as entirely good and others as entirely bad, or one might 
view one’s own behavior as sometimes completely healthy but at other 
times mysteriously disturbed.

Isolation of affect/dissociation: More particularly, isolation of  affect 
involves separating the feelings from one’s thoughts and actions. Thus, one 
might describe a tragic event in an entirely neutral manner. Dissociation is a 
more extreme version of  isolation of  affect. When this defense is opera-
tive, one part of  conscious ego operates more or less independently from 
the rest of  conscious ego. The separation is so extreme that the individual 
cannot simultaneously attend both to the separated processes and to the 
other integrated functions. Dissociation may be operative when individuals 
act and speak in a way that is quite inconsistent with their usual presenta-
tion and have little or no access to their habitual thoughts, feelings, and 
memories.

Erik H. Erikson (902–994)
We now turn to the most accessible of  the ego psychologists. For reasons 
that will quickly become clear, Erikson had a particular interest in a concept 
he referred to as the identity crisis.

Erikson’s mother was born into the Jewish community in Denmark, while 
Erikson himself  was born and spent his childhood near Frankfurt am Main, 
germany. he was the product of  a relationship his mother had while she 
was separated from her first husband. When Erikson was three years old, 
his mother took him to see a pediatrician, Dr. homburger, whom she sub-
sequently married. Until adolescence Erikson believed that Dr. homburger 
was his father, and in fact it wasn’t until the age of  37 that he changed his 
name from Erik homburger to Erik h. Erikson.
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Dr.  homburger wished his adoptive son to study medicine. however, 
after finishing high school Erikson briefly trained as an artist and then floated 
about in Italy and elsewhere, until in the mid-920s he landed in Vienna, 
where he taught in a progressive school to which many of  Freud’s patients 
and friends sent their children. here he met Anna Freud just as she was 
completing analysis with her father, and she suggested that Erikson become 
her training analysand. Erikson attended seminars in Vienna, and when he 
completed analytic training, he was given full membership in the Vienna 
Psychoanalytic Society.

When the political situation in Europe began to heat up in 933, Erikson 
attempted to obtain Danish citizenship by capitalizing on his mother’s 
nationality. however, Denmark did not agree to naturalize him. he mar-
ried an American, and later in the year he was able to emigrate to the 
United States, where he remained after that, having variously worked in 
Massachusetts, Connecticut, California, and Pennsylvania.

Erikson’s tripartite model of  human development differs from Freud’s, 
and it includes somatic, ego, and cultural-historical aspects. his primary 
interest was in the development of  the ego, and he made the point that 
ego development is dependent on somatic experiences (feeding, elimina-
tion, etc.) and family responses to any crisis that might develop. Of  par-
ticular note, Erikson expanded Freud’s stages of  development. he believed 
that people pass through eight stages of  ego development, and the conflict 
implicit in each stage reaches a crisis point at a specific time in one’s life. 
he proposed that human culture provides ritualizations that promote both 
adaptation to social conditions and the successful completion of  specific 
developmental stages. he went on to suggest that when ritualizations are 
exaggerated (e.g., conformity to rules becomes legalistic), problematic ritu-
alisms result. Thus, Erikson was able to tie together physical maturation, 
family/cultural influences, and ego development. here are the eight stages, 
each focused on a specific conflict, each influenced by a particular ritualiza-
tion (or ritualism), and each leading, if  all goes well, to a specific virtue. 
These eight stages are also summarized in Table 2..

Erikson stated that in infancy, his first stage (corresponding fairly closely 
to the Freudian oral stage), the individual works out a balance between trust 
and mistrust. Through interaction with caregivers, the infant may develop 
the feeling of  basic trust, or basic mistrust may develop. If, as a result of  
experience, the infant is more trusting than mistrusting, he or she develops 
the virtue of  hope and is able to focus on the future rather than always to 
worry about the satisfaction of  present needs. Erikson stated that ritual-
ized parent–child interactions (which he referred to as numinous) provide 
the necessary support to negotiate this developmental stage and lead the 
infant to develop reverence and respect for the parent. however, if  this is 
exaggerated, idolism results, and later on the child may be inclined to blind 
hero worship.

In early childhood the conflict is between autonomy, on one hand, and 
shame and doubt, on the other. This is similar in some ways to Freud’s 
anal age. According to Erikson, the child learns to exercise will while still 
conforming to social expectations. If  the child develops more autonomy than 
shame and doubt, the virtue of  will emerges, which Erikson (964) describes 
as a “determination to exercise free choice as well as self-restraint, in spite 



Table 2. Erikson’s eight stages of  development correlate ego development with physical maturation and family/cultural influences. At 
each stage, relatively successful resolution of  the conflict strengthens the ego’s capacity to adapt, because the resulting virtue becomes 
available to it. Culture contributes either positively (through ritualizations) or negatively (through ritualisms) to successful resolution at 
each stage.

Stage Approx. 
age range

Basic conflict Resulting 
virtue

Cultural component Approx. Freudian 
equivalent

Ritualization Ritualism

infancy 0–5 mos basic trust vs. 
mistrust

hope numinous idolism oral

early childhood 5 mos–3 yrs autonomy vs. 
shame and doubt

will judiciousness legalism anal

preschool 3–6 yrs initiative vs. guilt purpose authenticity impersonation phallic

school age 6–2 yrs industry vs. 
inferiority

competence formality formalism latency

adolescence 2–20 yrs identity vs. role 
confusion

fidelity ideology totalism genital

young 
adulthood

20–24 yrs intimacy vs. 
isolation

love affiliation elitism (none)

adulthood 24–64 yrs generativity vs. 
stagnation

care generationalism authoritism (none)

old age 65 yrs– integrity vs. 
despair

wisdom integralism sapientism (none)
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of  the unavoidable experience of  shame and doubt in infancy” (p.  9). 
In this stage the ritualization of  judiciousness is required for children to 
learn social rules and expectations. If  exaggerated, the ritualism of  legalism 
becomes operative, and the child becomes more concerned about punish-
ment of  transgressors than about the intent of  rules in the first place.

During the preschool period, which overlaps with Freud’s phallic period, 
when the Oedipus complex plays out, the child works through the conflict 
between initiative and guilt, which permits the child to initiate ideas and 
actions and to plan future events. If  parents support children in this stage, 
children develop a sense of  initiative and do not feel guilt in response to the 
impulse to plan for the future. The virtue of  purpose thus develops. During 
this period children frequently engage in play-acting and so try on new roles 
in order to work out who they really are. If  this ritualization of  authenticity is 
exaggerated, however, it becomes impersonation, and the child is unable to 
distinguish between role playing and his or her actual identity.

The school-age child struggles with industry versus inferiority and learns 
to work cooperatively with others. This is very similar to Freud’s latency 
period. If  the child comes to appreciate the value of  attending and perse-
vering, then industry results. Otherwise, the child is plagued by feelings of  
inferiority, and the virtue of  competence does not develop strongly. Formality, 
the ritualization required for this stage, involves learning how to do tasks 
at home, at school, and with peers. If  formality is exaggerated, it becomes 
formalism, which involves a myopic focus on technique without appreciating 
the meaning of  the task at hand.

During adolescence (Freud’s genital stage) the conflict is between identity 
and role confusion. In this period the young person moves from childhood 
toward adulthood and commits to a particular strategy for life. This is the 
period in which the identity crisis occurs, the desirable outcome of  which 
is that the young adult develops a sense of  identity, rather than role confu-
sion (moving from one identity to another, without keeping any strategy for 
long) or perhaps a negative identity (adopting a parentally proscribed iden-
tity). The virtue that results from a positive balance between identity and 
role confusion is fidelity, according to which the individual is able to sustain 
loyalties despite contradictions in value systems. The ritualization required 
in this period involves finding and adapting to an ideology—but doing so 
without losing sight of  one’s individuality, an adverse influence that Erikson 
refers to as totalism.

Erikson’s last three stages do not have direct equivalents in Freud’s system. 
The task of  young adulthood is to resolve the conflict between intimacy and 
isolation. This period, which occurs between the ages of  about 20 and 24, 
requires that the individual establish a pattern of  love and work, as Freud 
suggested in another context. If  one can’t establish this pattern, one recedes 
into isolation and doesn’t develop the virtue of  love. Erikson describes 
this stage’s ritualization of  affiliation as supporting one’s involvement with 
like-minded others. however, if  affiliation becomes extreme, it becomes elit-
ism, in which the individual becomes isolated from anyone who does not 
share a similar, narrowly defined identity.

Erikson believed that during adulthood, which lasts from about 25 to 
64 years of  age, the individual struggles to work out the conflict between 
generativity and stagnation. The individual must try to support the next 
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generation, either through social interaction or in other contributions to 
society. If  one doesn’t develop a pattern of  generativity, one is instead 
troubled by stagnation, and one doesn’t develop the virtue of  care, which 
Erikson (964) described as “the widening concern for what has been gen-
erated by love, necessity or accident” (p. 3). The ritualization associated 
with this stage is generationalism, by which one transmits cultural values to 
younger people. If  this is too exaggerated, however, it becomes authoritism, 
which leads more mature adults to dominate the younger generation.

Finally, in old age the conflict is between ego integrity and despair. This 
period, which lasts from age 65 to death, may permit one to feel fulfilled 
by the accomplishments of  life and to anticipate death with little fear, or 
one may be filled with despair over lost opportunities. The virtue that arises 
from this stage is wisdom. The ritualization associated with this stage is 
integralism, from which one comes to see one’s role in learning, adhering 
to, and passing along cultural rules over the course of  one’s life. If  exag-
gerated, however, integralism becomes sapientism, and one imagines one 
has all the answers now, notwithstanding the constant evolution of  human 
culture.

Object Relations Theory
A second important neo-analytic movement that developed primarily in 
London is the school of  object relations. The theories in this school are 
somewhat complicated; we focus here on two exponents of  object rela-
tions, Melanie Klein and Donald W. Winnicott.

We begin our exploration of  object relations by returning briefly to the 
basic Freudian idea that early childhood interactions with caregivers cause 
us to rely to a greater or lesser extent on particular ego defenses and to 
misperceive those around us based on the development of  idiosyncratic 
interpersonal templates. In object relations language, we refer to a person, 
a part of  a person, or a mental representation of  the same as an object. We 
distinguish between those objects that are internal (mental representations) 
and those that are real. The self is an internal image of  one’s own person, 
not to be confused with the actual physical self  or the psychological sense of  
“self.” Object relations are the structural and dynamic interactions between 
self and internal objects. We are interested here in understanding how peo-
ple relate mental representations of  the self  to mental representations of  
others. Of  course, we have to remember that object relations theorists are 
particularly interested in relationships that are formed between self  and 
objects very early in life, which means that we are discussing foundational 
perceptions and resulting intrapsychic representations that are constructed 
by very immature brains.

Melanie Klein (882–960)
This important figure in the object relations school was born in Vienna. 
Klein began medical studies at the age of  5 but left the course when she 
married at the age of  2, after which she took up the study of  art and his-
tory at the university. She never completed a university degree, at least in 
part because she moved frequently with her husband for his job. She was 
unhappy in her marriage, and she felt increasingly depressed following the 
death of  two older siblings, her father, and in 94 her mother, who had 
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lived with Klein during the mother’s final illness. Significantly, much of  Klein’s 
later psychoanalytic work focused on depression and melancholia.

Klein first came in contact with Freud’s work after she and her husband 
moved to Budapest in 90, and in about 97 she took up analysis with 
Sándor Ferenczi, who encouraged her to raise her three-year-old child 
according to psychoanalytic principles. In 99 she delivered a paper at the 
hungarian Society of  Psychoanalysis and was subsequently accepted as a 
member. The following year she was introduced to Freud’s disciple, the 
german psychiatrist Karl Abraham (877–925). Abraham invited Klein to 
Berlin, where he was working. Klein accepted, and she separated from her 
husband.

Once in Berlin, Klein analyzed several children, including Rita, whose anal-
ysis she undertook in 923. Then 33 months old, Rita manifested an obses-
sional fear that something would come in the night to bite her. Abraham 
wrote to Freud that Klein’s analysis of  Rita provided “clear evidence of  the 
original melancholia .  .  . [and] of  oral eroticism.” The analysis also played 
a role in Klein’s subsequent recommendations regarding treatment tech-
niques with children, such as that treatment occur in an appropriate setting 
(not at home) and with certain toys.

After Abraham died of  a lung infection in late 925, Klein accepted the 
invitation of  Ernest Jones to come to London. She continued to undertake 
the analysis of  young children, and she responded to increasingly virulent 
attacks by Anna Freud (then still in Vienna), who argued with her about 
developmental issues and felt that educational techniques were required 
in the treatment of  these patients. Eventually Freud himself  joined the fray 
when he wrote to Ernest Jones to complain about Klein’s attacks on his 
daughter.

Klein remained in Britain for the rest of  her life, and she continued to 
expand on her theories related to the development of  young children. She 
tried to adapt psychoanalysis directly to children by analyzing their play. She 
talked about developmental positions, rather than stages, making the sen-
sible point often overlooked in developmental theories that stages don’t 
necessarily follow one another in strict succession. As well, she stated 
that one might return to an earlier “position” as a consequence of  certain 
stresses in life, a phenomenon Freud also acknowledged in the phenom-
enon of  regression.

Consistent with her view that psychoanalysis could be applied directly to 
infants, Klein at one point argued that infants have strong cognitive skills, in 
part because these are not yet clouded by repression. She moved up the 
timetable for the development of  the superego from after the resolution of  
the Oedipus complex to around the age of  three months, which became 
one of  the points of  contention with Anna Freud and her partisans.

Klein had an active interest in the death instinct and believed that aggres-
sive impulses were an important part of  development. Indeed, she sug-
gested that anxiety or psychic conflict was always a reflection of  conflict 
between libido and thanatos within the id, rather than conflict between the 
ego and the id, superego, or reality considerations. She believed that it was 
this conflict between libido and thanatos that roused the ego to action and 
that the ego learned to cope with these instincts through the interaction 
between self  and internalized objects.
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As part of  her investigation of  the relationship between self  and internal 
objects, Klein worked out a detailed theory linking the defenses of  split-
ting, projective identification, introjection, and projection to developmen-
tal stages in early infancy. In particular, she described the paranoid-schizoid 
position as a period in the first three months of  life during which the infant 
is fearful regarding self-preservation. This stage is marked especially by 
the defenses of  splitting and projection. For example, the infant becomes 
convinced that there is a “good breast” and a “bad breast.” If  the infant 
is dominated by positive fantasies, it can project the negative instincts out-
ward and maintain some degree of  stability. By contrast, if  the negative 
fantasies predominate, the infant becomes overwhelmed by anxiety and 
adopts psychotic defenses, such as the rejection of  all real experience.

The depressive position, according to Klein, occurs in the second three 
months of  life and reflects the infant’s fear that aggressive or greedy impulses 
will destroy external objects. Klein believed that it was at this point in devel-
opment that the infant begins to combine good and bad objects, which con-
comitantly permits the ego to become better integrated. Klein believed that 
rudimentary development of  the superego might occur in the depressive 
position. More ominously, the infant might regress to the paranoid-schizoid 
position or experience a swing into a manic state. Klein believed that indi-
viduals continue throughout their lives to work through aspects of  the 
paranoid-schizoid and depressive positions.

Some commentators have applied Klein’s ideas regarding early develop-
ment to attempts to understand psychosis in adults, particularly inasmuch as 
she described infants whose cognition seemed similar to that of  psychotic 
adults. As a group, Kleinian therapists offer very “deep” interpretations and 
are able to find primary process and transference distortion in virtually all 
patient verbalizations and actions. For example, in 924 Klein wrote that a 
child’s experience at school was strongly affected by sexual matters. Among 
other ideas, she suggested that while studying division the child might make 
an association to violent coitus, while the study of  music might remind the 
child of  the sounds of  parental intercourse.

Klein had strong opinions; like Sigmund Freud before her, she demanded 
absolute loyalty from others. her legendary battles with Anna Freud (lead-
ing to the so-called “controversial discussions” in the British Psychoanalytic 
Society during World War II) continued until at last the British Psychoanalytic 
Society elected to split itself  into three factions (Kleinians, Freudians, and 
Independents); this split has persisted for over 60 years.

Donald W. Winnicott (896–97)
Winnicott was born in England into a prosperous and overtly happy fam-
ily. however, his mother was at least mildly depressed, and years later 
Winnicott spoke of  working to assuage his mother’s distress so that she 
would remain “alive.” Winnicott attended medical school after participat-
ing in the navy during World War I. Working as a pediatrician, he began a 
training analysis in the mid-920s. While he received early psychoanalytic 
supervision from Melanie Klein, he gradually distanced himself  from her 
thinking, and he was in fact a member of  the Independents in the British 
Psychoanalytic Society.
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Winnicott asserted that it was the nature of  the actual relationship 
between child and caregiver that leads either to appropriate development 
or to psychopathology. This marks a departure from Klein’s idea that the 
infant’s perception is all that matters. Winnicott’s idea was that children 
require certain experiences with caregivers in order to develop a true self, 
which enables them to feel fully alive, with complete access to their feel-
ings. The caregiver must respond in a welcoming, reassuring manner to the 
child’s behavior while at the same time protecting the child from a frighten-
ing awareness of  its helplessness in the world. If, by contrast, the caregiver 
is not appropriately responsive, the child might conclude that the world is 
not a safe place and would then develop a false self, a façade designed to 
please others, such that the child does not experience spontaneity or the 
sense of  being fully alive. The child with a false self  comes to believe that 
by meeting others’ needs, he or she gains a measure of  safety in the world. 
Winnicott stated fairly directly that this was his experience in his relation-
ship with his own mother.

Winnicott suggested that a primary maternal preoccupation occurs during the 
last trimester of  pregnancy and in the ensuing first few months of  life, and the 
mother responds empathically to the baby’s excitatory state and also to peri-
ods of  quiescence. Later, the mother begins to withdraw and thus helps the 
baby begin to separate. Winnicott called this pattern of  behavior good-enough 
mothering, and he made the point that perfect attunement between mother 
and child is not required. he said that as a mother it is enough to be “ordinar-
ily devoted.” he suggested that it was in fact the mother who was the primary 
player in the developmental scheme, although he noted that after a period 
in which the mother engages in holding and then interaction with the infant, 
the infant begins to interact with both parents and learns to negotiate more 
complicated relationships.

Winnicott also introduced the notion of  transitional object (a teddy bear 
or special blanket, for example), which he suggested helps the baby to move 
from self  as center of  the universe to self  among many selves in the uni-
verse. This represents a shift from subjectivity to objectivity while also sup-
porting the development of  fantasy operations.

In terms of  treatment, Winnicott urged that the therapist adopt a spon-
taneous, playful attitude with the patient, because it is only through play, he 
said, that people feel fully alive and interested in what they are doing. he 
argued against the analyst taking an authoritarian position (as Melanie Klein 
was doing), because he felt this might reinforce maintenance of  the patient’s 
false self. As therapist he aimed to supply missing parental provisions and to 
fulfill early developmental needs.

The Interpersonal School
In this section we briefly discuss the life and theory of  American psychiatrist 
harry Stack Sullivan (892–949). In some ways, Sullivan might be viewed 
as an object relations theorist, but he takes object relations a step further by 
insisting that psychopathology exists entirely within the interpersonal realm.

Born near norwich, new york, Sullivan was the only child of  Irish immi-
grants in an area described as strongly anti-Catholic. his father was with-
drawn, while his mother, a bitter, complaining woman, was hospitalized for 
depression when Sullivan was two and a half  years old. Sullivan had difficulty 
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fitting in with other boys when he was young. During this period he did 
establish a close relationship with a boy who was five years his senior, and 
later in life he speculated that such a relationship might help to transform an 
immature preadolescent into a healthy adult.

Sullivan did well in school but then flunked out of  Cornell University dur-
ing his second semester as a physics major. he may have had a psychiatric 
hospitalization after that, and in 9 he entered the Chicago College of  
Medicine and graduated just as the school closed in 97. notwithstanding 
his lack of  training in psychiatry, in 923 Sullivan was somehow able to obtain 
a psychiatric position at St. Elizabeth hospital, in Washington, DC, and for 
some years after that he worked extensively with patients with schizophrenia, 
having been the first to experiment extensively with the therapeutic milieu.

Sullivan had numerous social difficulties. he was reportedly a heavy 
drinker, was cold and standoffish, declared bankruptcy twice, and at the 
age of  35 began residing with a 5-year-old patient; they continued to 
live together for the remaining 22 years of  Sullivan’s life. Although he told 
associates that the patient was his adopted son, some report their rela-
tionship was romantic. Once again we observe the specter of  unmanaged 
countertransference.

Sullivan took the position that “personality” does not exist, other than 
in the context of  a relationship. In other words, one’s personality is entirely 
dependent on interactions with others. Thus, Sullivan adopted an extreme 
position in advocating for a two-person psychology. In his attempt to explain 
human development, he took as his starting point the universal drive to 
overcome anxiety. he suggested that the infant acquires anxiety when it 
is transmitted through an empathic linkage between mother and child. he 
averred that anxiety is not evidence of  internal conflict, as Freud would have 
argued; instead, he said that anxiety represents a failure to obtain a comfort-
ing response (“tenderness”) from a parent figure, perhaps because of  the 
parent’s own anxiety. Sullivan described specific patterns of  behavior, which 
he called self-dynamisms, that protect against anxiety. These include dissocia-
tion and selective inattention, among others.

Like the object relations theorists, Sullivan believed that one’s under-
standing of  other people and of  the self  is strongly dependent on early 
interpersonal experience, primarily with caretakers (Sullivan, 940). he 
described development, from infancy through adulthood, in seven stages, 
and he tied the appearance of  “symptoms” to the failure of  important inter-
personal relationships at various stages of  development (e.g., relationships 
with parents, with same-sex friends, and with romantic partners).

Based in part on his work with patients with schizophrenia, Sullivan 
described three modes of  experiencing. The prototaxic mode, which 
is asymbolic and prelinguistic, is the way in which infants apprehend the 
world. however, adults may have momentary experiences that they can-
not communicate verbally, thus briefly returning to the prototaxic mode. 
The parataxic mode uses private symbols, and it involves experience on a 
moment-by-moment basis, without any connection between the moments. 
Finally, the syntaxic mode involves spoken language that is understood by 
others, thus permitting one to symbolize.

given his view that personality is irreducibly interpersonal, Sullivan made 
the point that psychotherapy occurs in a two-person field, and the therapist 
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is in fact an active participant-observer. While developing a relationship with 
the patient, the therapist observes the patient’s recurring patterns and ulti-
mately sets about to help in clearing up parataxic distortions, improving 
relationships generally, and learning to solve problems more efficiently. As 
the patient moves into more consistently syntaxic experiencing, therapy 
comes to an end.

Psychodynamic Approaches to Character  
and the Self
Beginning with Freud, psychodynamic theorists have had a lot to say about 
character structure, personality disorders, and self-representation. Freud 
believed that when people use one or just a few ego defenses, to the exclusion 
of other coping strategies, a character disorder results. he believed that charac-
ter disorders are linked to fixation at a psychosexual stage.

More specifically, Freud believed that individuals fixated at the oral stage 
make heavy use of the defenses of denial and introjection. They also project 
responsibility for anxiety onto others. Freud suggested that oral characters are 
conflicted about dependency issues and are therefore fundamentally indiffer-
ent to the reality of other people. Oral incorporative characters will “swallow 
anything” and tend to be overindulged, optimistic, gullible, and passive, while 
oral aggressive characters are frustrated, pessimistic, suspicious, and manipula-
tive. The anal character engages in intellectualization, reaction formation, and 
undoing. They can be anal retentive (controlled, frustrated, stingy, orderly, 
meticulous, and precise) or anal expulsive (expressive, overindulged, overly 
generous, messy, dirty, and vague). According to Freud, anal characters are 
conflicted about aggression, and they have difficulty distinguishing love from 
hate. Individuals fixated at the phallic stage engage in repression, according to 
Freud. They vacillate between the poles of vanity/self-hatred, pride/humility, 
gregariousness/isolation, and promiscuity/chastity. These people are con-
flicted about sex and sexual identity. Finally, the genital character is fully able to 
love and to work. These individuals make use of the defense of sublimation.

Three other theorists have contributed heavily to either the psychody-
namic understanding of  character structure or to our understanding of  
how to work with individuals with character disorders. These theorists are 
Wilhelm Reich, Otto F. Kernberg, and heinz Kohut, and we review them 
each in turn.

Wilhelm Reich (897–957)
This energetic, iconoclastic, and ultimately rather disturbed man was the 
elder of  two surviving sons of  german Jewish stock born in small farm-
ing community in southeastern Poland. Reich discovered around the time 
of  puberty that his mother was carrying on an affair with Reich’s tutor. 
Although closer to his mother than to his brutal and jealous father, Reich 
nonetheless told his father about the affair, after which his mother ingested 
bleach and died several days later. Five years thereafter, when Reich was 
7 years old, his father died of  pneumonia after purchasing a life insurance 
policy and then standing for four hours in a cold pond. Reich was obliged 
to take over the family farm, but the following year it was destroyed by 
advancing Russian troops at the beginning of  World War I. he joined the 
Austro-hungarian Army and served on the Italian front as a lieutenant. At 

 

 

 



2 PSyChOLOgICAL ThEORIES: KEy COnCEPTS 49

the end of  the war he entered the University of  Vienna, from which, under 
a program for war veterans, he graduated four years later with a degree in 
medicine.

As early as 99 Reich became a member of  Freud’s circle, and the latter 
quickly permitted Reich to begin seeing analytic patients, although he was 
only 22 years old at the time and had not yet graduated. Very early on Reich 
began sleeping with one of  his patients, and in november 920 she died of  
sepsis, perhaps following a botched abortion by Reich. This was the first 
of  a series of  affairs with patients. Two months later Reich began treating 
a friend of  his deceased patient, and he initiated an affair with her as well, 
ultimately marrying her under pressure in March 922, five months before 
he graduated from medical school. Reich then undertook a residency in 
psychiatry at the University hospital, and he worked in one of  Freud’s out-
patient clinics at night.

Reich wished to integrate psychoanalysis with Marxism, and he devel-
oped the idea that mental health depended on the ability to abandon one-
self  completely to orgasmic release. he was a prolific writer, and among 
other titles he authored The Function of  the Orgasm in 927 and, two years 
later, Dialectical Materialism and Psychoanalysis. Altogether, this was not a 
winning combination, and in time Reich found himself  shunned both by the 
psychoanalytic establishment (which feared scandal) and by the Communist 
Party (which did not approve of  Reich’s promotion of  adolescent free love). 
In 930 he left Austria, spent some time in germany, settled in norway for 
several years, and then came to the United States in 939. In this country he 
developed notions about cancer, cosmic radiation, cloud seeding, and flying 
saucers, and he was eventually convicted of  violating an injunction against 
interstate transportation of  “orgone accumulators,” which the government 
viewed as fraudulent medical devices. he succumbed to myocardial insuf-
ficiency in the Lewisburg Penitentiary approximately halfway through his 
two-year sentence.

For all of  the difficulties in his life, Reich had at least two ideas worth 
remembering. The first idea was that psychoanalytic treatment should take 
into account the socioenvironmental circumstances of  patients. In this 
regard he went even further than Adler. For example, while still in relatively 
good graces in Vienna he organized mobile sex clinics, in which patients 
could obtain psychoanalytic counseling, Marxist advice, and contraceptives 
on the spot. he had a genuine regard for the working class and was particu-
larly interested in applying the techniques of  psychoanalysis to improve the 
lives of  laborers, farmers, and students.

Reich’s second interesting idea had to do with his observations regard-
ing character disturbances. he concluded that people develop a character-
istic muscular tone (body armor) to prevent themselves from behaving in 
a proscribed manner, such as urinating in public. he made the point that 
each character style has a physical manifestation, and in this connection he 
fleshed out a theory of  characters, with particular emphasis on the somatic 
concomitants of  each. For example, he believed that “hysterics” are soft 
and rolling, while “compulsives” are tense and restrained, and “narcissists” 
are cold, reserved, and bristly, with strong erectile functions among men. 
Reich’s classic 949 text on this topic, Character Analysis, continues to war-
rant study and consideration.
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The idea that character structure is reflected in one’s muscle tone led 
Reich to conclude that one might need only to loosen up muscle knots in 
order to provide psychological relief, and he therefore encouraged the use 
of  deep massage as a way to release dammed-up energy, in the expectation 
such treatment might lead to the strong expression of  feelings or perhaps 
to sexual excitation. A number of  current mental health practitioners agree 
that muscle tension and psychopathology might have a reciprocal relation-
ship; however, few concur with Reich’s insistence that sexual functioning 
mediates the relationship.

Otto F. Kernberg (928–)
Sometimes referred to as a mixed-model theorist, Kernberg attempted to 
understand narcissistic pathology and borderline personality organization 
by combining ego psychology with object relations theory. Kernberg was 
born in Vienna but in the late 930s fled with his family to Chile, where 
he lived until he came to the United States on a fellowship in 959. For 
many years he worked at various institutions in new york, including the 
new  york State Psychiatry Institute, Columbia University, and Cornell 
Medical Center.

Kernberg started from the position that, contrary to the ideas of  Freud 
and others, libidinal and aggressive drives are not innate but develop based 
on the infant’s experience of  pleasure and pain. he believed that the rela-
tionship between self  and object develops over a series of  stages, in which 
the infant first learns to distinguish self  from object and then learns to inte-
grate “good” and “bad” objects. In other words, the infant learns to inte-
grate libidinally invested objects with aggressively invested objects and to 
understand that these two drives can coexist. Similarly, the infant learns to 
integrate “good” and “bad” aspects of  the internal representation of  self. 
Kernberg asserted that in psychosis one cannot clearly distinguish self  from 
object, while individuals with borderline personality organization engage in 
splitting and cannot integrate “good” and “bad” objects or, correspondingly, 
the “good” and “bad” aspects of  self.

Kernberg also utilized his developmental scheme to understand narcis-
sistic pathology, of  which he believed there are three variants. At the least 
pathological extreme, individuals may experience positive self-esteem by 
behaving in such a way as to meet their infantile needs. At the most patho-
logical extreme, individuals maintain self-esteem by behaving in a way that 
reflects their pathological ego and superego structures, for which develop-
ment has gone awry as a consequence of  early, poorly organized self  and 
object images. Kernberg also posited the existence of  a third variant of  
narcissistic pathology, in which individuals identify with a representation of  
the infantile self  that is projected onto an object, so that the functions of  
self  and object are reversed.

Based on his understanding of  the organization of  borderline person-
ality, Kernberg developed a psychoanalytic technique called transference-  
focused psychotherapy. Specifically designed for individuals with borderline 
personality disorder, this intensive but time-limited treatment has shown 
some promise. We review it in the individual psychodynamic psychothera-
pies section of  Chapter 5.
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Heinz Kohut (93–98)
Kohut was born into the Jewish community in Vienna and was the only child 
of  a war veteran turned businessman and a shopkeeper. Kohut’s mother 
largely isolated him from interaction with others until he started the fifth 
grade. Eventually, he attended medical school at the University of  Vienna 
but did not graduate until shortly after german troops marched into Vienna 
in March 938. Kohut soon fled to England and then came to the United 
States in 940, where he eventually settled in Chicago. he is viewed by 
many to have founded a new psychodynamic school, called self  psychology, 
as distinguished from other branches of  psychodynamic thought: classical 
Freudian theory, ego psychology, and object relations.

Through his experiences and work with a number of  patients diagnosed 
with what he referred to as narcissistic personality disturbance, Kohut 
became interested early on in the development of  the self. he came to view 
the creation of  a coherent self  as the goal of  psychological development. 
Kohut believed that the self  is basically interpersonal, and there can be no 
self, even in adulthood, without an interpersonal context. Furthermore, 
Kohut believed that each individual has a narcissistic line of  development 
and that it is possible for this trajectory to become arrested. In more detail, 
Kohut believed that the self  has four major components: the nuclear self  
(which is biologically present at birth), the virtual self  (the parents’ view of  
their baby), the grandiose self  (the baby’s view of  self  as the center of  the 
universe), and the cohesive self  (which effectively combines the nuclear 
and virtual selves). Kohut stated that when the child’s blissful union with his 
or her mother is ruptured, the child introjects perfection or assigns it to 
the parent, with divergent consequences for later development. It is the 
responsibility of  adult caregivers, Kohut felt, to help the child work through 
these developmental stages, and failure to do so leads to developmental 
arrest and problems later in life. however, Kohut made the point that small 
empathic failures between parent and child permit the child gradually to 
develop a sense of  separation from the parent, a necessary step in the 
development of  a sense of  self.

Thus, Kohut believed that actual relationships create self-cohesion and 
self-esteem. he developed the idea of  selfobjects, the functions that other 
people perform, such as mirroring and idealizing, to help the child to develop 
appropriately. Selfobjects are distinguished from other objects, in that self-
objects are experienced by the individual as part of  the self. Selfobjects 
are to be found in a wide range of  things and experiences, including the 
transference phenomenon, relatives, and physical objects. They give cohe-
sion and harmony to the adult self  and may include transitional objects, 
artists, sports figures, and politicians. Two selfobjects of  particular inter-
est are mirroring selfobjects, which confirm one’s innate sense of  vigor and 
perfection, and the idealized parent imago, into which one hopes to merge 
as an image of  calmness, infallibility, and omnipotence. A third selfobject is 
that of  alter-ego/twinship, which permits a more general identification with 
other people.

Kohut asserted that psychopathology results from a failure to develop 
strong selfobjects. he said that psychosis results from a complete lack of  
idealized selfobjects, while borderline disorder results from a fractured self, 
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presumably due to inadequate selfobjects early in life, he said that narcis-
sism results from the failure to integrate the grandiose self  and idealized 
selfobject into the rest of  self, resulting in loss of  self-esteem.

With regard to treatment, Kohut defined a technique for conducting psy-
choanalysis with persons with narcissistic personality disturbance. This was 
important since Freud and later theorists, especially the ego psychologists, 
considered significantly narcissistic individuals to be unanalyzable (because 
they are presumably unable to develop a transference). Kohut suggested 
a focus on the fractured relationships between self  and selfobjects, in the 
expectation that through strong (but inevitably imperfect) empathy the 
therapist can help the patient strengthen the self. The empathic therapist, 
according to Kohut, must engage in vicarious introspection and not focus on 
the therapist’s position in the relationship. Kohut asserted that when thera-
pists behave in a way that slightly lacks empathy (which he referred to as 
optimal frustration), the patient develops the ability to self-soothe.

Of  interest, Kohut and Kernberg differ substantially in their understanding 
of  pathological development, and their treatment recommendations also 
diverge. For example, Kohut views idealizing transference as a useful phe-
nomenon, while Kernberg believes it is pathological. Thus, Kohut encour-
ages the therapist to support the development of  narcissistic impulses in the 
transference, while Kernberg confronts narcissistic themes in the hope of  
helping patients to integrate their fractured object relations.

Child Analysis and Developmental Theory
Earlier discussion in this text featured ego psychologist Anna Freud and 
object relations theorist Melanie Klein. Aside from their contributions to 
overall psychodynamic theory, it is appropriate to note that these two 
women pioneered the use of  analytic techniques with children. We will not 
repeat their theoretical contributions here, as this has already been cov-
ered in detail. In the individual psychodynamic psychotherapies section of  
Chapter 5 we will say more about Anna Freud’s and Melanie Klein’s contri-
butions to the treatment of  children via play therapy.

A number of  psychoanalysts have concluded that children’s early attach-
ment experiences are likely to have a crucial influence on later development. 
These workers have investigated the effects of  successful and unsuccessful 
attachment early in life, and they have linked attachment to one’s willingness 
to explore the world of  objects and people. They have also connected it 
to the development of  a sense of  self. We briefly review the work of  four 
theorists in this area.

Margaret S. Mahler (897–985)
Mahler was a hungarian pediatrician who trained as a psychoanalyst in 
Vienna in the 920s and 930s. She eventually immigrated to Britain and 
then came to the United States in 938, where she practiced for many years 
in new york. Mahler was particularly interested in developing a theory of  
separation-individuation. She concluded that children learn to view them-
selves as autonomous beings over the course of  several phases of  devel-
opment between birth and the age of  two. Of  particular interest is the 
relationship between caregiver and child when the infant learns to crawl and 
begins to explore the physical world. As the child recognizes that he or she 
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is separate from the caregiver, anxiety ensues. At this point the caregiver 
must remain physically and emotionally available to the infant so that he or 
she does not fear abandonment. If  the process goes well, the infant alter-
nates between emotional closeness and independent exploration. Over the 
course of  about a year, the child adapts to being separate from and yet 
emotionally connected to the caregiver. If  the process goes awry, however, 
the child’s anxiety may become more pervasive, and he or she may fail to 
internalize an image of  the caregiver when they are separated.

John Bowlby (907–990)
An English physician whose psychoanalytic training was supervised by 
Melanie Klein, Bowlby devoted his career to the study of  maternal depriva-
tion and human attachment. While he recognized that both humans and 
infrahuman species demonstrate attachment behavior, probably as a sur-
vival tactic to protect them from predators, he was particularly interested 
to be able to show that successful human attachment predicts effective 
social behavior later in life, and unsuccessful attachment is likely to have 
an adverse effect on subsequent emotional and cognitive development. 
Bowlby believed that infants need a secure base from which to explore the 
world, and absent this, normal social and emotional development does not 
occur.

Mary D. S. Ainsworth (93–999)
Ainsworth was a developmental psychologist who was born in the United 
States but grew up in Canada and then subsequently worked in England 
and in the United States. A colleague of  John Bowlby, Ainsworth completed 
important cross-cultural work in Africa as well. Ainsworth developed an 
experimental measure of  attachment called the strange situation, in which 
a young child is observed playing in a room for about 20 minutes, during 
which time the child’s caregiver and a stranger variously enter and leave 
the room. Ainsworth and others concluded from their work that children 
develop persistent attachment styles. If  the child is securely attached, he 
or she obviously enjoys interacting with the caregiver, is eager to explore 
when the caregiver is present, and engages with the stranger when the care-
giver is present but is otherwise wary of  the stranger. The anxious-resistant 
child is reluctant to explore or to interact with the stranger and responds 
ambivalently when the caregiver returns. The anxious-avoidant child is also 
reluctant to explore and seems to make little distinction between the 
caregiver and the stranger. Finally, a child who demonstrates disorganized 
attachment may become anxious when the caregiver leaves but then either 
avoids the returning caregiver or alternately approaches and retreats from 
the caregiver.

Daniel N. Stern (934–202)
Stern was an American psychiatrist and psychoanalytic theorist who 
worked primarily in new  york. he carefully tied the infant’s developing 
sense of  self  to its interaction with the caregiver. Stern believed that when 
the infant is very young, the caregiver helps to regulate the infant’s sense of  
self, which permits the baby to develop a sense of  core self. This is followed 
by a sense of  core-self-with-another, after which, when the infant reaches the 
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age of  about seven months, the caregiver begins to engage in purposeful 
misattunements, a phenomenon we discussed in connection with Kohut’s 
self-psychology. These misattunements permit gradual estrangement from 
the caregiver, such that the infant develops a sense of  subjective self with-
out feeling painfully abandoned by the caregiver. Finally, with the onset of  
language around the age of  5 months, the child begins to develop a sense 
of  verbal self, which enables the construction of  a narrative about the self.

Current Trends in Psychodynamic Theory
Psychoanalysis has seen the passage of  its first century, and it continues to 
evolve. Questions and insights from the object relations school, in particular, 
continue to fuel development in the field, and psychodynamic theorists con-
tinue to struggle to understand the concept of  self, about which Freud had 
very little to say but subsequent writers, including particularly Kohut, have 
thought and written more extensively. There is continuing tension between 
one-person and two-person psychology, and the field has yet to agree upon the 
fundamental causes of  psychological development. In this section we briefly 
explore the topics of  intersubjectivity, relational approaches, and mentaliza-
tion, newer iterations in psychodynamic thinking—and theories that address 
all of  these unresolved issues.

Psychodynamic theorists have begun to focus on the individual’s abil-
ity to understand self  and others in terms of  intentional mental states, 
such as needs, desires, and feelings. It is the view of  these theorists 
that successful psychological functioning requires a minimum level of  
psychological-mindedness, which is defined as the recognition and efficient 
modulation of  one’s internal mental state. These theorists have suggested 
that awareness and acceptance of  one’s internal state is invariably corre-
lated with empathy for the internal states of  others. Moreover, they believe 
that certain early childhood experiences play a crucial role in the individual’s 
ability to view self  and others as full psychological beings.

Psychodynamic theorists who subscribe to the intersubjective perspec-
tive reject the tenets of  one-person psychology, that human development 
results primarily from the organism’s reaction to internal or external events. 
Instead, adherents of  intersubjectivity firmly subscribe to a two-person psy-
chology, according to which psychological functioning must be understood 
as an interaction between people or, equivalently, between different expe-
riential worlds. Psychopathology is thought to occur when an individual has 
difficulty accurately understanding or representing a psychological self  and 
other.

Another perspective on two-person psychology is relational psychoanaly-
sis, a recent psychodynamic movement that draws on intersubjectivity 
theory and incorporates the ideas of  Sándor Ferenczi, harry Stack Sullivan, 
and heinz Kohut, among others. Relational psychoanalysis focuses on the 
co-created nature, between analyst and patient, of  the psychoanalytic expe-
rience and the data that arise within it. This approach, therefore, emphasizes 
the active role of  countertransference as it contributes to this co-creation.

The development of  an ability to understand self  and others has 
been shown to depend in part on early attachment experiences. human 
beings (and members of  many other species) seek safety in social inter-
actions, particularly during childhood, and they develop fairly consistent 
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interpersonal relationship styles over the course of  life. In the past several 
decades there has arisen a relatively new psychodynamic psychotherapy, 
called mentalization-based treatment, which takes as its premise the idea that 
psychological functioning must be understood interpersonally, that men-
tal health rests upon the ability to understand empathically the intentional 
mental states of  self  and other, and that such empathy requires successful 
resolution of  the attachment process.

Mentalization-based treatment was developed in large part by a 
hungarian psychologist and psychoanalyst called Peter Fonagy (952–), 
who has lived for many years in Britain. This treatment sets as its goal the 
enhancement of  the patient’s capacity to represent mentally the psycho-
logical states of  self  and other. It is thought that enhanced mentalization 
strengthens and stabilizes the patient’s sense of  self  and improves rela-
tionship skills. This approach has been offered to individuals with border-
line personality disorder, although there has also been some interest in 
applying mentalization theory to other populations, including individuals 
with posttraumatic stress disorder, eating disorders, and depression. We 
provide further detail about mentalization-based treatment for individu-
als with borderline personality disorder in the individual psychodynamic 
psychotherapies section of  Chapter 5.

Summary

. The structural theory is Freud’s most important model. In it he 
described the mind as composed of  three agents (id, ego, superego). 
Previously, in his topographic theory, he had posited that the mind 
consists of  three systems (unconscious, preconscious, conscious).

2. Transference and countertransference are among the most important 
Freudian concepts. They are always present in psychotherapy because 
they are present in all human relationships. Analysis of  the transfer-
ence is an important psychodynamic technique.

3. Resistance is the psyche’s tendency toward maintenance of  the status 
quo. It is universally present and, therefore, an important factor all 
therapeutic interactions.

4. Anna Freud enumerated varieties of  defense mechanisms. All are 
rooted in childhood and operate unconsciously. Defense analysis is a 
key technique for promoting insight in psychodynamic psychotherapy.

5. Object relations theory posits that psychological development 
depends heavily on the various mental relationships between one’s 
image of  oneself  and one’s image of  significant others.

6. In Kohut’s self  psychology, psychological development is said to 
depend on the construction of  a coherent self, which is largely accom-
plished with the use of  selfobjects, functions other people perform to 
help the child develop appropriately.

7. Attachment theory describes an infant’s need for a secure bond with 
the mother. Mary D. S. Ainsworth described four persistent attachment 
styles: secure, anxious-resistant, anxious-avoidant, and disorganized.
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High-Yield Psychodynamic Topics

If  this text is being used to prepare for standardized exams, the follow-
ing psychodynamic topics represent particularly important material. The 
reader should review the listed content within the chapter.

. Freudian terminology (italicized in text)

2. Freud’s structural theory (id, ego, superego)

3. Defense mechanisms (listed and defined in text)

4. Erik h. Erikson’s eight stages of  development

5. Donald W. Winnicott’s theory

6. Attachment theory, including Mary D.  S. Ainsworth’s attachment 
styles
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The Evolution of Cognitive 
and Behavior Therapies
We now embark on a tour through the history of  behavioral approaches 
to the treatment of  mental illness. This history occurs in the same time-
frame and runs parallel to the development of  psychoanalysis, even though 
for many years there was such a difference in the language and ethos of  
behaviorism and psychoanalysis as to cause researchers and practitioners 
in the two schools largely to ignore one another. now, after more than 
a century of  development, behavioral interventions demonstrate increas-
ing and rather dramatic effectiveness in helping psychiatric patients, as is 
best known in the case of  cognitive-behavior therapy, initially developed 
by Aaron T. Beck (e.g., Beck, 979). however, as important as cognitive-
behavior therapy may be, there are many other successful variants of  
behavioral treatment, and we touch on them briefly in this section, return-
ing in the individual behavior therapies section of  Chapter 5 to examine 
them in more detail.

The history of  behaviorism is often viewed as occurring in three waves. 
This may be a particularly apt metaphor, in that each new wave arises out 
of  the last one. To help you keep track of  the people mentioned in the text, 
we have listed them in Table 2.2.

Behaviorism: The First Wave
Researchers began laying the groundwork for the first wave of  behavioral 
treatments for mental illness just before 900, the year in which Freud 
published The Interpretation of  Dreams. however, while psychoanalysis was 
always focused on understanding the unique experience of  human beings, 
early behavior theory was mostly directed toward understanding how ani-
mals learned. In the 890s the future nobel Prize winner Russian physiolo-
gist Ivan P. Pavlov (849–936) discovered while researching canine digestion 
that over time dogs began to salivate in response to a previously neutral 
stimulus, such as a bell, that the animal had come to associate with food.

At about the same time the American psychologist Edward L. Thorndike 
(874–949) compiled detailed observations on how cats learned to 
escape from “puzzle boxes,” small cages that required the animal to press 
a bar or pull a lever in order to escape. he determined that the pattern by 
which each cat learned to “solve” the puzzle box depended on the animal’s 
particular sequence of  successes and failures, and one cat didn’t seem to 
benefit from watching another cat learn to escape from a similar puzzle 
box. Thorndike concluded that cats (and presumably humans) increased the 
frequency with which they performed behaviors that led to some kind of  
satisfaction, and they decreased the frequency of  behaviors that led to dis-
satisfaction. he believed that cognitive mediation of  learning (e.g., behavior 
change after observing the successes and failures of  someone else) was not 
particularly important.

The experiments with Pavlov’s dogs and Thorndike’s cats gave rise to 
two important concepts in behavior theory:  classical and operant con-
ditioning. Any hungry dog will salivate in response to the smell of  food. 
The unconditional response of  salivating is more or less hardwired to the 
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unconditional stimulus of  food aroma. however, when a neutral (“condi-
tional”) stimulus, like a bell, is consistently associated with the unconditional 
stimulus, after a while the dog begins to salivate in response to the bell. 
It is then said that the conditional stimulus (the bell) elicits a conditional 
response (salivation). Because a specific response has been conditioned, 
this is referred to as respondent conditioning—but its better-known name 
is classical conditioning.

Pavlov demonstrated the power of  classical conditioning by, for example, 
chaining conditional stimuli together. Thus, he elicited a canine conditional 
response (salivation) to a black square after it had been consistently paired 
with the sound of  a ticking metronome, which had itself  been previously 
associated with the unconditional stimulus of  food aroma. Such chained 
conditional stimuli were theoretically important, because they permitted 
behaviorists to understand how language might work. In essence, early 
behaviorists argued that people responded to words as conditional stimuli.

Operant conditioning differs from classical conditioning in that it has to 
do with the relationship between a behavior that acts (or “operates”) on 

Table 2.2 Prominent behavioral theorists and psychotherapists 
mentioned in the text.

First wave
Teodoro J. Ayllon (929–)
nathan h. Azrin (930–203)
O.h. Mowrer (907–982)
W.M. Mowrer (907–979)
Ivan P. Pavlov (849–936)
B.F. Skinner (904–990)
Edward L. Thorndike (874–949)
J.B. Watson (878–958)
Joseph Wolpe (95–997)

Second wave
Albert Bandura (925–)
Aaron T. Beck (92–)
Thomas J. D’Zurilla (938–)
Albert Ellis (93–2007)
Marvin R. goldfried (936–)
george Kelly (905–967)
Donald h. Meichenbaum (940–)
Julian B. Rotter (96–204)
george Spivack (927–)

Third wave
Steven C. hayes (948–)
Jon Kabat-Zinn (944–)
Marsha M. Linehan (943–)



Psychological Theories and Psychotherapy60

the environment and its associated reinforcement schedule. Thus, the fre-
quency with which Thorndike’s cats pressed bars or pulled levers in the puz-
zle box depended on their previous experience with the consequences of  
those behaviors. Later on, American psychologist B. F. Skinner (904–990) 
spent years working out the details of  operant conditioning, experimenting 
extensively with animals such as rats and pigeons. In an attempt to extrapo-
late his findings to human beings, Skinner wrote Walden Two in 948. In this 
book he sketched out how the principles of  operant conditioning might be 
applied to human society, specifically arguing against the concept of  free 
will. This created quite a stir at the time.

Importantly, the theories of  classical and operant conditioning place little 
or no emphasis on an organism’s awareness or understanding of  the asso-
ciated contingencies. Indeed, consistent with his belief  that learning prin-
ciples apply equally to humans and infrahuman species, Skinner derided the 
notion of  “mentalism,” the idea that one’s behavior is guided by thoughts, 
perceptions, and emotions. Skinner viewed such unobserved experiences 
and motivations as epiphenomenal. Such a fervent rejection of  cognitive 
mediation in understanding human behavior was typical of  most first-wave 
behaviorists, going right back to Pavlov. The prominent early American 
behaviorist, psychologist J. B. Watson (878–958), went so far as to argue 
that such human attributes as personality, morality, and career choice are 
entirely due to one’s environmental conditioning, and heredity plays no role. 
Such a position is referred to as radical environmentalism.

Before long the ideas of  classical and operant conditioning were applied 
to the treatment of  human behavior problems. In the mid-930s a young 
married couple, the American psychologists O. h. Mowrer (907–982) 
and W. M. Mowrer (907–979), developed a classical conditioning scheme 
to treat nocturnal enuresis. A  special pad was placed in the bed of  an 
enuretic child. If  the pad became wet, an alarm sounded and the child awak-
ened. The unconditional stimulus (alarm) led to an unconditional response 
(awakening). Because the unconditional stimulus was closely associated 
with a conditional stimulus (sensation of  a full bladder), soon the sensation 
of  fullness began to trigger the conditional response of  awakening before 
the alarm sounded, and the child was able to get to the bathroom in time.

A somewhat more sophisticated variant of  classical conditioning, called 
counterconditioning, became a mainstay in the treatment of  phobias. 
Systematic desensitization was developed by a South African psychiatrist 
called Joseph Wolpe (95–997). In it phobic individuals are taught to 
achieve a deep state of  relaxation; they then pair this state with increasingly 
disturbing mental images of  the phobic object—or, better yet, with decreas-
ing physical distance from the phobic object itself. Counterconditioning is 
said to occur when patients learn a new conditional response (calmness) to 
the phobic object. Anxiety dissipates, and the phobia resolves.

By the 960s psychologists Teodoro J.  Ayllon (929–) and nathan 
h. Azrin (930–203) were applying operant conditioning principles in the 
treatment of  regressed individuals living in institutions for the mentally ill and 
intellectually disabled. On selected wards they instituted carefully designed 
schedules to reinforce residents’ grooming behaviors and their participation 
in various hospital “jobs.” Wishing to make such a system practical on a 
hospital ward, they established a token economy, in which residents earned 
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points for preferred behaviors and were later permitted to “cash in” their 
points for desirable items, ward privileges, and the like. This operant con-
ditioning scheme was quite successful in modifying behavior in the hospital, 
but the improved behavior didn’t generalize to environments with different 
reinforcement contingencies. Moreover, the researchers discovered that 
residents were most likely to modify their behavior in response to operant 
reinforcers when they were told ahead of  time what the rules for dispensing 
the reinforcers would be.

Classical and operant conditioning were the primary constructs of  behav-
ior therapy well into the early 970s. Often referred to as the first wave 
of  behavior therapy, this approach to the treatment of  mental disturbance 
largely ignored any cognitive mediation of  behavior. Behaviorists in the 
first wave distrusted anything they couldn’t easily count, and this led them 
to view the mind as a black box. They often ignored cognition and, like 
Skinner, believed that human suffering could be understood and treated 
solely by relying on observable behaviors. Some behaviorists went so far 
as to suggest that cognition itself  actually reflected observable behaviors. 
For example, J. B. Watson, the American behaviorist (and later executive at 
the J. Walter Thompson advertising agency), believed that “thoughts” were 
actually a kind of  subvocalization (i.e., essentially inaudible movements of  
the vocal cords; Watson, 930). In its heyday even systematic desensitiza-
tion was not thought to require any awareness or understanding of  the 
effect of  conditioning; cognition was considered to be entirely incidental 
to its success.

Behavior therapists in the first wave attempted to manage behaviors 
through positive reinforcement, negative reinforcement, extinction, and 
punishment (Fig.  2.3). Positive reinforcement increases the frequency of  a 
target behavior by following it with a desirable consequence, such as was 
used in the token economy of  Ayllon and Azrin. When ward residents 
groomed themselves or went to work off the ward, they received tokens 
that permitted them access to desirable items or ward privileges. Negative 
reinforcement (not to be confused with punishment) increases the frequency 
of  a target behavior because the expected punishment does not occur. This 
mechanism underlies the behavioral treatment of  obsessive-compulsive 
disorder, which is called exposure and response prevention; we discuss 
this in more detail in the individual behavior therapies section in Chapter 5. 
Briefly, the individual with obsessions or compulsions is encouraged to tol-
erate the feared thought or situation without engaging in mental or physical 
rituals meant to “neutralize” the threat. After doing this many times over, 
the individual comes to learn that the expected and greatly feared negative 
consequence does not occur, even in the absence of  the neutralizing ritual. 
This leads to an increase in the frequency with which the feared thoughts 
and situations are simply tolerated.

Extinction works to decrease the frequency of  a target behavior by with-
holding an expected positive reinforcer. For example, parents often ignore 
children when they misbehave, in the expectation that a child will decrease 
such misbehavior in order to avoid being deprived of  the pleasure of  
parental attention and social interaction. however, careful observers have 
noticed that at some point following extinction trials the conditional stimu-
lus may regain its ability to elicit the conditional response. This is referred 
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to as spontaneous recovery. Pavlov, for one, concluded that extinction only 
suppresses but does not eliminate conditional responses. however, most 
behavior therapists view extinction as a potent means to decrease the 
frequency of  objectionable behavior. Finally, punishment decreases the fre-
quency of  a target behavior by following that behavior with an aversive con-
sequence. While punishment as a psychotherapeutic mechanism is subject 
to ethical concerns, there is a history of  employing it in the treatment of  
certain sexual behaviors and other addictions.

Behaviorists also discovered that some reinforcement schedules are more 
effective than others, even when utilized with the same class of  reinforce-
ment. A fixed-interval reinforcement schedule is one in which the individual 
receives a reinforcement after performing the target behavior only if  a certain 
amount of  time has passed since the last reinforcement was delivered. This 
is not a very efficient strategy, because the individual soon learns that nothing 
will happen as a result of  emitting the target behavior until the time interval 
has passed. Spotty behavior change results. By contrast, a variable-interval or 
intermittent reinforcement schedule is one in which the individual is reinforced 
at varying time intervals for performing a target behavior. Sometimes the 
reinforcement is given and sometimes it isn’t, and it is impossible to predict 
whether a reinforcement will occur the next time the behavior is emitted. 
This leads to very durable behavior change, because the individual does not 
interpret the absence of  a reinforcer as evidence that the rules have changed; 
instead, the individual continues to emit the target behavior in anticipation of  
an eventual reinforcer.

There are other reinforcement schedules that have still other effects on 
behavior. In the fixed-ratio reinforcement schedule, the behavior is rein-
forced only after it is performed a fixed number of  times. This may be what 

Consequence delivered?

Yes No
Va

le
nc

e 
of

 c
on

se
qu

en
ce

N
eg

at
iv

e
Po

sit
iv

e
Positive

reinforcement:
increases
behavior
frequency

Negative
reinforcement:

increases
behavior
frequency

Extinction:
decreases
behavior
frequency

Punishment:
decreases
behavior
frequency

Figure 2.3. Types of  reinforcement.



2 PSyChOLOgICAL ThEORIES: KEy COnCEPTS 63

explains the persistence of  nagging in some families. In the variable-ratio rein-
forcement schedule, the behavior is reinforced only after it is performed 
a certain number of  times, but the number of  required repetitions varies 
over time; the behavior might be reinforced the second time it is emitted, 
then the fifth time after that, then the third time, and so forth. Slot machines 
utilize variable-ratio reinforcement schedules and can be quite addictive.

Behaviorists select from among these types and schedules of  reinforce-
ment in order to increase or decrease the frequency of  target behaviors. 
They may utilize shaping to increase the frequency of  a complex behavior by 
reinforcing successive approximations of  the behavior in question, moving 
in small steps from a behavior already in the individual’s repertoire to the 
target behavior. Such shaping forms the basis for learning to play a musi-
cal instrument, for example, and it plays a major role in Applied Behavior 
Analysis, a therapeutic technique we review in the individual psychothera-
pies section of  Chapter 5.

A final important behavioral concept focuses on the extent to which a 
newly acquired response generalizes to multiple stimuli or remains bound to 
a particular stimulus, as a consequence of  discrimination. Behaviorists wish 
to ensure that specific behaviors are emitted only in appropriate settings 
and not at other times, and this requires that the organism discriminate 
correctly between target and non-target stimuli, so that the newly acquired 
response generalizes to one set of  stimuli and not to another. To maintain 
the desired balance between discrimination and generalization, the behav-
iorist may reinforce the target response when it is emitted in response to 
many related stimuli, which decreases discrimination, or may reinforce only 
when it is emitted in response to very few, precisely defined stimuli, which 
increases discrimination.

In strong contrast to the psychodynamic theorists we discussed earlier, 
first-wave behaviorists didn’t place emphasis on the development of  a “the-
ory of  personality.” They were content simply to discover the rules that 
control the acquisition, modification, and extinction of  observable behav-
iors. Even so, most of  the behavioral concepts we have described up to 
now have been presented in a way that implies awareness on the part of  
the individual regarding the contingency between stimulus and response. 
Although first-wave behaviorists took the position that such awareness was 
unnecessary, certainly human beings are acutely aware of  their thoughts, 
and they work hard to figure out their environments. Most people subscribe 
to the proposition that their actions are strongly influenced by their aspira-
tions, memories, and beliefs about the world.

The task of  the second wave of  behavior therapy was to incorporate 
mental phenomena into behavior therapy while maintaining its “scientific” 
ethos of  measurement, replication, and falsifiability. This became possible 
only after researchers learned to measure cognitive phenomena in a reliable 
and useful way.

Behaviorism: The Second Wave
The science of  cognitive measurement advanced, and over the course 
of  several decades after World War II learning theorists began to add 
manifestly cognitive variables to learning theory. The Canadian psycholo-
gist Albert Bandura (925–) developed social-cognitive theory, in which he 
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argued that human beings, unlike Thorndike’s solipsistic cats, frequently 
learn by observing others. he delineated four processes (attention, reten-
tion, motor reproduction, and motivation) that he believed were required 
for observational learning. Of  course, the observer must pay attention to 
the model, and the level of  attention might well depend on the observer’s 
emotional connection to the model. Further, the observer must remember 
the modeled behavior, and such retention might occur in either imaginal 
or verbal form, each form having particular advantages and disadvantages. 
Bandura emphasized the quality of  the observer’s motor reproduction pro-
cesses, and he made the sensible point that an observer can’t demonstrate 
a new behavior without specific motor skills. Finally, Bandura emphasized 
the importance of  the observer’s motivation, which he thought was due 
to reinforcement contingencies. however, he made the point that in 
addition to external reinforcement, one might be vicariously reinforced, 
which occurs when the observer expects to be reinforced in the same 
way that the model was. Bandura also suggested that observers engage 
in self-reinforcement for learning new behaviors when they conclude that 
the new behavior will help them reach a standard or goal they have set 
for themselves.

Bandura thought that human beings strive to maximize self-efficacy, the 
belief  that they can cope effectively with problems. For example, Bandura 
designed studies appearing to show that systematic desensitization worked 
by changing an individual’s belief  about his or her ability to deal effectively 
with the phobia. he thus suggested that systematic desensitization changes 
a person’s willingness to touch a snake less through simple conditioning than 
through cognitive mediation (“I guess I can do it, after all”).

At about the same time, American psychologist Julian B. Rotter (96–
204) proposed a general theory of  learning that included a different cogni-
tive variable. According to Rotter, the probability that an individual will emit 
a target behavior in a given situation depends on the individual’s subjective 
belief—a cognitive variable—about the consequences of  the behavior and 
the desirability of  those consequences. Thus, the likelihood that a person 
will touch a snake in the lab depends on the expectancy that certain con-
sequences will occur and the reinforcement value of  those consequences. 
In turn, the expectancy regarding relevant reinforcements depends on 
previous experience regarding the linkage between the behavior and the 
reinforcements in similar situations, which leads back to the idea of  clas-
sical conditioning. Rotter’s idea was that if  one wishes to predict current 
behavior, it is more pertinent (and practical) to measure current expectancy 
rather than to assess an individual’s past reinforcement history.

Bandura, Rotter, and other early cognitive theorists viewed cognitions as 
private behaviors that could nonetheless be reliably examined, counted, and 
manipulated. They believed that lawful relationships could be established 
between these covert behaviors and more easily observable overt behav-
iors. In other words, they set about to treat the mind as something other 
than a black box. however, it wasn’t until the 960s and 970s that behavior 
therapists like Albert Ellis (93–2007) and Aaron T.  Beck (92–) iden-
tified which cognitions had to be modified in order to alleviate emotional 
distress, and they began to develop methods to modify those cognitions. 
Their approaches to psychotherapy became known as cognitive-behavioral 
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therapies, because they advocated the examination and modification of  not 
only overt behaviors but also cognitions.

The American psychologist Albert Ellis developed an approach to psycho-
therapy that he eventually called rational-emotive behavior therapy (REBT). 
In common with virtually all second-wave behaviorists, Ellis believed that 
cognitions intervened between external situations and emotional conse-
quences. he offered an A-B-C model of  emotional disturbance: activating 
events trigger beliefs about those events, resulting in emotional conse-
quences. Actually, the A-B-C model was not inconsistent with his earlier 
training in psychoanalysis. Ellis concluded that when people rigidly adhere 
to certain kinds of  beliefs, called “demands,” they suffer adverse emotional 
consequences. Demands are extreme ideas about how the world should 
or must be. For example, a person might believe that others should always 
treat the person in a certain way, that the person’s life ought to follow a 
certain course, or that he or she must never feel anxious or upset. Rigid 
adherence to beliefs in the face of  an activating event that is inconsistent 
with the beliefs (e.g., a bad grade in school) will feel extremely uncomfort-
able and the person will have a hard time responding effectively because of  
an unwillingness to acknowledge the event in the first place (“I can’t have 
earned a bad grade. There must be a mistake!”).

From within a relatively small universe of  irrational beliefs the REBT 
therapist chooses one or two that seem to cause the patient the most 
trouble. The therapist then sets out to help the patient modify the irrational 
beliefs, either by adopting more useful beliefs or by learning to hold the 
irrational beliefs more tentatively. In working to modify irrational beliefs, 
Ellis utilized a variety of  methods, including direct disputation, emotional 
release, and behavioral tasks, such as decreasing avoidance of  certain situ-
ations. Unfortunately, few studies demonstrating the effectiveness of  REBT 
are well designed and/or part of  an ongoing program of  research, and 
this has limited the popularity of  REBT. Indeed, REBT has been somewhat 
overshadowed by the next second-wave theory we discuss, the cognitive-
behavior therapy of  Aaron T. Beck. In contrast to REBT, Beck’s cognitive-
behavior therapy has generated very many well-designed research studies.

Beck is an American psychiatrist who during childhood experienced 
an episode of  depressed mood. years later, after he completed psy-
choanalytic training, Beck set out to prove the Freudian hypothesis that 
depression results from anger turned inward. Rather to his surprise, 
he was unable to find consistent evidence for this in the dreams and 
free association of  depressed patients. Instead, he began to notice that 
depressed patients had streams of  barely recognized automatic negative 
thoughts about themselves, the world, and their future. Beck concluded 
that these automatic negative thoughts lacked accuracy or utility—or 
both. he further noticed that when patients stopped interpreting their 
experience based on the automatic negative thoughts and began to view 
the world in a less biased manner, their depressive symptoms remitted. 
he recognized that this was consistent with his own experience in over-
coming depressed mood in his youth.

Like Ellis, Beck concluded that symptoms of  mental disturbance 
come about as a result of  people’s ineffective or incorrect beliefs about 
the meaning of  their experiences, and he proposed to modify such 
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problematic cognitions directly, in the expectation that this would lead 
to symptom relief. Unlike Ellis, Beck recommended starting treatment at 
the more superficial level of  automatic negative thoughts, rather than to 
proceed directly to the underlying core beliefs. Over time, he identified a 
variety of  cognitive and behavioral approaches to help patients respond 
more effectively to their experiences. Beck recommended that, working 
together, therapists and patients isolate specific problematic thoughts and 
the underlying substructure of  beliefs, and he offered a structured way 
to change them. he also urged patients to conduct behavioral experiments 
in their everyday lives to help them evaluate the accuracy and utility of  
their beliefs. Moreover, he encouraged patients to behave in a manner that 
was inconsistent with the continuation of  their emotional disturbance. For 
example, he urged passive, depressed individuals to become more physi-
cally active. Beck and his collaborators modified some of  the details of  
his theory in order to apply it to conditions other than depression, and at 
present there are cognitive therapy approaches to many psychiatric distur-
bances, including various mood disorders, anxiety disorders, psychoses, 
eating disorders, substance abuse, and personality disorders, among other 
conditions. Indeed, Beck’s theoretical net of  constructs aimed at under-
standing the development and maintenance of  psychopathology is suffi-
ciently complex that it permits the description and explanation of  most 
symptoms of  mental disturbance. Beck and his followers have produced a 
large corpus of  sophisticated research to support his theory of  psychopa-
thology and psychotherapeutic treatment, and at present his approach to 
psychotherapy is widely practiced.

While Ellis and Beck are by far the most important second-wave behavior 
theorists, there were other individuals of  note during this period. American 
psychologist Donald h. Meichenbaum (940–) concluded that some indi-
viduals demonstrated disordered behaviors because they hadn’t learned to 
“talk themselves through” complex behavioral sequences. he developed 
a way of  teaching people to utilize self-talk to implement more effective 
behaviors, with goals like decreasing impulsivity and aggression, managing 
mood, and learning to deal with chronic pain. Several American psycholo-
gists, including particularly george Spivack (927–), Marvin R.  goldfried 
(936–), and Thomas J. D’Zurilla (938–), have developed ways of  teaching 
children and adults to solve problems more efficiently, in the expectation 
that this would decrease symptoms of  emotional distress.

Finally, American psychologist george Kelly (905–967) proposed a 
novel theory of  psychopathology, called Personal Construct Theory, of  
which the central postulate is that a person’s psychological organization 
depends on how he or she anticipates the future. Kelly’s idea of  construc-
tive alternativism was that people construct their views of  the world from 
among a number of  choices. he believed that psychopathology always 
resulted from the persistent use of  specific constructs despite their consis-
tent invalidation in the world. For example, an individual might view nor-
mal self-assertion as a personally unacceptable form of  aggression toward 
others. however, over time this same individual might become aware of  
feeling helpless to prevent inconsiderate treatment in many kinds of  rela-
tionships. Kelly offered the view that the two main goals of  psychotherapy 
are to help patients to understand the particular constructs on which they 
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rely and to provide them assistance in modifying ineffective or outmoded 
constructs, so as to permit more effective functioning in the world. Kelly 
suggested specific techniques to help patients apply particular constructs 
either more or less broadly in their lives, and he encouraged therapists to 
modify constructs by adding or withdrawing certain features from them. 
Among other techniques, he suggested that the psychotherapist clarify the 
patient’s expectations or beliefs about the world and then offer a set of  
modified beliefs with the encouragement that the patient try behaving for a 
couple of  weeks as if  he or she subscribed to the altered belief  system. Of  
course, the patient must find the new beliefs to be plausible—they cannot 
reflect a completely new way of  looking at the world. Kelly expected that 
if  patients are reinforced in daily life for behaving in a new way, they will be 
likely to alter the fundamental constructs they use to guide their behavior 
in the world.

In recent decades behavioral treatments in the second wave have proven 
to be very successful in providing relief  for a broad range of  psychopathol-
ogy. In large studies these treatments have often shown themselves to be as 
effective as somatic interventions in the treatment of  disorders like anxiety 
and depression. They have even helped to ameliorate symptoms of  bipolar 
disorder and schizophrenia as an adjunct to psychotropic medications.

however, some have argued that second-wave behavior therapy is lim-
ited by its focus on modifying cognitions. In certain conditions, such as some 
anxiety disorders, it is not particularly helpful to dispute and modify every 
single worry, in the expectation that this will permit one to cope more 
effectively with reality. Rather, it may be more useful to work toward a 
change in how one views the meaning and very nature of  one’s thoughts. 
A  more helpful approach to treatment might be to teach patients that 
thoughts are transient mental phenomena, and some of  them have little to 
do with external reality. This is the idea that if  one simply doesn’t become 
engaged with certain thoughts, the thoughts will naturally dissipate. Such a 
philosophy forms the foundation of  the third wave of  behavior therapy.

Behaviorism: The Third Wave
In recent decades Buddhist and other meditation practices have become 
increasingly popular in the West, leading to its ultimate incorporation into 
medical care by healthcare providers. Meditation practice can lead to two 
key insights. First, mental phenomena (like all phenomena) are fundamen-
tally transient. Second, one can learn in a systematic way to control the 
direction of  one’s attention. The third wave of  behavior therapy capitalizes 
on these insights, and it is certainly no coincidence that virtually all of  the 
major theorists in behavior therapy’s third wave have had extensive medita-
tion experience. nor is one surprised to find that meditation practice is a 
component of  many third-wave treatments, even if  there are some recent 
data to suggest that meditation practice itself  might be an incidental com-
ponent of  third-wave treatments (e.g., Vettese, Toneatto, Stea, nguyen, & 
Wang, 2009; but cf. Williams et al., 204).

Patients in third-wave behavioral treatments are helped to establish a 
new relationship with mental phenomena. While some symptoms need 
to be changed or relieved, in other cases it may be more helpful to learn 
to think differently about one’s symptoms, to wait them out, or to stop 
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reacting to them as one has in the past. For example, one might suggest 
to an individual with chronic, relapsing depression that sad thoughts come 
and go, and one has the choice of  engaging with the thoughts (and feeling 
worse) or simply letting them pass. Some people grasp this idea directly, but 
others remain skeptical, and meditation practice can provide immediate evi-
dence that mental phenomena do really behave in this way. As well, medita-
tors learn to control the direction of  their thoughts and are thus better able 
to choose how and what to think. Moreover, through meditation practice 
one decreases one’s autonomic arousal quickly and efficiently.

Third-wave behavioral treatments are proliferating rapidly. We mention 
below several well-known variants and will discuss a few of  them at greater 
length in Chapter 5, in the sections on individual behavior therapies and 
psychotherapy for multiple patients.

American psychologist Marsha M.  Linehan (943–) has developed an 
intensive, multimodal approach to the treatment of  self-injury in borderline 
personality disorder. Linehan’s dialectical behavior therapy (DBT) combines 
a wide range of  standard cognitive-behavioral strategies with techniques to 
help individuals develop better awareness of  their thoughts and feelings, in 
the hope that they can learn to become less reactive to their shifting and 
often contradictory impulses. In certain situations patients are encouraged 
to experience and accept emotional upheaval, to recognize that it will pass, 
and to divert their attention elsewhere, rather than to analyze each thought, 
correct logical errors, and develop a coherent plan of  action. As well, 
patients are encouraged to abandon “either-or” views, so that they develop 
a more integrated view of  self, including both emotion and rationality, and 
they come to accept themselves in the present while acknowledging the 
need to change, reflecting the dialectical part of  DBT. In early versions of  
DBT Linehan asked patients to engage in formal meditation practice, but 
this was not successful, and the current version of  DBT attempts to teach 
the “wisdom” of  meditation without expecting patients to practice medita-
tion on a regular basis.

Another American psychologist, Jon Kabat-Zinn (944–), has developed a 
manualized, group-based, time-limited psychotherapeutic treatment called 
mindfulness-based stress reduction. Designed specifically to help people 
learn to cope with chronic pain, this treatment combines extensive medi-
tation practice with discussion of  stress and coping techniques. The goal 
is to teach participants to observe themselves in an alert, nonjudgmental 
way. Early studies suggest that the treatment may also help individuals who 
have anxiety-spectrum or mood disorders. A very similar treatment pack-
age, called mindfulness-based cognitive therapy (MBCT), was developed 
by some British and Canadian psychologists to treat recurrent depression. 
MBCT is also a manualized, group-based, time-limited psychotherapeutic 
treatment that combines extensive meditation practice with encouragement 
to learn to view one’s thoughts and feelings in a decentered manner. For 
example, participants are encouraged to think about depressive thoughts as 
thoughts, rather than as a reflection of  reality. MBCT also includes discussion 
of  how to prevent relapse and recurrence. There have been solid research 
findings showing that MBCT plus treatment as usual is more effective in 
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preventing depression relapse than treatment as usual alone, but this is only 
the case for individuals who have had at least three previous episodes of  
major depression; the finding doesn’t appear to extend to those who have 
had just one or two previous episodes. We discuss MBCT in more detail 
near the end of  Chapter 5.

Another important third-wave treatment is called acceptance and 
commitment therapy (ACT). Developed by American psychologist 
Steven C.  hayes (948–), ACT aims to teach patients to view their 
thoughts in a “defused” manner. For example, rather than responding to 
anxiety-inducing thoughts as evidence of  potential danger, patients are 
encouraged to think, “I’m having the thought that I’m anxious.” Patients 
are encouraged to clarify their goals and values in life and to act in fur-
therance of  them, rather than to respond to thoughts that may get in the 
way. This focus on goals and values is one way in which ACT differs from 
many other psychotherapeutic techniques. At the end of  successful treat-
ment, the ACT patient accepts troubling thoughts and feelings as tran-
sient mental phenomena while remaining committed to pursuing the goals 
and values that make life worthwhile. Like DBT, ACT de-emphasizes for-
mal meditation practice but aims to teach patients some of  the lessons 
of  meditation, including the ability to direct one’s attention as one wishes 
and the fact that thoughts are just thoughts and don’t necessarily reflect 
some sort of  external reality.

Summary

. The first-wave behaviorists ignored cognition and focused primar-
ily on how observable behavior can be learned or unlearned. They 
identified types of  conditioning (classical, operant) and reinforcement 
schedules, and they developed such treatment techniques as the 
token economy and systematic desensitization. Therapeutic targets 
of  change during this period include only observable behaviors.

2. Second-wave behaviorists incorporated a cognitive variable, which 
ultimately gave rise to various “cognitive” therapies, such as rational 
emotive behavior therapy, cognitive-behavior therapy, and various 
problem-solving techniques. Therapeutic targets of  change during this 
period include observable behaviors and discrete cognitions.

3. Third-wave behaviorists are interested in the use of  attention to man-
age symptoms. This has led to the development of  such treatments 
as dialectical behavior therapy, mindfulness-based stress reduction, 
mindfulness-based cognitive therapy, and acceptance and commit-
ment therapy. Therapeutic targets of  change during this period include 
observable behaviors, discrete cognitions, and the patient’s relationship 
with symptoms.
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In the previous chapter we reviewed the psychological theories that serve 
as foundations for much of  psychotherapy. We now summarize three areas 
of  research that offer alternative perspectives contributing to our under-
standing of  psychotherapy. We discuss here the neurobiological correlates 
of  psychological theory and psychotherapy, relevant research findings from 
psychology, and some of  the results of  treatment studies. We close this 
chapter by offering a few thoughts on how psychiatrists and therapists might 
sort through this welter of  information to develop a holistic understanding 
of  psychotherapy.
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Neurobiological Correlates 
of Psychological Theory 
and Psychotherapy
Some individuals conceptualize the mind and brain as separate entities, as 
if  there were a fundamental separation between them. However, neurosci-
ence research demonstrates that the brain changes as a consequence of  
both somatic treatment and psychotherapies. In this section of  the book 
we briefly direct our attention to the neurobiology of  psychotherapy. We 
begin our exploration of  this topic by making reference to the concept of  
neuroplasticity. We then consider four psychological variables of  inter-
est: memory, attention, learning, and attachment. Finally, we review some 
neurobiological features of  two common mental disorders, depression and 
posttraumatic stress disorder (PTSD), and we offer some suggestions about 
how to view the psychotherapy of  each condition from a neurobiological 
perspective. As you read through this information, consider how the devel-
opment and formation of  learning, memory, attention, and attachment 
affect theoretical observations and the practice of  psychotherapy.

Neuroplasticity and Four Key Phenomena
The concept of  neuroplasticity serves as a bridge between the fields of  neu-
robiology and psychotherapy. It has long been understood that humans and 
infrahuman species depend on synaptic and nonsynaptic plasticity to permit 
them to respond to changed environmental circumstances. Without the 
ability to modulate both neuronal potentiation and the probability of  syn-
aptic transmission, no living thing could respond to environmental changes.

However, it is only in the past four decades that there has been increas-
ing awareness that neurogenesis and cortical mapping can occur follow-
ing the critical period of  human development. At present, there is general 
agreement that cortical remapping can occur following brain injury at any 
time in a person’s life and that the formation of  new neurons occurs across 
the lifespan in particular subcortical areas of  the brain, including the hip-
pocampus, the olfactory bulb, and probably the cerebellum. At some point 
we may learn that neurogenesis occurs in other subcortical areas as well. 
The important point is that neuroplasticity is a frequent and natural phe-
nomenon, and it occurs in response to routine human activity, quite apart 
from somatic interventions in response to illness. In particular, it occurs as a 
consequence of  participation in psychotherapy.

Having identified the bridging concept of  neuroplasticity, we are now in a 
position to consider the psychotherapeutic implications of  four psychologi-
cal constructs: learning, memory, attention, and attachment.

Learning
We have previously discussed learning at some length. Of  course, learning 
involves the acquisition, modification, or strengthening of  thoughts, feel-
ings, and behavior. Inasmuch as problematic thoughts, feelings, and behav-
iors are the stuff of  psychotherapy, this treatment technique involves a 
great deal of  learning. For example, clinicians provide patients information 
about their conditions, they teach them new skills (e.g., self-assertion and 
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problem-solving techniques), and they expose patients to circumstances 
that are designed to help them unlearn previous associations (e.g., phobic 
responses in anxiety disorders). At the neurobiological level learning occurs 
as a direct result of  neuroplasticity, usually but not always in the form of  
synaptic plasticity. Psychotherapeutic interventions are designed to maxi-
mize the likelihood of  such neuroplasticity, including through the establish-
ment of  an optimal atmosphere for learning, a point to which we will return.

Memory
We think of  memory as the process of  encoding, storing, and retrieving 
information. Since there can be no memory without learning and no learn-
ing without memory, these two concepts cannot be fully disambiguated. 
There is some dispute about the taxonomy of  memory. In addition to the 
categorization of  memory by duration (how long one has held a memory) 
and modality (whether it is in the auditory, visual, or some other domain), 
a particularly important distinction has to do with whether one is aware 
of  a memory. We refer to explicit memory, also called declarative mem-
ory, as the kind of  memory that can be called into awareness with effort. 
Explicit memory includes the recall of  personal experiences and memory 
for general facts and concepts. Implicit memory refers to traces of  previous 
experience of  which one is not aware, even though the traces affect one’s 
performance on a task. Implicit memory may involve priming, in which one 
is more likely to act in a certain way based on previous experience, even 
though one is not now (and may never have been) conscious of  the earlier 
event. Priming is the reason you choose a particular brand at the store after 
seeing an ad for it, even though you have no recall of  having ever seen the 
ad. Another kind of  implicit memory is procedural memory, which supports 
the skills one can accomplish without thinking about them, such as taking a 
shower or riding a bicycle.

Memory plays a central role in the development of  many psychiatric 
disorders—and, correspondingly, in their treatment. Decontextualized 
memory of  trauma (i.e., a faulty explicit memory) sets the stage for 
the development of  PTSD. Implicit memory is a key component in the 
development of  mood, anxiety, and personality disorders, among other 
conditions. Individuals with these disorders hold assumptions that lack 
utility, such as that the world is a dangerous place, that one won’t be 
able to respond effectively to an unexpected challenge, that other people 
are uncaring or can’t be trusted, that one’s efforts will accomplish little, 
and on and on. Such assumptions can be viewed as implicit memories, 
and much of  the work of  psychotherapy consists of  modifying these 
implicit memories, with the goal that patients think and act differently 
in response to new procedural memories and priming—or in response 
to now-explicit memories. In psychotherapy implicit memories are often 
changed by bringing them into awareness and then examining them, thus 
creating explicit memories. Alternatively, in some models of  psychother-
apy therapists simply challenge patients by pointing to evidence that is 
inconsistent with the patient’s ineffective beliefs about the world.

Newly acquired information is initially held in working memory for up to 
30 seconds, either in a phonological loop, on a visual-spatial sketchpad, or 
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in an episodic buffer. It is thought that working memory is largely depen-
dent on a circuit involving the prefrontal and parietal cortices (Baddeley, 
2000). Acute or chronic stress is known to lead to reduced activation of  
the prefrontal cortex and decreased functional connectivity, with negative 
consequences for working memory—and learning, which crucially depends 
on working memory.

After leaving working memory, newly forming explicit memories undergo 
synaptic consolidation in the hippocampus, for which the best understood 
underlying process is long-term potentiation, a neuroplastic phenomenon 
of  enhanced signal transmission between neurons resulting from repeated 
simultaneous stimulation. The precise sequence of  chemical events giving 
rise to long-term potentiation depends to some extent on where it occurs 
in the brain. It can become well established within minutes to under an hour, 
while synaptic consolidation is generally thought to be complete within sev-
eral hours. Of particular significance is the fact that since the basolateral 
region of  the amygdala projects into the hippocampus, stress hormones 
affecting the amygdala may increase or decrease the strength of  a memory. 
The presence of  abnormal concentrations of  neurotransmitters in the syn-
aptic cleft may also affect synaptic consolidation.

For about a week after synaptic consolidation, recall of  an explicit mem-
ory depends entirely on the presence of  an intact hippocampus. However, 
we mentioned earlier that the hippocampus is one brain region in which 
neurogenesis is known to occur throughout life. It demonstrates a very 
high level of  neuroplasticity and is therefore particularly well suited for 
encoding new memories, but it is not necessarily as well suited for retaining 
memories. Through the phenomenon of  systems consolidation many memo-
ries are ultimately stored elsewhere in the brain, thus “freeing up” capac-
ity in the hippocampus for new memory encoding. Systems consolidation, 
which occurs over years or decades, moves explicit memories from the 
hippocampus to the cortex. The hippocampus is thought to facilitate the 
process by which partial representations of  a specific memory retained at 
modality-appropriate locations in the cortex are gradually connected with 
increasing strength to one another. Over time, the various representations 
of  a memory in cortex become so strongly connected that recall becomes 
possible without mediation by the hippocampus. However, some have 
argued that memory of  personal experiences always requires hippocampus 
involvement, while memory for general facts and concepts does not.

The details of  implicit memory consolidation are less well understood. 
These memories do not appear to be consolidated in the hippocampus, as 
would be consistent with the fact that amnestic individuals can learn new 
motor tasks and are susceptible to priming. Consolidation of  procedural 
memories, in particular, may occur in the extrapyramidal motor system 
(Squire, 986); levin (20) suggests that implicit memory consolidates in 
the cerebellum, basal ganglia, and amygdala.

A final aspect of  memory that has relevance for psychotherapy is the 
concept of  memory reconsolidation. This is the phenomenon by which 
well-established memories can be strengthened or altered after they are 
called up. It is thought that the recall of  a memory decreases its stability, 
and in the reconsolidation process it may be changed somewhat. This may 
be the mechanism by which memories change over time. Reconsolidation 
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is thought to be a process that is distinct from consolidation and also from 
processes such as extinction, which we previously described as occurring 
when an expected consequence does not follow a stimulus, thus weakening 
the link between stimulus and consequence.

Attention
It is difficult to offer a comprehensive definition of  the concept of  attention. 
As we use the term here, we refer to the ability to sustain one’s focus on 
the target of  one’s choice. When individuals are able to attend well, they 
have the capacity to select a target on which to focus, notwithstanding the 
high salience of  other targets, they can martial their resources to focus on 
only that target, and they are able to maintain their focus without becoming 
unduly distracted by internal or external stimuli. If  we think of  disordered 
attention as an inability to sustain one’s focus as one wishes, it becomes evi-
dent that attention plays a major role in the development and maintenance 
of  psychopathology. Conditions that are associated with disordered atten-
tion include attention-deficit/hyperactivity disorder, obsessive-compulsive 
disorder, various anxiety and mood disorders that involve rumination, and 
many others.

As defined above, attention requires intact executive processes in the 
brain, thus implicating the dorsolateral prefrontal cortex, the anterior cin-
gulate cortex, and the orbitofrontal cortex. A variety of  subcortical areas 
are also involved in the function of  attention, as has been demonstrated in 
imaging studies with individuals who have sustained closed head injuries. 
Another source of  neurobiological data regarding attention comes from 
studies of  meditation training. Meditation training, of  particular interest to 
third-wave behaviorists, consists of  the practice of  sustaining one’s atten-
tion in either a focused or open manner. In their review of  five mindful-
ness meditation studies comprising 57 participants, Chiesa, Brambilla, and 
Serretti (200) showed that such “open” meditation training corresponded 
to fMRI evidence of  increased prefrontal cortex and anterior cingulate cor-
tex activation.

Attachment
We discuss the concept of  attachment on several occasions in this text. As 
we will describe in more detail in a subsequent section, attachment in adults 
can be thought of  as a plane described by the orthogonal axes of  seeking/
avoiding intimacy and expecting acceptance/rejection by others. Securely 
attached individuals are those who usually seek intimacy and expect accep-
tance. Attachment patterns are thought to be established in early child-
hood, and they are felt to be predictors of  behavior over the course of  life.

In a review of  the literature Mikulincer and Shaver (2007) concluded that 
insecure attachment is associated with the full range of  mental disorders, 
including mood and anxiety disorders, personality disorders, and many oth-
ers. However, they cautioned that insecure attachment might not be a suf-
ficient explanation for most psychiatric disturbances, which also depend on 
other factors, such as genetic predisposition and life experiences unrelated 
to early attachment.

There is evidence from brain imaging studies that individuals with dis-
ordered attachment patterns (fear of  rejection, avoidance of  intimacy, 
or both) demonstrate atypical prefrontal cortex activation in response to 
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social or emotional arousal (lenzi et al., 203; vrtička, Bondolfi, Sander, & 
vuilleumier, 202; Warren et al., 200). By contrast three recent studies 
have demonstrated that the introduction of  attachment cues increases pre-
frontal activation and/or cortico-limbic integration among healthy children, 
adolescents, and adults (Eisenberger et  al., 20; Karremans, Heslenfeld, 
van Dillen, & van lange, 20; Tottenham, Shapiro, Telzer, & Humphreys, 
202).

There are several findings regarding the relationship between attachment 
and psychotherapy. We explain in a later section of  the text that insecurely 
attached patients establish weaker therapeutic alliances than securely 
attached patients, and anxious attachment (i.e., the expectation of  rejec-
tion) predicts to poor outcome from treatment. Moreover, in a large study 
comparing the relative effects of  cognitive-behavior therapy (CBT), inter-
personal therapy, imipramine, and case management in the treatment of  
depression, patients’ appraisals early in treatment of  therapists as sensitive 
and supportive predicted positively to outcome at the end of  treatment 
and at 8-month follow-up, regardless of  treatment type, patient character-
istics, or severity of  depression (Zuroff & Blatt, 2006). As well, Buchheim 
and colleagues (202) demonstrated decreased cortico-limbic reactivity to 
attachment-related cues following 5 months of  psychodynamic psycho-
therapy with depressed outpatients.

Thus, we see that disordered attachment patterns are correlated with 
the presence of  psychopathology, and they predict negatively to several 
variables of  interest in psychotherapy. Disordered attachment is also asso-
ciated with inefficient prefrontal cortex response to social and emotional 
challenges, while attachment cuing among healthy people increases prefron-
tal activation and/or cortico-limbic integration. Brain correlates of  poor 
attachment improve following a course of  psychodynamic psychotherapy. 
One final correlate of  interest is the suggestion by several researchers (e.g., 
Kandel, 999)  that attachment failures decrease learning and memory in 
humans and other species due to inefficient long-term potentiation. Taken 
together, these inferences provide a basis for the suggestion that more 
secure attachment in the course of  psychotherapy might be correlated with 
increased cortico-limbic integration and, as a result, improved learning and 
memory.

Neurobiology and the Psychotherapy of Depression
The concepts of  neuroplasticity, learning, memory, attention, and attach-
ment permit us to make more sense of  what is known about the treatment 
of  depression from a neurobiological perspective. A series of  papers have 
identified abnormalities in cortico-limbic pathways among individuals who 
are depressed. In a 202 meta-analysis of  ten brain imaging studies Sacher 
and colleagues found that, relative to normal controls, individuals with 
unipolar depression have decreased gray matter volume in the amygdala, 
dorsomedial frontal cortex, and right paracingulate cortex, together with 
increased resting glucose metabolism in the right subgenual and pregenual 
anterior cingulate cortices.

Other studies have shown corresponding changes as a consequence of  
successful pharmacological or psychotherapeutic treatment for depression. 
In the most rigorous such study to date, Kennedy and colleagues (2007) 
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investigated the response to treatment of  24 individuals diagnosed with 
major depressive disorder. Study participants were randomly assigned to 
6 weeks of  treatment with either CBT or venlafaxine. PET scan changes 
in the group of  7 participants who responded to CBT were compared with 
changes in the group of  9 individuals who responded to venlafaxine. In 
short, PET scan changes following successful depression treatment dem-
onstrated similarities but also some differences between CBT and venlafax-
ine treatment. More specifically, between pretreatment and posttreatment 
both groups demonstrated decreased metabolism in the left and right 
orbital frontal cortex and the left dorsomedial prefrontal cortex, together 
with increased metabolism in the right inferior occipital cortex. However, 
venlafaxine responders had increased metabolism in the posterior cingu-
late, while CBT responders showed decreased metabolism in that area. In 
the left inferior temporal cortex venlafaxine responders showed decreased 
metabolism, while CBT responders showed increased metabolism. CBT 
responders showed decreased metabolism in the thalamus and increased 
metabolism in a region encompassing the anterior portion of  the subgenual 
cingulate/ventromedial frontal cortex and in the right occipital-temporal 
cortex. venlafaxine responders showed decreased metabolism in the right 
nucleus accumbens and in a posterior portion of  the subgenual cingulate.

This study and others have demonstrated fairly consistent modulation 
of  cortico-limbic pathways following CBT applied to depression, while 
changes following psychopharmacological treatment of  depression appear 
to depend somewhat on the particular drug used. Clark and Beck (200) 
proposed that CBT applied to depression causes “top-down” effects, in the 
sense that increased executive control inhibits limbic reactivity, and they 
contrasted this with “bottom-up” control of  the limbic system itself. As we 
have noted, Chiesa and colleagues (200) showed that meditation training 
may also increase cortical control over the limbic system. As well, in the pre-
viously cited psychodynamic treatment study by Buchheim and colleagues 
(202), depressed outpatients demonstrated decreased cortico-limbic 
reactivity in response to attachment cuing following 5 months of  treat-
ment, while healthy, untreated controls did not show such changes over the 
same time course.

Why might previously depressed individuals experience an increase in 
prefrontal control over the limbic system following a course of  psychother-
apy? virtually all models of  psychotherapy involve teaching patients, directly 
or indirectly, new ways to manage depressive affect. Treatment inevitably 
involves paying careful attention to thoughts and feelings, which requires 
that patients sharpen their attentional skills, and psychotherapists strive 
to relate to patients in a warm, supportive, encouraging manner. As well, 
we will review in a later section the finding that psychotherapy appears to 
have a better outcome if  there are at least minor ruptures over the course 
of  treatment, assuming that these are skillfully addressed by the therapist. 
Many depressed patients, particularly those who are insecurely attached, 
have had few experiences working through relationship conflicts in a sat-
isfying way, and the experience of  doing so in psychotherapy might well 
decrease attachment anxiety and avoidance. As we have suggested, when 
patients feel a strong sense of  attachment to the therapist, they are more 
likely to be able to learn efficiently. Moreover, the reduction of  stress is 
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likely to optimize working memory, which permits greater learning and, 
ultimately, memory. Finally, psychotherapy often involves a shift of  troubling 
material from implicit to explicit memory. This permits patients to act in the 
world with greater intention and not to be so much in the thrall of  ineffec-
tive ideas and beliefs.

In short, psychotherapy for depression establishes optimal conditions for 
patients to learn how to attend appropriately and to respond more effec-
tively to painful affect, all of  which strengthens prefrontal functioning. On its 
face, such a route to improved mood would seem to differ from the effect 
of  psychopharmacological treatment. It is therefore not surprising that 
there are differences in brain imaging studies of  depressed patients follow-
ing successful treatment with either psychotherapy or psychotropic drugs. 
However, some commentators have pointed out that the rather limited 
neurobiological data now available are insufficient to permit firm conclu-
sions regarding the contrasting effects of  psychotherapy and pharmacother-
apy. For example, Zellner (202) points out that varying levels of  activity 
within particular brain regions might reflect either generation or suppres-
sion of  negative affect and/or cognitions. Thus, while there appears to be 
some overlap in the brain regions affected by psychotherapy and pharma-
cotherapy, it isn’t yet clear whether research data will consistently support 
the elegant model that psychotherapy operates primarily on “top-down” 
processes by increasing the efficacy of  prefrontal cortex in suppressing lim-
bic reactivity, while pharmacotherapy operates primarily on “bottom-up” 
processes by directly decreasing limbic reactivity.

Neurobiology and the Psychotherapy of PTSD
In this section we review some studies relevant to the treatment of  PTSD 
and attempt to make sense of  the neurobiological findings from the per-
spective of  neuroplasticity and related concepts. However, we note at the 
outset that all the studies we cite relied on DSM-Iv diagnostic criteria, and 
the diagnosis of  PTSD changed in the transition from DSM-Iv to DSM-5. 
The diagnosis no longer requires that the person’s response to the trauma 
have involved “intense fear, helplessness, or horror,” and it excludes trauma 
due to unexpected deaths from natural causes. Some of  the other crite-
ria have been reorganized, and additional symptoms have been identified. 
Finally, changes have been made in the way that PTSD can be diagnosed in 
children and adolescents. It is possible that the findings of  studies we cite in 
this section might have been different if  the newer criteria had been used.

Brain imaging studies have consistently demonstrated decreased hippo-
campal volume in individuals diagnosed with PTSD. There is evidence that 
exposure to trauma accounts for some of  this volume reduction. However, 
depending on brain scan methodology, either right or left hippocampal vol-
ume is decreased in individuals with PTSD when compared with the hip-
pocampal volume in individuals exposed to trauma who did not develop 
PTSD (Kühn & Gallinat, 203; Woon, Sood, & Hedges, 200). Additionally, 
Gulf  War veterans currently diagnosed with PTSD had smaller hippocampi 
than veterans with remitted PTSD (Apfel et al., 20). It is unclear whether 
smaller hippocampal volume results from trauma exposure and/or PTSD 
or whether it is a risk marker for the development of  PTSD in the first 
place, as at least one twin study has suggested (Gilbertson et al., 2002).
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Other neurobiological correlates of  PTSD include elevated activity 
in the amygdala and hippocampus and decreased activity in the medial 
prefrontal regions (Patel, Spreng, Shin,  & Girard, 202). However, 
increased activity of  the amygdala, like decreased volume in the hippo-
campus, may reflect exposure to trauma, rather than the development 
of  PTSD per se.

There is evidence that individuals with PTSD have more difficulty encod-
ing traumatic scenes and rely more on gist memory (i.e., fuzzy memories 
vs. verbatim memories) than do those without PTSD. Hayes and colleagues 
(20) found that among trauma-exposed combat veterans, those with 
PTSD were more likely than those without the diagnosis to err in believ-
ing that they had seen specific trauma-related pictures a week after they 
were exposed to similar pictures. These false-alarm errors were correlated 
with increased activity in the bilateral precuneus. As well, initial list learn-
ing among veterans with PTSD was correlated with decreased amygdala 
and hippocampus activity in comparison with list learning among veterans 
without PTSD.

Among healthy people suppression of  neutral material results in 
decreased hippocampus activity and is known to be a fairly effective strat-
egy. However, suppression of  distressing memories is not as effective and 
does not lead to decreased hippocampus activity. In a paired associate 
word list paradigm Butler and James (200) found that healthy individu-
als demonstrated increased activation of  several brain regions (amygdala, 
insula, anterior cingulate, and fusiform gyrus) when asked to suppress 
negative words (e.g., agony, rape) in comparison with activation in these 
areas when they were asked to suppress neutral words (e.g., tower, bowl). 
Avoidance strategies are frequently utilized by individuals with PTSD. They 
are more likely to experience stress-induced analgesia than are those who 
do not have PTSD, as evidenced by studies of  pain responsiveness in this 
population, both by oral report and in terms of  brain changes (Diener 
et  al., 202; Mickleborough et  al., 20). Brain imaging data suggest that 
individuals become aroused in response to subliminally presented fearful 
faces, but they are able to suppress awareness of  fearful faces when these 
are presented more slowly and conscious awareness is possible. In one 
study dissociative individuals with PTSD demonstrated increased prefrontal 
activity in response to fearful faces presented for 500 ms, but when fear-
ful faces were presented for 6.7  ms, followed by neutral masking, they 
demonstrated increased activity in the amygdala, insula, and left thalamus 
(Felmingham et al., 2008).

Based on all these findings, it seems likely that individuals with PTSD 
fail to encode the initiating trauma accurately, and the combination of  
smaller hippocampi and prefrontal hypoactivity makes it harder for 
them to achieve extinction later. Instead, they may re-experience the 
trauma and fail to learn that it is no longer threatening. Due to faulty 
reconsolidation, their memory of  the trauma shifts over time, such that 
it becomes vaguer or contains new, inaccurate details. Individuals with 
PTSD, like those with depression, demonstrate decreased cortico-limbic 
integration. They may have difficulty solving problems effectively, they 
find it difficult to modulate emotions, and they are particularly likely to 
utilize avoidance strategies. While individuals with PTSD find conscious 
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avoidance to be an effective strategy, unconscious avoidance is not effec-
tive for them, and it actually leads to increased emotional arousal, which 
presumably fuels further attempts to avoid.

How are these problems addressed in psychotherapy? The behavioral 
treatment of  PTSD, for example, is based on imaginal exposure to the 
trauma and in vivo exposure to other feared situations (such as environ-
mental cues), in the expectation that with repeated exposures avoid-
ance will decrease. The therapist asks the patient to recount the trauma 
in detail and helps the patient to recall forgotten details, thus increas-
ing accurate recall of  the trauma. Such repeated exposure occurs in an 
optimal learning environment, in which the therapist encourages attach-
ment on the part of  the patient. As a result, the patient’s stress level 
decreases, at least during the session, and this improves working mem-
ory and leads to less emotional interference in the laying down of  new 
memories. Extinction is also more likely to occur in this circumstance. 
Prefrontal cortex activation is presumably encouraged by the effort the 
patient must put forth to pay attention during exposure. Further, the 
therapist provides the patient general strategies to manage emotional 
arousal, which presumably enables the patient to exert better control 
over limbic reactivity and to improve mood, as was the case in the treat-
ment of  depression.

Summary
We have offered a few examples of  how one might think about psy-
chotherapy from a neurobiological perspective. The key principle in the 
crosswalk from psychology to biology is the concept of  neuroplasticity, 
a phenomenon that permits us to understand psychological change 
in physical terms. As neuroimaging techniques continue to prolifer-
ate in psychiatric research and treatment, we can expect a continued 
cross-pollination between the psychology and biology of  mental func-
tioning. One expects that in the not-too-distant future it will become 
possible to make rational selections among mental health interventions, 
not just on the basis of  proven efficacy, but also in consideration of  the 
most efficient approach to specific symptoms, considered from the bridg-
ing perspective of  neuroplasticity.
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Section Summary

. The concept of  neuroplasticity informs one’s understanding of  impor-
tant psychological variables (learning, memory, attention, attachment) 
that underlie mental disorders.

2. The use of  psychotherapy in the treatment of  depression has been 
shown to be correlated with imaging changes throughout the brain. 
Prefrontal cortex changes may be more common following psycho-
therapy than following psychopharmacological treatment.

3. Decreased hippocampal size and prefrontal hypoactivity are known 
to be associated with posttraumatic stress disorder (PTSD), although 
causality is unclear. Psychotherapeutic techniques are likely to target 
these areas of  the brain, among others.
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Research Findings in Psychology
Casual observers of  psychotherapy often come away with two conflict-
ing impressions. On one hand, brief  snippets of  the therapy session may 
appear similar to any other normal, unremarkable human interaction. The 
entire enterprise may seem to rest primarily on the therapist’s fundamen-
tal kindness and common sense. On the other hand, therapist behaviors 
are occasionally surprising and seem to be inappropriate for normal human 
interactions. When the observer inquires why the therapist has said or 
done such an eccentric thing, the answer may be something like, “The 
experts recommend it, and my experience shows that it works.” Our casual 
observer may be forgiven for suspecting that psychotherapy is more like an 
art or religion than it is like a science.

In fact, there is plenty of  psychological research that supports the activi-
ties of  psychotherapy. In the following section we briefly review studies that 
address several topics of  central importance for psychotherapy, including 
the overall effectiveness of  psychotherapy, dose-response issues, the rela-
tive efficacy of  one model of  psychotherapy over another, the existence 
of  certain empirically supported treatment models, issues of  deterioration 
in psychotherapy, issues related to the therapeutic alliance, patient char-
acteristics that predict to outcome, and therapist factors that predict to 
outcome.

What Do We Know About the Rate of Recovery 
in Psychotherapy?
Overall Effectiveness of  Psychotherapy
We begin our exploration of  this topic with the blockbuster 952 paper 
of  Hans J.  Eysenck (96–997). A  behavioral psychologist who was 
born in Germany but spent most of  his adult life in England, he argued 
against the proposal that psychologists be trained to conduct psycho-
analysis, and in 952 he published a paper comparing the effectiveness of  
psychoanalytically-oriented psychotherapy with no-treatment control. He 
concluded that approximately two thirds of  the members of  both groups 
demonstrated significant improvement. As a consequence, for many years 
thereafter academic psychologists and some other mental health profes-
sionals wondered if  psychoanalytically-oriented psychotherapy was effec-
tive at all, notwithstanding several methodological problems in the Eysenck 
paper, some of  which he later acknowledged.

Approximately a quarter century after Eysenck’s paper there began to 
appear a series of  meta-analyses comparing various kinds of  psychotherapy 
to no-treatment control. In a large meta-analysis published in 980, Smith, 
Glass, and Miller concluded that psychotherapy was indeed effective. The 
data shown in Table  3. are extracted from their study but include only 
those therapy classifications for which at least 50 effects were available. The 
“all psychotherapy” estimate in the table summarizes the tabled data and 
suggests that on average psychotherapy produces an outcome that is 0.87 
standard deviations better than no-treatment control. This is equivalent to 
saying that the average treated patient is better off than 8% of  controls. 
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Most commentators have accepted this and similar meta-analytic findings, 
and Eysenck’s 952 paper no longer carries any weight.

Efficacy vs. Effectiveness
Do the results of  the Smith et al. (980) meta-analysis and other studies 
actually shed light on the effectiveness of  psychotherapy as it is practiced in 
everyday settings? In recent years most studies demonstrating the benefit 
of  psychotherapy have made use of  randomized controlled trials (RCTs). 
This is a design that psychotherapy researchers believe optimizes reliability 
and validity. The results of  an RCT are considered to have high internal 
validity because the study is designed to emphasize differences in outcome 
between study arms and to minimize differences due to ancillary variables, 
such as variations in participants’ demographic identifiers, amount of  con-
tact with a therapist, and the like. Note, however, that in contrast to drug 
trials, both participants and researchers are rarely “blind” to the study con-
ditions. For psychotherapy studies, participants and study personnel are 
aware of  what treatment is received. In the case of  psychotherapy RCTs the 
concept of  “placebo” is not as clear as it is in drug trials. What exactly do 
we mean by “sham psychotherapy,” if  we know that all psychotherapies are 
helpful to some extent? Nevertheless, these RCTs, known as efficacy studies, 

Table 3. Mean effect sizes of  various types of  psychotherapy well 
represented in Smith, Glass, and Miller (980).

Psychotherapy No. of effects Mean d

Other cognitive therapies 57 2.38

Cognitive-behavior therapy 27 .3

Systematic desensitization 373 .05

Psychodynamic-eclectic 03 .89

Behavior modification 20 .73

Psychodynamic 08 .69

Implosion 60 .68

Rational-emotive 50 .68

vocational-personal development 59 .65

Gestalt 68 .64

Client-centered 50 .62

Undifferentiated counseling 97 .28

All psychotherapy ,453 .87
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are considered to be the gold standard of  evidence when one wishes to 
demonstrate that a certain psychotherapy is more or less efficacious than 
some other treatment.

A larger question arises with respect to the external validity of  these 
efficacy studies. To what extent can we draw conclusions that relate to 
real-life practice of  psychotherapy? In other words, is psychotherapy’s effi-
cacy less than, greater than, or about the same as its effectiveness (i.e., the 
outcome of  routine psychotherapy offered in routine conditions to routine 
patients)? If  efficacy differs from effectiveness, it might mean that everyday 
practitioners are delivering substandard treatment or that psychotherapists 
are “hamstrung” in research environments and cannot produce their best 
work. A difference between efficacy and effectiveness would call into ques-
tion the generalizability of  RCT findings to routine practice. Several studies 
have investigated the nature of  differences between efficacy and effective-
ness studies, and the general finding is that psychotherapy’s effectiveness is 
roughly equivalent to its efficacy.

Perhaps the best known early effectiveness study was published in 
Consumer Reports (Seligman, 995). Subscribers to this magazine were 
asked to comment on their recent experiences with psychotherapy—and 
with various brands of  automobiles, dishwashers, vacuum cleaners, and so 
on. The results were very positive. Of  the 426 respondents who reported 
they felt “very poor” prior to treatment, 87% indicated that afterwards they 
felt “very good,” “good,” or “so-so.” Among the 786 respondents who felt 
“fairly poor,” 92% reported that they felt at least “so-so,” if  not better, 
when treatment ended. The Consumer Reports study also demonstrated 
greater effectiveness for long-term than short-term therapy, but treatment 
model didn’t affect outcome in a meaningful way.

However, subsequent reports (e.g., Nielsen, Smart, Isakson, Worthen, 
Gregersen, & lambert, 2004) have raised significant concerns about the ret-
rospective methodology utilized in the study, and at present the Consumer 
Reports study is viewed more as a satisfaction survey than as a legitimate 
outcome study (Nathan, Stuart, & Dolan, 2000).

There have been other, more successful attempts to measure psycho-
therapy effectiveness. For example, in 997 Shadish and colleagues showed 
in a large meta-analysis that the degree to which RCTs were “clinically rep-
resentative” did not affect overall level of  patient benefit from treatment. 
Some years later, Minami and colleagues (2008) evaluated the effective-
ness of  psychotherapy provided to nearly 6,000 depressed patients in man-
aged care by benchmarking it against psychotherapy efficacy findings for 
depressed participants in RCTs. In general, the patients in managed care 
achieved results very similar to those in RCTs, with the minor differences 
for patients with comorbidities. In 203 Blais and colleagues used these 
same efficacy benchmarks to assess the effectiveness of  routine psycho-
therapy offered at an academic medical center. More than ,300 depressed 
outpatients were treated with psychotherapy, pharmacotherapy, or com-
bined treatment. The three treatment modalities did not differ in effec-
tiveness, and there were no overall differences between the effectiveness 
of  routine treatment and the benchmark efficacy findings from the RCTs. 
However, the outcomes of  privately insured patients were better than 
those of  patients whose treatment was paid for by Medicare or Medicaid; 
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the publicly insured group did not reach the benchmarks established by 
research participants in the RCTs.

Dose-Response Issues
Another kind of  information that helps in understanding the outcome of  
psychotherapy comes from a series of  treatment response rate studies. In 
2002 Hansen, lambert, and Forman concluded that among a large number 
of  RCTs, some 58% of  participants showed statistically significant move-
ment from the pathological into the normal range over the course of  3 
weeks. To the extent that this finding can be generalized, it means that on 
average, two individuals need to be treated using the protocol to ensure 
that at least one will derive meaningful benefit. This statistic (often referred 
to as “number needed to treat” or NNT) compares quite favorably with 
other procedures in healthcare.

A more detailed analysis of  the psychotherapy dose-response curve 
yields some interesting findings. It turns out that groups of  psychotherapy 
patients demonstrate a log-linear relationship between number of  sessions 
and improvement. In other words, within a group of  patients there are 
rapid early gains, but change drops off at a rate that is inversely propor-
tional to time. Generally, the curve looks something like Figure 3.. What 
is not clear is whether this behavior of  a group of  patients is replicated 
by individuals within the group. One would imagine that within any sample 
of  psychotherapy patients, some patients improve quickly while others 
improve more slowly. Because patients generally terminate treatment when 
they feel “better,” one would predict that those remaining in the sample are 
improving less and less quickly. If  one assumes that patients improve, for 
example, linearly, but some improve more quickly than others, and every 
patient drops out of  treatment after achieving a certain level of  improve-
ment, this frequently yields the log-linear curve that has been observed in 
many population studies. In fact, several large studies have shown that mean 
patient improvement in psychotherapy is primarily linear in nature, with a 
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Figure 3.. log-linear relationship between symptomatic relief  and time in 
treatment for a hypothetical sample of  psychotherapy patients.
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very limited curvilinear component (Baldwin, Berkeljon, Atkins, Olsen, & 
Nielsen, 2009; Reese, Toland, & Hopkins, 20; Stiles, Barkham, Connell, & 
Mellor-Clark, 2008).

However, little is known regarding the session-by-session trajectory of  
psychotherapy patients. Some data suggest that the only way to predict the 
current distress level of  a given patient is to know his or her status at the last 
session. This would mean that patients don’t actually establish any trajec-
tory of  recovery, and the status at this session is best modeled as last ses-
sion’s status plus a random variable. If  such a pattern, sometimes referred 
to as “random walk,” does in fact apply to psychotherapy patients, it means 
that while groups of  patients may show diminishing rates of  improvement 
over time, a given patient within the group may or may not.

As is evident in Figure 3., improvement occurs rapidly in early psycho-
therapy, at least for some patients. Indeed, the phenomenon of  sudden 
early gains in psychotherapy has long been of  interest. Early psychoana-
lysts worried that such patients were engaging in a “flight into health.” The 
idea was that patients’ defense structures were threatened by the nature of  
treatment, and they “gave up symptoms” in order to justify leaving treat-
ment. Psychoanalysts predicted that such patients would soon relapse. 
However, this has not been borne out in research data. Recent studies have 
demonstrated that there does appear to be a subgroup of  patients who 
improve quickly and whose gains persist for at least a year, which is usually 
as long as researchers follow them.

The phenomenon of  sudden early gains also occurs in other approaches 
to the treatment of  mental disorders, including pharmacotherapy and case 
management. Interestingly, there are data to suggest that sudden early 
gains in psychotherapy may be more persistent than sudden early gains 
experienced by patients in other treatment modalities. This is consistent 
with findings suggesting that maintenance of  gains following cessation of  
psychotherapy is often sturdier than maintenance of  gains following ces-
sation of  pharmacotherapy. Some researchers have attempted to identify 
the treatment events in psychotherapy that may be correlated with sud-
den early gains. However, no consistent pattern has emerged that explains 
why certain patients show sudden early gains and others do not (e.g., Tang, 
DeRubeis, Beberman,  & Pham, 2005, vs. Andrusyna, luborsky, Pham,  & 
Tang, 2006). Indeed, it may well be that sudden early gains result from the 
inculcation of  hope and/or are characteristic of  the natural history of  some 
mental disorders, and the precise details of  treatment are not particularly 
informative.

A final comment regarding dose-response issues has to do with the fact 
that a very large number of  patients drop out of  psychotherapy early on. 
Indeed, in large surveys fully 30% to 50% of  patients fail to return after 
just one psychotherapy session. While it is conceivable that some of  these 
patients may have experienced sudden early gains, it’s unlikely that such 
rapid remission accounts for a significant proportion of  individuals who do 
not continue treatment. We know that the median course of  psychother-
apy in the United States has ranged from 4 to 0 sessions. However, the 
mean effective dose of  psychotherapy in RCTs has variously been estimated 
at 2 to 8 sessions, suggesting many patients are not receiving adequate 
doses of  psychotherapy. Indeed, in a sample of  more than 6,000 American 



3 TOWARD INTEGRATION: USEFUl PERSPECTIvES 89

outpatients receiving psychotherapy services (and possibly psychotropic 
medications), Hansen and colleagues (2002) found that only 4.% of  
patients demonstrated meaningful clinical improvement over the course of  
treatment. When the authors confined their analysis to meaningful clinical 
improvement within the median number of  sessions at each site (which 
ranged from 3 to 8), a mere 6.5% of  patients demonstrated meaningful 
clinical improvement. Research suggests that patients with limited educa-
tion or low socioeconomic status are more likely to leave treatment early. 
By contrast, patients who like their therapists, who feel that they have sig-
nificant input into the nature of  treatment, and who do not have significant 
personality disturbance are more likely to remain in treatment.

Differential Effectiveness of  Psychotherapy
Psychotherapy may be generally effective, but meta-analytic results like the 
980 study by Smith and colleagues discussed previously suggest that some 
models of  psychotherapy are more effective than others. Of  course, one 
would expect differences in efficacy between therapy models, but the more 
important question is whether these differences are meaningful. It turns out 
that the answer may be: not so much.

Beginning in the early 990s a series of  meta-analyses examined how 
to understand the apparent variability in psychotherapy efficacy. Generally, 
these meta-analyses did show significant differences between schools of  
psychotherapy, but such differences usually dropped into the range of  
nonsignificance when the researchers’ preexisting allegiances were taken 
into account. Researcher allegiance can be estimated by evaluating previ-
ous publication history, examining the study hypotheses, looking at the 
amount of  detail in the paper regarding instantiation of  each treatment, and 
so forth. Typical of  the findings in this area is a meta-analysis published in 
999 by luborsky and others. They used the data from 24 RCTs of  psycho-
therapy delivered to outpatients with common diagnoses. The relationship 
between the direction of  outcome and researcher allegiance was reflected 
in a remarkably high r = .85.

Some have argued that researchers establish their allegiances based on 
their observations of  what actually works, so that perhaps the allegiance–
outcome relationship doesn’t mitigate the finding that one therapy is better 
than another. However, this argument falters in the face of  a meta-analysis 
conducted in 202 by Munder and colleagues, who compared the effective-
ness of  very similar exposure-based approaches to the treatment of  PTSD. 
According to the literature in this area, these treatment approaches should 
be more or less equally effective. However, among the twenty-nine com-
parisons in the meta-analysis by Munder and colleagues, the allegiance–out-
come relationship was significant, at r = .35, which supports the view that 
the researcher’s allegiance plays a meaningful role in determining outcome.

In 997 a research group led by American psychologist Bruce E. Wampold 
(948–) took a different tack in examining the question of  whether one kind 
of  psychotherapy is more effective than another. They wondered whether 
studies showing that Therapy A was better than Therapy B might have 
been drawn from a normally distributed, homogeneous population of  out-
come differences, with mean difference d = 0. To test this hypothesis they 
located 4 studies published in major journals between 970 and 995. 
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Each study involved the delivery of  at least two bona fide psychotherapeu-
tic treatments to individuals with mental health problems like depression 
and anxiety. Because many had multiple measures, the 4 studies yielded 
277 comparisons between pairs of  psychotherapy. The research group con-
cluded that the best-fitting model for the data was that the comparisons 
were drawn from a highly homogeneous population, in which the mean dif-
ference was, not surprisingly, very nearly zero (d = .002). Moreover, when 
the authors looked at the absolute values of  differences between therapy 
outcomes, utilizing the most liberal possible statistical treatment they found 
a mean difference of  d = .2. This presumably represents an upper limit 
of  differences, because in this portion of  the analysis the authors coded 
as positive any difference between therapies, regardless of  its direction. If  
in Study  Therapy A was more effective than Therapy B, it was counted 
as positive, even when Therapy B was found to be more effective than 
Therapy A in Study 2—that, too, was counted as positive. It is instructive 
to compare this upper limit of  d = .2 with the mean effect of  being in 
psychotherapy at all, which is about d = .87.

So it would appear that if  there are differences in efficacy between kinds 
of  psychotherapy, such differences are rather smaller than the overall 
effect of  psychotherapy. This conclusion regarding psychotherapy efficacy 
is sometimes referred to as the Dodo bird hypothesis, a reference to the 
creature in lewis Carroll’s Alice in Wonderland, who judges an impromptu 
and completely chaotic race among strange beasts and ultimately declares, 
“Everybody has won, and all must have prizes.” It is important to note, 
however, that insofar as the Dodo bird’s conclusion regarding equiva-
lent outcomes is correct, it applies only to adult treatment. There are 
data to suggest that in the treatment of  children behaviorally oriented 
psychotherapies are more effective than insight-oriented and/or sup-
portive treatments. Moreover, there has recently been a spate of  smaller 
meta-analyses suggesting that for tightly defined adult patient populations, 
such as individuals with panic disorder, people with obsessive-compulsive 
disorder, or those with certain other conditions, some psychotherapies 
are more effective than others.

Empirically Supported Treatments
At the same time that evidence was accumulating to support the Dodo bird’s 
conclusion that one psychotherapy was about as effective as another, other 
researchers set out to evaluate the available research literature to identify 
particular psychotherapies that have been clearly shown to be effective 
with specific groups of  patients. Minor differences have arisen regarding the 
precise criteria that must be met to establish empirical support, but most 
commentators agree that if  at least two RCTs from different labs demon-
strate that a model of  psychotherapy is significantly more effective than 
no-treatment control in addressing a particular diagnosis, then empirical sup-
port has been established for that treatment–diagnosis combination. lists 
of  such empirically supported treatments are available in various locations, 
including at a website sponsored by the National Institute of  Mental Health 
(http://www.therapyadvisor.com).

Of  course, it is important to underscore the fact that there are many 
therapy models that have not been studied, and the fact that a certain 
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treatment–diagnosis combination has not yet been determined to have 
empirical support does not mean that the treatment is ineffective with the 
diagnosis. Absence of  evidence is not evidence of  absence. Indeed, it is only 
within the past several years that consistent empirical support has begun 
to accumulate for psychoanalytically-informed treatments, at least in part 
because studies of  such treatments require much longer to complete than 
studies of  6-week behavioral treatments.

Just as some treatment–diagnosis combinations have empirical support, 
there are other models of  psychotherapy about which concern has been 
expressed. It is known that 5% to 0% of  patients experience more dis-
tress, rather than less, as a consequence of  participating in psychotherapy. 
Obviously, one cannot conclude that all such deterioration in treatment is 
due to harmful treatments themselves, but a portion of  it might be. Because 
of  this, there has been increased interest in identifying potentially harmful 
psychotherapeutic treatments. One such list of  therapies was compiled 
in 2007 by lilienfeld. He identified the following interventions as “prob-
ably harmful for some individuals”: critical incident stress debriefing, Scared 
Straight interventions, facilitated communication, the use of  verbal abuse or 
physical restraint with attachment-disordered children, recovered memory 
techniques, suggestive techniques used in the treatment of  dissociative 
identity disorder, grief  counseling for individuals with normal bereave-
ment reactions, techniques that encourage emotional catharsis without 
subsequent cognitive restructuring, boot camp interventions for conduct 
disorder, and Drug Abuse and Resistance Education programs. lilienfeld 
described the following treatment models as “possibly harmful for some 
individuals”: peer-group interventions for conduct disorder and relaxation 
treatments for panic-prone individuals. Some of  these conclusions are more 
strongly supported by research than others.

In recent years there has been an interest in decreasing the frequency of  
poor outcomes in psychotherapy by targeting patients who fail to improve 
as treatment progresses. There are now consistent data (e.g., lambert & 
Shimokawa, 20) to the effect that when therapists are alerted to pay spe-
cial attention to patients who are not progressing as expected, they usually 
take some action that has the effect of  reversing the patient’s deteriorat-
ing trajectory. These studies typically administer brief  measures of  emo-
tional distress at the beginning of  every session, and if  the patient fails to 
make expected progress from session to session, the therapist is alerted 
to this fact. Some studies (e.g., Slade, lambert, Harmon, Smart, & Bailey, 
2008)  show improved outcomes when therapists address, in order, these 
aspects of  floundering treatment: therapeutic alliance, the patient’s motiva-
tion, social supports available to the patient, the patient’s level of  perfection-
ism, and need for psychotropic medications.

Summary
There is no longer any real dispute that psychotherapy is effective in the 
treatment of  behavioral disturbances. In many cases it is as effective—and 
sometimes more effective—than somatic treatments for mental health 
problems. There is no credible evidence to suggest that research efficacy 
studies either overestimate or underestimate the actual effectiveness of  psy-
chotherapy as it is practiced in the field. However, a significant percentage 
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of  patients may not receive an adequate dose of  psychotherapy, which 
limits the benefit. In heterogeneous populations of  adult patients one kind 
of  psychotherapy is probably about as effective as another. However, this 
does not appear to be true for children, with whom behaviorally oriented 
therapy is likely to be more effective than other kinds of  psychotherapy. 
As well, in more narrowly defined groups of  adults with certain diagnoses, 
some treatments may be more effective than others. The list of  empirically 
supported treatments continues to expand as more research is done, and 
it is often possible to identify several psychotherapeutic approaches from 
which to choose in the treatment of  an individual with a particular diagnosis. 
It seems likely that one can rely on the Dodo bird hypothesis when choos-
ing among empirically supported treatments for a given diagnosis: each is 
likely to be about as effective as the others. On the other hand, it may be 
that a few psychotherapeutic models carry some risk that patients will be 
harmed. In any event, certain patients respond more quickly to treatment 
than others, and a sudden early gain is not cause for alarm. Formally track-
ing patient distress on a routine basis helps to identify individuals who may 
be at risk for poor outcomes; the provision of  feedback to therapists about 
such patients has been shown to improve outcome.

In General, How Does Psychotherapy Work?
Introduction
Studies that illuminate the internal mechanisms of  psychotherapy are valu-
able in that they provide guidance to practitioners who wish to identify 
therapy skills that might have an effect on outcome. As well, such “process” 
studies help to clarify how apparently different psychotherapeutic models 
might have similar success rates.

In 20 Norcross and lambert reviewed the large corpus of  research 
that attempts to predict outcome from psychotherapeutic treatment. They 
were unable to identify factors responsible for about 40% of  psychotherapy 
outcome. Within the 60% of  psychotherapy outcome for which they were 
able to identify correlates, they concluded that half  (i.e., 30% of  total out-
come) was controlled by patient factors, such as diagnosis, willingness to 
change, available social supports, and the like. The quality of  the relationship 
between the patient and therapist accounted for 2% of  total outcome, 
the specific treatment method accounted for 8%, and the therapist variable 
accounted for 7% of  total outcome. The remaining 3% of  outcome was 
controlled by an assortment of  other small variables. Having addressed the 
issue of  differing treatments in the previous section, we now turn to rela-
tionship factors, patient factors, and therapist factors.

Relationship Factors
How do relationship factors affect outcome in psychotherapy? As early as 
92 Freud began to explicate the nature of  the therapeutic relationship, 
but he had much more to say about transference issues than about the real 
relationship between the therapist and the patient. Over the course of  the 
last century many theorists have pointed to the importance of  the actual 
relationship between therapist and patient. We know from the estimates 
of  Norcross and lambert (20) that relationship quality controls more 
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outcome variance (2%) than any other known group of  variables, apart 
from patient factors.

The quality of the therapeutic relationship is now generally referred to as 
the therapeutic alliance, and there are a number of questionnaires that appear 
to be good measures of it. The best known of these is the Working Alliance 
Inventory, which dates to a 986 publication by Horvath and Greenberg. This 
measure, which can be completed by the patient, the therapist, or an observer, 
consists of 36 items that assess the respondent’s belief  about patient–therapist 
agreement on the goals of therapy, the tasks undertaken to reach those goals, 
and the affiliative bonds between the patient and therapist. Shorter versions of  
the measure with strong psychometric characteristics are also available (e.g., 
Hatcher & Gillaspy, 2006).

Measures of  therapeutic alliance have demonstrated a consistent relation-
ship to outcome in psychotherapy. In a 20 meta-analysis by Horvath, Del 
Re, Flückiger, and Symonds, the mean correlation between various measures 
of  alliance and outcome was r = .275, which corresponds to d = .57. Since 
the overall effect of  participating in psychotherapy is estimated at d = .87, 
it is clear that alliance represents an important variable in this area. Most 
commentators believe that alliance drives outcome, although occasionally 
the argument is made that perhaps symptomatic improvement benefits the 
alliance—and not the other way around. However, there is a steady accu-
mulation of  evidence to suggest that small differences in alliance early in 
therapy lead to large changes in treatment outcome, while early symptom-
atic changes usually don’t have much effect on subsequent alliance. Alliance 
demonstrates a somewhat weaker, but still significant, relationship to out-
come in the treatment of  children. It may be that alliance relates to outcome 
somewhat differently in the treatment of  substance use disorders than in 
psychotherapy applied to other conditions, but the data are not yet clear 
on this point.

Psychotherapists are well advised to pay careful attention to the thera-
peutic alliance, because therapists cannot help patients who refuse to col-
laborate or attend regular sessions. It is important to intervene quickly 
when an alliance rupture occurs. Ruptures exist along a continuum from 
minor tensions between therapist and patient regarding goals, tasks, or 
bonds to a frank breakdown in the collaborative relationship. Minor rup-
tures occur often in psychotherapy, and not infrequently the therapist is 
unaware of  them. Because of  this, it is useful to track the quality of  the 
relationship in some consistent manner, either by routinely administering 
a measure of  therapeutic alliance or by asking the patient from time to 
time how things are going in treatment. Interestingly, research data suggest 
that when ruptures are identified and addressed directly, the outcome from 
treatment may actually be better than if  no rupture at all occurs over the 
course of  treatment (e.g., Stiles et al., 2004; Strauss et al., 2006). Of  course, 
if  ruptures are not addressed in an open and supportive environment, the 
risk of  poor outcome increases significantly.

How might one address an alliance rupture? There is evidence that when 
therapists retreat to theory and address ruptures in terms of  the patient’s psy-
chopathology, outcome is likely to suffer (e.g., Castonguay, Goldfried, Wiser, 
Raue, & Hayes, 996; Henry, Schacht, Strupp, Butler, & Binder, 993). Muran 
(2002) presents evidence that when therapists follow a certain sequence in 
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responding to ruptures, better outcome results. The sequence begins with 
attention to and exploration of  the rupture marker. If  the patient responds 
with avoidance, the avoidance is explored. Finally, the patient is helped to 
express a basic wish or need in the therapeutic relationship. There are data 
to suggest that when therapists “switch gears” in response to a rupture, bet-
ter outcome results. This may (but doesn’t always) include changing relevant 
characteristics of  the treatment offered.

What are the patient characteristics that predict to the quality of  thera-
peutic alliance? Happily, level of  pathology does not predict to alliance. very 
ill patients are capable of  forming strong alliances. One is hardly surprised to 
learn that patients with good interpersonal skills generally form strong alli-
ances. More specifically, patients who wish to establish secure relationships 
and who expect that others will not reject them are able to form strong 
therapeutic alliances. Such patients are said to be securely attached, a con-
cept we have mentioned before and to which we will return shortly. There 
are data to suggest that depressed patients with strong perfectionistic char-
acteristics have difficulty maintaining a positive alliance late in time-limited 
psychotherapy, while depressed patients with fewer perfectionistic qualities 
demonstrate improved alliance over the course of  treatment. Patients who 
prior to treatment expect that they will benefit from psychotherapy generally 
form strong er alliances, while those who are more dubious about treatment 
ahead of  time show poorer alliances.

One study suggests that one can predict outcome much more accurately 
by looking at a therapist’s mean alliance score across many patients than by 
examining a patient’s alliance score after factoring out the therapist’s mean 
score (Baldwin, Wampold, & Imel, 2007). This may mean that the thera-
pist’s contribution to alliance carries more weight than the patient’s con-
tribution, insofar as the prediction of  outcome is concerned. What are the 
therapist characteristics that predict to the quality of  alliance? Obviously, 
the ability and willingness to address alliance ruptures will affect mean alli-
ance over the course of  treatment. Further, in a 200 review Ackerman 
and Hilsenroth concluded that the following therapist characteristics 
predict to poor alliance: excessive rigidity or a tendency to structure the 
session too much; uncertainty, tension, and distractibility; a tendency to 
criticize the patient or to make excessive use of  transference interpreta-
tions; too much self-disclosure; and excessive interpersonal distance or 
use of  silence.

Patient Factors Predicting to Outcome
We have noted that patient factors account for about 30% of  outcome in 
psychotherapy; this does not include the patient’s contribution to the thera-
peutic relationship. Which patient factors influence outcome? Research has 
demonstrated that a patient’s ability to benefit from this treatment may 
depend importantly on initial level of  symptoms, ethnicity, interpersonal 
skills, perfectionism, attachment, and expectancy.

Not surprisingly, the more symptomatic a patient is at the beginning of  
treatment, the less likely the patient is to experience full recovery. This is 
particularly true in the treatment of  depression. On the other hand, Freud’s 
belief  notwithstanding, patient age generally doesn’t predict to outcome from 
psychotherapy, with the possible exception that older depressed individuals 
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may have poorer outcomes than younger depressed people. While women 
may be very slightly more likely to benefit from psychotherapy than men, this 
difference is not clinically meaningful.

Ethnicity does appear to play a significant role in predicting benefit from 
psychotherapy. In the United States, individuals of European, Asian, and 
Hispanic descent have roughly equivalent outcomes from psychotherapy. 
Asian Americans and Hispanic Americans may be more likely to benefit from 
psychotherapy if  the therapist is of the same ethnic background. African 
Americans generally do less well than these other groups, and ethnic match-
ing does not seem to improve outcome. Some have suggested that the qual-
ity of services available to African Americans is poorer than that available to 
other ethnicities. Data regarding the benefit of psychotherapy for other ethnic 
minorities in the United States, including particularly Native Americans, are 
too sparse to yield a clear pattern. Members of ethnic minorities in the United 
States report increased satisfaction with therapists who demonstrate multi-
cultural competence. However, data are not yet available that clearly demon-
strate improved outcome as a consequence of multicultural competence on 
the part of therapists in the United States (e.g., Owen, leach, Wampold, & 
Rodolfa, 20). One study conducted in the United Kingdom contained data 
to suggest that ethnic matching may lead to better outcomes (Farsimadan, 
Draghi-lorenz, & Ellis, 2007).

Patients with personality disorders are less likely to benefit from psycho-
therapy than others, particularly those who are young and angry. More gener-
ally, patients with poor social supports benefit less from psychotherapy (and 
many other health interventions) than do those with better social supports. 
Not surprisingly, patients who prefer to talk about their problems benefit 
more from psychotherapy than those who don’t.

We have already made reference to the fact that depressed perfection-
istic patients have difficulty maintaining alliance late in treatment, which 
presumably affects outcome adversely. There are also data to suggest that 
depressed perfectionistic patients have poor outcomes through some other 
means (i.e., not mediated by alliance). Some have speculated that depressed 
perfectionists hold negative views about themselves and others, and this 
may interfere with their ability to profit from treatment.

We return to the issue of  attachment. As we have noted previously, 
human beings are programmed to seek safety in social interactions, particu-
larly during childhood. Based on childhood experiences and perhaps inborn 
predispositions, humans develop attachment styles that tend to be fairly 
consistent over the course of  life. It is useful to think of  attachment along 
two orthogonal axes, as in Figure 3.2.

The x-axis describes the degree to which the individual wishes to become 
involved in relationships. This dimension differentiates avoidance of  others 
from attraction toward others. The y-axis describes the individual’s expec-
tation regarding others’ acceptance. This dimension distinguishes the belief  
that one will be accepted by others from the expectation that one will be 
rejected. These two dimensions define an attachment plane in which a given 
individual can be located, and each quadrant in the plane describes a dif-
ferent attachment style, as shown in Figure 3.2. It is known that individu-
als who want intimacy and expect acceptance, a combination referred to 
as “secure attachment” and located in the upper right-hand corner of  the 
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plane, tend to have good outcomes from psychotherapy. Individuals who 
are preoccupied about attachment issues (e.g., want intimacy, expect rejec-
tion—in the lower right-hand corner) have a harder time in treatment. In 
a 20 meta-analysis relating attachment to outcome from psychotherapy, 
levy, Ellison, Scott, and Bernecker concluded that the attraction/avoidance 
dimension (on the x-axis) did not predict to outcome, but the acceptance/
rejection dimension (on the y-axis) did, at r = .22, which is nearly as strong 
as the relationship between alliance and outcome. This means that patients 
who expect rejection in relationships have rather worse outcomes from 
psychotherapy than those who expect acceptance.

A final patient variable that predicts to outcome is the patient’s 
expectancy prior to treatment that psychotherapy will help. In a 20 
meta-analysis Constantino, Glass, Arnkoff, Ametrano, and Smith found 
that patient expectancy of  improvement correlated somewhat weakly, at 
r = .2, with actual outcome. There are data to suggest that the relationship 
between expectancy and outcome is mediated largely by patient attrition 
(Kwan, Dimidjian, & Rizvi, 200) and alliance ( Joyce, Ogrodniczuk, Piper, & 
McCallum, 2003; Meyer, Pilkonis, Krupnick, Egan, Simmens, & Sotsky, 2002).

Therapist Factors Predicting Outcome
We indicated that therapist factors, as distinct from the therapist’s contri-
bution to the relationship factor, account for about 7% of  the outcome in 
psychotherapy. While this is not the largest variable affecting outcome, it 
is the variable over which therapists have the most control. A number of  
therapist factors play significant roles in outcome, including technical skills, 
therapist mental health and attitudes, management of  countertransfer-
ence, and the motivation to improve one’s performance.

Avoid intimacy Seek intimacy

Expect rejection

Expect acceptance

Secure
attachment

Dismissive
attachment

Fearful
attachment

Preoccupied
attachment

Figure 3.2. Two-dimensional depiction of  adult attachment.
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Obviously, therapist technical skills, such as the ability to demonstrate 
empathy and to offer interpretations in a timely, accurate manner, predict 
to outcome. The therapist’s mental health also predicts to outcome. The 
effect of  the therapist’s attachment style is not well understood. A few stud-
ies suggest that when therapists and patients have complementary attach-
ment styles, it improves outcome; however, the findings are mixed in this 
area. One study of  mental health trainees, including psychiatric residents, 
showed that trainees whose primary motivators are income and excitement 
have more difficulty helping patients in psychotherapy than those whose 
primary motivators are intellectual (lafferty, Beutler, & Crago, 989).

A very important therapist variable that predicts to outcome is the way 
in which the therapist manages those reactions to patients that primarily 
reflect earlier experiences in the therapist’s life, rather than the patient’s 
actual behavior. Freud wrote extensively on this topic, which he called 
countertransference and conceptualized as an unconscious process (see 
Chapter  2). More recent definitions of  countertransference include also 
those situations in which the therapist is consciously aware of  his or her 
distorted perception. It is generally agreed that psychotherapy outcome 
suffers when therapists fail to become aware of  countertransference, fail 
to use countertransference distortions as a source of  information about 
the patient and the therapeutic relationship, or behave in a manner that is 
consistent with their countertransferential impulses.

There is probably no end to the ways in which countertransference might 
show itself  in psychotherapy. A therapist might become unreasonably angry 
about a patient’s behavior in the therapy session or in life outside the ses-
sion. Alternatively, a therapist might begin to have unusually positive feel-
ings about a patient, leading to sexual desire, the fantasy of  developing a 
friendship outside of  treatment, or the wish to protect the patient from 
all distress in life. Or a therapist might be perplexed by his or her feel-
ings of  anxiety when a particular patient brings up a certain topic. When 
therapists become aware of  countertransference, they need to think about 
why it might be occurring with this particular patient and whether there is 
anything in the therapist’s life that might be giving rise such distortions. It is 
also very useful to think about what the patient might be doing to trigger 
countertransference in the therapist, on the grounds that the patient may 
be doing something similar in other relationships and triggering the same 
feelings in others. For example, if  the therapist wishes very much to help a 
certain patient but feels helpless to intervene effectively, is it possible that 
this patient is causing others to feel the same way? If  so, how does the 
patient do this, and what purpose does it serve the patient? While coun-
tertransference can’t ever be entirely avoided, and it can be informative if  
recognized, it can also adversely affect outcome if  it is not actively managed.

It is known that when therapists are particularly anxious, they are less 
likely to manage countertransference successfully. As well, therapists with 
relatively less ability to conceptualize patients’ problems in a complex and 
sophisticated manner are more likely to experience unmanaged counter-
transference. Unresolved conflicts on the part of  the therapist are likely 
to lead to unmanaged countertransference with patients. In particular, 
therapists who respond to difficulty in life by failing to nurture themselves 
and instead pushing themselves relentlessly are likely to behave in a subtly 
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hostile manner toward patients, and this is known to have an adverse effect 
on outcome.

A final therapist factor that is important to mention has to do with the 
concept of  therapist regrets. At least two studies (Najavits & Strupp, 994; 
Nissen-lie, Monsen, & Rønnestad, 200) have suggested that therapists who 
worry about the quality of  their work and think through previous sessions 
with the intent of  improving their performance in future sessions may have 
better outcomes than therapists who are completely satisfied with their per-
formance. In other words, therapists who constantly strive to improve and 
who care a great deal about the quality of  their work may be more success-
ful than therapists who believe that their performance is fully adequate and 
doesn’t really need to be improved.

Summary
Researchers are unable to identify the correlates for approximately 40% 
of  the variance in psychotherapy outcome. The unique characteristics of  
a given model of  psychotherapy account for about 8% of  the variance in 
outcome. Patient factors account for about 30% of  outcome variance, 
and particularly important variables in this category include the patient’s 
initial level of  pathology, ethnicity (African Americans benefit somewhat 
less from psychotherapy than members of  other large ethnic groups in 
the United States), level of  social supports, perfectionism in time-limited 
psychotherapy, predilection to talk about problems, and the expecta-
tion that one will be accepted by others. Relationship factors account 
for about 2% of  the outcome variance, and a crucial consideration in 
this regard is the therapeutic alliance. It is therefore very important to 
address alliance ruptures as they arise in treatment. Securely attached 
patients are likely to form strong therapeutic alliances, while depressed, 
perfectionistic patients have more difficulty doing so. Therapists who 
are anxious, hostile, or rigid have more difficulty forming good alliances. 
About 7% of  the outcome of  psychotherapy is accounted for by therapist 
factors, including the therapist’s technical skills and general mental health. 
A very important variable contributing to outcome is the therapist’s abil-
ity to manage countertransference. Finally, therapists who worry a little 
about recent therapy sessions may have better outcomes than those who 
pat themselves on the back and move on.

Near the end of  his career as a psychotherapy researcher, the 
German-born American psychologist Hans H. Strupp (92–2006) offered 
ten desiderata for psychotherapists (Strupp, 996). In abbreviated form, 
here they are:
. To the extent possible, leave the initiative with patients to explore 

and to make their own discoveries.
2. Encourage patients’ curiosity about self  and the wish to 

collaborate with the therapist.
3. listen for the themes of  the hour.
4. Speak briefly but avoid long silences. Use a little humor, avoid 

jargon, and stress the tentativeness of  your comments.
5. Be patient, especially when your patience is tried.
6. Identify and make use of  countertransference.
7. Acknowledge your limitations, but don’t apologize for them.
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8. Ensure that your comments serve the patient’s interests and not 
yours.

9. Carefully avoid criticism and pejorative communication.
0. Maintain a genuine commitment to helping.

Key Facts Box 3.

. Psychotherapy is effective. The difference in effectiveness between 
various models of  psychotherapy is much less than the overall effec-
tiveness of  the treatment modality. There are increasing numbers of  
psychotherapeutic treatments that have shown empirical efficacy for 
specific conditions.

2. Groups of  psychotherapy patients demonstrate log-linear recovery 
trajectories, but the trajectory of  an individual psychotherapy patient 
is difficult to predict.

3. Sudden early gains in psychotherapy often predict to long-term 
improvement.

4. Patient–therapist relationship issues predict more strongly to psycho-
therapy outcome than either treatment factors or therapist factors 
alone.

5. Patient factors predicting outcome include level of  initial severity, 
ethnicity, the presence of  social supports, certain characterological 
features (including perfectionism), and attachment.

6. Therapist factors contributing to outcome include the therapist’s 
mental health, level of  skill, and, particularly, the management of  
countertransference.

7. Therapists are most likely to manage countertransference effectively 
when their anxiety level is not too high, when their conceptualiza-
tion skills are strong, when they are cognizant of  their own emo-
tional “weak spots,” and when they nurture themselves in the face of  
frustration.

8. Additional research is needed to inform individual treatment choices 
and response rates, particularly in understudied populations.



Psychological Theories and Psychotherapy100

Research Findings from Treatment 
Studies
We have reviewed evidence in support of  the proposition that psycho-
therapy is generally effective in the treatment of  various mental disorders. 
We now address four related issues. First, we briefly recapitulate the issue 
of  psychotherapy efficacy versus effectiveness. Next, we discuss what is 
known about the relative benefits of  psychotherapy alone, pharmaco-
therapy alone, and combined treatment. Third, we ask if  the provision of  
psychotherapy prevents relapse. Finally, we comment on how an under-
standing of  psychotherapeutic principles might improve the outcome of  
pharmacotherapy.

Efficacy vs. Effectiveness
In an earlier section we reviewed studies that address the question of  
whether psychotherapy efficacy studies provide useful information about 
the outcome of  psychotherapy under routine circumstances, and we con-
cluded that in fact psychotherapy’s efficacy and effectiveness are approxi-
mately equivalent. There is no body of  data that points to important 
differences between the outcome of  psychotherapy in research studies and 
its outcome when practiced in the field.

Monotherapy vs. Combined Treatment
Although there are other approaches to treatment, the vast majority of  
psychiatric patients are treated with psychotropic medications, with psy-
chotherapy, or with a combination of  pharmacotherapy and psychotherapy. 
What do we know about the relative benefits of  psychotherapy, pharmaco-
therapy, and combined treatment? The answer appears to depend in part 
on the patient’s diagnosis.

We begin with data from a meta-analysis comparing psychotherapy and 
pharmacotherapy in the treatment of  depression (Casacalenda, Perry,  & 
looper, 2002). Among 883 depressed patients in six constituent studies, 
46% of  patients treated pharmacologically achieved remission, and this 
was exactly the same rate of  remission among patients treated psycho-
therapeutically, while only 24% of  control patients achieved remission. 
More recently, Spielmans, Berman, and Usitalo (20) compared the 
effectiveness of  second-generation antidepressants against clearly defined 
and competently delivered (“bona-fide”) psychotherapies, and there was 
again no difference at the end of  treatment, while at follow-up there was 
a non-significant trend (d = .26, based on 6 studies) for psychotherapy to 
outperform pharmacotherapy. In general, it appears that among unselected 
patients with depressive conditions, psychotherapy and pharmacotherapy 
yield equivalent results, particularly when one takes into account the fact 
that patients in research studies are more likely to drop out from pharma-
cotherapy than from psychotherapy (Cuijpers, van Straten, van Oppen, & 
Andersson, 200).

It is true that in the National Institute of  Mental Health (NIMH) Treatment 
of  Depression Collaborative Research Program there were data to suggest 
that CBT was not as effective as imipramine in treating severely depressed 
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outpatients, while interpersonal psychotherapy was as effective as imipra-
mine in this population. However, there has been debate over whether the 
relatively poor showing of  CBT may have reflected a study design prob-
lem (Elkin, Gibbons, Shea, & Shaw, 996; Jacobson & Hollon, 996). In any 
event, subsequent studies have suggested that CBT is as effective as phar-
macotherapy in the treatment of  severely depressed patients (DeRubeis, 
Gelfand, Tang, & Simons, 999).

While psychotherapy and pharmacotherapy appear to be roughly equiva-
lent in treating patients with depressive conditions in general, this finding 
may not hold true for patients who are specifically diagnosed with DSM-Iv 
dysthymia (DSM-Iv categories of  dysthymia and chronic major depression 
have been combined into one category in DSM-5, persistent depressive 
disorder). In a 202 meta-analysis of  six studies comparing psychotherapy 
and pharmacotherapy in the treatment of  DSM-Iv dysthymia, Cuijpers and 
colleagues found that pharmacotherapy was a little more effective (g = .28) 
than psychotherapy in this population. The g statistic is very similar to the 
d statistic we have previously cited in discussing the effectiveness of  psy-
chotherapy as a whole (d = .87) and the relationship between therapeutic 
alliance and outcome (d = .57).

In the treatment of  major depressive disorder, adding psychotherapy to 
pharmacotherapy consistently improves outcomes. In a 2004 meta-analysis 
of  8 studies, Friedman and colleagues found that combined treatment was 
slightly more effective (d = .26) than pharmacotherapy alone, while another 
meta-analysis of  20 studies (Cuijpers, Dekker, Hollon,  & Andersson, 
2009) yielded an effect size in the small to moderate range (d = .40).

However, the data are not as clear when combined treatment is compared 
with psychotherapy alone. In their 2004 report Friedman and colleagues 
analyzed data from 2 studies and found no significant difference between 
combined treatment and psychotherapy alone (d =  .04) in the treatment 
of  depressed patients. By contrast, more recently Cuijpers, Reynolds, and 
colleagues (202) considered data from nine studies of  depressed adult 
outpatients and found a significant advantage (d = .40) for combined treat-
ment over psychotherapy alone. Still another meta-analysis (Cuijpers, van 
Straten, et al., 2009) offered a result intermediate between the two results 
just mentioned, having discovered a small difference (d  =  .23, based on 
4 studies) favoring combined treatment over psychotherapy alone in the 
treatment of  depressed patients. In this last meta-analysis, the authors sug-
gested that the psychotherapy-alone condition may have been adversely 
affected by a relatively high number of  patients with DSM-Iv dysthymia.

As part of  the controlled design, very few RCTs take patient preference 
into account, and this fact presumably limits the applicability of  their results 
to routine clinical work. In normal treatment settings the patients’ prefer-
ences are always important, and they consistently predict to outcome. 
Therefore, we may not be able to draw universal conclusions from these 
findings.

Results for specific populations, particular kinds of  psychotherapy, and 
different phases of  treatment yield ambiguous findings. For example, in the 
case of  interpersonal psychotherapy (IPT), Cuijpers and colleagues (2011) 
utilized data from ten studies in which IPT was delivered in combination with 
pharmacotherapy and compared with pharmacotherapy alone in the acute 
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phase of  treatment. They found that the benefit of  combined treatment 
did not reach significance (d = .6). By contrast, four studies compared 
combined treatment to pharmacotherapy alone in the maintenance phase, 
and the meta-analysis concluded that combined therapy was significantly 
more effective than pharmacotherapy alone (OR = 0.37). This particular 
finding might not extend to the treatment of  patients over the age of  69, 
however. In one study of  that population, pharmacotherapy with parox-
etine alone was just as effective as combined treatment with paroxetine and 
monthly IPT, with two-year recurrence rates of  37% and 35%, respectively 
(Reynolds et al., 2006).

There is a clearer pattern of  findings with regard to the treatment of  
chronic depression utilizing Cognitive-Behavioral Analysis System of  
Psychotherapy (CBASP), a CBT specifically designed to treat chronic 
depression. In a large therapy trial published in 2000, Keller and colleagues 
treated 68 adults with CBASP alone, nefazodone alone, or the combina-
tion of  CBASP and nefazodone. Each monotherapy in this study yielded a 
remission rate of  48% in the intent-to-treat sample, while the remission rate 
was 73% in the combined-treatment group. A similar pattern was apparent 
among study completers, with response rates of  55% for pharmacotherapy, 
52% for psychotherapy, and 85% for combined treatment. Manber and col-
leagues (2008) subsequently determined that although time to remission 
did not differ between the two monotherapy groups, participants in the 
combined-treatment group remitted more quickly than did either mono-
therapy group.

With regard to bipolar disorder, there have been consistent findings that 
psychotherapy added to pharmacotherapy decreases relapse rates. In par-
ticular, CBT, family interventions, and interpersonal and social rhythm ther-
apy decrease relapse rates in bipolar disorder when utilized as adjuncts to 
pharmacotherapy (Frank et al., 2005; Otto, Smits, & Reese, 2005). Perhaps 
the provision of  psychotherapy increases medication compliance, but it is 
also likely to have the effect of  regularizing patients’ sleep cycle and social-
ization patterns, as well as to help patients learn to monitor and respond 
more effectively to mood swings.

While there is extensive (if  at times inconsistent) information regard-
ing the relative effectiveness of  various treatments for mood disorders, 
rather less information is available regarding other conditions. With regard 
to the treatment of  anxiety, in 2009 Hofmann, Sawyer, Korte, and Smits 
combined the results of   studies comparing CBT plus placebo with CBT 
plus active pharmacotherapy. They found that combined treatment yielded 
better results than monotherapy immediately after treatment (OR = .95). 
However, this difference did not endure, and by six months after treatment, 
the six studies providing data showed no evidence of  a significant difference 
between combined treatment and monotherapy (OR = 0.66). Interestingly, 
there is developing evidence to suggest that combined treatment becomes 
less effective than CBT alone when the medication is discontinued, perhaps 
because fear extinction is so context-dependent, and for anxiety patients 
the act of  taking medication may serve as an important contextual cue 
(Otto et al., 2005). In other words, patients may assume that they were able 
to tolerate their anxiety because they took medication, not because they 
managed the anxiety differently. Thus, when they stop taking medication, 
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that very act increases their fear of  phobic cues, and their anxiety becomes 
worse.

With regard to obsessive-compulsive disorder the data provide little 
evidence that behavioral treatment (exposure and ritual prevention) is 
enhanced by adding clomipramine. In a 2005 study of  22 outpatients with 
OCD, Foa and colleagues derived response rates in the intent-to-treat 
sample of  62% for behavioral treatment, 42% for clomipramine, 70% for 
combined treatment, and 8% for placebo. A  similar pattern obtained in 
the completer sample, where the response rates were 86% for behavioral 
treatment, 48% for clomipramine, 79% for combined treatment, and 0% 
for placebo.

In summary, it appears that among unselected depressed patients phar-
macotherapy and psychotherapy are equally effective, but for patients 
diagnosed with DSM-Iv dysthymia, pharmacotherapy may be more effec-
tive than psychotherapy. Among patients with major depressive disorder 
pharmacotherapy is enhanced by the addition of  psychotherapy. Indeed, it 
is possible that combined treatment is always somewhat superior to mono-
therapy in this population. In the case of  bipolar disorder, it is clear that 
combined therapy is superior to pharmacotherapy alone. Regarding anxiety 
disorders, it may be that the initial advantage of  combined therapy over 
psychotherapy alone wanes over time and is actually reversed when the 
medication is discontinued. As for obsessive-compulsive disorder, it seems 
clear that behavioral treatment is superior to pharmacotherapy, and adding 
pharmacotherapy to behavioral treatment does not generally improve out-
comes. Of  course, the applicability of  all of  these conclusions may depend 
to some extent on patient preferences and individual differences.

Continuation and Maintenance Psychotherapy
We now turn from the question of  remission to the issue of  relapse and 
recurrence. Many mental illnesses are considered to be chronic condi-
tions, with periods of  relapse and remission. For example, in 200 Keller 
estimated that, absent maintenance treatment, about 87% of  patients 
who achieve remission following an acute depressive episode will become 
depressed again within 5  years. Clinicians have long wondered how to 
minimize the risk of  relapse and recurrence, particularly in the case of  
pharmacological interventions. If  one accepts the premise that drugs help 
patients by effecting changes in brain physiology that persist only as long 
as the drug and/or metabolites are present, then there is little reason to 
imagine that one would be protected against relapse for more than a week 
or two after one stops taking a psychotropic agent, given that most psy-
chotropes have half-lives measured in hours or days. It is for this reason 
that many psychiatric patients, particularly those who have relapsed in the 
past, are encouraged to remain on psychotropic medications more or less 
indefinitely. By contrast, one might expect less relapse following the end of  
psychotherapy if  one accepts the premise that psychotherapy’s method of  
action is to effect conscious changes in cognition and coping skills over the 
long term, regardless of  whether patient and psychotherapist have continu-
ing regular contact with one another.

Are the data consistent with these suppositions? De Maat, Dekker, 
Schoevers, and De Jonghe (2006) summarized findings from six studies, 

 



Psychological Theories and Psychotherapy104

evaluating the risk of  relapse among 609 chronically depressed patients 
who were treated with either pharmacotherapy (involving various tricyclic 
antidepressants or paroxetine) or psychotherapy (cognitive therapy, CBT, 
or IPT). In the active phase of  treatment, which lasted between 8 and 20 
weeks, medication and psychotherapy were equally effective in bringing 
about remission of  symptoms, each condition achieving a pooled remis-
sion rate of  39%, as one might expect based on our earlier discussion. 
Thirty-one percent of  patients treated with medication dropped out of  
active treatment, but this rate was only slightly higher than the dropout rate 
for psychotherapy patients, at 26%. Patients were monitored for one to two 
years after the planned discontinuation of  active treatment. Among patients 
treated pharmacologically, 57% relapsed after discontinuing medications, 
but among patients treated psychotherapeutically, only 27% relapsed after 
treatment ended.

One might reasonably predict that psychotherapy in the continuation 
and maintenance phases of  treatment would reduce the risk of  relapse or 
recurrence. There are in fact several specific psychotherapeutic treatments, 
such as mindfulness-based cognitive therapy for chronic depression, main-
tenance IPT for depression, and Twelve-Step facilitation for addiction, that 
have been shown to decrease relapse, and we review these in the corre-
sponding sections of  Chapter 5. At present we confine our discussion to a 
different question: Is relapse/recurrence reduced when pharmacotherapy 
is followed by a course of  psychotherapy?

The literature in this area is somewhat limited, and we review here only 
two meta-analyses summarizing studies of  patients with depressive dis-
orders, bearing in mind that these findings may or may not generalize to 
other conditions. In 20 Oestergaard and Møldrup demonstrated that 
the addition of  psychotherapy to pharmacotherapy at any point in the 
acute or continuation phase of  treatment decreases the risk for relapse 
(OR = 3.28–4.56, depending on the time of  assessment). In the same year, 
Guidi, Fava, Fava, and Papakostas also investigated the effect of  adding psy-
chotherapy in the continuation phase of  treatment, either concomitantly 
with antidepressant medication or after medication was discontinued. Five 
clinical trials provided data about the effect of  adding psychotherapy while 
continuing antidepressant medication. In this case, it appears that the addi-
tion of  psychotherapy decreases the risk of  relapse, but the difference is 
not significant (OR = 0.84). Three studies provided data about the effect 
of  starting psychotherapy while antidepressant medication is being tapered. 
Here there was a significant advantage of  sequential treatment over simple 
tapering (OR = 0.65) in terms of  decreased risk for relapse. Of  note, the 
demonstrated efficacy of  sequential treatment—that is, of  using psycho-
therapy as a continuation treatment for depression after remission has been 
achieved with pharmacotherapy in the acute phase—underscores psycho-
therapy’s potential as an important continuation or maintenance treatment 
option, one that may allow the safe discontinuation of  antidepressant medi-
cation following remission, even in patients at significant risk of  relapse or 
recurrence.

In summary, it does appear that psychotherapy, either alone or in combi-
nation with pharmacotherapy, confers resistance to relapse or recurrence 
in the continuation and maintenance phases of  the treatment of  depressed 
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patients. Moreover, psychotherapy decreases relapse rates when delivered 
either during the acute phase or in the continuation phase of  treatment. 
This appears to be the case even when psychotherapy is delivered con-
comitantly with pharmacotherapy during the continuation phase, although 
in that case the advantage conferred does not reach significance. Again, one 
must be cautious in applying these findings to the treatment of  a particular 
patient, as the patient’s preference is always significant, and research find-
ings typically represent group outcomes that may or may not apply to an 
individual

Bringing a Psychotherapeutic Understanding 
to Pharmacotherapy
We now briefly address the topic of  how a psychotherapeutic approach to 
the patient can improve outcomes from pharmacotherapy. It is probably 
self-evident that patients are likely to benefit when clinicians conceptualize 
the act of  prescribing medication in both psychobiological and psychothera-
peutic terms. It is clear that the effect of  medication depends on more than 
its biological properties, and it is never possible to disentangle the influence 
of  the human relationship between clinician and patient from the biological 
effect of  the treatment offered. The patient’s attitude about the clinician 
and about other people in general certainly affects the degree to which 
the patient will comply with treatment and will actually respond to it. Not 
only is the patient’s attitude about the clinician important, but the patient’s 
attitude about the particular treatment is significant. As we have said, there 
are consistent data to suggest that patients are more likely to respond to 
treatments that they believe will help them. In other words, when patients 
are given a treatment that doesn’t make sense to them, the result is gener-
ally less than desirable. It seems likely that the placebo effect (for better or 
worse) is best understood in terms of  the patient’s beliefs and expectations, 
not only about the treatment but also about the ability of  the clinician to 
be helpful.

The patient’s views and attitudes are important predictors of  outcome, 
and the same can be said of  the views and attitudes of  the clinician. There 
are data to suggest that providers who frequently refer patients for psycho-
therapy are more realistic regarding the benefits of  psychotherapy and are 
themselves better psychotherapists than those who refer infrequently for 
such treatment. Just as one’s own beliefs regarding psychotherapy corre-
late with one’s competence as a psychotherapist, so too one imagines that 
one’s attitude regarding medications would correlate to one’s success as a 
pharmacotherapist. Indeed, some have suggested that, in the same way that 
the psychotherapy alliance predicts to outcome, the “pharmacotherapy alli-
ance” can make or break the patient’s response to a particular medication 
or to all medications. At the simplest level, if  the patient doesn’t take the 
prescribed medication, it will not help. Of  course, even if  the patient does 
faithfully follow the pharmacological treatment regimen, there are endless 
psychological considerations that may affect the outcome.

The act of  prescribing always involves the elucidation of  a diagnosis and 
development of  a treatment plan, as well as the development of  an opti-
mal relationship between doctor and patient. It is sometimes difficult to 
balance these tasks, but it becomes even harder when psychotherapy and 
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pharmacotherapy must share the stage. In addition to the clinician’s need to 
attend to diagnosis, treatment, and the relationship, substantial effort and 
time must be devoted to the task of  exploring and coming to understand 
the patient’s psyche. It is not so easy to juggle these tasks simultaneously. 
When psychotherapy goes well, there is a tendency to give short shrift to 
pharmacotherapy, and vice versa. Moreover, since many clinicians harbor 
preconceptions to the effect that either psychotherapy or pharmacotherapy 
is the better route to help with the “real” problems of  the patient, there is 
a risk that the emphasis on one and lack of  focus on the other may deprive 
the patient of  optimal benefit from both treatment modalities. Patient and 
doctor sometimes find themselves on opposite sides of  an implicit debate 
about whether the primarily somatic targets of  medication are more or 
less important than the primarily social and psychological targets of  psycho-
therapy. Such a disagreement may imperil the alliance, particularly if  neither 
side raises it as a topic of  discussion.

The clinician’s countertransference can always interfere with optimal 
pharmacotherapy, but this is particularly likely to occur when the clinician 
is also conducting psychotherapy with the patient. There is a risk that the 
clinician may unknowingly respond to feelings of  anger, fear, or frustration 
about the patient’s problems by over- or under-prescribing. Such increased 
emotional arousal may prevent clinicians from conceptualizing their patients 
in a sophisticated manner and may cause them to fall back on treatment 
strategies that are less likely to be effective, such as exhortation, emotional 
withdrawal, or inappropriate closeness. Clinicians’ beliefs about and toler-
ance for human suffering may lead them either to seek to assuage distress 
to such an extent that the patient becomes “numb,” on one hand, or to 
withhold needed comfort, on the other. Of  course, these issues can and 
do arise when the tasks of  pharmacotherapy and psychotherapy are split 
between two providers, but such conflicts become all the more difficult 
to sort through when there is only one provider, and clinician and patient 
are working in the context of  the increased intimacy that naturally arises in 
psychotherapy.
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Psychotherapy Within Psychiatry: 
Narrowing Indications and Broadening 
Options
We end our review of  useful perspectives with some comments designed 
to increase psychotherapeutic flexibility within the range of  mental health 
problems commonly seen in psychiatry. We have indicated that our focus 
in this text is on models of  psychotherapy that are designed for use in the 
treatment of  significant mental disorders. Of  course, there are other kinds 
of  psychotherapy that have particular application to the problems of  indi-
viduals who seek insight for its own sake, who seek “growth” experiences, 
or who are functioning within the normal range but view themselves as 
having some minor difficulties (“the worried well”). Examples of  psycho-
therapy appropriate for such reasonably well-functioning individuals might 
include certain variants of  Gestalt psychotherapy, “hobby analysis,” encoun-
ter groups, and the like. Psychiatrists are likely to have less call for the use 
of  such treatment modalities than are other mental health professionals, 
who may have some relatively well-functioning patients in their caseloads. 
In this text we have intentionally limited our investigation of  psychotherapy 
to only those kinds of  psychotherapy that apply to individuals who have 
clinically significant impairment or distress. The psychotherapy research we 
have cited may not apply to patients without significant mental disorders. 
Importantly, many psychotherapeutic modalities are designed to target spe-
cific symptom profiles. As such, these techniques do not necessarily extend 
to all psychiatric diagnoses and often require modification for efficacy in 
certain populations.

Within this more limited scope of  patients and psychotherapy models we 
have suggested that learning about two overarching psychological theories 
(psychoanalytic and behavioral) and then integrating these theories with 
useful knowledge from several research perspectives (neurobiological, psy-
chological, and treatment studies) allows providers to develop the ability to 
conceptualize each patient broadly and flexibly, and it permits one to create 
a treatment plan that has the best chance of  success.

We would suggest that it is always appropriate to think about the patient 
from the perspective of  the information presented in this text. It is always 
helpful to try to understand the patient from a psychodynamic and also 
from a behavioral perspective, although in the case of  any particular patient 
one of  these theoretical perspectives may turn out to be more useful than 
the other. Similarly, it is always appropriate to think about how the research 
findings that we have presented might apply to a particular patient and 
what the research leads one to predict about how well a particular patient 
will respond to the various treatment options available. The application of  
theories and research to a patient’s problems will permit a more sophisti-
cated conceptualization of  the patient, and enhanced individualized treat-
ment plans are based on broad understanding and experience. Moreover, 
it is well established that when clinicians are able to think about patients in 
a complex manner, they are less likely to make countertransferential errors 
in treatment.
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However, it is not necessarily the best thing to offer psychotherapy to 
every patient. We have already made the point that certain kinds of  psy-
chotherapy may be more likely to cause deterioration in treatment, and 
one would wish to have a strong rationale before encouraging a patient to 
accept any of  those riskier treatments. Moreover, we know that patient 
preferences are important in predicting treatment outcome, a relationship 
that is presumably mediated by patient expectancy—or, perhaps equiva-
lently, by the effect of  placebo. If  a patient specifically requests psycho-
therapy, it is probably a good idea to provide it or to make an appropriate 
referral. By contrast, if  a patient indicates a disinclination to participate in 
psychotherapy, it will probably not be helpful to insist upon it, especially if  
the patient continues not to be interested in psychotherapy after having 
been told about the research findings that support its value in the patient’s 
case. In either scenario, the ideal situation is to discuss the patient’s feeling 
openly, provide education, and explore resistance or other intense feelings 
regarding treatment using the most appropriate methods for the individual.

If  clinician and patient do agree that psychotherapy might be helpful in 
treatment, what kind of  psychotherapy should be offered? Of  course, many 
psychotherapeutic modalities are available, and there are varying levels of  
empirical support for different conditions and populations. Such informa-
tion can provide useful guidance regarding the choice of  a psychotherapy 
model. Treatment manuals are now available for more and more psycho-
therapy–disorder pairs, and such manuals can be very useful. However, it 
is possible that over-adherence to manuals may have adverse outcomes in 
some settings (e.g., Castonguay et al., 996). Care should be taken to use 
manuals in the appropriate setting and to receive proper training before 
embarking on manualized therapies. Happily, most manuals nowadays are 
written in such a way that the clinician has reasonable flexibility and can 
exercise judgment in how to apply the manual to a particular patient, while 
continuing to maintain a supportive and responsive relationship with the 
patient.

Should clinicians stick to one treatment method in a given case, or should 
they pick and choose among treatment methods? There are two related 
considerations in this regard. First, it is often difficult to identify an empiri-
cally supported treatment model for which the research data exactly con-
form to the patient’s personal characteristics and symptom constellation. 
In other words, the therapist is often in the position of  trying to apply an 
empirically supported treatment model, based on the patient’s general simi-
larity to a group of  research participants. Extrapolation to one individual 
must be based on clinical judgment as well as sum of  the science. Second, 
many patients have multiple problems, for which a sequence of  empirically 
supported approaches is indicated and seems most practical. However, it 
is almost impossible to find research evidence to support the sequential 
application of  multiple psychotherapy models to a given set of  symptoms. 
At some point in the future there may be data in support of  more flex-
ible protocols, and some promising early work has begun to appear on 
the development of  “unified protocols,” such as one proposed in 200 by 
Barlow and colleagues, utilizing behavioral principles to address a range of  
anxiety and depression symptoms.
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Most experts recommend against picking and choosing treatment tech-
niques on a session-by-session basis to meet the momentary needs of  
patients, an approach to treatment often referred to as “eclecticism.” The 
only research evidence that demonstrates the effectiveness of  the eclec-
tic approach is the general finding that much of  psychotherapy has similar 
effectiveness. (Note here that we are not using the term “eclecticism” to 
refer to therapists’ diverse training or the ability to provide a tailored pro-
tocol based on a variety of  therapeutic principles and philosophies.) Many 
experts recommend that one pick a given treatment protocol and stick with 
it until either the patient recovers or there is clear evidence that the treat-
ment has failed. Such an approach to treatment is intellectually consistent 
and conforms to the design of  many research studies. It permits one to 
establish a clear relationship between technique and effect in a given case. 
It may also be somewhat dogmatic, and it risks wasting time and effort on a 
method that has diminishing returns for the patient but has not yet entirely 
ceased to be effective. A possible middle ground between undisciplined 
eclecticism and rigid consistency might be referred to as “pluralism,” in 
which the clinician applies models of  psychotherapy sequentially and inten-
tionally, addressing one symptom or condition first, and then another, based 
on research showing a link between the psychotherapy model and the par-
ticular symptom or condition. Thus, to treat an individual with panic disor-
der who misuses alcohol or drugs and also has an underlying personality 
disorder, one might begin by addressing the panic symptoms by utilizing an 
empirically supported behavioral approach, such as Brief  Therapy for Panic 
Disorder, after which one might interpose a few sessions of  Motivational 
Interviewing to address ambivalence about accepting treatment for sub-
stance abuse. If  this is successful, one could utilize Twelve-Step facilitation 
or CBT to treat the substance abuse itself, after which one might apply 
psychodynamic techniques to treat the underlying personality disorder.

It is, of  course, always useful to track the patient’s progress in some for-
mal way, if  only to increase the likelihood that one will have early warning 
that therapy is not succeeding. However, it is particularly important to track 
progress when one makes use of  one or more procedures in a manner 
that has not been specifically validated, so that one has objective evidence 
regarding the trajectory of  treatment and can intervene quickly when prob-
lems develop. The routine use of  formal symptom checklists provides a 
measure of  safety when one ventures beyond what is known from research 
findings.

In sum, we suggest that psychiatrists may benefit from focusing primar-
ily on those kinds of  psychotherapy that are known to address symptoms 
of  clinically significant mental disorders. We further suggest that while it is 
always helpful to think psychotherapeutically about patients, clinicians and 
patients must work together to determine the best choices and understand 
resistance to treatment. We suggest that clinicians apply empirically sup-
ported models of  psychotherapy to patients, perhaps with the flexible use 
of  a manual, and we suggest avoiding the extremes of  rigid consistency and 
undisciplined eclecticism by adopting a more pluralist approach, applying 
research-based interventions on a sequential basis, even as one carefully 
tracks the patient’s progress in treatment.
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Summary

. In the treatment of  many mental disorders, psychotherapy and phar-
macotherapy are often equally efficacious. The addition of  psycho-
therapy may improve pharmacotherapeutic treatment, while it is 
less clear that the addition of  pharmacotherapy to psychotherapy 
improves outcome.

2. Psychotherapy is a useful strategy to decrease the likelihood of  
relapse or recurrence of  depression. Psychotherapy has the potential 
to confer longer-term benefits than pharmacotherapy following the 
discontinuation of  the acute phase of  treatment. Also, if  continuation 
or maintenance treatment is provided, psychotherapy is an efficacious 
option, either alone or in combination with medication, regardless of  
the type of  treatment employed in the acute phase.

3. The application of  psychotherapeutic principles to pharmacothera-
peutic treatment is likely to improve outcome, but the provision of  
both modalities by the same clinician requires special attention to the 
art of  balancing both treatments and to transference and counter-
transference issues.

4. The sequential application of  several empirically supported treatment 
models may be justified in a case in which the patient presents with 
several problems, not all of  which can be treated using a single model 
of  psychotherapy.
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Introduction
While it is certainly useful to begin learning psychotherapy by reading about 
it and then discussing the topic with others, the development of  reason-
able proficiency as a psychotherapist requires considerable practice, some 
of  which includes expert feedback and advice on how to improve one’s 
performance, which is referred to as supervision. Indeed, many therapists 
continue to receive supervision throughout their careers. In this text we 
present didactic information relevant to psychotherapy. We would encour-
age the reader to discuss this material with peers who are still early in the 
learning sequence and with individuals who have had more experience 
doing psychotherapy. Ultimately, however, becoming a competent psycho-
therapist is a process that takes years, and there is no substitute for exten-
sive practice under supervision.

We begin our survey of  this topic by discussing the basic skills that cut 
across all kinds of  psychotherapy:  attending and listening skills, restate-
ments, questions, showing empathy, and challenges. Earlier in the text we 
introduced the Dodo bird hypothesis, which asserts that in large groups of  
adult patients one version of  psychotherapy is probably about as effective as 
another. To the extent that this is true, it raises the probability that outcome 
is heavily influenced by therapist behaviors that are common across many 
kinds of  psychotherapy. More specifically, one might reasonably conclude 
that fundamental relationship skills play a central role in affecting outcome, 
given the fact that the therapeutic alliance has about two-thirds as strong an 
effect on outcome as being in psychotherapy at all (i.e., d = .57 vs. d = .87).

The basic skills—attending and listening, restatements, questions, show-
ing empathy, and challenges—describe most of  what psychotherapists do 
on a moment-by-moment basis in session, and if  these skills are expertly 
executed, they have the effect of  improving the therapeutic alliance, and 
outcome improves. If  they are not well executed, the therapeutic alliance 
suffers, and outcome suffers. Most people are moderately competent in 
executing these basic skills on an everyday basis. However, to maximize 
outcome, psychotherapists need to become experts in the basic skills, and 
for this reason we focus on them first. Moreover, it is perhaps strange but 
true that one can help many psychotherapy patients simply by executing 
these skills very well. Patients feel understood and respected when thera-
pists demonstrate these skills consistently, and we know from the therapeu-
tic alliance literature that such feelings predict good outcomes.

As an example of  “feeling understood,” we make reference to a major 
school of  psychotherapy that bases its techniques on the proposition that 
patients will lose their symptoms if  and only if  a certain kind of  relation-
ship is established with the therapist. Client-centered psychotherapy was 
developed in the 940s and 950s by an American psychologist called 
Carl R. Rogers (902–987), one of  the first researchers to adopt a rig-
orous approach to the study of  psychotherapy. For example, in many 
client-centered studies, psychotherapy sessions were transcribed and 
subjected to somewhat reliable methods of  content analysis. Rogers 
took the position that symptoms of  psychopathology arise when one no 
longer relies on one’s organismic valuing system, an internal “felt sense” 
that helps one decide the best course of  action in a given situation. The 
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organismic valuing system helps one make decisions based on one’s par-
ticular needs and goals. Rogers believed that people stop paying atten-
tion to their organismic valuing system because they value the love and 
support of  parents and important others who may contingently reinforce 
behavior that meets others’ needs but not one’s own. In other words, 
some people have early family experiences that cause them to make 
decisions to please others without taking their own needs into account.

Rogers suggested that the task of  psychotherapy is to help patients 
to begin relying once again on their organismic valuing system, and he 
believed that therapists could bring this about by demonstrating “genu-
ineness” in the therapeutic relationship, by communicating unconditional 
positive regard for patients and their internal experiences and ideas, and 
by communicating empathic understanding to patients. At a concrete 
level, this involved reflecting patients’ thoughts and feelings and encour-
aging patients to explore topics about which they had mixed feelings, 
in the expectation that the process of  exploration would lead them to 
sort through their conflicts. Client-centered therapists rely very heavily 
on the basic skills we are about to describe, and these, together with a 
therapeutic attitude informed by the above treatment goals, constitute 
much of  the technique of  client-centered psychotherapy.

After we discuss the basic skills, we introduce a list of  specific psycho-
therapeutic techniques that appear in a variety of  types of  psychotherapy. 
not only is this list helpful in giving the reader a sense of  the strategies used 
in psychotherapy, but it will simplify the task of  describing important models 
of  psychotherapy, as we do in Chapter 5. Finally, we propose a sequence 
of  learning experiences that will help lay the groundwork for readers to 
produce good outcomes in psychotherapy.
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Basic Skills
Few research studies link the execution of  basic skills to outcome in psycho-
therapy, but such research as does exist suggests that the skills are helpful. 
The literature also suggests that skills are likely to be most effective when 
they are executed in a manner that is consistent with the session’s verbal 
content. For example, it is known that when therapists lean slightly forward, 
it helps the therapy process, but trunk lean is much more helpful when it 
is flexible and is consistent with the content of  discussion. Similarly, it is 
known that when therapists paraphrase patients’ statements about feelings, 
patients respond by introspecting further, and at the end of  the session they 
report decreased anxiety. However, outcome is much more directly ben-
efited when therapists speak in a way that complements the patient’s style.

Attending and Listening Skills
Psychotherapy patients lack information about their problems, or they don’t 
know how to use the information they do have to generate workable solu-
tions, or both. Thus, one very important goal of  psychotherapy is to help 
patients make sense of  their thoughts and feelings. Ultimately, patients need 
to learn to think, feel, and act differently, but the process begins with care-
ful attention to the content of  their mind. Every school of  psychotherapy 
requires patients to learn to attend to thoughts and feelings in a new way, 
and therapists model this by listening and attending very carefully. If  patients 
are exposed to this behavior on the part of  therapists, they are more likely 
to engage in the behavior themselves. When therapists attend and listen, 
it communicates respect for patients and encourages them to continue to 
explore their thoughts and feelings. Patients then discover perspectives on 
and details about mental phenomena that may expand or even contradict 
their habitual understanding of  them. A classic definition of  psychotherapy 
is that we keep patients talking until they finally hear themselves.

When therapists engage in attending and listening behavior, they sit 
up, present themselves as kind and interested, and work to ensure that 
their verbalizations don’t get in the patient’s way. This is not to suggest 
that therapists should withhold support from their patients by maintaining 
stony silence. Silences should always communicate warmth, support, and 
respect. Ideally, therapists will establish an environment in which patients 
feel comfortable with thoughtful silence and can use the time to introspect. 
obviously, one of  the big rewards for therapists in mastering the skill of  
tactical silence is that they gain time to plan carefully what to say and don’t 
feel pressured to respond before they are ready to do so.

It is important that therapists avoid little motor habits that may signal 
their internal state. Professional poker players rely on “tells” to read other 
players, and some patients may be skilled at reading such nonverbal behav-
ior. Therapist motor habits may include stereotyped finger movements, 
repeatedly glancing around the room or at the clock, jiggling one’s leg, play-
ing with one’s hair, and the like. This is not to suggest that therapists should 
sit stock still. Rather, therapists should sit comfortably, if  alertly, and should 
move easily in their chairs, but they should avoid any motor habits that may 
“tell” the patient that the therapist is feeling uneasy, anxious, or otherwise 
distressed.
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Cultural issues loom large with regard to attending and listening. of  
course, diversity issues are always important in psychotherapy, but it’s par-
ticularly useful to mention them in regard to nonverbal behavior. Behaviors 
such as silence, interpersonal distance, eye contact, and the like are inter-
preted differently by different cultures, and one isn’t always aware that one 
is making a culturally dependent interpretation.

For example, in most European American subcultures, speakers make 
fleeting eye contact, but listeners fix their gaze on speakers. By contrast, 
in many African and East Asian cultures the respectful listener looks down. 
With regard to interpersonal distance, certain Mediterranean cultures are 
comfortable with close distances when talking to someone else. When 
therapists and patients have different expectations regarding interpersonal 
distance, it can lead to discomfort and misunderstandings on both sides. 
Even silences have different meanings in different cultures. For the most part 
in European American culture, it is considered rude for a conversation par-
ticipant of  lower status not to offer a response to the participant of  higher 
status. offering a response is viewed as evidence that the lower-status indi-
vidual is listening carefully to his or her superior. In some other cultures, 
it is seen as evidence of  respect when the lower-status individual doesn’t 
respond.

How should therapists negotiate these cultural differences? one strategy 
is to find out as much as possible about a new patient’s cultural background 
and then, during the first few minutes of  interaction, to rely on expecta-
tions based on what one may have learned about this culture in general. As 
quickly as possible, however, therapists should gather specific information 
about how this particular patient interprets nonverbal behavior and should 
then replace expectations based on stereotypes with expectations based on 
actual experience. More generally, it is helpful to approach every patient as 
if  he or she comes from a different cultural background, and learn from that 
patient what he or she prefers and expects.

Restatements
In one way, this basic skill is just a logical extension of  attending and listen-
ing. Restatements focus on what the patient just said, either in the form of  a 
paraphrase or a summary statement. Paraphrases are seldom longer than one 
sentence, and they summarize a sentence or two of  what the patient has 
just said. An example might be, “you didn’t know what to think when your 
boss came into the office.” Summary statements may be several sentences 
long, and they usually pull together the last few paragraphs of  the patient’s 
verbalizations. An example might be, “We’ve been talking about the confus-
ing relationship with your boss. Sometimes it feels like she ambushes you at 
the office, but at other times she seems to be quite supportive. It is frustrat-
ing that this hot-and-cold relationship causes anxiety and distracts you so 
much from your work.”

Restatements serve the purpose of  communicating that the therapist is 
following the patient’s verbalizations. In particular, summary statements are 
a way to pull together several ideas so that the patient grasps the import 
of  what has been said up to that moment and can then continue to explore 
the topic. Restatements also permit the therapist very gently to lead the 
patient in a direction that is likely to be helpful. At any given point in a 
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therapy session, there are usually several directions in which the conversa-
tion might go, and therapists can use restatements as a way to contingently 
reinforce patients for addressing some topics and not others. Questions can 
serve a similar purpose but are experienced by patients as more intrusive. 
Patients are often unaware that therapists manage the therapeutic discus-
sion through the strategic use of  restatements; they usually respond better 
to this management technique than to other attempts to keep the session 
“on task.”

If  therapists can use restatements gently to lead the session, in which 
direction should the therapist lead? This is, of  course, a question that is 
not easy to answer in every instance. However, it is usually true that the 
best direction in which to lead the patient is the one that is consistent 
with one’s case conceptualization. If  the therapist has a theory about the 
patient’s problems and about how to ameliorate them, then it’s best to 
direct the conversation in a way that is consistent with that conceptualiza-
tion. Unfortunately, one doesn’t always have such a conceptualization, or 
one’s theory of  the case may not cover the particular topic that the patient 
has raised at the moment. In such a situation, one can rely on the psycho-
therapy fallback rule, which is that it’s best to direct the conversation toward 
the patient’s thoughts and feelings, rather than to focus on the patient’s 
observable behavior or on the actions of  other people.

not infrequently, the therapist may be unsure about exactly what the 
patient is thinking or feeling, and for this reason paraphrases and summary 
statements can be slightly off  the mark. This is actually not a problem, 
because when patients believe that therapists are working hard to under-
stand their point of  view, they will almost always offer clarification so 
that they are better understood. This actually has the benefit of  forcing 
patients to think more clearly about what they are trying to say. However, 
given that the therapist often fails to deliver a perfect restatement, it’s 
best to offer restatements in a manner that invites the patient to clarify 
or correct. Some therapists do this by asking questions like, “Am I get-
ting that right?” or “Does that sound correct to you?” Therapists can 
transform the restatement into a question by raising the pitch of  their 
voice at the end (as if  asking a question) or by giving a slightly questioning 
look. Particularly when starting with a patient, it is important to facilitate 
a more open discussion and not to over-interpret, because patients have 
varying levels of  comfort in “correcting” the therapist. not infrequently, 
patients allow an incorrect line of  discussion to proceed if  the therapist 
over-emphasizes his or her interpretation. Later in therapy it isn’t neces-
sary to invite a response so directly, because by then the patient will have 
learned that any correction of  a restatement will be always welcomed by 
the therapist.

Finally, it is important that therapists strive to offer succinct restate-
ments in which the therapist does not parrot the patient’s exact words. one 
exception to the virtue of  using different words occurs when patients are 
struggling with ambivalence; at such times a technique called Motivational 
Interviewing, which we review in the Chapter 5 section on other individual 
psychotherapies, prescribes that the therapist use the patient’s exact words 
so as to prevent the patient from quibbling with the therapist over wording 
as a way to direct attention away from the ambivalence itself. In almost all 
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other circumstances, however, patients respond best when the therapist 
slightly rephrases what was just said.

Questions
There are two kinds of  questions that therapists use in psychotherapy. 
Closed questions can be answered in a few words—yes, no, or a discrete 
fact. They are useful to gain specific and generally simple kinds of  infor-
mation. Closed questions are sometimes also effective in slowing down 
the patient. Open questions cannot be answered in a few words. They are 
useful to encourage the patient to explore further in a certain direction. 
While closed questions do have a place in psychotherapy, most of  the time 
therapists use open questions. Many therapists find this skill hard to learn, 
because the majority of  day-to-day conversation involves closed questions. 
It is important to realize that good therapy rarely models regular conversa-
tion; instead, it utilizes the therapist’s skills to help patients understand their 
own thoughts and motivations.

Here are some important guidelines regarding questions. First and fore-
most, it is important to remember that patients experience questions as 
more intrusive than restatements or attending and listening behavior. It is 
therefore a good idea to precede the first question in a series with a restatement. 
Thus, “you were taken aback when your boss accused you of  failing to ring 
up that sale the right way. Can you tell me more about what you were think-
ing right after she said that?” or, “So your mood has been down since yes-
terday, and you’ve had trouble making yourself  do anything at home. What 
was going on when your mood dropped yesterday?” Each time the therapist 
asks a question that moves the conversation in a slightly new direction, the 
question should be preceded by a restatement. This may seem artificial and 
takes considerable practice under supervision to do well.

Another important guideline states that psychotherapy sessions should 
never fall into a pattern of  questions and answers. When the patient real-
izes that the therapist has established a Q&A routine, the patient will stop 
thinking and will simply wait for the next question. When that happens, the 
therapist ends up doing the active work, and the patient is permitted or 
even encouraged to take a passive role in the session. obviously, it’s fine 
to pose a series of  questions to complete a formal evaluation, but once 
the actual psychotherapy begins, the Q&A needs to end. Within any list of  
questions the therapist should interpose restatements and other kinds of  
verbalizations so as to keep the patient as active as possible in the session. 
In particular, one way to break up the Q&A routine is to ask questions in 
the form of  statements. Many therapists ask questions in this form:  “I’m 
wondering about . . .,” “I’m curious about . . .,” “I wonder if  you could say 
more about . . .,” or “Tell me about . . . ”

Another guideline for questions is that it is usually best to avoid asking 
patients any question that begins with “why.” There are many ways to under-
stand an individual’s reasons without asking why, which for many people 
reminds them of  accusatory parents who are about to punish them for 
having misbehaved. Instead of  asking “why,” therapists can say, “Help me 
understand what you were thinking there.” one might also say, “I’m curious 
about what some of  the alternatives were that you considered in that situ-
ation.” Therapists can also ask, “What was the thought you had about that 
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situation that led you to feel (or act) that way?” It’s also fine to ask, “Do you 
have a theory about what’s going on with this?” As with many of  these skills, 
it takes considerable practice to avoid using conversational language such as 
asking “why.” Most therapists need training to avoid this word.

Just as therapists are encouraged to utilize the psychotherapy fallback rule 
to decide how to direct the conversation through restatements, this rule is 
also useful when the therapist must decide which questions would be helpful 
to pursue. Thus, therapists are encouraged to ask questions that are con-
sistent with their conceptualizations; failing that, questions should direct the 
patient to focus on his or her own thoughts and feelings, rather than to focus 
on observable behaviors or the actions of  others.

As was the case with restatements, therapists are encouraged to ask 
questions succinctly. Therapists may be tempted to make additional com-
ments instead of  waiting for a response. This can pose a real problem, 
since it over-directs the patient. Here is an example of  the kind of  question 
string to avoid: “Can you tell me more about what happened? I mean, what 
exactly were you thinking when your wife said that she would be home late? 
Were you upset? Is this typical of  how things are in the marriage? I mean, 
what thoughts did you have right after the phone call?” In response to such 
a question the patient can only feel perplexed and may feel the need to 
answer in a way that pleases the therapist. With practice and supervision, 
therapists can learn to deliver elegant and precise questions, after which 
they must stop and wait.

one advantage of  asking questions is that by gathering details, therapists 
are able to move beyond patients’ conceptualizations of  their problems. 
Patients may come to therapy with a theory about their problems in life, 
and the theory may or may not be helpful in solving those problems. It is 
important for therapists to communicate that they understand the patient’s 
point of  view, that they are able to see the world as the patient sees it. It 
is, however, crucial that therapists also develop an alternate view of  the 
patient’s problems and that this alternate view readily lead the patient to 
consider recommendations about how to make helpful changes in his or her 
life. Therapists gather details by asking questions: “Can you tell me exactly 
what happened in that conversation with your boss? Lead me through it.” 
When the patient begins to generalize or otherwise wanders off track, the 
therapist says, “Wait a moment. We were talking about what happened 
right after your boss started to raise her voice about entering the sales 
data. What exactly did she say, and then what did you say?” This may be 
a situation in which closed questions are more useful than open questions, 
particularly if  the patient has difficulty remaining on task or the patient 
has prematurely decided what the core problems are in his or her life. In 
general, open questions and restatements encourage patient exploration. 
Closed questions may be useful in gathering information, clarifying, and 
helping to keep the patient on-task.

Showing Empathy
In our discussion of  client-centered therapy, we noted that Carl Rogers 
was interested in the construct of  empathy. Indeed, many systems of  psy-
chotherapy make explicit reference to empathy, and virtually all encour-
age the therapist to behave in a way that leads the patient to believe that 
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the therapist is empathic. There is evidence that empathy and outcome 
are correlated nearly as strongly as are alliance and outcome. However, 
there is much better agreement on how to measure alliance than on how 
to measure empathy, because in psychotherapy empathy has to do with the 
patient’s perception that the therapist understands and resonates to the 
patient’s feelings—not such an easy thing to measure.

At a concrete level, therapists are encouraged to demonstrate empathy 
through reflection of  the patient’s feelings. Such reflection can be in the 
form of  a restatement, “you’re feeling pretty sad about that,” or through 
nonverbal behavior that mirrors the patient’s feeling state. not only do 
patients interpret the therapist’s reflection of  feelings as evidence of  empa-
thy, but such reflection of  affect helps to orient patients’ attention more 
directly to their emotions, about which some patients have only limited 
information. A focus on feelings also has the effect of  short-circuiting intel-
lectualization and other avoidance strategies patients may employ. Patients 
usually attend more acutely when they are aware of  their emotions, and 
they introspect more deeply.

Here are some suggestions about reflecting feelings. First, every therapist 
should routinely track the patient’s feeling state. At any point in a session, 
the therapist should be able to answer the following question after a delay 
of  no more than two seconds: “What is the patient’s emotional state right 
now?” obviously, therapists can track affect by paying attention to the con-
tent of  the patient’s verbalizations. However, it’s also useful to notice the 
patient’s nonverbal behavior and to pay attention to verbal dysfluencies. 
Is the patient’s conversation speed or vocal quality different than it was a 
moment ago? Might this reflect a shift in affect?

one template for reflecting feelings is as follows: “you feel . . .” + feel-
ing label (state the observed emotion) + context (in named situation). 
Therapists should try to match the intensity level of  the patient’s feeling and 
should be as specific as possible about the context, exactly what it was that 
triggered the affect. It is fine for the therapist to be slightly off the mark, but 
then the patient must feel that he or she is free to correct the therapist. As 
was the case for restatement more generally, patients benefit from thinking 
through the way in which the therapist didn’t precisely grasp their experi-
ence, since it sharpens patients’ understanding of  the experience in question 
and increases the collaborative bond between patient and therapist. After 
offering a feeling reflection early in treatment, it’s good to ask the patient 
something like, “Does that sound right to you?”

Most patients respond very well to the therapist’s reflection of  affect. 
However, this may not be an appropriate technique for every patient. 
Indeed, there are some patients who for cultural or other reasons may 
become uncomfortable when discussion turns to their feelings. Sometimes 
therapists have to proceed gently when it comes to feelings. It is important 
constantly to monitor for changes in affect and to respond accordingly. If  
the patient gives evidence of  distress in response to the therapist’s reflec-
tion of  affect, the therapist might comment on this, might reflect affect 
again, or might move away from affect for a little while. Again, practice and 
supervision improve mastery of  these skills and allow therapists to diversify 
their responses during uncomfortable situations.
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Challenges
The last of  the basic skills is the delivery of  challenges, a therapeutic maneu-
ver in which the therapist points out a discrepancy between how the patient 
thinks, feels, or acts and something else. This is clearly the riskiest of  the five 
skills; there is research evidence to suggest that all too often challenges go 
awry in psychotherapy. Certain models of  psychotherapy, like Motivational 
interviewing, which we discuss in detail in Chapter  5, offer very precise 
guidelines for delivering challenges, whereas other modalities avoid chal-
lenges altogether. We discuss here a general approach to challenges that is 
useful in most other kinds of  psychotherapy.

Most often therapists offer challenges that point to the discrepancy 
between two of  the patient’s statements:  “If  I’m understanding you cor-
rectly, on one hand you want to keep seeing your girlfriend, and on the 
other hand, you’d like to date someone else. Can you say more about 
that?” Another common purpose of  challenges is to help the patient under-
stand the irrationality of  a belief: “So you felt guilty about reacting against 
your mother’s attempts to control you. Can you talk a little more about 
that?” Less frequently, therapists offer challenges to point out the disparity 
between what patients say and how they act: “on one hand, it seems to 
you that the most important thing is for parents to exert a healthy influence 
on their children. on the other hand, you find yourself  spending very little 
time at home because of  work. How do you put these two together?” on 
rare occasions therapists challenge patients by pointing out the difference 
between patients’ desires and the needs of  others in their lives: “So part 
of  you thinks that it’s your paycheck, and you should be able to spend it 
in a way that makes sense to you. But another part of  you recognizes that 
your family needs to have some input into spending decisions. Is that right?”

When patients are clearly working toward change in their lives, chal-
lenges should be delivered in a very gentle, supportive manner, and they 
should occur infrequently—in most treatment models no more than 5% of  
therapist verbalizations should be challenges, and in many instances chal-
lenges should occur much less frequently than that. With patients who are 
not interested in changing behavior, the frequency of  challenges may climb 
toward the 5% limit, but if  this continues for very long, the alliance is likely 
to become so damaged that the outcome of  treatment will be in doubt. 
Moreover, certain populations may appreciate challenges more than others, 
and it is important to monitor for comfort and outcome if  challenges are 
used in session.

Before offering challenges, therapists should make sure an inconsistency 
really exists by carefully listening to and observing the patient. Therapists 
then need to think through their intention in pointing out the patient’s 
inconsistency. Is it possible that the therapist’s primary motivation in chal-
lenging the patient is to discharge frustration? Challenges like this can be 
cathartic for the therapist, but they rarely help the patient. It is also very 
important to consider whether an intervention less direct than a challenge 
might be more effective. As well, the cultural implications of  a challenge 
should be considered. If  after all this the therapist decides that a challenge 
is the least direct intervention possible in the situation, the therapist should 
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formulate the challenge using one of  the following templates. (Remember 
first to make sure the inconsistency really exists within the patient!)
. “on the one hand, X, and on the other hand, y. How do you put these 

two together?”
2. “I’m confused. I think you’re saying X, but it sounds like you’re also 

saying y. Can you help me understand that a bit more?”
3. “Can we back up a bit? you said you felt X, because you thought 

y. Can we talk some more about that?”
4. “So part of  you feels X, and part of  you feels y. Is that right?”
5. or even more simply: “It sounds like part of  you is feeling X. Am 

I getting that right?”
After delivering the challenge, it is important to encourage the patient to 

provide feedback. The therapist should pay careful attention to the result 
of  the challenge.

There was once a television series called Columbo. In it, actor Peter Falk 
played a detective who solved cases by presenting himself  to the suspect 
in a friendly but slightly confused manner. Lt. Columbo’s approach to the 
interview was so disarming that the miscreant usually stumbled into con-
fessing by the end of  the episode. Many successful psychotherapists take 
such a tack in treatment: “I think I’m getting confused .  .  .” or “I’m sorry 
that I’m not with you here. Can you slow down and say that again?” These 
are implicit challenges, but they are so indirect that patients are unlikely 
to become defensive. As a result, patients often verbalize the discrepancy 
themselves, which is certainly much more fruitful than when the therapist 
has to do so.

Summary

. Basic psychotherapy skills include attending and listening, restate-
ments, questions, showing empathy, and challenges.

2. Through practice and supervision with a highly experienced provider, 
therapists must develop a very high level of  performance in these skills.
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Common Psychotherapeutic 
Techniques
We have suggested that when psychotherapists develop expert compe-
tence in the execution of  certain basic, pan-theoretical skills, the likelihood 
of  good outcome increases. We now offer a list of  more specific psycho-
therapeutic techniques that are utilized in a number of  different models 
of  psychotherapy. This alphabetical list will give the reader a sense of  the 
strategies that psychotherapists use. We will refer to this list later on, when 
we discuss the major models of  psychotherapy. These techniques are used 
to varying degrees, depending on the treatment modality.

Activity scheduling: In one variant of  activity scheduling, patient and 
therapist agree on certain activities in which the patient will engage dur-
ing the coming week. These can be new activities or activities in which 
the patient wishes to engage more frequently. Activities typically tracked 
include physical exercise, working on household tasks, sleep, socializing 
with others, and the like. The patient tracks the target activities using 
a suitable form, typically a log or calendar that breaks each day into 
one-hour segments. Sometimes patients are also asked to rate the target 
activities along certain dimensions, such as the associated pleasure or 
sense of  mastery. The other variant of  activity scheduling involves having 
patients simply log their main activities during each one-hour period over 
the course of  several days. Both variants of  activity scheduling rely on 
the fact that charting is usually reactive: people increase desired activities 
and decrease undesired activities when they keep careful track of  them.

Analyzing defenses: Some might argue that this technique is specific to 
psychoanalytically-informed psychotherapies, but something like defense 
analysis actually occurs in many kinds of  psychotherapy. Analyzing defenses 
involves the therapist’s exploration with the patient of  hypothesized mental 
phenomena that interfere with the patient’s ability to accept and act directly 
on his or her impulses, wishes, and predictions. This technique involves 
uncovering beliefs about the world that shed light on why the patient 
doesn’t act in a manner that would be more directly gratifying or effective, 
even though the patient possesses the skills to do so.

Assertiveness training: Patients are directly taught skills to enable them 
to assert themselves in a variety of  social situations. There are any number 
of  assertiveness training manuals (e.g., Alberti & Emmons, 2008) that pro-
vide information about the differences among passivity, self-assertion, and 
aggression. Such manuals also provide sequenced instructions and specific 
homework assignments to help patients learn how to make “I” statements, 
how to express direct requests, how to respond appropriately to the other 
person, and so forth. Frequently in assertiveness training the therapist dem-
onstrates assertive behavior for the patient and encourages the patient to 
copy the demonstration as closely as possible. Therapist and patient may 
also practice scenarios in which the patient plans to behave assertively in 
the coming week.

Assigning homework: While some psychotherapy models take the posi-
tion that the patient can find relief  simply by working hard in therapy ses-
sions, many models of  treatment explicitly require the patient to try out 
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new behaviors or to conduct “experiments” during the week, reporting 
back to the therapist at the beginning of  the next session. Patient and ther-
apist use data collected from the assignment to understand the patient’s 
problems better and to evaluate the patient’s current status. In most psy-
chotherapy models that utilize homework, assignments are developed col-
laboratively by patient and therapist, and it is important to anticipate and 
resolve ahead of  time any obstacles to their completion prior to the next 
session. When therapists assign homework, it is very important to ask the 
patient about the homework at the next session. If  the patient comes to 
expect that the therapist will not inquire about homework, the patient will 
be much less likely to complete future assignments.

Behavior monitoring: If  the patient is attempting to change the frequency 
of  a certain behavior, it is often helpful to monitor the behavior’s frequency 
between sessions using an appropriate form. Behavior monitors may con-
sist of  simple counts, or they may provide more specific information, such 
as when the behavior occurred or other circumstantial information. As 
previously noted, monitoring is almost always reactive; the simple act of  
monitoring can be helpful all by itself. Behavior monitoring is also helpful to 
gather data regarding the frequency of  behaviors that might become prob-
lematic, such as disturbed sleep patterns, aggressive outbursts, consump-
tion of  alcohol or drugs, and so forth.

Catharsis: Sometimes patients benefit from having a strongly emotional 
experience with the therapist, in which they understand themselves or 
some aspect of  their lives in a new way. Catharsis occurs when the patient 
has a sudden insight that is accompanied by a great deal of  affect, usually 
sadness or relief.

Constructing hierarchies:  When a patient is fearful of  a certain situa-
tion or behavior, the therapist can increase the patient’s cooperation with 
and eventual outcome from exposure treatment by developing a hierarchy 
that starts with a stimulus that evokes minimal fear and ends with one that 
evokes a great deal of  fear. For example, the hierarchy of  a patient with 
snake phobia might involve a dozen steps that differ from one another along 
dimensions of  the actual distance from the snake and the size or color of  
the snake. The hierarchy of  a person with social phobia might involve steps 
that differ from one another in terms of  the number of  people in the inter-
action, the status of  people, the degree to which the patient calls attention 
to himself  or herself, whether the interaction is structured or informal, and 
so on. Most patients are willing to confront items that are low on their fear 
hierarchy, and as they become comfortable with the easier items, they are 
willing to move on to more frightening items.

Contingent reinforcement: This technique, essentially equivalent to oper-
ant conditioning and sometimes referred to as contingency management, 
involves organizing the environment in such a way that the performance 
of  a target behavior is consistently followed by a pleasurable consequence. 
Contingent reinforcement may also involve the consistent nonreinforce-
ment of  behaviors that compete with the target behavior. An example of  
contingent reinforcement is a child’s behavioral chart (sometimes called 
a star chart), in which parents affix special stickers to a chart when the 
child engages in certain target behaviors, such as performing chores, cop-
ing with frustration, and so forth. As well, adults can contingently reinforce 
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themselves by “earning” desirable consequences for performing target 
behaviors or by depriving themselves of  certain pleasurable activities if  they 
fail to do so.

Downward arrow: This is a technique that helps patients discover the 
underlying meaning of  a distressing thought. The therapist begins by help-
ing the patient to verbalize a belief; for example, the patient may say, “My 
wife was upset with me when my paycheck was short.” The therapist then 
asks, “If  that’s true, what would it mean?” The patient may then reply, “If  
I don’t give my wife what she wants, she won’t love me.” Each time the 
patient offers a response, the therapist again asks, “If  that’s true, what would 
it mean?” Finally, the patient arrives at a fundamental belief, such as, “I’ll be 
all alone, and no one will care for me.”

Exposure: Patients who fear certain stimuli are exposed to those stimuli 
in a controlled manner, as a consequence of  which they learn that the feared 
stimuli are not actually dangerous. Exposures can be constructed to over-
come a variety of  anxiety conditions, including phobias, panic, and obses-
sions and compulsions, among others. There are data to suggest that the 
behavioral treatment of  almost all anxiety disorders depends to a greater or 
lesser extent on exposure. Exposure treatment frequently requires the use 
of  anxiety hierarchies (cf. “constructing hierarchies,” above).

Extinction: This is a technique that can be used to decrease the frequency 
of  undesirable behaviors. Patient and therapist first identify the reinforc-
ers that maintain an undesirable behavior, and they then organize the 
patient’s environment such that the expected reinforcers are not delivered 
in response to the undesirable behavior. As a consequence the behavior 
frequency and strength drop off, and the behavior is ultimately said to be 
extinguished.

Feedback: When a patient is told directly by a therapist or psychother-
apy group member how the patient affects the other, this is referred to 
as feedback. Feedback may take the form of  a comment on the relation-
ship between the speaker and the patient, on the speaker’s feelings toward 
the patient, on the patient’s behavior, or on the speaker’s belief  about the 
patient’s psychological makeup.

Free association: Referred to as the “fundamental rule” of  psychoanaly-
sis, free association requires that patients say whatever comes into their 
minds during the therapy session, without exercising any control or cen-
sorship at all. The resulting stream of  verbalizations provides the therapist 
with raw data from which to develop hypotheses about the patient’s mental 
activity, including the structure of  the patient’s defenses.

Interpretation: This technique involves the therapist making the patient 
aware of  the relationship among current thoughts, feelings, and behaviors. 
Alternatively, the therapist may draw parallels between current issues in the 
patient’s life and the patient’s important experiences in the past.

Journaling: This is a form of  homework in which the therapist encour-
ages a patient to write about emotionally meaningful experiences that occur 
during the week. Alternatively, the patient may be asked to write down 
thoughts and feelings on a particular topic.

Mindfulness: This is a state that Kabat-Zinn described in 994 as “pay-
ing attention in a particular way: on purpose, in the present moment, and 
nonjudgmentally.” Many people develop a state of  mindfulness through 
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meditation practice. In psychotherapy therapists encourage patients to 
develop mindfulness skills as a way to remain aware of  their feelings and 
impulses. If  one remains mindful, one is less likely to react ineffectively to 
certain thoughts and feelings; instead, one simply observes or is aware of  
previously troubling thoughts and feelings, without reacting.

Modeling:  When therapists demonstrate target behaviors to patients, 
they are said to be using modeling to assist the patient in behavior change. 
Modeling may be explicit, as when the therapist demonstrates the differ-
ence between passive and assertive responses in a given situation, or it may 
be implicit, as when the therapist works through a specific problem with the 
patient in a manner that the patient has never before experienced.

Planning experiments:  Patients can challenge beliefs about themselves 
or their lives by planning experiments to conduct between sessions. For 
example, a patient with social phobia who expects to be viewed by oth-
ers as boring or unworthy can evaluate this prediction by planning to par-
ticipate in a mildly feared social interaction after agreeing with the therapist 
on the precise criteria by which the patient will assess others’ reactions. 
Alternatively, an individual with alcohol addiction may believe that con-
trolled drinking is possible; patient and therapist can plan experiments to 
determine if  this is so.

Problem solving: Some patients don’t have a consistent and reliable strat-
egy to make important decisions or solve problems. Therapists can teach a 
step-by-step approach to solving problems, including activities like defining 
the problem clearly, brainstorming possible solutions, listing the advantages 
and disadvantages of  each alternative, and so forth.

Psychoeducation: In this technique the therapist provides technical infor-
mation to the patient about the patient’s illness. Such information may 
include diagnosis, treatment alternatives, and prognosis, or it may include 
more specific information about symptom patterns and the like.

Reframing: When patients harbor inappropriately negative views of  them-
selves or their experiences, therapists can help them by offering a different 
view. For example, a mother may chastise herself  for failing to spend every 
minute with her children. The therapist may help her to see that she spends 
as much time with her children as anyone reasonably could, particularly in 
view of  the fact that she works hard to improve their environment by main-
taining a job outside the home. Similarly, a person who has recently achieved 
abstinence from addiction may feel worthless for having had such a problem, 
but the therapist can point out that overcoming addiction is evidence of  real 
strength that not everyone has.

Rehearsal: When patients are learning new behaviors, it is worthwhile 
to rehearse them repeatedly with the therapist and outside of  the ses-
sion before implementing them in target situations. Sometimes therapists 
encourage patients to rehearse behaviors covertly by imagining them in 
sequence before actually executing them.

Relapse prevention: originally designed to decrease the likelihood of  
relapsing into addiction, relapse prevention is now viewed as a good way to 
help patients avoid relapse in any chronic disease. The technique involves 
identifying cognitive, emotional, and situational triggers and warning signs 
of  relapse so that the patient can take steps in a timely manner to fore-
stall a relapse. Such steps might involve reviewing therapy notes, increasing 
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physical or social activity, contacting treatment personnel, talking with sig-
nificant others, and so forth.

Relaxation training: This technique involves teaching the patient tech-
niques (including progressive muscle relaxation, visualization strategies, and 
special breathing techniques) to achieve a deep state of  relaxation, with the 
intention that the patient will then use this technique to decrease autonomic 
arousal as needed in daily life. Relaxation training is used for its own sake 
to manage anxiety and can also be used in service of  treatments for phobia 
and the like.

Role plays: Patients can practice new behavior with the therapist by act-
ing out short scenes in which the new behavior is demonstrated, either 
by the therapist or by the patient. Role plays are also used to provide the 
therapist with more detailed information about important interactions that 
the patient wishes to discuss in the therapy session. It is often helpful for 
role plays to be executed twice. First, the therapist plays the role of  the 
patient, and the patient plays the interlocutor. This permits the therapist to 
get a better sense of  the patient’s interlocutor while modeling the desired 
behavior for the patient. Then the roles are reversed, and the therapist can 
assess how well the patient has learned the approach previously modeled 
by the therapist.

Setting goals:  Many models of  psychotherapy require that patient and 
therapist set clear behavioral goals for treatment. These goals should be 
fairly concrete and amenable to achievement through treatment, and it 
is important to review them from time to time as treatment progresses. 
The therapist uses the patient’s agreement with goals as a way to motivate 
an individual who may feel disinclined to do certain kinds of  hard work in 
therapy.

Setting time limits for treatment: Therapy models that use manuals are 
sometimes time-limited, with a course of  treatment often lasting from 2 
to 20 sessions. The patient is told about the time limit at the beginning of  
treatment, and the therapist may occasionally remind the patient about it 
as treatment progresses, with the expectation that this will help the patient 
remain focused in sessions and will lead the patient to redouble his or her 
efforts to work through problems. Time limits also allow patients to antici-
pate and prepare for closure.

Skill building: Many patients lack the skills necessary to resolve certain 
problems in their lives. They may not know how to behave assertively, 
how to make small talk in social situations, how to make decisions, how 
to decrease autonomic arousal, how to focus attention, or how to distract 
themselves. Therapists may teach these skills directly, using a combination 
of  psychoeducation, role plays, and homework.

Socratic questioning: It is usually best for patients to arrive at their own 
conclusions rather than to wait for the therapist to tell them what to think. 
one method to help patients view their problems in a new way involves 
the use of  Socratic questioning, in which therapists pose a series of  ques-
tions designed to lead patients to understand their problems differently. 
The key here is that therapists must remind themselves beforehand to 
remain genuinely curious about which conclusion the patient will ultimately 
reach. Such an attitude of  openness and acceptance on the part of  the 



4 LEARnIng PSyCHoTHERAPy 129

therapist decreases the likelihood that the patient will feel manipulated by 
the Socratic approach.

Stimulus control: When patient and therapist have discovered a relation-
ship between a target behavior and the presence of  specific environmental 
stimuli, it can be helpful to manipulate those stimuli. For example, people 
with alcohol dependence should limit the amount of  time they spend in 
bars, while depressed people should spend more time socializing with oth-
ers. At a more sophisticated level couples might use certain cues to remind 
themselves to interact in a calmer, more supportive manner.

Transference work:  one of  the basic tenets of  psychoanalysis is that 
when a patient comes to understand the ways in which he or she misper-
ceives the therapist and the historical reasons for such misperception, the 
patient learns to relate to other people in a more veridical and effective 
manner. As well, examination of  the transference offers clues regarding the 
patient’s defense structure. Transference work, the portion of  therapy con-
versation that focuses on such transference distortions, also occurs in many 
other models of  psychotherapy, if  only because the patient’s difficulties are 
reflected in interpersonal problems that become manifest in the therapy 
relationship.
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Proposed Learning Sequence
In this section we present a sequence of  activities for you to undertake in 
order to work toward becoming a competent psychotherapist. not surpris-
ingly, the development of  professional competence in psychotherapy takes 
a number of  years. Mastery increases with education, practice, and supervi-
sion. Similar to many other complex skillsets, there is always more to learn, 
and one’s performance can always improve.

At the outset, we encourage you to consider whether you would be pre-
pared to undertake a course of  psychotherapy with yourself  as the patient. 
There is no better way to learn a complex skill than to observe it at close 
range, and your experience as a patient will give you information about 
how psychotherapy works at a level of  detail that no book, class, or video 
can ever match. It is immensely helpful to acquire a clear understanding of  
the patient’s experience in psychotherapy; once you have been a patient 
yourself, you will experience less frustration when your own patients fail to 
progress quickly or don’t seem to understand what you are telling them. 
Perhaps most importantly, when therapists understand themselves better 
and can recognize their own biases and triggers, they will have a better 
understanding of  their own countertransference when treating patients.

Regardless of  what you decide about seeking psychotherapy for yourself, 
there are a number of  other activities that will help you to develop skills as 
a psychotherapist. First of  all, most psychiatry residents in training talk with 
other trainees about their thoughts and ideas in response to what they read 
in this and other texts and, in a similar way, discuss and digest what they 
hear in classes on the topic. It is hard to resolve subtle points or to answer 
complicated questions without discussion of  this kind. However, it is impor-
tant to check with your institution about the limits of  discussing actual cases 
with peers or supervisors. A certain level of  anonymity of  the patient may 
be required, depending on the educational setting.

The next step is to practice short sequences of  therapy sessions through 
role play. Locate a partner who can play a generally cooperative, mildly 
depressed or anxious patient. your partner should play a real patient or 
should act out a more anxious/depressed version of  himself  or herself. 
The “patient” should not be fabricated, because it’s unlikely that the result-
ing role play will be realistic. If  it makes sense, you and your partner can 
switch back and forth between the roles of  therapist and patient. It’s also 
extremely helpful to have a third person to provide feedback after each 
role play, because you won’t be able to observe yourself  very well, and the 
“patient” will be focused on acting his or her role. Use a timer, and set it for 
just three minutes to begin. Focus your attention on one basic skill at a time, 
progressing through the skills in the order we presented them in the earlier 
section: attending and listening, restatements, questions, showing empathy, 
and challenges. you should do at least three or four role plays per skill (and 
perhaps rather more than that). When you recognize clear improvement in 
one skill, move on to the next, but remember in each role play also to incor-
porate the skills you have practiced in previous role plays. This is one of  the 
most common mechanisms for learning therapy skills—practice with each 
other first, ideally under the supervision of  highly experienced therapists.
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Tips for Role Playing to Learn Psychotherapy Skills
. For attending and listening, do your best as “therapist” not to say 

anything of  significance during the role play. If  you feel comfortable 
doing so, aim to mirror the mood or content of  the “patient” with 
your facial expression or body language. Whenever you feel the 
impulse to speak, count silently to yourself for five seconds before 
you say anything. Work on increasing the length of  time that you 
feel comfortable with silence. After the session is over, talk to each 
other about what increased or decreased comfort, anxiety, and other 
emotions. Ask observers what they noticed about your nonverbal 
behavior, and ask for specific feedback regarding any distracting 
motor habits. Were there approaches that seemed more sincere? Did 
anything appear to be condescending? Discuss how slightly different 
approaches may have yielded more desirable results. you should 
discuss each role play for at least 0 to 5 minutes afterwards. Feel 
free to let the discussion lead to the consideration of  larger issues 
in psychotherapy. This is a good time to think through questions or 
worries you may have about it.

2. For restatements, focus on speaking briefly. Make sure to encourage 
the “patient” to clarify or correct any misunderstanding on your part. 
Try gently changing the direction of  the conversation solely through 
the use of  restatements. Experiment with what happens when you rely 
on the “psychotherapy fallback rule” described above. Consider also 
making a restatement that is very slightly off the mark in order to see 
how the “patient” actually responds. Ask the “patient” about his or her 
experience of  this. If  you record the interaction, watch it later and stop 
the tape each time you have completed speaking. now try to say what 
you just said in half  as many words.

3. When you begin working on questions, you may want to lengthen role 
plays to four minutes or so. Pay very careful attention the use of  open 
questions, as well as to whether you offer a restatement prior to each 
question. Avoid closed questions if  at all possible. Try to ask two to 
four questions over the course of  a four-minute role play. Afterwards, 
ask the “patient” how he or she experienced your questions. Were 
they relatively on the mark, unobtrusive, and helpful? If  not, can you 
identify what may have gone wrong?

4. When working on empathy, strive to offer about two feeling 
reflections over the course of  four minutes. Practice responding 
empathically by saying the emotion the “patient” seems to be 
experiencing and also mirroring the affect in your face. As well, 
practice using the template described above: “you feel . . .” + feeling 
label + context. Be careful to specify the context unambiguously (but 
briefly), and make sure that you use a feeling label that correctly gauges 
the level of  affect. Don’t say “nettled” when the patient is enraged, and 
don’t say “suicidal” when the patient is mildly dysphoric. However, if  
you believe it would be helpful to modulate the patient’s level of  affect, 
you can do so by intentionally “overshooting” or “undershooting.” 
Whether you wish to help the patient regain some control or to 
experience affect more deeply, you can slightly overstate or understate 
the level of  affect, and the patient will probably move in the direction 
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that you would like. obviously, the result of  misstating level of  affect is 
very much dependent on context.

5. Challenge role plays need to be longer still, perhaps five minutes 
in length. Take your time to gather information, and adopt a 
neutral-to-curious tone in stating the challenge. Try to utilize the 
on-the-one-hand/on-the-other-hand template described above, and 
strive to deliver no more than two challenges in five minutes. Carefully 
observe how the “patient” responds. Afterwards, ask whether the 
“patient” felt supported or threatened and whether you as therapist 
seemed to be curious or more insistent. Try to identify which 
challenges were particularly effective or ineffective—and why.

Having done multiple practice role plays for each of  the basic skills, try 
some longer role plays in which you integrate all the basic skills. These role 
plays might be 0 to 5 minutes long to begin, and if  you can videotape 
them, you’ll find it’s very helpful to review the videotapes with another 
student or with a more experienced psychotherapist. In preparation for 
reviewing the videotape, select a portion in which you weren’t sure how 
to handle the situation, and play that portion of  the tape for the other 
viewer. Following discussion of  the problem portion, watch the entire tape 
together, stopping as needed to review any sections that you might have 
executed differently. At this level in your training, you should still focus pri-
marily on basic skills. Speak with your supervisors to determine which skills 
need additional work before seeing patients for the purpose of  therapy. 
When you begin seeing actual psychotherapy patients, you will feel more 
comfortable having done several longer practice sessions, including at least 
one session that lasts 45 to 60 minutes.

It may now be appropriate to consider learning one method of  psycho-
therapy. you may have a particular preference, you may be required to use 
a modality due to your training, or one method of  psychotherapy may be 
much more accessible than another in your particular setting. All things being 
equal, it’s best to begin with a manualized, short-term treatment model, 
assuming that a supervisor is available to meet with you on a regular basis 
regarding your work with the patient. After you’ve read a text on the model 
you wish to learn, locate your supervisor and a relatively uncomplicated 
patient. It is best to work with a patient who has not been in psychotherapy 
before, so that you don’t have to “re-educate” the patient regarding the 
model of  treatment you are employing. you should not begin doing psycho-
therapy without arranging for weekly supervision sessions. The supervisor 
should be an expert in the modality you are learning. Consider recording 
your sessions, assuming that the patient gives all necessary written permis-
sions for this to occur. Recording sessions is strongly encouraged for certain 
methods. It is far more helpful to have the supervisor hear or watch your 
sessions directly than to rely only on your summary of  what occurred. If  
you find that you spend too little time in supervision playing the tape, con-
sider playing “Russian roulette” on occasion. This involves picking—entirely 
at random—a five- or ten-minute segment to play during the supervision 
session. you are also encouraged to team up with another student (ideally, 
one with a little more experience than you, but it’s all right to work with a 
student at your skill level) with whom you can play your tape in its entirety. 
In your discussion with the other student, focus primarily on basic skills. 



4 LEARnIng PSyCHoTHERAPy 133

Leave discussion of  conceptualization and overall strategy to meetings with 
your supervisor. While reviewing videotapes with a colleague, reserve some 
time to talk about your feelings in sessions with this particular patient and 
your general feelings about conducting psychotherapy. Ask your colleague 
whether he or she sometimes feels the way you do.

Another commonly used method for weekly supervision with psychody-
namic therapy is review of  the process note. A process note is created by 
the therapist immediately or very soon after the patient session. Although 
there may be different approaches, typically the therapist attempts to rec-
reate the entire session from start to finish by literally writing down his 
or her entire memory of  the session. This note is read out loud by the 
therapist during supervision. Together, the supervisor and trainee consider 
the content of  the session and how the therapist filtered the session during 
the creation of  the process note. The supervisor helps the therapist to see 
themes (in the patient and in the therapist) and provides valuable pointers 
for skill building and handling the session content. Considerable insight can 
be gained during this exercise, particularly with regard to transference and 
countertransference, which is otherwise typically challenging to recognize. 
Many therapists continue to create process notes and to maintain supervi-
sion as a regular part of  their work. It is important to be aware that process 
notes are not considered part of  the chart or medical record. They must 
not contain identifying information of  any kind and are handled according to 
institutional rules and laws.

Some manualized treatments come with therapist compliance checklists, 
usually consisting of  five to ten specific therapist behaviors that should be 
evident in each session. In other cases such checklists can be found in the 
research literature. The use of  therapist checklists will help you to identify 
areas of  your performance that might be improved. If  you identify several 
such areas, make a concrete plan for how you might increase or decrease 
the behaviors in question. you should discuss this with your supervisor. 
To improve your performance on these target behaviors, make use of  the 
reactivity of  monitoring by formally tracking your performance in each 
session.

Focus on learning one therapy model at a time. Treat at least three or 
four patients in one model of  supervised psychotherapy before moving on 
to a second model of  psychotherapy. The second model of  therapy might 
be more complicated, less well structured, or longer than the first, and 
it will almost certainly involve a different mindset and skillset. With the 
second therapy model you can simply repeat the learning sequence just 
described. you should again arrange to have weekly supervision meetings 
with a psychotherapist skilled in the new model. once you have learned 
two models of  psychotherapy, it is easier to learn a third or fourth. As 
well, having learned more than one model of  psychotherapy, you will 
begin to develop a “style” of  psychotherapy that particularly suits you. 
you may elect to focus on just one model of  treatment, or you may find 
that you prefer practicing psychotherapy within a pluralistic model, apply-
ing different psychotherapies in sequence in order to treat a range of  
presenting problems with patients. Many therapists rely primarily on one 
model of  treatment but utilize techniques from other approaches in a 
modular fashion.
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Summary

Steps to the development of  competence as a psychotherapist:

. Learn about the theory that underlies various psychotherapeutic 
techniques.

2. Practice specific skills in brief  role plays with another student.

3. Videotape longer role plays with a partner who plays a specific patient.

4. Learn in detail about the techniques of  a specific (preferably manual-
ized) psychotherapy.

5. Locate a skilled supervisor and a patient, and consider videotaping 
therapy sessions (after you have obtained all necessary written per-
missions), to be reviewed weekly with the supervisor. Use a therapist 
compliance checklist, if  possible.

6. After treating three or four patients using one treatment model, learn 
a second model and treat several patients, again reviewing videotapes 
on a weekly basis with a supervisor.
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In this chapter we describe the psychotherapeutic techniques currently 
used by most psychiatrists. We begin by describing individual psychothera-
pies that are based on psychodynamic principles. We then review individual 
psychotherapies based on behavioral principles, after which we cover a 
number of  individual treatment models that are more evenly influenced 
by both theories. We end by touching briefly on group therapy and family 
therapy. Throughout the chapter we will refer in bold font to specific tech-
niques, such as free association and assertiveness training, that are used by 
several models of  psychotherapy that we describe. The reader is encour-
aged to refer to the definitions of  these techniques in the section entitled 
“Common Psychotherapeutic Techniques” in Chapter 4.

Within the description of  each psychotherapy we offer information 
regarding the model of  psychopathology, specific treatment strategies, and 
a brief  summary of  supporting research. We then offer a case example. 
The case example is meant to be an illustration of  the most important con-
cepts relevant to each treatment approach. The examples are necessarily 
brief  and simplistic, and they generally ignore many of  the complexities, 
uncertainties, and contradictions that occur in the treatment of  actual psy-
chotherapy patients.
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Psychotherapy Training
It is important to understand that training varies widely within a given 
psychotherapeutic modality. The most intensive clinical education in psy-
chotherapy is related to psychoanalytic training, which requires at least 
four additional years after completion of  a psychiatric residency, a clinical 
Ph.D., or the equivalent (see http://www.apsa.org for more information). 
Cognitive-behavior therapy (CBT) certification is offered by the Academy 
of  Cognitive Therapy (see http://www.academyofct.org/); however, few 
therapists claiming skills in CBT are certified. In the united States, psychia-
try residents are required to demonstrate proficiency in several treatment 
modalities; however, each program offers a different structure, and skillsets 
(and interest in therapy) vary widely among psychiatrists.

Titles such as therapist, psychoanalyst, psychodynamic psychotherapist, 
or CBT specialist are not regulated, and anyone can claim to have any of  
these skills. Moreover, training or even certification in a specific modality 
does not always imply competence in special populations requiring addi-
tional training (e.g., for children or for individuals with schizophrenia or 
trauma). Patients and providers are advised to familiarize themselves with 
the optimal level of  training for treatment models so that a good fit can 
occur between patient needs/expectations and provider skillsets.
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Individual Psychodynamic 
Psychotherapies
Psychoanalysis
Model of  Psychopathology
Formal psychoanalysis is based on the principles of  mental functioning and 
psychotherapeutic techniques originally developed by Sigmund Freud and 
is conducted as long-term analytic work—with the analysand lying on a 
couch. The model of  psychopathology involves the full gamut of  psycho-
dynamic theory described in detail in Chapter 2 and therefore will not be 
repeated here.

Treatment Strategies
Formal psychoanalysis, often simply referred to as analysis, is an intensive 
treatment model that consists of  usually hour-long sessions held three 
to five times per week over a long-term period, often extending multiple 
years. As noted above, psychoanalysis is conducted with the analysand (the 
patient) lying on a couch. The initial goal of  analysis is to investigate and 
uncover the unconscious material that gives rise to the defenses, resistance, 
and transference distortions that are the subject of  study in the analytic set-
ting. The ultimate goal of  analysis is to achieve insight. In the Freudian model 
(indeed, in all psychodynamic therapy) insight equals health.

The focus on insight should not be misinterpreted as evidence that the 
goal of  psychoanalytic treatment is simply increased self-knowledge. Insight 
can bring symptomatic relief. When employed within psychiatry, all psycho-
therapy is intended for the mitigation of  symptoms, and that is the case 
here as well.

Symptomatic relief  through psychoanalysis and other forms of  psycho-
dynamic therapy comes in many forms. One important means to relief  is 
the development of  an observing ego that allows the patient to establish a 
different psychological relationship with the intrapsychic material. This new 
relationship affords the opportunity to learn and implement more effec-
tive, less symptom-inducing strategies, both internally and in relationships 
with others. Another mechanism is the important shift that comes from 
acquiring the ability to verbalize and to think differently about material that 
previously existed only as a nameless feeling tone. Still another route to 
significant symptomatic improvement may come from making meaning and 
sense out of  experiences that were previously distressing to the point of  
being disabling.

One of  the conceptual conundrums inherent in psychoanalysis is the 
need to bring unconscious material into conscious awareness. The prob-
lem is that conscious awareness of  instinctual material is the very thing 
that the ego resists most strongly, leading ultimately to the development 
of  symptoms. understanding permits change, but understanding occurs 
only by accretion, and, as a consequence, uncomfortable material has 
to be addressed again and again in the slow process of  working through.

One means by which to bring unconscious material into awareness is 
through the use of  free association, a technique designed to provide therapist 
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and patient with a large sample of  verbal material, over which less ego con-
trol is exerted than is typically the case. The analyst pays careful attention to 
the content, sequence, and affect attached to material arising in free associa-
tion in the hope of identifying patterns that might permit the development of  
hypotheses about unconscious material and defenses against it. Analysts also 
make use of  the analysis of  dreams. While the recognized range of  primary 
process thinking that can be revealed through dreams has expanded since 
Freud, contemporary analysts continue to believe that during sleep the ego 
is less efficient in its censorship of  unconscious material than when one is 
awake. Therefore, dream analysis continues to be a good method of access-
ing information about the functioning of  the unconscious and any defenses 
against awareness of  instinctual material.

A very important means by which psychoanalysis helps to bring uncon-
scious material into awareness consists of  transference work, in which the 
analyst pays careful attention to the patient’s incorrect beliefs about the ana-
lyst. As a strategy for promoting the development of  the transference, the 
patient is generally not permitted to have much personal information about 
the therapist, and the therapist avoids playing a direct role in the patient’s 
conflicts. Analysts’ strict adherence to the role of  therapist and their refusal 
to offer advice or to respond with other than genuine curiosity about the 
patient’s problems is often referred to as therapist neutrality. In formal psy-
choanalysis, having the patient lie on a couch assists in this promotion of  
transference distortions by limiting the patient’s awareness of  the actual ana-
lyst, who typically follows Freud’s model and sits behind the patient. By mak-
ing the transference the object of  study in analytic treatment, patients have 
the opportunity to become aware of  their habitual interpersonal distortions. 
For many patients this focus on the transference may represent the first time 
they have consciously and successfully worked through such complicated 
interpersonal conflicts with another person.

Analyzing defenses and analysis of  resistance constitute another impor-
tant activity in psychoanalysis. The analyst helps the patient to understand 
the structure and history of  his or her preferred but problematic defen-
sive strategies, in the hope that by making this information conscious, the 
patient will develop new and more effective strategies by which to cope 
with uncomfortable material.

At strategic points, the analyst may offer interpretations intended to shift 
the patient’s attention toward material that may promote insight. The idea 
here is that this shift is gentle, only one slight step ahead of  the patient’s own 
awareness, rather than presenting a radical revelation.

Psychoanalysis is a lengthy process that is typically thought to unfold 
across three phases. Early on, therapist and patient develop a working 
relationship, and the transference gradually develops. The middle part 
of  treatment involves analyzing the transference, exploring defenses, and 
encouraging the patient to make connections among thoughts and feel-
ings, as well as earlier experiences that the patient previously viewed as 
unrelated. As the defense structure begins to shift and symptoms remit, 
the termination phase of  treatment begins, in which therapist and patient 
address the patient’s anxiety about ending treatment. This is a particularly 
fruitful period of  treatment, in that it emphasizes issues of  dependency and 
loss, which are at the root of  many patients’ difficulties.
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Research Findings
For many years the complaint offered about psychoanalysis was that there 
was little convincing evidence of  its efficacy. For the most part, the evidence 
offered in its support consisted of  case reports and idiosyncratic, uncon-
trolled studies. Practitioners of  psychoanalysis pointed out that research 
was hard to conduct on such a lengthy treatment, and they suggested that it 
was extremely difficult to design valid measures of  intrapsychic functioning, 
given that changes in defense structure represent the goal of  treatment. 
Moreover, such research as there was tended to conflate formal psycho-
analysis with “psychodynamic treatment.” There is no bright line that sepa-
rates these two models of  treatment.

More recently there have been a few “modern” studies of  psychoana-
lytic treatment, although definitional problems continue. In 200 Blomberg, 
Lazar, and Sandell followed a large number of  Swedish patients receiving 
state-sponsored psychoanalysis. Patients met with therapists three to five 
times per week for an average of  5 months. Symptomatic change was 
measured in a variety of  ways, and at the end of  treatment these patients 
showed improvement in the range from 0.4 < d < .5, depending on the 
measure. Recall that the average change in all psychotherapy is estimated 
at d = .87. In the study by Blomberg and colleagues the only control group 
consisted of  patients receiving less intensive “psychodynamic” treatment 
(in which sessions occurred once or twice a week for an average of  40 
months), and those patients showed improvement in the range of  0.4 < 
d < 0.6.

In a 2008 Finnish randomized controlled trial (RCT) Knekt and colleagues 
showed that although long-term psychodynamic treatment (mean  =  232 
sessions) was less effective than short-term psychodynamic treatment 
(mean  =  8.5 sessions) at twelve-month follow-up, it was decidedly 
more effective than short-term treatment at three years after the end of  
treatment.

Finally, in a 2008 meta-analysis Leichsenring and Rabung combined 
seven RCTs and one effectiveness study that compared long-term psy-
chodynamic therapy (mean  =  03 sessions) with various short-term 
treatments (mean = 33 sessions), including cognitive interventions, fam-
ily therapy, and “psychiatric treatment as usual.” Between long-term 
psychodynamic psychotherapy and various short-term treatments there 
were significantly different effect sizes with regard to overall effectiveness 
(ES = 0.96 vs. 0.47), target problems (ES = .6 vs. 0.6), and personality 
functioning (ES = 0.90 vs. 0.9). Differences were even larger for patients 
with personality disorders, chronic mental disorders, or multiple mental 
disorders.

In summary, there is now evidence to suggest that psychoanalysis—or, 
perhaps, long-term psychodynamic treatment—is an effective treatment 
modality, although it works slowly. This treatment model may be particu-
larly effective in treating patients with personality disorders and other com-
plex symptomatic presentations, as one might well expect in view of  the 
theory and structure of  treatment.

 



5 CuRREnT PSyChOThERAPIES 145

Case Example
Alan is a 44-year-old, married father of  one child. he works as a tax 
attorney. he has long been dissatisfied with his job, and he feels dis-
tant from his wife and their 2-year-old daughter. Alan reports that his 
energy and motivation have been impaired for as long as he can remem-
ber, and for at least ten years he has felt sad three or four days each 
week. however, his mood usually rises somewhat on the weekends, 
which he often spends holed up in his basement practicing guitar. Alan 
states that he has difficulty sleeping, and he believes that he will always 
feel just as bored and dissatisfied as he does now. he indicates that he 
has been in and out of  psychotherapy for years and has taken a variety 
of  antidepressant drugs, but nothing has ever seemed to help for very 
long. he now presents for treatment with Dr. Reilly.

Alan is the fourth of  five children of  a law school faculty member and 
a homemaker. his next older sibling, a brother 8 months his senior, 
was impulsive and often got into trouble when Alan was growing up; 
Alan learned to avoid trouble by staying mostly to himself. his father 
was often away from home and seemed more interested in his career 
than in spending time with the children, although on occasion the father 
did attend the athletic events of  Alan’s eldest brother. As a child Alan 
felt closer to his mother than to his father, and he was also close to the 
sister two years his junior.

In school Alan earned respectable but not outstanding grades. In high 
school he tried out for football, at least in part with the hope that this 
might afford a means to spend more time with his father. however, 
Alan was athletically not nearly as talented as his brothers, and he soon 
quit the junior varsity team. After that he participated on the school 
golf  and tennis teams. his mother and younger sister attended some of  
Alan’s matches, but whenever he played, his father seemed to have to 
work. Alan also took up the guitar in high school. his mother arranged 
for him to obtain lessons, and Alan enjoyed playing.

upon graduation from high school Alan attended the state univer-
sity. he majored in political science, although this never really inter-
ested him. he began dating in college, and in his senior year he met his 
future wife. After graduating from college he immediately enrolled in 
law school, where he maintained a B+ average. his father urged him 
to establish a specialty practice in the law and pulled some strings to 
permit Alan to obtain postgraduate training in tax law. After completing 
the additional training Alan married his wife, and they moved to a city 
about 200 miles from Alan’s home town. here, he has worked for the 
same firm for the past 8 years. Alan reports that he and his wife sel-
dom argue, but their sex life is limited. he is proud of  his daughter but 
doesn’t share any real interests with her. Alan sees his parents once or 
twice a year in Florida, where they moved after the father’s retirement. 
he also maintains regular contact with his younger sister but has less 
contact with his brothers.

upon interview Alan presents as a socially competent but distant man 
who gives little evidence of  anxiety, other than that his palms are sweaty 
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when he and Dr. Reilly shake hands. Over the course of  several sessions 
Dr. Reilly determines that Alan is a suitable candidate for analysis. he 
concludes that Alan is in a stable situation, is able to commit to and can 
pay for long-term treatment, is able to observe his own psychological 
processes, and in his life has been able to establish affectively charged 
relationships, including with his mother and his sister. Dr. Reilly recom-
mends that he and Alan schedule sessions three times a week.

In the first formal treatment session Dr. Reilly asks that Alan lie on 
the couch, while Dr. Reilly sits in a chair behind Alan’s head. Dr. Reilly 
instructs Alan regarding the technique of  free association and encour-
ages him to talk about fantasies, dreams, or anything else that comes to 
him. Although Alan is not surprised about these instructions, he finds 
himself  feeling mildly annoyed at the apparent pointlessness of  such 
activity. After a few sessions, however, he notices that he has begun 
looking forward to his meetings with Dr. Reilly, to whom he can talk 
about whatever comes to his mind. he appreciates Dr. Reilly’s evident 
interest in him and believes that Dr. Reilly is listening carefully. he looks 
forward to the interpretations or recommendations that he believes 
Dr. Reilly will eventually offer.

One day, after about four months of  treatment, Alan tells Dr. Reilly 
about a dream he had the night before. In the dream Alan was running 
late for work, and this worried him because he knew he needed time 
to prepare for a meeting with a client. There were people in his kitchen 
that Alan didn’t recognize, as a consequence of  which he had to wait 
before he could prepare his breakfast. Finally, Alan was able to get to 
his car and started to drive to work, but the trip was slow and difficult 
because traffic was heavy. Once at work, Alan quickly tried to review 
his notes, but he couldn’t entirely understand what he had earlier writ-
ten down. As the meeting started, Alan began his presentation, but the 
client often looked away and said nothing. Alan tried to engage the cli-
ent by asking him a question, changing the subject, and even telling a 
joke, but he received no response. At that point Alan awakened to his 
alarm.

Alan falls silent after recounting the dream to Dr. Reilly. The latter 
asks Alan to say more about his thoughts and feelings in the dream. Alan 
replies that he was especially focused on engaging this client, because 
the latter came from a wealthy family, and Alan hoped that the client 
might refer his relatives and acquaintances. Alan comments that in the 
dream he was very much puzzled by the client’s reaction. Was the cli-
ent dissatisfied with Alan, was he feeling irritated, or was he not really 
listening at all? Alan says that he was most upset about the fact that he 
had no idea what the client was thinking.

Dr. Reilly wonders with Alan if  the client might be a stand-in for Alan’s 
father. Alan can easily see this connection, and they discuss Alan’s feeling 
of  distance and alienation from his father. Alan comments that he often 
feared his father’s wrath, even though his father seldom expressed any 
emotion toward Alan. Dr.  Reilly asks Alan if  he might have worried 
that his father was angry because Alan was close to his mother. Alan is 
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nonplussed and simply suggests that it might have been easier to imag-
ine that his father had angry feelings than no feelings at all.

Dr. Reilly then wonders aloud if  Alan’s dream might also reflect his 
feelings about their work together in treatment. Alan initially rejects 
this idea until Dr. Reilly explains that dreams can usually be interpreted 
in several ways. Even so, Alan comments that he doesn’t feel discon-
nected from Dr. Reilly. Dr. Reilly doesn’t reply directly but suggests that 
in future sessions they watch for feelings of  alienation on Alan’s part, 
either in his daily life or in their relationship with one another.

Over the course of  the next several months Alan continues to speak 
about whatever comes into his mind, although in some sessions he has 
more difficulty than in others. he realizes that he is becoming a little 
bored. Alan sometimes comments on his uncertainty about what to say, 
to which Dr. Reilly usually replies by asking Alan how he felt just before 
his thoughts seemed to stop. Alan tries gamely to respond but finds 
that going forward his thoughts are still unclear. By the eighth month of  
treatment this is happening quite often, and Alan is aware of  becoming 
frustrated. he now frequently tells Dr. Reilly that he doesn’t know what 
to do and would like some guidance. Dr. Reilly consistently responds 
with mild encouragement to keep trying and then asks Alan what he 
was thinking and feeling a few minutes previously.

One day in the ninth month Alan begins the session by saying to 
Dr. Reilly, “We need to talk.” Alan says he appreciates Dr. Reilly’s con-
cern and support, but he needs some direction in order to know how 
to proceed. Alan comments that previous therapists have been more 
directive than Dr. Reilly, and in this regard he makes particular refer-
ence to his last therapist, Dr. Smith. Dr. Reilly remarks on the fact that 
Dr. Smith is a woman, and he adds that perhaps there’s a part of  Alan 
that feels as if  he’s being left to flounder on his own. Alan replies that he 
does sometimes feel like that, and he says he has to remind himself  that 
Dr. Reilly really does want to help him. “Sometimes,” Alan adds, “I think 
that even if  you’ve helped other patients, you might not know how to 
help in a case like me.”

Alan then asks if  Dr. Reilly is annoyed that he mentioned his previous 
therapist. In response, Dr. Reilly wonders aloud whether Alan might be 
worried about whether a male might become jealous over his feelings 
for certain women. Alan replies that he’s not sure what to think about 
this. Finally, Alan acknowledges that he is becoming bored with treat-
ment, and he wonders if  Dr. Reilly is turn bored with him. With the 
hour nearly at an end, Dr. Reilly suggests that they pick up their discus-
sion at the next session.

however, Alan misses the next session because of  a sudden increase 
in work at the office, and when he returns to see Dr. Reilly, he spends 
most of  the session talking about his frustration dealing with a particu-
lar administrative law judge on behalf  of  a client. Dr. Reilly expresses 
interest and encourages Alan to say more about this but then asks Alan 
what he makes of  the fact that they were going to talk about whether 
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their time together was useful, but Alan then missed the next session 
and, upon returning, talked about work instead. With slight annoyance, 
Alan replies that he intended to get to the issue of  their relationship, but 
the work problem seemed more important at the moment. he then 
states that he is committed to treatment, even though he can’t always 
see how it will help. Asked to elaborate, Alan replies, “Basically, that’s 
where it stands. Isn’t our time up for today?”

Over the next few weeks Alan notices that he is thinking more and 
more of  leaving treatment. he discusses these thoughts with Dr. Reilly, 
who comments that Alan might feel a sense of  relief  or even a kind 
of  victory when he thinks of  stopping their work together. he won-
ders aloud if  Alan may sometimes have had similar thoughts vis-à-vis 
his father. Alan replies that he has long thought of  writing off his father, 
but he hoped that at some point his father might soften and show some 
interest. Besides, he says, cutting off his father would make the relation-
ship with his mother more complicated. Dr. Reilly replies, “There must 
have been a lot of  times growing up when you wanted just one parent, 
your mother, and not the complete set.”

now in the second year of  treatment, Alan continues to struggle 
with frustration and lately sadness in his sessions with Dr.  Reilly. he 
expresses these feelings directly to Dr.  Reilly and is becoming more 
affectively engaged in the sessions. he notices that although he is more 
aware of  painful feelings, he is also less bored in the sessions, and he no 
longer worries that Dr. Reilly might be daydreaming or asleep. Instead, 
he now worries that Dr. Reilly might be angry with him. he has the 
thought that eventually Dr. Reilly will find him too demanding and will 
want to transfer him to another therapist. he is afraid to say this to 
Dr. Reilly, however, imagining that if  he does, Dr. Reilly will confirm his 
worst fears.

Alan reports another dream. he says in the dream he was helping his 
daughter program her smart phone. Although he felt confident in his 
ability to help her, the phone continued not to function properly, and 
Alan became increasingly anxious as more and more functions on the 
phone ceased to work. his daughter was unhappy, and she commented 
repeatedly that one of  her classmates was good with phones and could 
help her. however, Alan kept trying. At last, the phone went dead alto-
gether, his daughter was crying, and his wife appeared in the room asking 
what was wrong, glaring at Alan as she did so.

In discussing the dream, Dr. Reilly asks Alan what he makes of  the 
fact that he was trying to fix a telephone, in particular, and together 
they wonder about whether communication might have been a theme 
of  the dream. Alan also talks about his recent attempts to do more 
with his daughter, particularly in response to his sense that she is pulling 
away from him and his wife. More than anything, Alan comments that 
he wishes he hadn’t touched the phone, because then he wouldn’t have 
made the problem worse than it already was.

Dr. Reilly asks Alan whether the dream might reflect something about 
the therapy relationship. Alan replies that he hadn’t thought about 
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it, but perhaps there’s a part of  him that is afraid to communicate to 
Dr. Reilly what’s at the deepest level inside him. he says he sometimes 
thinks he’ll just end up pushing Dr. Reilly away. In response, Dr. Reilly 
asks, “So who’s rejecting whom?”

Alan is struck by this question. he begins to wonder if  his father 
rejected and ignored him, or was it the other way around? Did he expect 
his father to reject him for some reason? For example, was he worried 
about his father’s reaction to his close relationship with his mother? Alan 
also wonders whether it’s really the case that when he expresses his 
feelings, others are likely to pull away. As he discusses this with Dr. Reilly, 
the latter encourages Alan to think about how he believes Dr. Reilly has 
responded to Alan’s increased expression of  emotion over the course of  
their work together. upon reflection, Alan replies that they have worked 
together more productively since he has expressed a wider range of  
affect.

This session marks a turning point in Alan’s treatment. he begins to 
notice outside sessions that he is experimenting with letting people 
know his feelings. he and Dr.  Reilly discuss this, and they also work 
through the anger that Alan experiences when important people in his 
life are less than fully responsive to his newly developing interpersonal 
style. Alan says he sometimes believes that Dr. Reilly has misled him by 
promising that if  he engages more with those around him, his problems 
will disappear. Alan and Dr. Reilly discuss whether this might reflect his 
idea as a child about how life would be if  his father had been more 
interested in him. At first Alan denies any connection between this 
childish belief  and his frustration about making changes in his life now, 
but in time he comes to accept that in both instances his expectations 
may have been unrealistic. he also acknowledges that he can’t remem-
ber when Dr. Reilly actually told him to open up to others, after which 
everything would be fine. Alan feels a little sad as he considers the idea 
that there are no magic answers.

After three years of  psychoanalysis, Alan and Dr.  Reilly review 
his progress. Alan reports that he no longer feels so isolated and 
uninvolved with other people, and his mood is definitely improved. 
he has a more comfortable (but at times still frustrating) relation-
ship with his father. he is closer with his wife, and their sex life has 
improved. he has become involved in several musical groups in his 
free time and is developing friendships with other men. In view of  
this progress, Alan and Dr. Reilly decide to terminate treatment in 
three months.

During the last three months of  therapy, Alan and Dr. Reilly discuss 
Alan’s fears about being on his own, without the support of  treatment. 
They also spend time working through feelings of  sadness about Alan’s 
painful awareness that no one person can give him the supplies of  love 
and understanding he once craved from his father. Alan says this is 
somewhat balanced by his recognition that he feels a degree of  satisfac-
tion when he engages a range of  people by confiding in them about his 
thoughts and feelings.
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At the end of  treatment Alan looks back with wonder at how he used 
to act, and he is pleased with his progress, even though he continues to 
experience days on which he feels depressed and lonely, and his sleep 
is still less than optimal.

Psychodynamic Psychotherapy
Model of  Psychopathology
By way of  introduction, we note that psychodynamic psychotherapy is often 
viewed as a less intensive and more personable version of  psychoanalysis. 
Psychiatry residents are generally required to demonstrate basic compe-
tency in this treatment model and may pursue additional training if  desired, 
typically in association with a psychoanalytic institute. The skillset of  indi-
vidual providers varies widely, from no formal training to full psychoanalytic 
training. As with any modality, patients should inquire about training and 
work history to understand the skillset of  the therapist.

Practitioners of  psychodynamic psychotherapy believe, as did Freud, that 
at bottom psychopathology results from ego defense gone awry. While 
many psychodynamic psychotherapists view the vicissitudes of  human 
instincts as the prime movers in human development, others suggest that 
humans grow in response to different challenges, such as striving for supe-
riority, the need to self-realize, or the tension between union and separa-
tion, to cite a few examples. Some psychodynamic theorists have attempted 
to graft Existentialist philosophy onto psychoanalytic thinking; they believe 
that the need to establish meaning is a fundamental human drive, and the 
failure to do so leads to emotional distress, resulting in the development 
of  symptoms.

In the previous section, we presented the essential features of formal psycho-
analysis and its application within psychiatry as the prototype of psychodynamic 
psychotherapy. In this section, we expand our scope and review the remainder 
of the diverse category of psychotherapy treatments based on psychodynamic 
theory. As with psychoanalysis, the model of psychopathology encompasses 
the full body of psychodynamic theory described in detail earlier in this book 
and therefore will not be repeated here.

Treatment Strategies
As one might imagine in view of  the broad range of  psychodynamic theory, 
psychodynamic psychotherapists utilize an extremely wide range of  formats 
and techniques. Beginning with Sándor Ferenczi and Otto Rank, psycho-
therapists who identify with psychodynamic thinking have advocated less 
intensive treatment than is offered in formal psychoanalysis. A typical pat-
tern consists of  weekly 50-minute sessions, in which therapist and patient 
are seated face to face. This may be structured as either short-term or 
long-term treatment.

All the mechanisms we have reviewed in the psychoanalysis section to 
mitigate symptoms of  mental disorders also apply within psychodynamic 
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psychotherapy. In general, however, with regard to technique there may be 
less reliance on certain psychoanalytic techniques such as free association 
and formal dream interpretation. however, in face-to-face therapy spon-
taneity of  discourse performs much the same role as free association, and 
dream material remains important. The treatment focus depends on the 
model of  psychodynamic theory that the therapist is using.

In addition to psychodynamic psychotherapy broadly based within a 
particular model of  theory, there are also some more carefully defined 
psychodynamic treatment formats now available. These include treat-
ments that focus primarily on specific targets, such as the Oedipus com-
plex (e.g., Sifneos, 992) and self-image and separation issues (e.g., Mann, 
980). In 985 Strupp and Binder published the first treatment manual for 
short-term psychodynamic treatment. Their particular approach grew out 
of  a major research program conducted over many years at Vanderbilt 
university. Transference-focused psychotherapy and mentalization-based 
treatment are other examples, and these two therapies will be discussed 
separately.

While psychodynamic psychotherapists may not agree on all of  the 
details of  the treatment they offer, they generally agree on the importance 
of  the value of  analyzing defenses and resistance and offering interpreta-
tions, and they emphasize the significance of  some variety of  transference 
work as a means to promote useful insight. Psychodynamic psychothera-
pists are usually less obviously neutral vis-à-vis the patient than are formal 
psychoanalysts, and there is an increased focus in psychodynamic treat-
ment on providing an overtly supportive environment and addressing alli-
ance ruptures more directly.

Research Findings
In the section on formal psychoanalysis we cited some research find-
ings of  relevance to psychodynamic psychotherapy. One implication of  
the research already cited is that shorter psychodynamic treatment may 
be less effective than longer treatment. Indeed, in a 99 meta-analysis 
Svartberg and Stiles showed that psychodynamic treatment lasting fewer 
than 2 sessions may be less effective than lengthier treatment. Even so, 
in 2004 Leichsenring, Rabung, and Leibing conducted a meta-analysis 
using 8 high-quality RCTs that compared short-term psychodynamic 
psychotherapy with other treatments (mostly CBT) or wait-list control. 
These authors found that short-term psychodynamic psychotherapy 
was effective and did not differ in effectiveness from other approaches 
to treatment. As well, in 2009 de Maat, de Jonghe, Schoevers, and 
Dekker investigated psychodynamic psychotherapy of  moderate length 
(at least 50 sessions over at least a year) and found significant change at 
post-treatment (d = 0.87) and even greater change at follow-up between 
one and three years later (d = .8).

In the face of  such findings, there is increasing acceptance in the field 
that psychodynamic psychotherapy probably qualifies as an empirically sup-
ported treatment.
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Case Example
Barbara is a 33-year-old, never-married, childless woman who works as 
an administrative assistant in an engineering firm. She reports that she 
has always been a worrier. She worries about losing her job (and about 
whether she could pay her bills if  she did), she worries about whether 
her friends are upset with her, and she worries about her mother’s 
physical and emotional health. She also worries about the direction 
of  the national economy, what will happen when she grows old, and 
whether her boyfriend of  three years will ever pop the question. When, 
on rare occasions, Barbara discusses her fears with a friend, she is usu-
ally able to see that her anxiety is unrealistic. nonetheless, she has 
been troubled by multiple worries virtually every day at least since late 
adolescence, and the worries are accompanied by poor concentration, 
muscle tension, shakiness, and difficulty sleeping. Barbara otherwise 
denies symptoms of  a mental disorder. She is in good physical health.

Barbara is the eldest of  three children of  working-class parents. her 
father was alcoholic and often unemployed, as a consequence of  which 
Barbara’s mother was the primary breadwinner and had to depend on 
Barbara to look after Barbara’s younger brothers. The mother con-
fided extensively in Barbara about her unhappy marriage. Then, when 
Barbara was 4 years old, her father died in a car accident, presum-
ably while intoxicated. After that, Barbara’s mother seemed to worry 
even more and spent long hours recounting her concerns to Barbara. 
Barbara did her best to shoulder the responsibility that her mother 
placed on her, and she rather liked the fact that her mother seldom dis-
ciplined her—although Barbara was in fact exceptionally well behaved.

Barbara performed well in school and was popular. After graduat-
ing from high school she could have gone to college but instead felt 
obliged to find a job. She continued to live at home and contributed 
to her brothers’ upkeep until the boys left home and Barbara’s mother 
remarried eight years ago. After that, Barbara sensed that her mother 
wanted privacy, and as her stepfather was earning adequately, the next 
year Barbara decided to move into a place of  her own about a mile from 
her mother’s house.

Barbara reports that she enjoys her job, and she says her love life is 
pretty good. She began dating more actively after she moved out of  her 
mother’s house seven years ago, and during the past three years she 
has had a steady boyfriend. She would like to marry her boyfriend, but 
he never mentions the topic, and she doesn’t feel comfortable asking 
about their future. Sometimes Barbara worries a little about the fact 
that her boyfriend likes to drink on the weekend.

When Barbara meets Dr. Thompson, she presents as a socially engag-
ing and very pleasant woman who makes an effort to respond directly 
and succinctly to Dr.  Thompson’s questions. Dr.  Thompson has the 
thought that Barbara is likely to be an easy patient, because she appears 
to have the capacity for insight and is highly motivated to change. he 
also admits to himself  that he finds Barbara to be a rather attractive 
woman. he and Barbara agree to meet on a weekly basis.
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In the first formal treatment session Dr.  Thompson asks Barbara 
what she would like to discuss. Barbara hesitates for a moment, glances 
quickly at Dr.  Thompson, and begins talking about worries regarding 
her performance at work. When Dr. Thompson asks about Barbara’s 
performance evaluations, she responds that they are consistently very 
good. Dr. Thompson admits to confusion about this, after which Barbara 
giggles with embarrassment and comments that this is typical of  her 
worries—so many of  them are unrealistic. Even so, the worries keep 
returning, and she can’t ever seem to resolve them fully.

Over the course of  the next few sessions Barbara continues to dis-
cuss her various worries. She feels relieved when Dr. Thompson asks a 
question or makes a comment that helps her see that a worry is unre-
alistic, but the pattern is always the same: the worry comes back later 
on. After this happens a few times, Dr. Thompson comments that reas-
surance doesn’t seem to be helpful. Barbara responds that she finds 
Dr. Thompson’s comments to be very helpful, and she has the private 
thought that she doesn’t want Dr. Thompson to feel he isn’t helping 
her. She’s sure he must be helping, and he seems like such a nice man.

One day Barbara tells Dr. Thompson about a dream she’s had. She 
goes on to report that a few nights ago she dreamt that her mother had 
been diagnosed with cancer and was refusing chemotherapy. Somehow, 
her stepfather was not in the picture, and Barbara was responsible for 
taking care of  her mother. Barbara recalls being very frightened that her 
mother might die. In the dream she tells her mother how devastated 
she would be and begs her to accept treatment. her mother reluctantly 
agrees. In the final scene of  the dream, Barbara’s mother dies in spite 
of  having had the chemotherapy she didn’t want. Barbara woke up in a 
panic and then burst into tears over the loss of  her mother.

After Barbara recounts the dream, Dr.  Thompson asks what she 
makes of  it. Barbara replies that it was just too horrible, and she doesn’t 
know what to think. She adds that maybe she should ask her mother 
whether she is having regular medical checkups. Dr. Thompson asks 
Barbara to say more about the emotion associated with the dream. 
Barbara replies that in the dream she alternately felt frightened, bur-
dened, and also pleased about her ability to convince her mother to 
accept treatment. When her mother died in the dream, she felt as if  
the floor had dropped out from under her.

Dr. Thompson then asks Barbara what it’s like to be responsible for a 
parent. Barbara replies that family members have to look out for each 
other, and she begins to recount how hard her mother’s life has been. 
Dr. Thompson agrees that life has treated her mother harshly, but he 
states, “Still, it must bother you just a little that you have to pick up the 
slack.” Barbara replies that she loves her mother and would do any-
thing for her. however, a few moments later she adds, “But maybe I do 
resent it in a way, and I just don’t know it.”

As treatment continues Barbara talks more and more about her rela-
tionship with her mother. She is able to acknowledge that while she 
liked helping her mother and brothers when she was younger, she did 
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miss out on certain activities in high school. For example, she couldn’t 
attend a number of  dances because she had to look after her younger 
brothers while her mother worked the afternoon shift. She says that 
sometimes she thinks about what her life would have been like had her 
mother remarried ten years earlier. Perhaps she could have gone to 
college and eventually gotten a better job.

By this time Dr. Thompson has arrived at the conclusion that Barbara 
represses awareness of  her own needs in order to care for her mother, 
her adult brothers, her boyfriend, her coworkers, her boss, and every-
one else with whom she comes in contact in her life. Dr. Thompson 
suspects that every time Barbara experiences the impulse to do some-
thing for herself, she defends against it, as she somehow senses that 
meeting her own needs might decrease her ability to meet the needs 
of  others. She has long since fallen into the pattern of  failing to notice 
these impulses, as they are diverted before they even become con-
scious. Instead, Barbara experiences a kind of  free-floating anxiety that 
attaches itself  to whatever she happens to be thinking about at the 
moment.

In Session 6 Barbara mentions that the previous Saturday night her 
boyfriend again drank too much, and the bartender called her to come 
and pick him up. She brought him to her apartment and put him to bed. 
During the night he threw up, and the next morning he was irritable 
with her. When Dr. Thompson asks Barbara how she feels about taking 
care of  her boyfriend in this way, she initially responds it doesn’t bother 
her when he blows off a little steam on the weekend, especially given 
that he works so hard during the week. Dr. Thompson then expresses 
interest in the fact that the boyfriend was out drinking while she stayed 
home on a Saturday night. Barbara laughs this off but acknowledges that 
she worries about his drinking. She then glances at Dr. Thompson and 
says, “But, of  course, you’re right. I know I should set better limits with 
him. I’m probably being silly, right?”

Dr. Thompson suggests to Barbara that part of  her seems to want 
to accommodate to her boyfriend’s point of  view, while another part 
seems to want to agree with Dr. Thompson’s point of  view. he won-
ders aloud, how can she reconcile these two impulses?

Barbara struggles with this question. She begins by saying that her 
boyfriend is a great guy—he’s not perfect, but who is? She says it’s her 
responsibility to love him as he is. At the same time, she recognizes 
that Dr.  Thompson has her best interests at heart, and although he 
hasn’t said it directly, she believes that he doesn’t approve of  how she 
deals with her boyfriend. In fact, none of  her friends approve. Starting 
to tear up, Barbara says, “It’s like I’m stuck. My boyfriend needs me to 
be one way, but everyone else needs me to be another way. I don’t 
know what’s the right thing to do. Are you disappointed with me, 
Dr. Thompson?”

After this session Dr. Thompson feels unsettled. he has the thought 
that Barbara is very responsive to the idea that she must meet his 
needs. he wonders if  he has somehow communicated how warmly he 
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feels toward her. he acknowledges to himself  that part of  him wants 
Barbara to stay his patient forever. he actually doesn’t want her to lose 
the accommodating quality that makes her such pleasant company. he 
feels a little embarrassed to have these thoughts about his patient but 
decides, on balance, that his countertransferential impulses are unlikely 
to have interfered too greatly with treatment so far. Besides, he reminds 
himself  that if  part of  him is invested in preventing Barbara from chang-
ing, something similar is probably happening in virtually every one of  
her other relationships. Dr. Thompson resolves to remain aware of  his 
impulses during sessions with Barbara and to look for opportunities 
to explore with her how other people might press her not to change.

In the next three sessions Barbara and Dr.  Thompson discuss her 
habit of  doing whatever she thinks others want her to do. however, 
they have some difficulty determining what the fear is behind this habit. 
Barbara says she just knows that she’s always been like this.

In Session 20 Dr. Thompson asks Barbara if  she sometimes worries 
about what he wants from her. She pauses, begins to reply in the nega-
tive, but then admits that she tries to do as she thinks he wants her to 
do. She explains, “I’m coming for help, and if  I don’t do what you think 
I should, why am I wasting your time?”

Dr.  Thompson presses further. he points out that most patients 
have difficulty doing exactly what the therapist would like them to do. 
Barbara professes surprise about this. She thinks for a moment and then 
says, “I guess I’m afraid that if  I don’t do what you think I should, you’ll 
see me as an uncooperative patient and won’t want me to come back. 
If  you didn’t want to work with me anymore, I’d be so upset.”

Dr. Thompson asks Barbara if  this abandonment idea sounds familiar. 
She says she’s never thought much about it. Dr. Thompson reminds her 
of  the dream about her mother’s cancer, in response to which Barbara 
says, “hmm. That’s a good point.”

Barbara then asks, “So if  I just ignored your advice, wouldn’t you be 
mad?”

Dr. Thompson replies, “If  you ignore my advice, it’s because I’m not 
giving good advice.” he adds, with genuine warmth, “I think you’re a 
great person, Barbara, and I like you just as you are. But I think you’d feel 
more comfortable if  you began taking better care of  yourself, rather 
than to direct so much of  your attention to meeting everyone else’s 
needs.”

Over the course of  the next eight sessions Barbara and Dr. Thompson 
focus on a particular recurrent sequence: Barbara has the impulse to 
act in a certain way, she then fears that someone else will be injured 
or will reject her, after which she is frightened about the prospect of  
abandonment, forgets what it was she wanted to do in the first place, 
and instead feels unsettled and worried. In time Barbara can recognize 
this sequence both historically and in real time. She struggles to weigh 
the costs and benefits of  meeting others’ needs versus meeting her own 
needs, and over time she experiences a gradual shift toward caring for 
herself. As this shift occurs, she reports fewer irrational worries, but 
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she notes that she is now troubled by a new, more rational worry. She 
says she is concerned about how much people will like her when she 
stops taking care of  them. Will other people tolerate this shift in her 
behavior?

Dr.  Thompson consistently directs Barbara’s attention to this 
dilemma, and he highlights those instances in which she chooses to 
ignore her own impulses, even when Dr. Thompson implies she might 
do otherwise. After they disagree, he points out that they’re still work-
ing well together, and he says directly to Barbara that he can’t fault 
her for making her own decisions, because ultimately she knows what’s 
best for her.

At the end of  Session 29 Barbara reports that her anxiety is moder-
ately decreased, and she’s feeling more comfortable asserting herself. 
She has broken up with her boyfriend and is dating a new man. She still 
worries about her mother and tries hard to meet the needs of  cowork-
ers and her boss, but she is experimenting with setting more limits with 
friends and other family members. She and Dr. Thompson decide that it 
might make sense to begin scheduling appointments every two or three 
weeks. After six months of  less frequent sessions, they decide to end 
treatment altogether. however, Dr. Thompson encourages Barbara to 
return in the future for more treatment, should she wish to do so.

Transference-Focused Psychotherapy (TFP)
Model of  Psychopathology
Based on the mixed-model psychodynamic theory of  psychiatrist Otto 
F.  Kernberg (928–), borderline personality organization is understood 
within TFP as a failure to integrate the “good” and “bad” aspects of  objects, 
as well as a failure to integrate extreme perceptions of  the self. In response 
to such splitting and the emotional arousal that follows from it, the individual 
with borderline personality organization becomes extremely sensitive to 
any threat of  rejection, leading to the development of  problematic relation-
ships with others. This results at least in part from the fact that splitting 
prevents one from recognizing the transient nature of  conflict. Individuals 
who engage in splitting at any given moment tend to see significant others as 
either all good or all bad, and they have little tolerance for normal variations 
in the moods and behavior of  others. Instead, the individual who engages in 
splitting responds in an exaggerated manner to minor shifts in interactions 
with significant others, failing to appreciate the stability and continuity inher-
ent in important relationships.

The goal of  TFP is to help the individual with borderline personality orga-
nization to integrate objects and aspects of  the self  that have been split 
off, so that he or she can respond with equanimity to the normal ups and 
downs of  important relationships. A direct byproduct of  integrating “good” 
and “bad” objects is that one has less need to utilize primitive defenses, and 
one’s reality testing improves as a consequence of  decreased emotional 
arousal and the recognition that self  and others have both positive and 
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negative features and are neither perfect nor terrible. Successful treatment 
is expected naturally to result in decreased self-injury, fewer hospitaliza-
tions, and fewer suicide attempts.

Treatment Strategies
TFP is a manualized treatment that lasts at least a year and involves 
twice-weekly sessions. Following completion of  a detailed treatment con-
tract, therapist and patient focus primarily on transference work, with the 
intention of  helping the patient to integrate split-off aspects of  the self. 
More specifically, transference distortions are identified, and this is followed 
by an investigation of  the therapeutic relationship in order to identify the 
ways in which errors in the perception of  self  or other are consistent with 
the transference distortion in question. As well, the patient is made aware 
of  how such distortions played themselves out earlier in life, and the thera-
pist offers the interpretation that the patient’s emotional distress over the 
risk of  losing important relationships works to perpetuate the split between 
an all-good and all-bad view of  significant others. Patients are helped to 
develop a more realistic view of  self  and other in the therapeutic relation-
ship, so that over time they develop a more balanced view of  self  and other 
in relationships outside of  therapy. In particular, patients are encouraged to 
acknowledge both good and bad aspects of  the self  and are helped to see 
that such a mixed picture of  self  and others is both accurate and useful.

Research Findings
There have been encouraging findings regarding the efficacy of  TFP in the 
treatment of  borderline personality disorder. In a one-year study TFP was as 
effective as dialectical behavior therapy (DBT, reviewed later in this chapter) 
in decreasing suicidal behavior, but TFP appears to have been more effective 
than DBT or supportive therapy in decreasing a wide range of  symptoms 
associated with the diagnosis of  borderline personality disorder (Clarkin, 
Levy, Lenzenweger, & Kernberg, 2007). On the other hand, in a study lasting 
three years comparing TFP with schema-focused therapy (a version of  CBT 
with particular application to personality disorders), TFP was effective in 
decreasing general psychopathology and borderline psychopathology, in par-
ticular, but the outcome from TFP was less strong than the effect of  schema-
focused therapy (Giesen-Bloo et al., 2006). In a more recent one-year study 
TFP was more effective than treatment by experienced community psychia-
trists in retaining patients in treatment, in decreasing suicide attempts, and in 
a number of  other domains, including particularly decreasing symptoms of  
borderline personality disorder (Doering et al., 200).

Case Example
Charlene is a 35-year-old, recently married, childless woman who is 
referred for evaluation for TFP. She does not work outside the home. 
Charlene recounts her history quickly and in a tone that communicates 
that she is desperately in need of  assistance. She states that she has 
had two brief  psychiatric hospitalizations in her life, most recently three 
years ago. Both followed overdoses of  non-lethal amounts of  antide-
pressant medication. Charlene states that she has engaged in cutting 
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since early adolescence. She overspends and sometimes drinks too 
much. She says she can’t seem to maintain an intimate relationship (with 
either sex) for longer than two or three years. Indeed, Charlene states 
that her husband is tiring of  the emotional roller coaster, and she can 
hardly blame him, because in just two years she’s put him through the 
wringer. Charlene says that previous therapists have tried to help her, 
but something always happens, and either she leaves or they fire her. 
Charlene denies current symptoms consistent with major depression, 
persistent depressive disorder, generalized anxiety disorder, or any psy-
chotic disorder. She does comment that she worries she’s on her way to 
another depressive episode, particularly in response to her awareness 
of  increasing tension in her marriage.

upon interview Charlene appears to be anxious and physically some-
what shaky, but her presentation is otherwise unremarkable, apart from 
the neediness that Dr. underwood senses.

Dr.  underwood tells Charlene that TFP is a challenging treatment 
method that requires her to commit to a year of  twice-weekly psy-
chodynamic psychotherapy. he explains that he will push Charlene to 
look at herself  and her relationships in a way that may make her feel 
uncomfortable, but he says that if  treatment is successful (which is not 
a foregone conclusion), she will end up feeling less anxious in relation-
ships and will view herself  as less helpless and frightened. he states that 
in treatment they will need to focus particularly on how she punishes 
herself  (as contrasted with periods in which she feels angry toward 
those around her), and they will investigate the difficulty she has seeing 
both sides of  herself  and of  others.

Charlene admits that this description of  treatment frightens her, par-
ticularly the fact that it might not work. Dr. underwood suggests that 
Charlene bring her husband to the next session so that they can all 
discuss treatment together. Charlene says she would like that, because 
she’s not sure whether to go ahead with TFP or to have herself  admit-
ted to the hospital.

When Charlene brings in her husband at the next session, 
Dr. underwood reviews the expectations of  treatment, and he under-
scores the fact that it will be his responsibility to stick to the treatment 
plan, regardless of  what happens, as long as Charlene attends sessions 
regularly. however, if  she skips more than three sessions in a row or 
establishes a pattern of  frequently missing nonsequential sessions, treat-
ment will end.

Charlene’s husband presents as a somewhat overcontrolled man who 
asks a number of  questions about the plan and eventually indicates his 
concurrence. “She needs something,” he says. “I can’t take much more 
of  this.”

After her husband leaves the room, Charlene immediately 
agrees to initiate treatment under the conditions outlined. She and 
Dr. underwood spend the rest of  the session discussing what it’s like 
for Charlene when her husband is upset with her.
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In the first few full treatment sessions, Charlene discusses her anx-
iety about her marriage, and she admits that she becomes so wor-
ried about this that she sometimes cuts her thighs in order to relieve 
her distress. Dr.  underwood points out that Charlene consistently 
describes herself  as the cause of  all marital problems, and she denies 
that her husband has any responsibility for their difficulties. Charlene 
replies that her husband has his problems, but if  it weren’t for her, 
things would be much better in his life—and in the lives of  a lot of  
people. She says she sometimes thinks the world would be better off 
without her, although she assures Dr. underwood that she’s not feeling 
suicidal, at least not right now.

Dr. underwood also points out in the first few sessions that Charlene 
seems to view herself  as entirely helpless and may be harboring the fan-
tasy that Dr. underwood will tell her what to do so that her life will 
miraculously improve. Charlene replies that even though she knows 
that’s impossible, she does wish it were true, and it frightens her to 
be reminded that she has to help herself. She admits that she doesn’t 
believe she has it in her to get better on her own.

During the ensuing couple of  weeks Charlene complains less about 
her marriage, and she says her husband seems to be less angry with her. 
Then, in Session 7, Dr. underwood notices a shift in Charlene’s manner. 
She describes having gotten into a minor dispute with her mother-in-
law. Charlene admits that this woman often manages to irritate her. She 
adds that she has noticed some similarities between her husband and 
his mother. Sometimes, she says, she wishes she hadn’t married into this 
family. Charlene is a little more assertive in this session, and in the next 
session she reports that she’s actually feeling angry with her husband 
because he won’t take her side in the disagreement with his mother. In 
a tone that is uncharacteristically level and firm, Charlene avers that her 
husband is a wimp when it comes to his mother. Maybe, she says, her 
husband would be happier sleeping with his mother than with Charlene.

Dr. underwood expresses surprise about this shift in Charlene’s tone. 
Charlene admits that she’s irritated, adding that she feels irritable more 
often than most people know. Dr. underwood asks if  Charlene some-
times feels irritable with him. Charlene replies, “yeah, maybe, but actu-
ally I  don’t think so much about you between sessions. I  have other 
problems to deal with.”

Dr. underwood states that he’s feeling confused. Just a month ago, 
when they started treatment, Charlene seemed to be feeling helpless 
and desperate, and she appeared to be willing to agree to almost any-
thing. now, he says, she’s much less anxious and implies that therapy 
isn’t all that important to her.

Charlene replies, “Well, I guess I’m feeling better. Is that a problem? 
Aren’t you happy that I feel better?”

At this point Dr. underwood explains that it’s not uncommon for peo-
ple with problems like Charlene’s to shift back and forth between aggres-
sor and victim, and he wonders if  this shift is occurring right now. Charlene 
snaps, “hey! Real person over here. I’m not some specimen.”
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Over the next couple of  weeks Dr. underwood continues to focus on 
the shift in Charlene’s mood and her view of  other people. In a kind but 
clear way he reiterates that she now views him as much less significant 
in her life, but not so long ago she harbored the wish that he rescue her. 
Charlene can agree that this is so, but she admits that it’s hard for her to 
remember how she was actually feeling when treatment began.

At the beginning of  Week 6 Charlene presents as less irritable. She 
says she is worried that her husband might be having an affair, based on 
the fact that he didn’t leave his phone lying out so that Charlene could 
quickly scan his email while he was asleep, as is her habit. She says she 
is afraid that her husband might leave her, and if  that happened, she 
would have a hard time managing. She asks Dr. underwood what he 
thinks she should do.

Dr.  underwood again points out the shift, and he challenges 
Charlene to try to think about the ways in which she loves and 
depends on her husband, on one hand, and she is upset with him, 
on the other hand. Charlene finds this task difficult, but with assis-
tance from Dr. underwood, she is able at least to mention pluses and 
minuses of  her marriage within the same five minutes of  discussion.

Over the course of  the next few months Dr. underwood repeatedly 
addresses Charlene’s splitting behavior, not only in terms of  her mar-
riage, but also in terms of  the way she sees herself  and in the therapy 
relationship itself. They discuss the fact that Charlene has long viewed 
family members and other intimates in extreme (but temporally incon-
sistent) terms, and they talk about how difficult it is to manage a rela-
tionship when her view of  the other keeps shifting. Charlene begins to 
show a glimmer of  understanding in this regard, but she finds it almost 
impossible to recognize when she is splitting until she discusses it with 
Dr.  underwood after the fact. She also has difficulty in the moment 
preventing herself  from trying to modify her husband’s behavior rather 
than to work on modifying her own behavior. Meanwhile, her mood 
bounces around by the week, and she feels alternately angry and then 
ashamed of  her earlier behavior. Dr.  underwood points out that as 
Charlene’s variable behavior creates conflict with important people in 
her life, her relationships tend to be marked by extremes, which per-
petuates her view of  self  and others as either all good or all bad.

Dr. underwood decides to narrow the focus of  therapy, insofar as 
he is able, to their relationship with one another. he does not dis-
courage Charlene from discussing the current problems in her life, but 
when he can, he points out the ways in which she views both herself  
and Dr. underwood in extreme (and usually opposing) terms. If  she 
describes herself  in negative terms, he reminds her of  the positive, and 
vice versa. If  she idolizes him, he reminds her that he’s disappointed her 
on occasion, and when she’s angry with him, he reminds her of  how 
important their work together really is.

By the end of  the first year of  treatment, Charlene is having increased 
success viewing herself  and others in a more balanced manner, particu-
larly after Dr. underwood points out to her that she is most likely to 
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distort when she is aroused. he therefore suggests that she monitor her 
arousal level as a way to decrease the likelihood that she will overreact. 
Charlene begins to report less conflict with her husband, she describes 
a more stable marital relationship, and she reports that the frequency of  
cutting has dropped from two or three times a week to about once every 
six weeks. Charlene continues to spend excessively on occasion, but she 
is no longer bingeing on alcohol.

When the first year of  treatment comes to an end, Charlene and 
Dr.  underwood decide jointly that continued treatment is in order. 
They do not renew their formal treatment contract, but they begin 
meeting weekly in order to continue their work to stabilize Charlene’s 
behavior and mood.

Mentalization-Based Treatment (MBT)
Model of  Psychopathology
MBT is another psychodynamic treatment for borderline personality disor-
der, in this instance falling within the intersubjective school and based on the 
premise that individuals with disorganized patterns of  attachment, presum-
ably due to early interaction with unresponsive or inconsistent caregivers, 
are not likely to relate effectively to others or to understand the connection 
between intentional mental states and their own or others’ behavior. In other 
words, they lack the most rudimentary sort of  psychological-mindedness, 
and they find it difficult to understand how subjective intent is related to 
why they or others do what they do. Alternatively, people with limited 
mentalizing skills may be able to connect intent and behavior at some times, 
but the capacity for mentalization becomes unavailable at moments of  
emotional arousal. It is proposed that by resolving attachment difficulties 
and by helping patients to understand and to predict the behavior of  others, 
they will naturally feel safer in relationships, will develop a stronger sense of  
self, and will learn to regulate affect more effectively.

Treatment Strategies
Formal MBT involves twice-weekly sessions that alternate between indi-
vidual and group psychotherapy. The therapist strives to provide a stable 
attachment experience and focuses on helping the patient understand 
the intentions and experiences of  each participant in the therapy dyad or 
group. The therapist carefully manages the therapeutic relationship in such 
a way that the patient feels neither overwhelmed with affect nor excessively 
detached, thus providing a model for optimal interpersonal functioning and 
ensuring that the patient experiences the kind of  mild arousal that facilitates 
learning. After helping the patient to modulate affect within the therapy ses-
sion, the therapist repeatedly directs the patient’s attention to discussion 
of  what each person is feeling and experiencing in the current interaction.

While MBT involves a great deal of  transference work, this differs from 
the nature of  such work in many other psychodynamic treatment models, 
in that the goal is something other than the patient’s increased insight about 
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defenses and relationships or the patient’s ability to understand his or her 
history in a new way. Rather, the MBT focus on the transference is intended 
to permit therapist and patient to understand the perspectives and intentions 
of  one another. This is referred to as “mentalizing the transference,” and one 
might think of  it as practice for the patient in understanding the intentions that 
lead people to think, to feel, and to act as they do. In the context of  the rela-
tively secure attachment between therapist and patient, the therapist begins 
each investigation of  a transference event by validating the patient’s feeling 
about the relationship, after which the events immediately preceding the cur-
rent moment are explored. The MBT therapist is expected to acknowledge 
his or her own inevitable mentalization failures due to countertransference, 
after which therapist and patient collaborate in arriving at an interpretation 
of  the interaction. Finally, the therapist may offer an alternate view of what 
has occurred.

Research Findings
Bateman and Fonagy reported in 2008 on the long-term follow-up of  44 
patients with borderline personality disorder who were treated with either 
routine outpatient care or MBT in a partial hospitalization program. All but 
three patients were followed for eight years, at which time only 4% of  
those treated with MBT met diagnostic criteria for borderline personality 
disorder, in comparison with 87% of  those patients treated with routine 
care. In 2009 Bateman and Fonagy reported on a larger study in the form of  
an RCT comparing outpatient-based MBT with best clinical practice. They 
showed that while patients in both treatment arms experienced improve-
ment, change happened more quickly for those treated with MBT.

Case Example
Dave is a 39 year old, divorced father of  two children. he reports that 
since his divorce three years ago, he has dated at least 5 women but 
hasn’t been able to establish a lasting relationship. he adds that women 
have always been the most important thing in his life, and if  he’s not in 
a relationship, he sometimes thinks he might as well just pack it in. he 
says, “It’s like I’m just floating out there, and I don’t belong anywhere.” 
Dr. Vanderzee asks Dave if  he has thoughts of  harming himself. he 
replies, “not really. Why?”

Dave explains that he still doesn’t understand why his wife left him, 
because he felt that their marriage was okay. he comments that one 
of  the most difficult things about being single is the lack of  sex. he 
muses, “Sex kind of  like keeps my head straight or something.” Since 
the divorce, Dave says his mood has been down much of  the time, 
and his inability to “get a girl” makes him feel worthless, although he 
denies sleep or appetite disturbance, unrealistic guilt, or crying spells. 
he states that he never felt depressed like this until just before the 
end of  the marriage. About a year before his wife left him, he began 
drinking a case of  beer every other day, and this continued until about 
8 months ago. he comments that he doesn’t know why he drank like 
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that, because he doesn’t actually like the taste of  beer. Maybe he was 
just lonely and enjoyed spending time at the bar, he suggests. At pres-
ent he indicates that he consumes an average of  two mixed drinks on 
each weekend night. Dave states that when he was drinking heavily, he 
got into frequent physical altercations. At present he doesn’t fight very 
much, although he admits that he feels irritable quite often, particu-
larly while driving. he says, “you know, there are a lot of  idiots in the 
world.” however, Dave denies anger problems on his job as an insur-
ance adjuster. he says, “I just do my job, and if  a customer doesn’t like 
it, I can’t help that.”

upon interview Dave presents as a generally cooperative but mildly 
depressed individual. he relates his history in a very matter-of-fact way. 
he generally denies any other symptoms of  a mental disorder.

Dr. Vanderzee recommends to Dave that they begin weekly individual 
therapy sessions, and she also asks that he join a weekly therapy group 
for people with problems like his. She offers the opinion that Dave has 
mood problems and is feeling confused about relationships. She sug-
gests that the combination of  individual and group psychotherapy is 
likely to address his problems in an efficient way. Dave replies that he 
was thinking he would receive individual treatment, but if  the doctor 
wants him to join a group, he imagines that he could give it a try.

Early on in Dave’s individual sessions, Dr. Vanderzee notices that he 
doesn’t really seem to have a clear idea of  what to do in therapy. While 
he tries to follow her instruction to talk about whatever is on his mind, 
he usually just describes recent events and recounts the conversations 
he has had with others.

Dave continues to date but remains perplexed about why his relation-
ships don’t last, and he expresses frustration about his dates’ behavior. 
he says, “Women nowadays—I guess they want a guy with money or 
someone who’s going to give them a child.” Dave points out that he 
doesn’t have much money because he has to pay child support, and he 
certainly doesn’t want any more kids. “So I’m just out of  luck,” he says.

Dr.  Vanderzee begins to encourage Dave to contemplate what his 
current date might actually be thinking and feeling, and she also encour-
ages him to consider his internal reaction to the date’s behavior. She 
finds that she actually has to suggest to Dave what might be going on 
inside the mind of  his date. he acknowledges that he has never really 
understood “how women think.” however, it also becomes clear that 
he doesn’t recognize the choices he has in reacting to the world. Most 
of  the time, he just does what he does and moves on.

When she has the opportunity, Dr. Vanderzee encourages Dave to 
focus on their interaction within the therapy session, and she helps 
Dave to understand both what she might be thinking and feeling, as 
they talk with one another, and what Dave himself  is thinking and feel-
ing. Further, she asks him about his experience in the psychotherapy 
group and helps him to analyze interactions with other members from 
the perspective of  both his and their mental states. Dave finds this 
work frustrating, and he begins to express more and more distress as 
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Dr. Vanderzee keeps returning to the issue of  people’s thoughts, feel-
ings, and intentions. In several sessions he exclaims in exasperation that 
he is “not a mind reader,” and on one occasion he says, “you women 
just think differently from us guys!”

Dr. Vanderzee responds to Dave’s frustration by backing off a little 
and then suggesting that Dave might be feeling confused and a little lost. 
She also suggests that she probably misjudged his level of  frustration 
at the moment, which led her to push him harder than was desirable. 
This has the effect of  settling Dave. Dr. Vanderzee then asks him to 
say more about the idea that it’s hard to communicate because she’s a 
woman and he’s a man.

Dave begins talking about his childhood. he recounts that he was 
never especially close to his mother, who he says was “too emotional” 
and with whom he could “never win.” By contrast, he says he was more 
comfortable with his father, who he says didn’t talk a lot and was “just 
a regular guy.” Dave comments that his father was more effective in 
stopping conflict between Dave and his siblings, while his mother’s 
intervention usually consisted of  blaming Dave for being a “bully.” Dave 
suggests that he respected his father more than his mother, in response 
to which Dr. Vanderzee points out the connection between Dave’s view 
of  each parent and the quality of  his relationships with each of  them. 
She also asks if, based on Dave’s knowledge of  her, he believes that 
Dr. Vanderzee is like his mother and is “too emotional.” Dave thinks for 
a moment and then replies, “Maybe not.”

Over time Dave begins to have more success in talking about his mental 
state and in speculating about the mental state of  others. Dr. Vanderzee 
suggests that Dave use this new understanding to think about how to act 
on dates. he admits that the prospect of  thinking all the time about his 
and his date’s mental state sounds exhausting, and he would prefer to “go 
on automatic pilot.” Still, he agrees that it might be worth trying a differ-
ent approach. Such a shift in behavior does actually lead to more satisfying 
dates, and in time Dave finds a woman who appears to be interested in a 
relationship. Dave and Dr. Vanderzee discuss the developing relationship 
in quite a bit of  detail in their sessions together.

Dave’s mood begins to lift as the new relationship develops, and he 
reports less general irritability. Episodes of  road rage decrease to nearly 
zero. Dr. Vanderzee underscores the connection between Dave’s mood 
and the sense of  connection he feels with his new girlfriend. They also 
discuss the ways in which the girlfriend has an inner life that differs from 
that of  Dave’s mother. Dave begins to take pleasure in understanding 
the new girlfriend in a way that contrasts significantly with the experi-
ence of  his marriage.

After ½ years of  individual and group therapy, Dave and 
Dr. Vanderzee decide that he is doing well, and they plan to end treat-
ment within the next month. At the last session Dr. Vanderzee talks 
about her feelings regarding their work together, and Dave talks about 
his experience of  treatment. Dr. Vanderzee encourages Dave to con-
tact her again if  he feels the need.
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Supportive Psychotherapy (Including Psychoeducation)
Model of  Psychopathology
The term “supportive psychotherapy” is used in a number of  ways and 
sometimes refers to basic counseling or talk therapy. We use it here to 
mean the application of  psychodynamic principles, but not with the goal of  
effecting fundamental change in an individual’s defense structure. Instead, 
supportive psychotherapy uses psychodynamic principles with the intention 
to “shore up” ineffective defenses of  the patient and to promote optimal 
functioning in general. Supportive psychotherapists agree with their psy-
chodynamic brethren that psychopathology results from the ego’s failure 
to cope effectively with unconscious conflict, but they do not aim to pro-
mote insight or to clear away ineffective ego defenses and substitute more 
effective defenses in their place. Rather, they help to suppress unconscious 
conflict by reinforcing whatever defenses the ego may be using at present, 
effectively adding the therapist’s voice to the particular strategy the ego 
uses to cope with conflict. As is the case for psychodynamic psychotherapy, 
there may be disagreement among supportive psychotherapists regarding 
the nature of  instinctual material with which the patient struggles (sexual, 
striving for superiority, Existential, and so forth), but there is no disagree-
ment about the idea that the ego is failing to cope with unconscious conflict 
of  some kind.

Treatment Strategies
In supportive psychotherapy the clinician makes less use of  interpretation, 
observation, and confrontation than is the case in psychodynamic psycho-
therapy. These therapeutic interventions are more appropriate for psycho-
dynamic psychotherapy, in that they encourage patients to reflect on their 
coping strategies, and they draw patients’ attention to thoughts, feelings, 
and behaviors that they may previously have ignored. On balance, these 
interventions lead patients to consider changing the way they deal with 
problems in life. By contrast, the supportive psychotherapist gives more 
advice, praise, and affirmation than does the psychodynamic psychothera-
pist. Such interventions lead patients to “do more of  the same” or per-
haps to try another behavioral strategy without examining the associated 
assumptions and defenses.

Another strategy commonly used by supportive psychotherapists 
involves educating patients about their condition, about what is needed to 
achieve remission of  symptoms (i.e., elements of  the treatment plan), and 
about relevant aspects of  normal functioning. While psychoeducation can 
be utilized in any model of  psychotherapy, it is particularly suited for use 
in supportive psychotherapy. Psychoeducation often includes the implicit 
admonition to make specific behavior changes, and patients may under-
stand the provision of  such information as evidence that if  they follow the 
therapist’s instructions, they will feel better. This contrasts with the funda-
mental assumption of  psychodynamic psychotherapy, which suggests that 
improved insight translates into improved mental health. In psychodynamic 
psychotherapy the field of  operation occurs much more within the patient’s 
mind than in supportive psychotherapy.
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Case Example
Ella is a 60-year-old, married mother of  two adult children. She presents 
for psychotherapy in connection with escalating conflict in her son’s mar-
riage. Ella states that since her children have grown up, she has consis-
tently avoided becoming involved in their problems. however, when her 
son lost his job four months ago, Ella and her husband offered to let the 
son and his wife stay in their finished basement until they could get back 
on their feet financially. Ella says it soon became evident that the son and 
daughter-in-law were arguing frequently about money. Further, Ella says 
her daughter-in-law confided in Ella that the son was using cocaine on a 
regular basis. Ella says she talked to her son, who reported that he was 
insufflating a couple of  lines every other week, and he denied any other 
drug use or alcohol abuse. he complained that his wife was not reliable, 
and he admitted that because of  this and other reasons he was unhappy 
in his marriage.

Ella says that now she doesn’t know what to believe. She states 
that she is very worried about both her son and daughter-in-law, and 
she finds herself  ruminating about them day and night. her husband 
seems intent on keeping his distance, and when she tries to talk to him 
about the young couple, he changes the subject after a few minutes. 
Ella says that her sleep is disturbed, and she worries that she’s becom-
ing depressed. however, she denies symptoms consistent with a major 
depressive episode now or at any time in her life.

Research Findings
Because the term “supportive psychotherapy” is used in so many ways, it is 
difficult to summarize research concerning its efficacy. however, two recent 
studies may shed some light on the topic. In 202 Cuipers, Driessen, and 
colleagues examined the effect of  “non-directive supportive therapy” in the 
treatment of  adult depression. They located eight studies that compared 
such treatment with a control group, yielding a mean effect size in the mod-
erate range (g = .54). Recall, however, that psychotherapy in general has an 
effect size of  d = .87. (The g and d statistics are roughly comparable.) Of  
course, it isn’t clear whether “non-directive supportive therapy” is entirely 
equivalent to the way in which we have defined supportive psychotherapy.

By contrast, in 2008 de Maat and colleagues evaluated a version of  sup-
portive psychotherapy called “short psychodynamic supportive psycho-
therapy” with 33 mildly or moderately depressed adult outpatients; their 
treatment model does appear to accord with our definition of  supportive 
psychotherapy. Some patients in the study were treated with supportive 
psychotherapy alone, some with pharmacotherapy alone, and some with 
both modalities. In general, supportive psychotherapy was as effective as 
pharmacotherapy, while combined therapy was more effective than phar-
macotherapy alone, but combined therapy wasn’t necessarily more effec-
tive than supportive psychotherapy alone. Patients and therapists generally 
preferred that supportive psychotherapy be included as an element of  
treatment.
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upon interview Ella presents as a pleasant and cooperative, somewhat 
anxious older woman. Dr. Wilson suggests that they meet in weekly ses-
sions for a few weeks or months to see what they can work out.

In the first two therapy sessions Ella recounts in further detail the 
recent events in the lives of  her son and daughter-in-law. She reiterates 
that she doesn’t want to interfere in the young couple’s relationship, and 
it becomes evident that she is worried that such interference might lead 
to bad feelings and/or to injury on the part of  the young people. At the 
same time, Ella notes that her older brother, who died three years ago, 
was alcoholic, and she is aware of  how much her brother’s wife and 
children suffered as a consequence of  the brother’s drinking. She says 
she worries about whether her son might have inherited a tendency to 
become addicted.

Dr. Wilson provides Ella information regarding the diagnosis of  sub-
stance use disorders. Ella states that in light of  the diagnostic criteria, 
she doesn’t really believe that her son is an addict, although she doesn’t 
approve of  his use of  cocaine, particularly given the couple’s current 
financial situation. Dr. Wilson also talks with Ella about family dynamics 
and comments on the attempt by the daughter-in-law to “triangulate” 
Ella—that is, to pull her into the marital relationship in the hope of sta-
bilizing it. Dr.  Wilson suggests that Ella can indeed stabilize the young 
people’s relationship by becoming a part of  their marriage, but this will 
deprive the son and daughter-in-law of the opportunity to work out their 
own difficulties and will cause Ella to experience their distress even more. 
Ella comments that she finds this information very helpful, at least in part 
because it offers a way of  understanding the basis of  her impulse to stay 
out of  other people’s affairs.

A few sessions later Ella begins to explore in greater depth her fear of  
responding to others in a way that might injure them. With Dr. Wilson’s 
assistance, she traces this back to certain experiences in her childhood. 
She says that she learned by watching her older siblings that words can 
hurt. Moreover, she recalls that on several occasions in the third grade 
she made fun of  another girl in her class, only to learn later on that the 
other girl was very upset about her poor peer relationships and two years 
later changed schools because of  this.

Ella states that since about the age of  ten she has therefore avoided 
saying anything too direct to other people for fear of  hurting them. 
Dr. Wilson responds that lack of  self-assertion might be a problem in 
some situations, but in this circumstance it is not. he suggests that Ella’s 
impulse is the right one, and she should continue to avoid mixing herself  
up in her son’s marriage.

Ella asks Dr. Wilson how she can stop ruminating about the situa-
tion that continues to unfold in her basement. Dr. Wilson suggests that 
they try to figure out when she has more success and when less suc-
cess in stopping the ruminations. Ella thinks about this and then states 
that when she talks with her husband or a friend about her worries, 
they become larger. When she distracts herself  by reading or doing 
volunteer work, the ruminations recede. Dr. Wilson suggests that Ella 
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consider doing more of  what works and less of  what doesn’t, and he 
also suggests that she might benefit from the behavioral technique of  
scheduling her worry, which would involve picking out one 5-minute 
period, at the same time every day, when she can worry about her son 
and daughter-in-law. If  ruminations arise at other times, she is to remind 
herself  that she has a designated worry time and should try to defer her 
worries until then.

After ten sessions Ella reports that she is feeling better. She says that 
somehow her son and daughter-in-law have stopped talking to her 
about their problems. Dr. Wilson suggests that perhaps Ella may have 
signaled in some way that she wasn’t receptive; Ella agrees that that 
could well be the case. She says she has managed to limit her worry 
time to the designated 5 minutes daily, and she is otherwise generally 
able to view the young couple’s problems from an emotional distance. 
She says she reminds herself  that every marriage is different, and her 
son and daughter-in-law need to get through this rough patch in what-
ever way they can. She thanks Dr. Wilson for his assistance, and therapy 
comes to an end.

Play Therapy
Model of  Psychopathology
It was Freud who in 909 first applied psychoanalytic concepts to the treat-
ment of  a child. Five-year-old Little hans was afraid of  horses, and based on 
reports from the child’s father, Freud believed this reflected the boy’s fear 
of  his father in the Oedipal triangle. In fact, Freud had minimal personal con-
tact with Little hans, and the direct treatment of  children using psychoana-
lytic principles had to wait for the next generation of  theorists, particularly 
ego psychologist Anna Freud and object relations theorist Melanie Klein. 
notwithstanding their fierce rivalry with one another over many years, 
these two women are together credited with having established the use 
of  play as a means to understand and ultimately modify a child’s defense 
structure. They both believed that children who present for mental health 
treatment have experienced some sort of  block to their development, and 
they established the goal in treatment of  resolving or removing whatever 
is preventing healthy development. Melanie Klein and Anna Freud believed 
that if  child and therapist played together, the content and quality of  the 
child’s play would perform the same functions as free association, thereby 
providing the data necessary for the psychoanalysis of  children. Consistent 
with the intervention offered Little hans, both women believed that the 
children would benefit from the therapist’s interpretations of  their play.

however, after a number of  years there was a shift in understanding 
regarding the therapist’s task in play therapy. Rather than offering interpre-
tations regarding the meaning of  children’s play, in the hope of  reorganizing 
the child’s defense structure, play therapists came to believe that children 
benefit from learning to think and to speak about play in a rich, imaginative 
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way, and they are particularly likely to benefit from developing both the 
ability to connect behavior with intent and the ability to imagine the per-
spectives of  others. Often, the play therapist concludes that a child has not 
developed in a healthy way because of  an attachment failure, and therapists 
therefore place great emphasis on the development of  a stable, support-
ive, consistent relationship with the child. Play therapists believe that such a 
relationship provides an opportunity for repair of  attachment insecurities.

Play therapy has been utilized in the treatment of  children with a wide 
range of  mental disorders. It has even been applied to the treatment of  
autism spectrum disorder utilizing a variant of  play therapy called Floortime. 
This treatment model emphasizes the development of  specific skills that 
are often lacking among children with this disorder, including regulation and 
interest in the world, engagement and relating, two-way intentional com-
munication, continuous social problem solving, symbolic play, and bridging 
ideas.

Treatment Strategies
Play therapy sessions are often held once a week but may be scheduled to 
occur less frequently. Therapist and child meet in a room that contains a 
variety of  toys and other objects that are specifically chosen to encourage 
imaginative play. Early on the therapist may simply need to help the child 
engage in play, but as time goes on the therapist’s role shifts to one of  
encouraging the child to verbalize about the content of  play, emphasizing 
imagination and, particularly, the varying perspectives of  characters in the 
child’s play. As children come to trust their therapists, they may be willing 
to begin discussing emotional problems or difficult circumstances in their 
lives, to which the therapist responds supportively and may offer sugges-
tions about how the child might cope more effectively.

The therapist may or may not have regular contact with the child’s par-
ent, and the parent may or may not actually engage in the play therapy 
sessions from time to time. If  there is regular contact between therapist 
and parent, the therapist offers suggestions to the parent that are designed 
to strengthen the parent–child bond (thus addressing attachment issues) 
and to modify ineffective parental behavior toward the child. This may 
include input regarding reasonable developmental expectations, as well as 
encouragement that parents respond to children in terms of  the children’s 
interests and current level of  functioning. Play therapists often place particu-
lar emphasis on helping the parent to perceive the child more accurately, 
rather than to view the child through the lens of  the parent’s current con-
flicts or difficult history.

Research Findings
In general, psychotherapy with children that includes a behavioral com-
ponent has been shown to be more effective than treatment without a 
behavioral component (Weisz, Weiss, han, Granger,  & Morton, 995). 
This general finding suggests that play therapy may be less effective than 
psychotherapeutic approaches that involve behavioral interventions more 
directly. however, in a 2005 meta-analysis of  93 studies of  play therapy 
(broadly defined), Bratton, Ray, Rhine, and Jones showed that play therapy 
was in fact effective (d = .80). Within this large group of  studies the authors 
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Case Example
Federico is a four-year-old boy who resists going to preschool. The 
elder of  two children, Federico consistently reports stomach problems 
and general distress on Monday mornings, and he asks that his mother 
not take him to school. Federico’s mother usually insists that he go to 
school, reminding him that he goes there for only a few hours every 
other day. Sometimes, however, she says that Federico really does 
appear to be ill, and she lets him stay home. She notes that he usually 
attempts to stay home from school on either Wednesday or Friday as 
well.

Federico’s mother reports that her son has many worries, and she 
says he has always been an anxious child, certainly more so than his 
younger brother. She states that he often has difficulty falling asleep at 
night, and he is a picky eater. She says that Federico reminds her of  her 
younger brother when they were growing up, and she worries that, like 
her brother, Federico will remain a timid individual who will eventually 
begin abusing alcohol. Federico’s mother states that her son generally 
achieved developmental milestones on time, and she says he is physi-
cally healthy. She states that she has a closer relationship with Federico 
than does the child’s father, who is an active and gregarious, at times 
even boisterous police officer. The mother is trained as a nurse but has 
worked very little outside the home since Federico was born.

upon interview Federico does indeed appear to be an anxious child. 
he remains near his mother and says little to Dr. yao. When the latter 
asks him about what worries him, Federico replies that he’s not usually 
scared, but he doesn’t like monsters and doesn’t like going to bed when 
it’s dark.

Dr. yao refers Federico and his mother to a behavior therapist who 
will address the child’s school refusal, and she begins seeing Federico 
individually for play therapy. Federico is initially reluctant to separate 
from his mother, but after the mother accompanies her son and Dr. yao 
to the play room, Federico seems more content to permit his mother 
to wait in the lobby until the end of  the session. Dr. yao shows Federico 
around the play room, and she asks which toys he would like to play 
with. Federico gravitates to a track with some small race cars, and he 
arranges some races. Dr.  yao comments on Federico’s activity, and 
when he asks that she help him with the races, she joins in.

In the next session Dr. yao asks Federico if  he would like to play with 
puppets. he indicates his willingness to do so, and he then organizes a 
fight between his and Dr. yao’s puppets. Dr. yao asks Federico to say 
why the puppets are fighting, and she wonders what each of  them is 

showed that certain non-psychodynamic kinds of  play therapy were more 
effective than other play therapy, and they also found that play therapy was 
more effective when parents were involved in treatment than when they 
were not. Research on the use of  play therapy with children diagnosed with 
autism spectrum disorder (e.g., Floortime) has yielded limited results.
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thinking. Federico is quite competent in verbalizing each puppet’s point 
of  view. he says the little puppet (assigned to Dr. yao) is afraid that the 
big puppet (assigned to Federico) will hurt him. The big puppet thinks 
the little puppet is stupid. After that Federico has Dr. yao’s puppet go 
off by himself  to cry, while the big puppet exults over “winning.” In the 
last few minutes of  the play therapy session, Dr. yao asks Federico if  he 
sometimes feels sad or afraid like the little puppet. Federico replies that 
he does, and he says he also cries.

In the next few sessions Federico appears to settle in comfortably to 
his relationship with Dr. yao. In one session they build a fort with card-
board bricks, and while they do so, Dr. yao asks Federico what he does 
to feel safe when he’s scared. In another session Federico plays school 
with Dr. yao, and it becomes evident that he is frightened of  some of  
the bigger children. Dr. yao asks Federico what happens if  he talks to 
the teacher about mean kids, and he replies that maybe the teacher will 
believe him—or maybe not. Dr. yao asks Federico to pretend that she 
is a mean kid, and she encourages Federico to tell her to stop being 
mean. Then she asks Federico to pretend that she’s the teacher, and 
she encourages Federico to tell her about the mean kids. Afterwards, 
Dr. yao congratulates Federico on how well he spoke to the mean kid 
and to the teacher. Federico beams.

By this point in treatment Federico has begun attending school regu-
larly, presumably in part because of the behavioral intervention. Dr. yao 
decides to work with Federico on his more general anxiety. In the next 
session Dr. yao tells Federico she’s heard that he’s going to school regu-
larly, and she says she’s so happy that he is feeling better about it. She asks 
Federico what other things make him feel sad or scared. Federico doesn’t 
respond directly, and Dr. yao suspects that he can’t call his worries to mind 
at the moment. She therefore hypothesizes that he might be afraid to sleep 
by himself, and she also wonders if  he might be afraid of his father.

Dr.  yao gets out an empty doll house and suggests that she and 
Federico put dolls and furniture in the house. Federico comments that 
dolls are for girls but soon sets out to furnish the house and to place 
dolls in various rooms. Federico places the three doll children in a room 
with the doll mother, while the doll father is working in the backyard. 
Dr. yao asks why the older brother isn’t with his father in the backyard. 
Federico responds that the mother is nice, but when the father wants to 
play catch with the older brother, he yells when the older brother can’t 
catch the ball. Dr. yao says she wonders if  the older brother would like 
to do easier things with his father. Federico changes the subject.

Dr.  yao arranges a meeting with Federico’s parents (but without 
Federico), and when the father comments that he and his son don’t 
do much together, Dr. yao suggests that they go for walks and also play 
with toys in the basement, gently suggesting that the father try to follow 
Federico’s lead without “taking over” the interaction. Dr. yao also sug-
gests that the child’s mother encourage interaction between Federico 
and her husband, including perhaps having the father read Federico a 
bedtime story on the nights that the father doesn’t work.
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In subsequent sessions Federico and Dr. yao again play with puppets 
and build more forts. In one session they play a game about bedtime, 
and Federico talks about all the different people he could have read him 
a story before switching out the light. It develops that Federico does not 
have a nightlight in his room, and when Dr. yao brings Federico to the 
lobby to meet his mother, she pulls the mother aside to suggest that she 
might want to consider buying a nightlight for the child’s room.

After ten sessions Federico’s mother reports that her son is attend-
ing school without difficulty, and she says he seems less anxious. She 
reports that Federico now spends more time with his father, and he 
seems to be developing a taste for roughhouse play. The addition of  a 
nightlight has decreased Federico’s anxiety about bedtime, as has per-
haps the occasional involvement of  Federico’s father in the bedtime 
routine. Federico is still a picky eater, but Dr. yao suggests that parental 
encouragement is the best thing to try at this time, and she predicts that 
over time Federico will become more adventurous about food. Dr. yao 
suggests that they have accomplished their goals and can end treatment. 
She tells Federico goodbye and encourages the family to return in the 
future if  there is a need.
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Individual Behavior Therapies
Cognitive-Behavior Therapy (CBT)
Model of  Psychopathology
It is useful to note that competency in CBT is a common requirement for 
psychiatry residents. however, skillsets of  CBT practitioners vary widely 
according to level of  training and personal interest. Patients and provid-
ers should be aware that many therapists state they use CBT but may not 
actually employ basic skills learned by those with formal training in CBT. 
Providers and patients should inquire about specific practices to understand 
how closely a therapist follows the anticipated CBT model.

CBT is the quintessential second-wave behavior therapy, relying as it 
does on behavioral principles that are applied in the service of  changing 
both observable behaviors and cognitions. There are multiple variants of  
CBT. We discuss here the most widely practiced version of  CBT, which 
is the cognitive therapy developed by the American psychiatrist Aaron 
T. Beck. Beck takes as his point of  departure the proposition that cogni-
tions mediate between situations and one’s reaction to them, according to 
a model like the one shown in Figure 5..

upon experiencing a specific situation, the individual appraises or inter-
prets it in a way that is consistent with his or her beliefs about the world. 
This leads the individual to react in some way, by experiencing a feeling, by 
acting overtly in some manner, or by having another thought. This reac-
tion becomes the new situation that he or she then appraises, and the 
sequence continues. In time other external situations may occur, leading 
to new sequences of  appraisals and reactions. Symptoms of  mental dis-
orders are thought to correspond to the presence of  thoughts that lack 
accuracy or utility and/or to behaviors that are ineffective. Causality is not 
implied, however; the theory does not assert that symptoms cause disor-
dered thoughts and behaviors, or that the presence of  such thoughts and 
behaviors causes symptoms. They are simply correlated.

When an individual presents with symptoms, multiple interventions are 
possible. One can modify the initial situation; one can modify an appraisal or 
two along the way; or one can modify a consequential behavior or thought. 
Direct modification of  emotions is considered to be more difficult.

Situation
Thought

(appraisal)

Emotion

Behavior

Another
thought

Thought
(appraisal)

and so forth…

Figure 5.. CBT model of  relationships among situations, thoughts, feelings, and 
behaviors.
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Consider one possible sequence. I come home from work, and I notice 
that my wife is not talkative. Depending on my core belief  and on my expe-
rience in the marriage, I might appraise this situation in any number of  ways. 
Perhaps I say to myself, “She’s angry at me for something, but she probably 
won’t tell me what it is.” This thought leads to another thought, “It’s unfair 
that I have to deal with her behavior.” This might then lead to yet a third 
thought, “I’m tired of  this,” which will be followed by feelings of  anger. 
I  might then try to avoid her all evening; if  we have to interact, I  might 
behave in a passive-aggressive manner.

In this sequence, a situation (quiet wife) leads to a thought (she’s mad at 
me), which leads to another thought (it’s unfair), leading to another thought 
(I’m sick of  this), which leads to an emotion (anger) and two behaviors 
(avoidance and poorly disguised irritability). If  this sequence runs its course, 
it will probably lead to an increase in thoughts of  hopelessness and other 
symptoms of  depression. Where can the CBT therapist intervene? One 
might modify the situation in the first place (e.g., by having me check in with 
my wife by phone during the day), or one might question the sequence of  
my thoughts in response to the situation. Is my wife actually angry with me? 
how might I determine if  my appraisal is correct? If  she is angry, will she 
really not talk about it directly? If  indeed I have correctly assessed my wife’s 
mood and intentions, is there a more useful way to think about what this 
means? Given several options, what are the virtues of  thinking about the 
situation as previously described or in some other way (e.g., that my wife 
is herself  depressed or doesn’t know how to solicit support from others)? 
What other behavioral responses might I consider, apart from my plan to 
“fight fire with fire”?

Treatment Strategies
The CBT therapist works to change specific situations, cognitions, and 
behaviors that maintain or exacerbate symptoms on a minute-by-minute 
basis in the patient’s daily life. The therapist also encourages the patient to 
make more fundamental cognitive and behavioral changes that will prevent 
symptoms from arising in the future. The therapist helps the patient build 
new skills (e.g., through assertiveness training, problem solving, or activity 
scheduling to increase the frequency of  target behaviors), helps the patient 
to manage distorted cognitions on a more routine basis, and teaches the 
patient relapse prevention skills.

There are three levels of  cognition at which CBT therapists work: auto-
matic thoughts, intermediate beliefs, and core beliefs, as illustrated in 
Figure 5.2. The most superficial level of  cognition is the automatic thought, 
one’s very quick appraisal of  a situation. Automatic thoughts are often hardly 
noticed until the therapist points them out. Beck (20) suggests that people 
have hundreds of  automatic thoughts during the day; when these automatic 
thoughts lead to emotional distress, they are referred to as automatic nega-
tive thoughts. Much of  the work of  CBT involves identifying and helping the 
patient to challenge automatic negative thoughts. no attempt is made to 
change the thought if  upon analysis it is clear that it is both accurate and 
useful. however, if  an automatic thought is either inaccurate or lacks util-
ity (i.e., doesn’t help the patient), then therapist and patient work together 
to substitute a thought that is more accurate and/or useful. Some patients 
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may find it helpful to categorize the kinds of  cognitive distortions to which 
they most often subscribe, such as catastrophizing, black-and-white thinking, 
selective abstraction, emotional reasoning, overgeneralization, mind reading, 
and so forth.

At the most profound level of  cognition, there are core beliefs, which 
summarize one’s basic ideas about the world. When depressed, individuals 
are thought to hold one of  these three main core beliefs: unlovability, help-
lessness, and worthlessness. Individuals with the core belief  of  unlovability 
are certain that no one will care for them as they are. At best, they may 
believe that if  they are helpful to others in some way, they may be tolerated 
or even appreciated for the services that they provide. Individuals with the 
core belief  of  helplessness believe that they cannot cope with problems in 
the world and must rely on powerful others to survive. Those with the core 
belief  of  worthlessness view themselves as fundamentally flawed, immoral, 
or bad.

Patients with other kinds of  psychopathology may hold different core 
beliefs. In the case of  anxiety, one might strongly believe that the world 
is a dangerous and unpredictable place. Personality disorders can also be 
described in terms of  their core beliefs. For example, individuals with strong 
avoidant tendencies believe that they are too fragile to cope with painful 
feelings, and they must protect themselves by avoiding a wide variety of  
thoughts, feelings, and situations. People with paranoid tendencies believe 
that they are weak and vulnerable. They therefore remain constantly on 
guard and scan the environment for threats.

CORE
BELIEF

(e.g., I am
unlovable.) 

INTERMEDIATE BELIEFS
(e.g., If  I make decisions based on
my own needs, other people may
reject me; if  I do things for others,

they might tolerate or even
appreciate me.)

SITUATION:
Sales clerk mumbles response to
question about an item on sale.

“She’s upset with me.  I’m annoying her by asking a silly 
question while she’s busy with something else.”

AUTOMATIC
THOUGHT

Figure 5.2. Three levels of  cognition in CBT.
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When individuals are asymptomatic, they hold more forgiving core 
beliefs, such as that they are fundamentally likeable and can cope effec-
tively with most of  the problems they face in life. During episodes of  ill-
ness, however, the negative core beliefs are likely to be activated. In CBT 
it is hypothesized that people accept their core beliefs in an unquestioning 
way; they are simply viewed as true. If  therapists challenge patients about 
the shift in core beliefs between asymptomatic periods in the past and the 
current period of  active illness, patients usually reply that they had never 
thought about this discrepancy, or that they were mistaken in the past but 
now see the world more clearly, or that they never really subscribed to the 
more forgiving core belief.

There are a number of  ways for therapists to identify core beliefs. One 
commonly used technique is the downward arrow, in which the therapist 
moves from the patient’s automatic negative thought to the underlying 
core belief  by repeatedly asking something like, “If  that’s true, what would 
it mean about you?” Another way to identify core beliefs is to sample a 
wide array of  the patient’s automatic negative thoughts and then to look 
for themes. CBT offers a number of  strategies to help patients shift their 
core beliefs, including the provision of  psychoeducation regarding the 
nature of  core beliefs, keeping a diary of  events that argue either for or 
against the core belief, undertaking an historical review to understand how 
the core belief  developed, and other specialized techniques. Patients find 
that core belief  work is difficult, and this is particularly true for individuals 
with personality disorders, at least in part because they (unlike people with 
relapsing and remitting disorders) have never held more forgiving, flexible 
core beliefs. CBT therapists generally defer addressing core beliefs until the 
patient has been successful in modifying more superficial cognitions, such as 
automatic thoughts and intermediate beliefs, which we discuss next.

Between the automatic thoughts and core beliefs is a third level of  cogni-
tion, the intermediate beliefs. These are the rules, attitudes, and assumptions 
that individuals live by, given their particular core beliefs. We have already 
mentioned one intermediate belief  in talking about the individual with a 
core belief  of  unlovability. Such an individual might subscribe to the fol-
lowing pair of  assumptions: “If  I make decisions based on my own needs, 
other people will reject me; if  I do things for others, they might tolerate or 
even appreciate me.” Intermediate beliefs are generally harder to modify 
than automatic negative thoughts, but they are easier to modify than core 
beliefs. It is hypothesized that since intermediate and core beliefs under-
lie automatic thoughts, if  the deeper-level cognitions can be modified, the 
automatic negative thoughts will occur much less frequently.

CBT is a highly structured model of  treatment. At the beginning of  treat-
ment therapist and patient collaboratively set goals, as a way to ensure 
that therapy remains focused and the patient remains engaged. These goals 
should be concrete and, if  possible, should refer to observable behaviors. 
A CBT session typically begins with a very brief  check-in about the patient’s 
primary symptom (mood, anxiety, and so forth) and major events during 
the week, after which therapist and patient agree on the problems they 
wish to address in the therapy hour. homework from the previous ses-
sion is reviewed, and then the main portion of  the agenda is addressed. 
This involves discussion of  no more than two or three current problems 
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in the patient’s life. Problems might include conflict with a significant other, 
difficulty motivating oneself, or anxiety about an upcoming event, among 
many other possibilities. While working through the agenda, therapists 
help patients to conceptualize problems in terms of  situations, thoughts/
appraisals, and reactions. Therapists also frequently point out the steps they 
are taking together to work on each agenda item, in the expectation that 
this will teach patients to become their own therapists.

CBT therapists try not to tell patients to think or act differently, prefer-
ring instead to lead patients to discover alternatives on their own. One 
way to do this involves the use of  Socratic questioning, a technique that 
helps patients begin to view their problems in a new light. Together, patient 
and therapist plan experiments and assign homework that is designed to 
address the patient’s problems. For example, one patient doubts her ability 
to deal with a family member in a new way. After rehearsing the new strat-
egy in the session, perhaps in formal role play, patient and therapist agree 
to an experiment in which she tries out the new behavior between sessions 
and keeps track of  what happens. Another patient believes that becom-
ing more physically active will not improve his mood. Patient and therapist 
might design an experiment in which the patient adds 30 minutes of  physical 
activity on alternate days of  the week and keeps track of  his resulting mood 
every day until the next therapy session. A somewhat insightful individual 
with psychosis might be asked to pay careful attention to the circumstances 
in which auditory hallucinations occur during the week. A common home-
work assignment early in treatment is for patients to keep track of  their 
thoughts during the week when they notice that they are beginning to feel 
more anxious or depressed. Later in therapy, homework assignments might 
include filling out a structured form called a thought record that helps the 
patient analyze and challenge distressing ideas about a specific situation. At 
the end of  a CBT treatment session the therapist asks the patient how the 
session was, what was helpful and what was not helpful, and whether thera-
pist and patient should do something different in the next session.

CBT therapists adopt a style that is referred to as collaborative empiricism. 
This style requires that therapist and patient work together to determine 
“scientifically” the accuracy and utility of  the patient’s thoughts and ideas. 
Therapists do not impose their opinions on patients but instead suggest 
that it would be helpful to test certain beliefs to see whether they are true. 
Therapists may tentatively offer an hypothesis that differs from the one 
implicit in a patient’s automatic negative thought, but they do so only to 
make the point that it might be worth questioning the associated belief. 
Therapists take the position that patients’ automatic negative thoughts may 
in fact be correct, in which case therapist and patient will have to work 
together to remedy any associated deficit on the part of  the patient, or the 
thoughts may not be accurate or useful, in which case it may be helpful to 
think in a different way. The only way to determine whether thoughts are 
accurate and useful—or not—is to test them, either in session or between 
sessions.

The CBT approach to patients’ early life experiences differs rather sharply 
from that taken in models of  psychotherapy that are more directly informed 
by psychoanalysis. In CBT it is accepted that patients’ early life experiences 
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influence who they are today and may be helpful in understanding why a 
certain core belief  is prepotent. however, the main focus of  treatment is on 
the patient’s current thoughts, feelings, and behaviors. Early experiences are 
discussed only when required to help in developing a case conceptualization 
or—perhaps—in connection with core belief  work.

Another significant point of  departure from psychodynamic psychothera-
pies is the CBT approach to the concept of  resistance. Obviously, CBT ther-
apists recognize that patients may not progress quickly and may become 
“stuck” at various points in treatment. CBT therapists have four ways of  
thinking about the patient’s difficulty moving forward. First, it may be that 
the patient isn’t improving because the therapeutic alliance is weak. CBT 
places strong emphasis on maintaining a positive therapeutic alliance, and it 
is important to address any problems in this regard. Second, the patient may 
lack the skills required to make progress. For example, the therapist may 
not have inculcated a good understanding of  the CBT model, may not have 
taught specific coping skills like assertive behavior, or may not have taught 
generic problem-solving skills. Third, a patient may fear the consequences 
of  making changes in treatment. For example, patients may worry that if  
they become less symptomatic, family members will expect more of  them, 
or they may view therapy as a kind of  battle with the therapist over who is 
“right.” If  the patient harbors ideas like these, it is important for therapist 
and patient to investigate the associated cognitions; it may be possible to 
undertake experiments to determine whether those cognitions are accu-
rate and useful. A final reason that patients fail to make changes in treatment 
is that the therapist has made a significant error, such as by applying the 
wrong set of  treatment techniques in a given case.

Some newer variants of  CBT are beginning to incorporate third-wave 
features, including mindfulness. We review one such group-based treat-
ment, called mindfulness-based cognitive therapy, in a later section.

Research Findings
Since the early 980s there has been a veritable explosion of  research dem-
onstrating the effectiveness of  CBT in the treatment of  a wide variety of  
disorders. Such research has typically involved adapting CBT principles to 
the details of  a specific disorder, as a consequence of  which there are now 
rather detailed CBT manuals available for a range of  behavioral disorders. 
Many of  these manuals are available commercially, and one such series of  
manuals is called Treatments That Work. (A few manuals in this series are 
based on psychotherapy models other than CBT.) The series, which gener-
ally pairs treatment manuals with patient workbooks, is available through 
Oxford university Press and is detailed at this website: http://global.oup.
com/us/companion.websites/umbrella/treatments/series/

Empirical support has been established for variants of  CBT in the treat-
ment of  adults with panic and agoraphobia (Siev & Chambless, 2007), 
depression (Driessen & hollon, 200), generalized anxiety disorder (Siev & 
Chambless, 2007), insomnia (Riemann & Perlis, 2009), opiate dependence 
(Mchugh, hearon, & Otto, 200), obsessive-compulsive disorder (Olatunji, 
Davis, Powers, & Smits, 203), posttraumatic stress disorder (Seidler & 
Wagner, 2006), social phobia (Gil, Carrillo, & Meca, 200), somatoform 
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disorders (Taylor, Asmundson, & Coons, 2005; Williams, hadjistavropoulos, 
& Sharpe, 2006), and (adjunctively) schizophrenia (Zimmermann, Favrod, 
Trieu, & Pomini, 2005), among other conditions. There are empirically sup-
ported versions of  CBT for the treatment of  children with anxiety (Seligman 
& Ollendick, 20), binge eating disorder (Rutherford & Couturier, 2007), 
depression (harrington, Whittaker, Shoebridge, & Campbell, 998), and 
distress regarding medical treatments (Powers, 999). The use of  CBT is 
also empirically supported in the treatment of  a range of  health behaviors 
related to chronic pain (hofmann, Asnaani, Vonk, Sawyer, & Fang, 202), 
childhood obesity (Wilfley, Kolko, & Kass, 20), and other conditions.

The availability of  CBT treatment manuals and patient workbooks with 
empirical support in the treatment of  specific disorders clearly represents 
a major step forward in making demonstrably effective treatment available 
to a larger group of  mental health patients. however, some therapists have 
complained that it is difficult to keep up with the proliferation of  empirically 
supported treatments and associated manuals, and some have suggested 
that this fact limits the use of  manuals by therapists. Several authors have 
begun to think about developing variants of  CBT that can be applied across 
a range of  diagnoses. One such principle-driven variant of  CBT is that 
espoused in 200 by Barlow and colleagues in their unified Protocol, which 
can be applied to unipolar depression and a range of  anxiety disorders. 
This “transdiagnostic” variant of  CBT aims at increasing the patient’s under-
standing of  emotions, decreasing avoidance and ineffective self-regulation, 
and changing cognitions. These are considered to be the fundamental com-
ponents of  treatment for unipolar depression and anxiety, and the unified 
Protocol assists the therapist in deciding which components are most likely 
to be helpful for a given patient. It will be interesting to see whether CBT 
research continues to focus on specific disorders or moves in the direction 
of  the unified Protocol. RCTs of  the unified Protocol are now beginning to 
appear (e.g., Farchione et al., 202).

Case Example
We offer here four case examples from the files of  a fictional Dr. Brown, 
illustrating the application of  CBT principles in the treatment of  depres-
sion, social anxiety disorder, a personality disorder, and psychosis. Case 
A (depression) is described at length, but to avoid redundancy the other 
cases are described in less detail and the general features of  CBT are 
not repeated. Of  course, there are many other conditions to which 
CBT can be applied; some of  these are covered in the subsequent sec-
tions on cognitive-behavioral interventions with obsessive-compulsive 
disorder, panic disorder, and posttraumatic stress disorder.

Case A. George is a 43-year-old, married father of  two children. he 
reports that for the past three months he has had low mood much 
of  the day nearly every day. he indicates that he feels tired a lot, and 
some days he can hardly make himself  go to his job as an accountant 
at a large industrial concern. his concentration is impaired at work, he 



5 CuRREnT PSyChOThERAPIES 181

has made some minor mistakes on the job, and he believes that he may 
be in danger of  being fired, even though he has been a good worker 
over the course of  his ten years with this employer. At night he comes 
home, somehow gets through dinner, and then watches television until 
he falls asleep on the couch. Later in the evening he may experience 
sleep-onset latency of  up to an hour. he sometimes awakens during the 
night, and many mornings he lies awake worrying in bed for 30 to 60 
minutes before his alarm goes off. he believes that his wife is becoming 
fed up with him, and the frequency of  their lovemaking has declined 
precipitously. he is pretty certain that the children are avoiding him. 
Lately he has been thinking that it might be better if  he weren’t even 
in the picture anymore. Sometimes he thinks about how he could kill 
himself, but he doesn’t have a definite plan and has never tried to hurt 
himself  before.

George reports that he is generally in good physical health, and he 
denies current or past substance abuse. he admits that he has gained 
some weight since his twenties, such that he is now a little overweight. 
he reports that his energy is very poor, and he didn’t put in a vegetable 
garden this summer. he was beginning to feel down in the spring, and 
he decided that the garden just wasn’t worth the effort this year. he 
has also stopped exercising on the treadmill, and he no longer goes for 
walks in the neighborhood. George notes he says he has never felt like 
this before, and he says that until this year he always felt himself  to be 
a pretty stable person.

upon interview George presents in a somewhat flat, slightly worried 
manner. he makes adequate eye contact and relates in a socially appro-
priate manner.

Dr.  Brown concludes that George is in a first episode of  major 
depressive disorder. She doesn’t find evidence of  any other mental dis-
order. She explains to George that his condition is one that is marked 
by negative cognitions about himself, the world, and the future and that 
these thoughts prevent him from accessing necessary supplies of  posi-
tive reinforcement. George agrees that he seems to view the world dif-
ferently now, and he says that lately he has been worrying about things 
that never used to bother him. he then asks if  there might be some-
thing wrong with his thyroid, or could “low iron” in his blood be causing 
problems? Dr. Brown asks if  he has talked with primary care physician 
about this, to which George responds, “Well, yeah, I guess he did say 
that my blood work was normal when I  saw him a couple of  weeks 
ago.” When Dr. Brown comments on this concern about health, despite 
the reassurance from his family doctor, George replies that he’s noticed 
that his thinking often gets “stuck,” and he says he has a hard time “talk-
ing sense” to himself.

Dr. Brown asks George what goals he would like to set for himself  in 
therapy. he replies that he just wants to feel better. After they discuss 
it some more, however, he is able to say that he wants to improve his 
sleep pattern, to improve his concentration at work, to become more 
active around the house, and to spend more time doing things with his 
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family. he also says he would like to decrease his ruminative worry, and 
he wants his mood to improve.

George and Dr. Brown decide to begin working on his sleep. They 
agree that he will keep track of  his sleep during the upcoming week and 
will also track his evening naps. Dr. Brown asks George to read a short 
pamphlet on CBT and depression, and she also asks him to notice dur-
ing the week when his mood drops. She asks that he keep track of  what 
was happening just before his mood dropped and what he was thinking 
just as it began to drop. As the session ends, Dr. Brown invites George’s 
feedback regarding the session and specifically asks if  there was anything 
that he didn’t understand or didn’t like about it. George replies that the 
session seemed okay, although he admits that he’s not all that optimistic 
that treatment will help.

When George comes in the following week, Dr.  Brown explains 
the idea of  setting an agenda for the session. She and George agree 
that they’ll check in on his mood, briefly discuss any major events in 
his life since the last session, review the homework, and then address 
any problems George would like to discuss. however, George indicates 
that nothing special has happened in the past week that he wants to talk 
about. Dr. Brown says that they’ll then agree on some homework, and 
just before the hour is up they’ll discuss how the session went.

During this session Dr. Brown and George discuss his sleep at length, 
and she provides written information regarding sleep hygiene, asking 
that George try to cut down on the evening naps. She suggests that 
after dinner he go for a walk around the neighborhood. George says he 
doesn’t believe he will have the energy to do this, but he agrees to try 
at least once in the coming week and to keep track of  his predictions 
about the walk (how far he can walk and how he will feel afterwards) 
and then to write down how the walk actually went.

George and Dr. Brown also discuss a couple of  instances during the 
week when he noticed his mood dropping. George reports that in one 
instance his boss called him into his office in order to begin planning 
for the annual report, which will be due in a few weeks. George was 
aware of  feeling very anxious at first, and he then began to feel hope-
less, believing that he wouldn’t be able to concentrate on what the boss 
was saying. he was overcome with a wave of  fatigue and was pretty 
certain the boss would notice that he wasn’t following very well. he 
thought his boss might therefore begin disciplinary procedures against 
him. In fact, the meeting went well enough, but George attributes this 
to the boss’s unusually cheerful mood that morning.

using this example, Dr. Brown explains the idea of  automatic nega-
tive thoughts. She draws a picture of  how the situation (called into 
boss’s office) leads to a thought (“I won’t be able to function and will 
probably get in trouble”), and that thought leads to certain reactions, 
which can be behavioral (feeling physically weak), cognitive (wor-
ries about being fired), and/or emotional (fear and hopelessness). 
Dr. Brown asks George to reflect on whether his automatic thought 
was accurate and/or useful in this instance. She asks about George’s 
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recent annual evaluation at work, and George admits that it was entirely 
satisfactory—about which he was amazed at the time. She also asks 
how George would have felt if  he had instead had the thought, “I’m 
not feeling very good today, but I  can probably manage this meeting 
all right.” he replies that he would have felt much less frightened and 
hopeless. he adds, however, that he doesn’t think he could have con-
vinced himself  to believe that. Dr. Brown asks George if  he has made 
other catastrophic predictions about situations at work, and he replies 
that he frequently does this, adding that he even thinks this way about 
his home life. For example, he worries that his wife is going to leave him, 
even though she seems more concerned than upset with him.

At session’s end, Dr. Brown and George agree that he will continue 
to monitor his sleep, will try to decrease the evening naps, will go for 
at least one walk (rating his predictions ahead of  time and then his per-
formance afterwards), and will continue to pay attention to his thoughts 
when his mood drops during the week. When Dr. Brown asks for feed-
back about the session, George comments that he learned a lot this 
week and is feeling a tiny bit hopeful.

During the next few sessions George begins to make some progress. 
he discovers that his predictions about the evening walks were unduly 
pessimistic, and because he now feels more energetic in the evening, 
in time he is able to drop his weeknight naps. his sleep pattern begins 
to consolidate, but he still suffers from early morning awakening. he 
begins to question his automatic negative thoughts, although he still sus-
pects that he is a burden to others at home and at work. he comes to 
recognize that he often engages in “emotional reasoning,” a pattern of  
reasoning in which he concludes that if  he feels depressed or anxious, it 
must mean that his situation is dire. he also recognizes that he engages 
in “black-and-white thinking,” imagining, for example, that if  he’s unable 
to concentrate perfectly at work, it means that he is worthless as an 
employee.

At the beginning of  Session 6 George says that on today’s agenda 
he wants to place discussion of  his relationship with his wife. he tells 
Dr. Brown that he’s sure his wife is disgusted with him. not only has he 
been depressed for months, but yesterday his wife commented that he 
seemed to be feeling just a little better. Afterwards, he had the thought 
that now his wife must be even angrier, because she knows he could 
have gotten help sooner.

using this example, Dr. Brown introduces a “thought record” form, 
which permits George to map out on paper the relationship between 
the situation (wife comments he looks better) and his subsequent 
thought, leading to more thoughts, feelings, and actions. They discuss 
several possible beliefs George might have had about the situation. 
It could be that George’s wife really is angry with him, in which case 
they might need marital counseling. It could also be that she doesn’t 
know what to think, because she doesn’t understand his depression, in 
which case it will be important that she receive some education about 
depression. Or perhaps she is worried about him and still loves him. 
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George agrees with Dr. Brown that the only way to find out what his 
wife actually thinks is to ask her. he admits that he is afraid to do this, 
and Dr. Brown suggests that they practice in the session how he might 
talk to her.

In the first role play, Dr. Brown plays George, and George plays his 
wife. In this way Dr. Brown models for George how he might talk to his 
wife. Then, Dr. Brown and George switch roles, and he plays himself. 
After the role play Dr. Brown makes a couple of  suggestions but con-
firms for George that he actually presented himself  very well.

In Session 7 George reports that he talked with his wife, and she 
reassured him that she wasn’t at all angry. She told him she was well 
aware of  how bad he felt, and she was actually upset with herself  for 
not knowing how to help him. She said she was very happy he had 
found a treatment that seemed to be helping. George and Dr. Brown 
talk about what it might mean that he was unduly pessimistic about 
his relationship with his wife, and he agrees that this is certainly a 
pattern for him.

In Session 9 George reports that his mood has begun dropping again, 
and he doesn’t know why. however, he happens to mention that his 
wife has had a big argument with her mother and has become a lit-
tle irritable around the house. he also notes that work is becoming 
more pressured, because the annual report will be due in a few days. 
Dr. Brown uses Socratic questioning to help George reach the conclu-
sion that he might be experiencing increased anxiety because of  prob-
lems at home and at work. he seems genuinely surprised about this 
conclusion, and he comments, “I just thought I was getting worse again 
for no reason.”

Dr. Brown then reviews with George what do when his mood drops 
like this, and together they decide that he can increase his physical 
activity, spend more time with friends, and remind himself  to be 
patient. They also agree he can jog his memory about how to respond 
to a dip in mood by reading some three-by-five cards they compose 
together in today’s session. George and Dr. Brown decide to write a 
card that says, “If  my mood drops, I should ask myself  how my situa-
tion has changed. Maybe the change in my mood represents a normal 
reaction to stress.” Another card says, “If  my mood drops, I  should 
increase my physical activity, spend more time with friends, and remind 
myself  that after a while I’ll feel better again.” George admits that he 
doesn’t fully believe the second card, but he says he’ll try reading it 
three or four times every day.

At the next session George reports that he is feeling better again, par-
ticularly since the annual report has been turned in at work, and his wife 
seems to have worked out whatever it was with her mother. he and 
Dr. Brown think about some other cards they can write out for George 
to read every day. One says, “If  I’m feeling scared about something, 
I need to ask myself  whether I’m engaging in black-and-white thinking.” 
Another one says, “I have to be careful not to conclude that my circum-
stances really are dire, just because I feel anxious.”
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At the end of  this session George and Dr. Brown review the status of  
his goals. They agree that his sleep and mood are improved, and he is 
concentrating better at work. he has become more active around the 
house and is now doing more things with his wife and also with the kids. 
he still engages in ruminative worry, however. George indicates that he 
wants to focus on the ruminative worry but doesn’t feel the need to 
add any new goals.

In the next several sessions George and Dr. Brown experiment with 
some techniques to manage his ruminative worry. George keeps track 
of  when he worries during the day, and he notices that he is more likely 
to worry when he is at loose ends or is feeling tired. he worries a lot 
while driving to and from work. Dr. Brown suggests to George that he 
might be afraid that if  he doesn’t plan carefully, he won’t be able to 
handle the problems that arise in his life. George agrees that this is so. 
They agree to work toward limiting his ruminative worry to the drive 
home at the end of  the workday, and they develop strategies to prevent 
ruminative worry at other times. For example, Dr. Brown suggests that 
George sing in the car on the way to work, and he is to remind him-
self  at other times that he doesn’t need to worry right now, because 
there’s a special time every day when he can do all his worrying at once. 
Further, he’s to remind himself  that his ruminative worry doesn’t solve 
problems but really just consists of  spinning his wheels.

By Session 4 George indicates that he is feeling well enough to con-
sider decreasing the frequency of  treatment. he and Dr. Brown agree 
to meet every other week for two sessions and then every month for 
another four months, and they set about to review the course of  treat-
ment, with the intent of  identifying strategies that have been helpful or 
might help in the future, as well as to predict the clues that might herald 
another drop in mood.

As therapy gradually fades out, George reports that he generally 
continues to feel good, although in one session he reports a drop in 
mood related to his son’s behavior problems at school, resulting in 
the boy’s suspension. he and Dr.  Brown spend a little time discuss-
ing how he might handle this problem from a practical perspective, but 
they focus primarily on what George says to himself  about the situation 
that causes his mood to drop. In particular, using Socratic questioning 
Dr. Brown helps George to see that there may be many reasons his 
son is misbehaving at school, other than that George has been an inad-
equate parent.

At the last session George and Dr. Brown again review the course 
of  treatment, they plan for future dips in mood, and they agree that if  
George begins to feel depressed again, he can always call for another 
appointment.

Case B. helene is a 33-year-old, single, childless woman who says that 
she wants help to overcome her shyness. She indicates that she enjoys 
spending time with two close friends, but she usually feels very anxious 
at the prospect of  meeting new people or even when she must interact 
in an unstructured way with people she knows casually. She comments, 
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however, that she is able to function all right in her job as a legal secre-
tary, even though this not infrequently involves interacting with clients. 
helene adds that because of  her shyness, she is unable to date much. 
She had a steady boyfriend when she was in her twenties, but she hasn’t 
dated often in the last four or five years. She indicates that on those rare 
occasions when she does go out with a man, she becomes so anxious 
that she may throw up ahead of  time, and during the date she excuses 
herself  repeatedly to visit the ladies’ room. She denies symptoms of  
any other mental disorder, including particularly generalized worry, 
obsessive-compulsive symptoms, or other phobias.

helene states that she has been shy as long as she can remember. She 
says her mother was also shy, although her father was normally outgoing. 
She has an older and a younger brother, whom she doesn’t view as shy. 
When asked to say more about her shyness, helene comments that she 
doesn’t know what to do in social situations, and she is hopeless about 
making small talk, especially with people she doesn’t know well. She has 
noticed that when she converses with strangers, they sometimes look as 
if  they think that she’s “weird or something.”

upon interview helene speaks softly, makes little eye contact, and 
appears to be anxious. While her affect appears to be somewhat 
constricted, her mood is not depressed, and she makes occasional 
self-deprecating jokes. She seems to have more difficulty at the begin-
ning and end of  the session. By contrast, she responds directly and com-
petently to the questions Dr. Brown poses.

Dr.  Brown concludes that helene has social anxiety disorder. She 
explains that helene is likely to have incorrect beliefs about social 
interactions and about the meaning of  certain social cues. For exam-
ple, helene may incorrectly believe that others pay very close atten-
tion to her behavior in social interactions, and she may believe that 
when an interlocutor glances away for a moment, he or she is hav-
ing the thought that there is something wrong with helene. Further, 
Dr. Brown notes that helene’s avoidance of  social interactions and fail-
ure to exhibit certain behaviors, such as normal eye contact, are likely 
to increase symptoms of  social anxiety. Finally, Dr. Brown suggests that 
in scripted social interactions, such as at work, helene feels less vul-
nerable and isn’t nearly as worried about her interlocutor’s negative 
judgment, because she believes that she knows how to conduct herself  
at such times.

Over the course of  the next several sessions helene and Dr. Brown 
construct a hierarchy of  2 social situations that cause her to feel anxi-
ety. helene assigns a score of  0 (on a scale of   to 00) to “talking 
with my girlfriend, Mindy,” while she assigns a score of  30 to going for 
a walk at lunch with a co-worker, and she says going out on a date with 
a handsome guy would be a 90. Dr. Brown and helene also talk about 
how she can tell what people might actually be thinking of  her, and they 
discuss whether other people might also feel anxious in social situations. 
Finally, Dr. Brown teaches helene some breathing techniques to induce 
relaxation so as to lower her anxiety before social interactions.
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Although helene states that she is fearful about exposing herself  in 
sequence to the items on her anxiety hierarchy, she says she is will-
ing to try, particularly if  she doesn’t have to advance too quickly to 
the more difficult items. Dr. Brown asks helene to start with the least 
anxiety-inducing item on the hierarchy (talking with Mindy). helene is 
to predict ahead of  time how much anxiety she will feel and how Mindy 
will react, and she is then to rate the interaction afterwards on the same 
scales. helene also agrees to report evidence that Mindy judges her 
negatively during the interaction, by tracking such behaviors as long 
pauses, an irritated expression on Mindy’s face, or Mindy’s sudden 
termination of  the conversation. helene is also to rate her own social 
skills, such as making good eye contact, asking questions, and smiling 
pleasantly. Finally, Dr. Brown discourages helene from using any “safety 
behaviors,” such as rehearsing ahead of  time what she will say or excus-
ing herself  to go to the ladies’ room. however, if  she does utilize a 
safety behavior, helene is to report that she did so.

During the next few sessions helene gradually advances up to a rat-
ing of  50 on her hierarchy. As she and Dr. Brown discuss these expo-
sure experiences, they identify helene’s particular struggle maintaining 
appropriate eye contact, and they practice eye contact in the session. 
helene gradually begins to change her view of  the opinions that others 
hold of  her, and she concludes that others may not think all that much 
about how she acts in social situations. After all, she says, “Most of  the 
time I act pretty normal.”

As helene continues to make progress on her hierarchy, Dr. Brown 
raises the possibility of  her participation in a CBT group for social anx-
ious people. At first helene says she doesn’t want to consider this, but 
several sessions later she says she would be willing to try it. She and 
Dr. Brown agree that if  the group goes well, they will discontinue indi-
vidual sessions, and helene can continue to work on her social anxiety 
in the group.

In the end, helene finds that she enjoys the social anxiety group, 
which involves discussion of  social anxiety and support for group mem-
bers to undertake exposures in the coming week. helene remains in the 
group for six months, after which she begins dating a young man from 
work and establishes a relationship with him. She remains a little uneasy 
in unscripted social relationships, but her life is no longer affected nearly 
as often by her shyness.

Case C. Ian is a 37-year-old, never-married, childless computer pro-
grammer who indicates that he doesn’t feel as satisfied in life as he 
wishes he were. While his mood is not actually depressed, he says that 
the only things he really enjoys are his job and his bonsai collection. Ian 
reports some degree of  irritability about careless coworkers, and he 
says that he doesn’t like it when management pushes him to finish a 
project before he has thoroughly tested it. Ian indicates that he would 
like to have a girlfriend, but he finds women confusing and after several 
dates finds it difficult to know how to react to their moods. Ian denies 
symptoms consistent with a disorder of  mood or anxiety.
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upon interview Ian presents as a somewhat pedantic man who 
describes his situation in careful detail. When Dr. Brown tries to ask a 
question or otherwise interrupts Ian, he becomes a little flustered and 
quickly returns to what he was saying just before she interrupted. his 
mood is a little constricted, but he is basically euthymic. Ian presents in 
the interview as slightly tense or irritable.

Dr. Brown asks if  Ian has always valued precision and self-control, in 
response to which he smiles and says that it’s nice to think that she might 
understand him. he talks about the various rituals he employs to keep 
his home in order and his desk uncluttered at work. he denies that any-
thing bad would happen if  he were unable to follow these rituals, stating 
instead that he just likes order, and wouldn’t the world be a better place 
if  others were as orderly as he is? Dr. Brown concludes that Ian may have 
obsessive-compulsive personality disorder.

Dr.  Brown asks Ian to identify goals for treatment, in response to 
which he states that he would like to consider this more carefully and 
will bring in a list at the next session. At the next session Ian does indeed 
bring in a list of  goals for treatment, 27 in all, and he is somewhat reluc-
tant to say which goals are the most important ones. With encourage-
ment he finally states that he would like not to feel so irritated with 
“careless” people (including every one of  his neighbors and all but two 
work colleagues), and he would like to figure out how to cope with the 
moods of  the women he dates.

Over the course of  the next ten or so sessions Dr. Brown and Ian 
work on managing his irritability, and he goes out on several dates that 
don’t work out very well. It becomes increasingly evident that Ian lives 
life according to the belief  that if  things aren’t just so, disaster might 
occur. he feels upset when he makes minor mistakes or notices oth-
ers making minor mistakes, and when others express their emotions, 
Ian has difficulty understanding why, logically, they feel as they do. he 
tends to view those who express emotions as weak, foolish, and unpre-
dictable. Finally, it becomes evident in therapy that Ian is actually quite 
frightened of  his own feelings and of  acting in an irrational or ineffective 
manner.

In Session 20 Dr. Brown offers the conceptualization that Ian fears 
lack of  order in his life and is also worried about losing control of  his 
feelings. Ian replies that this is obviously true and goes on to state that 
anyone who thinks about matters carefully would arrive at the same 
conclusion. Dr. Brown describes the idea of  a core belief, likens it to 
a prejudice against oneself, and then ties Ian’s beliefs about emotions 
and orderliness into his experience growing up in his family, when his 
overcontrolled father praised Ian for behaving well, particularly in com-
parison to his emotional sister. Dr. Brown asks Ian to identify a time in 
his early life when he was not so worried about logic and order, and 
they conclude that he started to become more rigid when he was in 
the fourth grade. Dr. Brown asks how he would feel about experiment-
ing with the boundaries of  his beliefs about emotions and control, in 
order to see if  a slight change in his view of  the world might yield some 
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benefit. Ian replies that he doubts this is a good idea but is willing to try 
once or twice in order to prove his point.

In the next few sessions Dr. Brown targets several of  Ian’s specific 
beliefs, including, “I must never make mistakes,” “It is dangerous to per-
mit myself  to have feelings,” and “Other people cannot be trusted to 
make good decisions.” She asks Ian to keep a record of  the situations 
in which he has these thoughts during the week but to document this 
in ink, rather than to make his typically neat and very detailed charts 
using the computer. She asks him not to recopy this monitor but to give 
it to her, mistakes and all. She also suggests that he not leave detailed 
instructions for his cleaning lady at her next visit but simply suggest that 
she do whatever she thinks needs to be done. Ian subsequently reports 
that these experiments did not lead to catastrophic results and actually 
saved some time, although he says he doesn’t like how he feels when 
he doesn’t maintain control. In one session Ian expresses real sadness 
about the end of  a short dating relationship with a woman he particu-
larly liked, and Dr.  Brown asks him to reflect on what it was like to 
express this sadness in the session.

Over the course of  the next 20 sessions, Ian gradually begins to shift 
his core belief. he and Dr. Brown work together to describe some new 
intermediate beliefs, and they write them on cards that Ian is to look at 
every morning. The cards say, “In many situations the cost of  perfect 
performance is greater than its benefit,” “My own emotions are some-
times confusing but also give my life color and meaning,” and “Other 
people usually make acceptable decisions, even if  they don’t do exactly 
what I would have done.” he keeps a log of  small instances in his daily 
life that are either consistent with his old core belief  or with the new 
one. At first Ian finds this task very difficult, but with assistance from 
Dr. Brown he is over time more readily able to identify occurrences that 
are consistent with his new belief.

After 60 sessions Ian reports that he is feeling less irritable at work 
and no longer thinks so much about the behavior of  other people. he 
demonstrates increased range of  affect in the therapy sessions, toler-
ates Dr. Brown’s interruptions much more readily, and reports that he 
has been dating the same woman for three months. however, he and 
Dr. Brown conclude that he is likely to benefit from continuing psycho-
therapy, albeit with less frequent sessions, and they agree to meet every 
two or three weeks for the foreseeable future.

Case D: Juanita is a 48-year-old, never-married, childless woman who 
in her late twenties and early thirties had four psychiatric hospitaliza-
tions following suicide attempts. She has long carried a diagnosis of  
schizoaffective disorder. For the past 5 years she has held a clerical 
position in a steel plant. She is fairly stable on psychotropic medications, 
although she continues to report daily auditory hallucinations, often 
involving voices that tell her to kill herself  because she is unworthy. 
Every few months or so she has the thought that the people around her 
might be talking about her or conspiring against her, and she sometimes 
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wonders whether the songs she hears on her car radio have been 
selected with her in mind.

Juanita reports that she never feels very good, even when the halluci-
nations and delusions are relatively quiescent, and when she was in her 
early twenties she had periods in which she was constantly depressed 
but was not troubled for months at a time by psychotic symptoms. She 
is physically healthy, other than that she is markedly overweight and has 
hypertension. Juanita states that the clinician managing her psychotropic 
medications referred her to psychotherapy with the goal of  decreasing 
her suicidal ideation.

upon interview Juanita presents as a cooperative but emotionally dis-
tant woman. her conversation is generally unremarkable, other than 
that she is not particularly forthcoming. She does not report psychotic 
symptoms until directly asked about them. Mood is flat, and eye contact 
is limited.

Asked about her goals for treatment, Juanita replies that she would 
like to avoid becoming ill again, and she wants the voices to leave her 
alone. She adds that she doesn’t like it when she becomes frightened 
about the possibility that unknown people might be watching her.

Dr. Brown encourages Juanita to describe her hallucinations in more 
detail. Somewhat reluctantly, Juanita states that the voices are unknown 
people, both men and women, who harass her by listing her many faults 
and defects. The voices tell her that she doesn’t belong on this earth, 
because she doesn’t contribute to society, and everyone would be bet-
ter off if  she were dead. Juanita indicates that she is most likely to hear 
the voices when she is alone, although she sometimes hears them at 
work, where they encourage her to jump into the steel furnace.

Dr.  Brown explains that auditory hallucinations are actually much 
more common than many people think, and the key in dealing with 
hallucinations is not to engage them or to take them seriously. She tells 
Juanita that every hallucination will simply dissipate if  she ignores it. She 
then asks Juanita if  she would be willing to monitor the hallucinations 
using an appropriate form, on which she is to indicate for every hour 
that she is awake whether she heard voices and how upset she felt 
about them. There is also space on the form to make notes about any 
unusual hallucinations. Juanita seems a little uncertain but says she will 
try to do this. Dr.  Brown also demonstrates some simple relaxation 
techniques, including a focus on her breathing, that she suggests Juanita 
practice at home.

At the next session Juanita states that she practiced the relaxation 
technique twice, but she forgot to fill out the form. upon further discus-
sion, she admits that the voices have discouraged her from cooperating 
with Dr. Brown. Juanita says she is unsure about whether to continue 
talking about these matters, but she then does comment that during the 
last few days at work she noticed the voices were most bothersome 
when she was going to work, just after lunchtime, and at the end of  
her shift. Dr. Brown suggests that these might be times when Juanita 
feels more anxious or fatigued, and Juanita replies that she finds this 
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interesting, as it suggests that her physical and mental state have an 
effect on the voices. She then mentions that the voices have varied in 
volume over the course of  the current session. Dr.  Brown explores 
with Juanita what she thinks might have caused that. They conclude that 
Juanita’s engagement in the discussion and also level of  self-doubt may 
have co-varied with the strength of  the hallucinations.

At the next session Juanita reports that she has continued to practice 
the relaxation technique, and she brings in two days of  data regard-
ing the voices. She comments that she’s noticed that the voices don’t 
bother her as much when she reminds herself  that other people hear 
voices, too. Dr. Brown now suggests to Juanita that the voices may serve 
the purpose of  expressing doubt about Juanita’s competence, adding 
that almost everyone has such doubts. She suggests that doubts like 
these are socially beneficial, in that they help people remember to stay 
humble and to avoid doing foolish things. Dr. Brown asks Juanita if  this 
might be why the voices say what they do to her. Juanita thinks about 
it but then says she doesn’t believe other people have thoughts about 
killing themselves. Dr. Brown agrees that this is largely true but then 
suggests that perhaps the voices’ punitive tone simply reflects Juanita’s 
depression.

Over the next few sessions Juanita and Dr. Brown continue to dis-
cuss the voices, and Dr.  Brown discloses to Juanita that she herself  
feels self-doubt and is at times troubled by personal disappointments 
and weaknesses. This surprises Juanita. Dr.  Brown wonders with 
Juanita whether some of  her acquaintances might also be troubled by 
self-doubt, and she encourages Juanita to ask one of  her coworkers 
with whom she eats lunch whether the other woman also thinks about 
her faults and defects. however, Juanita replies that she wouldn’t feel 
comfortable doing this.

Even so, two sessions later Juanita reports that she did find out from 
a lunch mate, a rather shy woman, that the other woman often experi-
enced self-doubts. Juanita further reports that she has recently noticed 
that the voices don’t come quite as often, and when they do, she 
doesn’t worry about them as much. “I know what they are now,” says 
Juanita. “I don’t pay as much attention to them as I used to.”

After congratulating Juanita for learning to accept the voices with-
out reacting negatively to them, Dr. Brown raises the possibility that 
Juanita’s paranoid fears might also operate in a way similar to the voices. 
In this regard, they discuss the fact that most people worry about how 
others see them. Dr. Brown suggests that just as Juanita’s auditory hal-
lucinations are in a way “normal,” so, too, might her anxiety and suspi-
ciousness reflect a normal human phenomenon. Dr. Brown adds that if  
Juanita doesn’t engage the paranoia, it is likely to dissipate.

Over the course of  the next half-dozen sessions Juanita reports that 
she is less troubled by all of  her psychotic symptoms, and she no longer 
feels nearly as suicidal. Dr. Brown now wonders whether Juanita can 
apply what they have discovered about her psychotic symptoms to her 
problems with mood. however, Juanita points out that she feels sad all 
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the time and that her sadness doesn’t really come and go. She indicates 
that she doesn’t believe she can make much progress on her mood right 
now. nevertheless, she and Dr. Brown agree that it is helpful to meet 
from time to time to talk about these things, and they decide to get 
together once a month to continue monitoring her progress.

Exposure and Response Prevention (ERP)
Model of  Psychopathology
ERP is a second-wave behavioral treatment for obsessive-compulsive 
disorder (OCD). In this treatment OCD is conceptualized in 
cognitive-behavioral terms. According to ERP, individuals with OCD mis-
interpret the meaning of  upsetting thoughts. They fail to make a clear 
distinction between upsetting thoughts and upsetting physical events; that 
is, they believe that if  they have upsetting thoughts, some sort of  upset-
ting event is likely to follow. This is referred to as thought–action fusion. 
People with OCD take various actions to prevent upsetting events from 
occurring. First, they try to suppress the upsetting thoughts; however, this 
has the paradoxical result that the thoughts occur with greater frequency 
and intensity. Second, they engage in mental or physical rituals (referred 
to as safety behaviors) they believe will “neutralize” the thought. When 
the feared external event does not occur, they feel greatly relieved and 
conclude that the rituals prevented the thought from becoming a reality. 
This negative reinforcement makes it more likely that they will engage in 
rituals the next time around, and they may never have the opportunity to 
learn that even if  they take no action at all following an upsetting thought, 
disaster will not follow.

Treatment Strategies
ERP consists of  multiple exposure trials in which the patient is nega-
tively reinforced for facing fears without invoking safety behaviors. That 
is, patients are encouraged to tolerate disturbing thoughts or situations 
repeatedly without engaging in neutralizing rituals. Eventually, patients 
learn that the events they fear do not occur, even though they take no 
action whatsoever. Therapy begins with the therapist providing psycho-
education regarding ERP, OCD, and the associated cognitive errors. 
Therapist and patient then construct hierarchies for each feared thought 
or situation. For example, in the case of  a man who engages in compul-
sive hand washing, hierarchy items might range from touching his own 
clothes, at one end, to touching the sink, counters, towel dispenser, and 
door in a poorly maintained public restroom, at the other end. having 
chosen the hierarchy corresponding to one feared thought or situation 
on which to start, the patient engages in exposure by working through 
each item in vivo. In the case of  the hand washer, the patient would begin 
with the lowest item in the hierarchy: he might be asked in the therapist’s 
office to rub his hands on his own clothing for thirty seconds without 
taking any subsequent action to disinfect himself. When the patient is 
able to do this without feeling very uncomfortable, he then moves to the 
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next hierarchy item, which might require that he run his hands over the 
top of  the therapist’s desk for sixty seconds without engaging in any sub-
sequent neutralizing behavior. ultimately, the patient progresses to the 
last of  the hierarchy items, although it may be necessary to repeat some 
hierarchy items several times before anxiety drops sufficiently to permit 
him to move to the next item. having completed one hierarchy, therapist 
and patient then move on to the next hierarchy. When all hierarchies 
have been completed, the therapist works with the patient on relapse 
prevention, so that if  the patient becomes symptomatic again, he will 
know how to undertake a course of  exposure and response prevention 
without the therapist.

It is best for patients to do exposures in vivo, but it is sometimes nec-
essary for patients to do them in their imagination. Some patients are 
extremely frightened and can only tolerate imaginal exposures until they 
build up the courage to try exposures in vivo. Other patients have obses-
sions than can’t be done in vivo, such as fantasies about burning in hell. In 
the case of  imaginal exposures, therapist and patient work together to cre-
ate a vivid written scenario, and at the time of  the exposure the therapist 
reads the scenario to the patient, who concentrates steadily on it for 30 to 
60 minutes at a time.

ERP can be difficult to conduct, most often because of  two specific prob-
lems. First, ERP is a treatment that requires a strong commitment on the 
part of  patients, not only because they are asked to do things that they find 
very frightening, but also because treatment is time-intensive, with therapy 
sessions often occurring more than once a week and often lasting longer 
than an hour. Incidentally, therapists are sometimes reluctant to undertake 
ERP, because it often means that they have to leave their offices in order to 
conduct the exposures. Second, patients may need quite a bit of  encour-
agement to refrain from all neutralizing behaviors after exposing themselves 
to a feared thought or situation. The therapist may not have inquired in 
sufficient detail to identify every neutralizing ritual. If  patients expose them-
selves to feared thoughts or situations but still engage in subtle or covert 
neutralizing rituals, treatment will fail. One way to make sure that patients 
fully expose themselves to feared thoughts and situations is to track their 
distress level at frequent intervals during the exposure. If  the distress level 
seems low, it may be that the patient is engaging in a covert neutralizing 
ritual, such as focusing attention elsewhere.

Research Findings
RCTs of  ERP have generally shown it to be superior to a number of  other 
approaches, including placebo medication and various general treatments 
for anxiety (Abramowitz, 997). A high percentage of  OCD patients who 
complete ERP achieve remission and maintain gains for a period of  years. 
Evidence suggests that discussion of  the patient’s cognitive errors confers 
benefit beyond the improvement that results simply from exposure and 
response prevention itself  (van Oppen et  al., 995). however, cognitive 
therapy without exposure and response prevention appears to be less 
effective than ERP itself  (Olatunji et al., 203).
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Case Example
Kevin is a 42-year-old, married father of  three children who works as 
a high school math teacher. he reports that he has lately had difficulty 
driving to and from school because he worries that he might strike a 
pedestrian along the way. he also states that he worries about the pos-
sibility that he might say or do something to one of  his female students 
that is sexually inappropriate. Asked if  he has ever struck a pedestrian 
or attempted to engage a student sexually, he replies, “not that I can 
remember.” however, he indicates that he can’t stop thinking about the 
possibility that something like this could happen, and he wonders if  he 
might actually have done something withoutrecalling it. he states that 
these worries began about two years ago, when he read a couple of  
newspaper articles describing similar events in another city.

Asked how his worries affect him, Kevin replies that he limits the risk 
of  hitting a pedestrian by driving to work very early in the morning and 
coming home well after suppertime, when there are fewer pedestrians 
around. Otherwise, he says, he has to drive the route twice to make 
sure that he hasn’t hit anyone. Once at work, he says he repeats the 
Rosary under his breath off and on during the day (and usually straight 
through third period, in which his calculus class includes three very 
attractive young women), in the belief  that God will shield him from 
sinful behavior. he says, however, that the constant prayer is distracting 
and has interfered with his ability to teach. Asked to assign a probability 
that either of  his fears might actually come to pass, Kevin hesitates and 
finally says that he thinks his risk for hitting a pedestrian or behaving 
in a sexually inappropriate way is about %. however, as he says this, 
he appears to tense up and is noted to move his lips silently for a few 
moments.

Kevin otherwise denies significant problems in his life, and he spe-
cifically denies that he has additional fears or that he engages in other 
ritualized behavior to ward off catastrophe.

upon interview Kevin presents as a pleasant and cooperative 
middle-aged man who describes his problems with some embarrass-
ment. his mood appears to be euthymic, and he does not seem to be 
especially anxious, other than in connection with his fears.

Kevin’s therapist, Dr. Chu, diagnoses him with obsessive-compulsive 
disorder. She explains the cognitive-behavioral model of  this condition, 
and Kevin readily agrees that he has become dependent on his safety 
behaviors (driving at odd hours, checking his route, prayer) to cope 
with the anxiety. however, he exclaims, “I’d go crazy if  I had to face 
those things any other way! I wouldn’t be able to get to work or func-
tion once I’m there.” Kevin appears to be quite interested in the idea 
of  thought–action fusion, however, and he agrees that just because he 
thinks of  something doesn’t make it likely to occur.

As Dr. Chu explains the plan for treatment, Kevin appears to become 
increasingly anxious. however, he seems a little reassured when Dr. Chu 
tells him that they’ll only proceed as fast as he can tolerate it. Kevin 
agrees with her suggestion that they begin with his fears about driving. 
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Dr. Chu comments that, given the nature of  his fears, they should be 
able to limit their meetings to one 60-minute session per week.

In the next couple of  sessions Kevin and Dr. Chu construct a hierar-
chy of  5 driving items, and they rate each item on a scale from  to 
00. Kevin rates sitting in his garage in the morning at 0 and driving 
home from work when the school buses are out at 90, with the other 
items in between. They also discuss whether Kevin engages in other 
safety behaviors, and it develops that he prefers to drive to and from 
work along country roads, he drives slowly, he constantly checks his 
rear-view mirror to see if  he has hit anyone, and he prays.

Toward the end of  Session 3 Dr. Chu suggests that Kevin start with 
the easiest item on his hierarchy. Kevin comments that he can prob-
ably complete the first two items, particularly sitting in his garage in the 
morning, without invoking any safety behaviors (in this case, prayer), 
but he doubts he can do anything else. Dr. Chu asks if  it would help if  
someone else were in the car with him for some of  the more difficult 
items, and Kevin replies that it would.

The following week Kevin reports on the three exposures he com-
pleted for each of  the first two items on the hierarchy, and he reports 
that they actually went well. he comments that it was hard not to pray, 
but he was able to stop himself  from doing so after a few seconds. 
however, Kevin predicts that he won’t be able to accomplish the next 
item on the hierarchy (driving along a country road in the early morn-
ing) without relying on safety behaviors. he and Dr.  Chu decide to 
make this item easier by asking his wife to accompany him.

In Session 5 Kevin reports that having his wife in the car made the 
next exposure easy, because he decided that she would know if  he had 
hit anyone. Therefore, Kevin and Dr. Chu agree that he is to repeat the 
hierarchy item, this time without his wife, but he’ll pull over to the side 
of  the road every five minutes (and later on every ten minutes) to talk 
to his wife for one minute on his cell phone.

Over the course of  several more sessions Kevin makes gradual prog-
ress on his hierarchy, and at each level after several trials he is able to 
reduce his anxiety level to “below 50%,” by his report. Kevin states that 
he hasn’t driven slowly, retraced his route, or checked the rear-view 
mirror too often, but he has a harder time preventing himself  from 
praying. he and Dr. Chu finally hit on the idea of  programming some 
alarms on his phone to remind him not to pray.

After ten sessions Kevin reports that he has progressed to the high-
est hierarchy item. he says he still worries sometimes about hitting a 
pedestrian, but the thought doesn’t bother him nearly as much as it 
did before, and he says he has learned that his safety behaviors were 
unnecessary. With encouragement from Dr. Chu, Kevin acknowledges 
that through his own efforts he has overcome a problem that caused 
him tremendous anxiety prior to treatment. She asks him if  he is ready 
to tackle the next fear, that he might behave inappropriately with one 
of  his students. Kevin replies that he is ready to create a new hierarchy 
and to begin exposure trials.
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During the next five sessions Kevin and Dr. Chu work together on his 
second fear. he makes more rapid progress this time, lengthening the 
amount of  time that he can go without prayer during the day. he does 
this by relying on unobtrusive cues in the classroom that remind him to 
stop praying, including colored dots in various places and a note card on 
his desk. Finally, Kevin reports that he is able to limit saying the Rosary 
to lunchtime and prep periods. he makes it clear that this is not a prob-
lem and that he would not wish to change this behavior.

At the end of  treatment Kevin and Dr.  Chu review the course of  
their work together, and they again discuss the principles involved in 
overcoming obsessions and compulsions. Dr. Chu encourages Kevin to 
contact her in the future if  he has any other problems.

Brief Cognitive Therapy for Panic Disorder
Model of  Psychopathology
This is a cognitive-behavioral treatment in which panic is thought to result 
from inaccurate beliefs about the meaning of  physiological arousal. Patients 
who experience panic attacks believe that they are in grave physical dan-
ger. This idea causes them to become even more anxious and therefore 
physiologically more aroused, which creates a vicious cycle. Individuals 
with panic disorder may develop hypotheses about which environmental 
stimuli trigger a panic attack, and they work hard to avoid such situations. 
For example, they may avoid crowds in buildings or may only leave home 
when accompanied by someone they trust to take care of  them, should a 
panic attack occur. Treatment involves changing the patient’s belief  about 
the meaning of  physiological arousal, as a consequence of  which the patient 
comes to learn that such arousal is benign and will simply dissipate after 
a short period of  time. Treatment also involves overcoming the patient’s 
phobic avoidance of  certain environmental stimuli.

Treatment Strategies
Brief  cognitive therapy for panic disorder begins with rather extensive psy-
choeducation about the nature of  panic, the associated avoidance, and the 
way in which thoughts or appraisals color one’s experience of  the world. 
The patient is asked to document every panic attack that occurs over the 
course of  treatment and for this purpose is given a supply of  forms on 
which to record the situation, symptoms, thoughts, and feelings associated 
with each attack. Inasmuch as a minority of  individuals with panic disor-
der experience physiologically verified hyperventilation, the patient may or 
may not be taught to breathe differently. Patients are generally provided 
some form of  relaxation training (although a few individuals may respond 
adversely to this intervention, as noted by Lilienfeld, 2007). Patients are 
encouraged to use relaxation training to manage their anxiety during expo-
sure trials later on in treatment. They are encouraged to question their 
appraisals of  the panic symptoms, perhaps by identifying which cognitive 
distortions are operative. These might include catastrophizing, emotional 
reasoning, overestimating of  the probability of  negative events, and others.
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It is at this point in treatment that the exposure trials begin. These trials 
usually take two forms. In preparation for interoceptive exposure, the therapist 
will have determined the patient’s precise physical symptoms of panic, which 
might include tachycardia, dyspnea, diaphoresis, shakiness, vertigo, or other 
symptoms. Following medical clearance, interoceptive exposure involves the 
induction of  such symptoms in the therapist’s office. For example, tachycar-
dia and diaphoresis might be induced by having the patient engage in vigor-
ous physical exercise, while dyspnea might be induced by having the patient 
breathe through a straw. Before engaging in such exposure, therapist and 
patient discuss any safety behaviors the patient uses to decrease anxiety in the 
face of  panic symptoms. Such safety behaviors might include keeping a bottle 
of  water available, seeking reassurance, or grasping a certain object, such as a 
pill bottle or Rosary beads. Patient and therapist agree that such safety behav-
iors will not be utilized during the exposures. The patient then goes through 
a series of  exposure trials until he or she demonstrates the ability to tolerate 
fairly intense exposure without panic for about a minute. After each exposure 
trial, patient and therapist discuss the experience, and the therapist under-
scores any changes in the way that the patient is interpreting panic symptoms.

In vivo exposure involves helping the patient overcome fears of  situations 
formerly believed to trigger panic. In this portion of  treatment, which may 
or may not be undertaken concurrently with the interoceptive exposure, 
the patient undergoes exposure to phobic situations that are arranged along 
a hierarchy that the therapist and patient have devised. In the case of  a 
patient with marked agoraphobia, the lowest hierarchy item might involve 
standing alone in one’s front yard for five minutes. The last hierarchy item, 
after perhaps 0 to 2 steps, might involve walking alone in the city’s central 
business district. Again, it is important to ensure that the patient does not 
utilize safety behaviors to decrease any associated anxiety. In this instance, 
safety behaviors might include talking to shopkeepers, silent prayer, holding 
one’s cell phone, carefully memorizing a map ahead of  time, and so forth.

Brief  cognitive treatment for panic usually requires 8 to 5 sessions. In the 
last treatment session, therapist and patient review the patient’s progress, 
and the therapist spends some time talking about relapse prevention. It may 
also be necessary to plan for the patient to undergo a few more exposure 
trials after the end of  formal treatment in order to complete any remaining 
hierarchy items.

Research Findings
Brief  cognitive treatment for panic has been shown to be very effective 
in the treatment of  panic, with or without agoraphobia. Well over half  of  
patients are essentially panic-free following treatment (Barlow, Craske, 
Cerny,  & Klosko, 989), and these gains are maintained for at least two 
years following treatment (Craske, Brown, & Barlow, 99). There is evi-
dence that comorbid conditions, such as mood disorders and other anxiety 
disorders, are favorably affected for at least one year following treatment 
(Tsao, Mystkowski, Zucker, & Craske, 2005). It does appear that in cases 
of  severe agoraphobia, rates of  improvement may not be as impressive, 
although in this population treatment is also clearly beneficial. Brief  cogni-
tive treatment for panic has been shown to help individuals with nocturnal 
panic attacks as well (Craske, Lang, Aikins, & Mystkowski, 2005).
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Case Example
Lou Ann is a 20-year-old college junior who reports that she has 
been having “heart attacks or something.” She indicates that a cardiac 
workup was normal, and she was told that her symptoms were prob-
ably due to panic. She says she finds this hard to believe and doubts that 
psychotherapy can help what manifestly seems to her to be a physical 
problem of  some kind.

Lou Ann explains that her first attack was six months ago, when for no 
obvious reason she began feeling hot and sweaty, and her heart started 
to race. Within five minutes she was feeling very frightened, her heart 
was beating as fast as it ever had, and she thought she was going to 
die. She asked her roommate to help her get to Student health, but 
by the time she got there, she had begun to feel a little better, and the 
doctor didn’t find anything wrong. Lou Ann indicates that since the first 
attack she has had attacks every week or two. Most recently, she had an 
attack two days ago in the dining hall. All of  a sudden her heart began 
to speed up, and she thought she was going to faint. On this occasion 
she forced herself  to sit quietly and to wait it out, and after about half  
an hour her symptoms resolved, although she did feel tired afterwards. 
Lou Ann says she remains concerned that something is very wrong with 
her heart, and every morning she worries about whether she will have 
an attack today. Lou Ann otherwise denies symptoms of  emotional 
problems or diagnosed medical illness. She does note that when she 
leaves her dorm, she prefers to do so in the company of  a friend, just in 
case she has another attack and needs help. She denies, however, that 
she completely avoids going anywhere or doing anything in particular.

upon interview Lou Ann presents as a pleasant young woman who 
appears to be healthy and cheerful. She does not appear to be particu-
larly anxious, other than when she discusses her health concerns.

Dr. Dennison confirms that Lou Ann appears to have panic disorder, 
with mild symptoms of  agoraphobia. he then describes the CBT model 
of  panic and agoraphobia. Lou Ann admits to doubts about the idea that 
she may be misinterpreting the meaning of  her physiological arousal, and 
Dr. Dennison finally proposes that they simply give treatment a try for 
half  a dozen sessions. If, after giving it “a college try,” Lou Ann doesn’t 
notice a change, they’ll reconsider the diagnosis. Lou Ann laughs, com-
menting that her family hails from Missouri, and she likes the idea that 
Dr. Dennison is planning to “show me.”

At Session 2 Lou Ann and Dr. Dennison review the nature of  her 
panic symptoms in more detail. It develops that Lou Ann generally 
experiences tachycardia and diaphoresis, as well as anxious thoughts. 
Dr. Dennison asks Lou Ann if  she does anything special to decrease 
her anxiety about the panic attacks (apart from having a friend with her 
when she leaves her dorm room). Lou Ann replies that she when she 
leaves her dorm, she ensures that she has a full bottle of  water and her 
smart phone with her all the time.

Dr. Dennison advises that they will be inducing symptoms in the office 
in order to demonstrate to Lou Ann that such physiological arousal is 
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not dangerous. When Lou Ann states that she would be afraid to do 
this, Dr. Dennison volunteers that he will go first, so that she sees that 
he isn’t asking her to do something that is dangerous. he gives her a 
sheet that explains how they will induce symptoms and asks that Lou 
Ann check with Student health to make sure that she is physically able 
to participate in this treatment. he also introduces her to a relaxation 
technique that involves visualizing a pleasant scene and asks that she 
practice it daily during the next week.

At Session 3 Lou Ann returns with a permission slip from Student 
health, and she reports on her relaxation homework. She admits 
that she forgot to do it several days but found it helpful when she did 
remember to do it. Dr. Dennison then models for Lou Ann what he will 
ask her to do. he moves the furniture out of  the way and proceeds to 
do 50 jumping jacks. Lou Ann comments afterwards that Dr. Dennison 
appears to be out of  breath. he asks if  she would be willing to take his 
pulse at the wrist. Lou Ann declines to do so, but Dr. Dennison takes 
his own pulse and reports that his heart is beating 4 times per minute.

now it’s Lou Ann’s turn. Dr.  Dennison asks that she give him her 
water bottle and her smart phone (both of  which he places in the next 
room) and then relax for a moment. he then asks that she do 20 jump-
ing jacks. She complies and reports that she feels uncomfortable but 
not out of  control. he next asks her to do 35 jumping jacks and in a 
third trial 50 jumping jacks. After the third trial Lou Ann reports that 
her heart is beating very fast, and she feels afraid. Dr. Dennison encour-
ages her to use the visualization to relax herself  but to stay focused on 
her body and to observe while her heart rate drops back to normal. 
They discuss the possibility that Lou Ann may have been engaging in 
emotional reasoning, responding fearfully to her physiological arousal 
and then concluding that if  she felt afraid, there must be something 
real that is threatening her. At session’s end Lou Ann comments that 
Dr. Dennison does seem to be “showing me.” he asks her to practice 
the exposures three times during the week but to limit herself  to 35 
jumping jacks at a time.

By Session 5 Lou Ann is able to tolerate the physical consequences 
of  60 jumping jacks in Dr. Dennison’s office, and she has increased her 
home practice to 50 jumping jacks. Dr.  Dennison suggests that they 
now address the agoraphobia. he and Lou Ann construct a hierarchy 
of  seven items, each rated along an anxiety scale from  to 00, rang-
ing from sitting in her room with a friend, at the low end, to going to 
the library alone, studying for an hour by herself, and returning to her 
dorm alone, at the high end. Dr. Dennison asks that Lou Ann expose 
herself  to the first two items on the hierarchy prior to their next ses-
sion. he asks that she not rely on any safety behaviors but encourages 
her to use the visualization as a way to relax herself  enough to face the 
exposure. Lou Ann is reluctant not to have her phone with her when 
she is out of  her room but with encouragement agrees to give it up for 
a brief  period.
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The following week Lou Ann reports that she was in fact able to 
accomplish the first three items on her hierarchy, and she expresses 
optimism that she will be able to get through the rest of  the items. She 
indicates that she is feeling fairly optimistic about her ability to manage 
her panic symptoms. Dr. Dennison asks that she continue to work on 
exposing herself  to hierarchy items without relying on safety behaviors.

By Session 8 Lou Ann and Dr. Dennison agree that she is doing well, 
and they decide that this will be their last session. They discuss what to 
do if  Lou Ann experiences a relapse, and Dr. Dennison encourages her 
to contact him if  in the future she experiences any symptoms that she 
can’t manage on her own.

Prolonged Exposure for Posttraumatic Stress Disorder 
(PE-PTSD)
Model of  Psychopathology
PE-PTSD is a cognitive-behavioral treatment in which the therapist helps 
the patient overcome avoidance and correct mistaken beliefs about 
thoughts and situations that the patient finds upsetting. After experiencing a 
traumatic event, it is at first normal to respond fearfully to memories of  the 
event. Such memories can occur spontaneously, or they may be triggered 
by environmental cues. Over time, the fear response diminishes, because 
after thinking through the event and talking about it with others, trauma-
tized individuals learn that the memories are themselves not dangerous; 
individuals begin to make a clear distinction between the trauma and their 
current everyday lives. In the normal course of  recovery from a traumatic 
event, people develop an idea about the meaning of  the event that permits 
them to move on in life.

It is hypothesized that individuals who develop PTSD fail to “heal” from 
the trauma because they do not follow the normal path of  recovery. These 
individuals do not think about the trauma in a detailed, coherent manner, 
as a consequence of  which they may draw incorrect conclusions about the 
trauma, such as, “I should have done more,” or “I am responsible for what 
happened.” Moreover, people who develop PTSD engage in cognitive and 
behavioral avoidance to such an extent that they don’t have the opportu-
nity to learn to distinguish between the event and their current lives. This 
further fuels their avoidance, as does the negative reinforcement of  the 
short-term decrease in anxiety following avoidance. Over time these indi-
viduals develop two core beliefs: “Everything in the world is dangerous” and 
“I can’t cope with anything.” Such core beliefs have the effect of  “locking in” 
individuals with PTSD, and they become unable to function in many areas 
of  their lives.

Treatment Strategies
Both imaginal and in vivo exposure are used in PE-PTSD to help the patient 
decrease avoidance, with the goal that he or she begin to make a clear dis-
tinction between the trauma and everyday life. As well, the therapist utilizes 
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discussion following exposure trials gently to challenge beliefs about the 
trauma that may lack accuracy or utility. Following psychoeducation about 
the nature of  PTSD and the value of  exposure in its treatment, the therapist 
begins relaxation training with the patient and asks the patient to practice 
this at home several times a day. Patients are taught to relax quickly and 
efficiently with the expectation that in time they will begin using this skill as 
a coping strategy in everyday life. The patient is also asked to describe his 
or her trauma in detail, and patient and therapist then construct a hierarchy 
of  situations that the patient avoids in everyday life in an attempt to manage 
his or her painful memories.

From this point treatment proceeds along two tracks. Outside the 
therapy session, the patient steadily works through items on the hierarchy 
of  avoided situations, remaining in each feared situation until the associ-
ated anxiety has decreased by about 50%. In therapy sessions, the patient 
engages in imaginal exposure by recounting the traumatic experience in 
detail, with eyes closed and in the present tense, for a period of  45 to 60 
minutes. The therapist pays careful attention to ensure that the patient is 
focusing directly on the trauma and may help the patient to stay engaged, if  
necessary. If  the patient fully recounts the trauma in less than 45 minutes, 
he or she is asked to start over again. Following each period of  imaginal 
exposure, therapist and patient discuss the experience, and the therapist 
emphasizes the patient’s developing insight that anxiety symptoms naturally 
dissipate, as well as to underscore any shifts in the patient’s view of  the 
trauma itself, which may be based in part on the patient’s recall of  pre-
viously forgotten details. To the extent possible, the therapist supports 
the patient in re-evaluating core beliefs that the world is dangerous and 
the patient cannot cope with it. The patient continues to undergo imagi-
nal exposure in therapy sessions until he or she can complete an exposure 
without experiencing more than a limited amount of  anxiety. Prior to this 
time, the patient also practices imaginal exposures at home by listening to 
an audiotape of  the exposure done in the session.

PE-PTSD usually requires 0 to 5 sessions to complete. At the last ses-
sion, patient and therapist review the course of  treatment, discuss issues 
related to relapse prevention, and agree on continued exposures that the 
patient might need to conduct after treatment has ended.

Research Findings
PE-PTSD and similar CBT-based approaches to the treatment of  PTSD have 
been shown to be effective in reducing symptoms of  PTSD in numerous 
studies, most of  which offered the treatment to traumatized soldiers or 
victims of  sexual assault. In many studies only a minority of  those treated 
still met criteria for PTSD at the end of  treatment (Foa & Meadows, 997). 
Active treatments have been shown to be more effective than nonspecific 
treatments of  PTSD, but no consistent pattern has emerged to suggest that 
one CBT approach to PTSD is clearly more effective than another (e.g., 
Resick, Pallavi, Weaver, Astin, & Feuer, 2002). however, there are some data 
to suggest that changes in relevant cognitions may play an important role in 
treatment efficacy (Kleim et al., 203).
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Case Example
Mark is a 66-year-old, married father of  four adult children. he has 
recently retired from his job as truck driver at an industrial plant, where 
he worked for 40 years. he reports that he now finds himself  increas-
ingly troubled by a recrudescence of  memories from his experiences as 
a soldier in Vietnam nearly 50 years ago. he admits that he is puzzled 
and alarmed that his sleep has gotten worse due to frequent night-
mares. he indicates that he is generally more irritable than he used to 
be, and he has begun to feel alienated from his wife and other family 
members. Mark says that after he retired, he began volunteering at the 
local VA hospital, but he finds that he becomes upset when he sees 
medical staff who appear to be of  Asian descent. he has increased his 
gun collection, and he admits that while he tells his family he’s buying 
more guns because he likes to hunt, in fact he is buying them because he 
feels safer with more guns in the house. Mark says he has begun to think 
that he may not live much longer, even though he is in physical good 
health. Indeed, part of  him has begun to think that he doesn’t deserve 
to live much longer.

Mark indicates that as an Army draftee, at the age of  20 he was sent 
to Vietnam for 2 months. he was assigned to the infantry and for much 
of  his time in-country he saw action three or four times per month. he 
says his worst memory from Vietnam relates to an incident in which 
his outpost was nearly overrun by enemy soldiers, and several men in 
his unit died in the firefight. he comments that all these years later he 
still wonders if  he could have done more to prevent their deaths. Mark 
adds that this is only the third time that he’s told someone who wasn’t 
a veteran about this event. he says he has gone decades without even 
talking about it.

Mark states that after he returned from Vietnam, he felt “lost” for six 
months or so but then set about to get his life together, especially with 
the support of  his father, who had seen action during World War II. 
For many years Mark stayed busy working and raising a family. he was 
involved in his children’s sports activities, he participated in two bowling 
leagues, and he worked long hours, took on many shifts, and made a 
good living, such that he is now comfortable in retirement. he says he 
never imagined he would have to face the memories from Vietnam in 
this way again. he comments, however, that his wife isn’t so surprised. 
She tells him that he hasn’t slept well for years, and she thinks he kept 
himself  together by staying busy. now he has time on his hands, and it’s 
all coming back.

Mark states that he has never sought mental health treatment before, 
and he denies other significant problems. he does note that he has 
recently increased his use of  alcohol and marijuana, but he denies that 
he uses either substance more than twice a week—and then only in 
limited amounts. Still, he admits to some concern about this, if  only 
because his brother is alcoholic. Mark notes that he is in good health, 
apart from some generalized arthritis, particularly affecting his back and 
knees. he comments that, sadly, he no longer bowls.
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upon interview Mark presents as a pleasant and cooperative gentle-
man. Mood is mostly euthymic, although Mark seems to become sad-
der and more distracted when talking about Vietnam. Mark appears 
to be mildly anxious and comments that he has never talked with a 
therapist before.

Dr.  Evans suggests that Mark is having a recurrence of  PTSD, and 
she offers the view that Mark’s wife may be right—he has engaged in 
(perfectly understandable) avoidance over many years while living his 
life, but now there is less to distract him, and the memories are com-
ing back. Dr. Evans presents the CBT model of  PTSD, emphasizing the 
ideas that Mark needs to “make sense” of  the firefight experience in a 
new way, that he needs to learn to tolerate the memories from Vietnam 
without becoming so aroused, and that he needs to make the distinc-
tion in his mind between his life today and his life in Vietnam nearly 
50 years ago. Mark says he would like to make these changes, but when 
he starts to think about Vietnam, it’s like he’s watching a film loop, and 
he ends up feeling sad, guilty, and angry.

Dr. Evans lets Mark know that they will work together to help him 
tolerate memories of  the firefight more comfortably. She states they 
will also work on decreasing the degree to which daily experiences 
remind him of  Vietnam. Mark replies that he hopes treatment will 
help.

During the next session Mark and Dr. Evans develop a hierarchy of  
situations in Mark’s daily life that cause him discomfort because they 
remind him of  Vietnam. These include entering a room in his house 
that doesn’t have a gun in it, seeing a person of  Asian descent, hearing 
a helicopter overhead, and watching certain television programs. Mark 
and Dr. Evans assign anxiety levels to each hierarchy item, using a scale 
from  to 00. Dr. Evans then spends about 5 minutes teaching Mark 
how to relax himself  by following his breath, and she asks that he prac-
tice this at home every day.

Dr. Evans asks Mark if  he would be willing to tell her a little more 
about the firefight, and she takes careful notes. he is somewhat vague 
about the details and does appear to become very uncomfortable dur-
ing this portion of  the session. For homework Dr. Evans asks that Mark 
write down his memory of  the firefight, providing as much detail as he 
can, and she asks him to bring it in next week.

At the beginning of  Session 3 Mark comments that he is definitely 
feeling worse, and he attributes his drop in mood to the assignment that 
he write down his experiences in the firefight. he says he tried to relax 
himself  every day by following his breath, but this wasn’t as successful 
as he hoped, at least in part because he knew that he had the task of  
describing the firefight hanging over him. Dr. Evans reassures Mark that 
such distress is not uncommon in this kind of  treatment.

Dr. Evans then asks if  Mark would be willing to read to her what he 
wrote about the firefight. Mark replies that he doesn’t think he can do 
this. Dr. Evans and Mark then agree that he’ll only read the first page of  
what he’s written, after which he can stop. however, Mark eventually 
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reads all five pages of  his account. Along the way Dr. Evans encourages 
Mark to use his breathing to settle himself, but even so Mark appears 
to be on the verge of  tears by the time he has completed his account. 
Afterwards, Dr. Evans asks Mark about why in his account the other 
men in his unit are portrayed much more as victims than Mark portrays 
himself. Mark begins to defend himself  on this point but then stops and 
comments, “I’ve just always thought about what I didn’t do for them. 
Maybe they worry about what they didn’t do for me.”

During the next four sessions Dr.  Evans asks Mark to walk her 
through the firefight without the script. She asks that he speak in the 
present tense and that he keep his eyes closed so that he can con-
centrate on the memory. At intervals she asks him about his anxiety 
level, and in the first couple of  sessions if  it drops below 70% during 
the account, she helps him refocus and experience the anxiety more 
directly. After each in-session exposure trial Mark and Dr. Evans talk 
about how his memory of  events is gradually shifting, and she helps 
Mark to identify any logical errors he may be making, particularly in 
terms of  self-blame. She asks that Mark do exposures at home on his 
own every other day.

By Session 7 Mark reports that he is feeling better and that the expo-
sures don’t bother him as much as they did at first. Dr.  Evans care-
fully inquires to determine whether there are any other memories from 
Vietnam that upset him as much or more than the firefight they have 
been discussing. Mark replies that there are not. At this point Mark and 
Dr. Evans agree that he is ready to begin exposing himself  outside of  
session to situations that remind him of  Vietnam. They decide that he 
will start with the first item on his hierarchy and slowly work through 
all the items, until he finds that he can tolerate the anxiety fairly well 
for each item.

During the next three sessions Mark continues to do in-session 
exposures to memories of  the firefight, and he exposes himself  in his 
everyday life to other upsetting situations. he makes steady progress 
and reports that he is feeling better. he no longer becomes upset in 
response to his hierarchy items, as a consequence of  which, for exam-
ple, he enjoys his volunteer work at the hospital and has begun locking 
up all his guns in the gun safe in his bedroom. he states that his sleep has 
improved (although he still has occasional nightmares), he feels closer to 
his family, and he is generally less irritable.

As treatment draws to a close, Mark and Dr. Evans review the course 
of  their work together and discuss how Mark can recognize if  he is 
having a relapse, as well as to list the steps he can take to cope with 
any return of  symptoms. Dr. Evans encourages Mark to call for further 
sessions if  he feels the need.
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Dialectical Behavior Therapy (DBT)
Model of  Psychopathology
DBT was developed by the American psychologist Marsha M. Linehan as 
a way to address self-injurious behaviors in patients, most of  whom are 
diagnosed with borderline personality disorder (BPD). It is one of  the 
third-wave behavior therapies, which are distinguished from standard CBT 
by their reliance on of  the construct of  mindfulness.

DBT is based on a theory regarding the development and maintenance 
of  BPD. According to Linehan, people with BPD have a fundamental deficit 
of  emotional regulation. From a very young age they are highly sensitive to 
emotional stimuli, they react strongly to feelings, and they return to baseline 
slowly. Moreover, children who later develop BPD do not learn to attend 
effectively to emotions or to manage arousal and behavior appropriately 
when their feelings are engaged. Linehan suggests that a young child with a 
biological predisposition to emotion dysregulation may develop BPD if  he 
or she grows up in an environment in which the adults respond ineffectively 
to the child’s emotions by negating them (“There’s no reason for you to 
feel that way”), by meting out punishment in response to certain emotions 
(“how dare you feel that way!”), or by reacting erratically to the child’s 
emotions. Linehan refers to this as an invalidating environment: it is the child’s 
internal experience that is invalidated. The result is that a child who has 
always had powerful emotions is prevented from learning how to manage 
feelings effectively and grows up doubting that he or she can even label feel-
ings correctly in the first place. If  one doesn’t acknowledge and accept one’s 
own internal experience, how can one develop a stable identity?

Linehan suggests that throughout their lives people with BPD struggle 
to manage their feelings, but they lack the skills to do so effectively. She 
believes that people with BPD view emotion as a problem to be solved. 
however, the solutions they attempt often lead to more serious problems. 
These people swing between overcontrol and undercontrol of  emotions, 
because they don’t have the flexibility to self-regulate in a more nuanced 
way. Given their early histories, adults with BPD are acutely sensitive to 
invalidation, which can be a major problem for psychotherapists, who often 
communicate to patients that the patients would feel better if  only they 
changed the way they view the world and how they behave in it. Moreover, 
most people with BPD focus their attention on managing their social envi-
ronments, because they find that this helps them to manage themselves. 
however, it requires a great deal of  energy to manage other people’s feel-
ings and behaviors, and the emotional liabilities of  BPD make it difficult for 
affected individuals to treat others in a consistent manner. This leads to 
considerable interpersonal conflict. The fact that people with BPD try to 
manage themselves by managing others has as one consequence the fact 
that their behavior is inconsistent across situations.

Finally, Linehan suggests that individuals with BPD compound their emo-
tional distress by failing fully to resolve losses and other setbacks in life. 
Because they can’t process feelings effectively, they are likely to suppress 
painful emotions that cannot be resolved quickly, as a consequence of  
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which crises pile on top of  crises. One overreacts to the current crisis when 
previous crises still linger.

Linehan suggests that self-injury represents a strategy that people with 
BPD can use to regulate their emotions. There is no doubt that self-injury 
does effectively regulate affect in many instances. Of  course, self-injury 
often has the effect of  regulating one’s environment, too, and it has obvi-
ous negative consequences in terms of  physical health, self-image, and rela-
tionships. Linehan suggests that people can learn alternatives to self-injury 
through building skills in four areas: core mindfulness, distress tolerance, emo-
tion regulation, and interpersonal effectiveness.

Core mindfulness represents the ability to integrate opposites without 
reacting ineffectively. This is the “dialectical” part of  DBT. Linehan derived 
core mindfulness skills from the practice of  meditation. Core mindfulness 
involves attending nonjudgmentally to apparently opposite ideas about a 
single thing. For example, individuals with BPD come to accept that their 
difficulty regulating affect is entirely understandable and could not be oth-
erwise, given their history, but they must also commit themselves to mak-
ing a change. It is through the skill of  core mindfulness that therapists help 
individuals with BPD to work on problems without triggering a feeling of  
invalidation. Core mindfulness skills aim toward observing, describing, and 
participating in experiences in a manner that is nonjudgmental, one-minded, 
and effective. Linehan also talks about the idea that “wise mind” integrates 
“reasonable mind” and “emotion mind.” This is a particularly helpful idea 
for people with BPD, who so often swing between overcontrol and under-
control of  affect.

Distress tolerance skills are designed to help patients tolerate painful cir-
cumstances that can’t be resolved right away. They include a number of  dis-
tracting strategies, self-soothing skills, strategies to “improve the moment,” 
and the admonition to consider the pros and cons of  deciding to cope with 
distress instead of  taking the position that the distress is intolerable.

Emotion regulation skills include identifying and labeling emotions, 
acknowledging the reasons that one might not want to modify one’s feelings 
(such as the fact that powerful expression of  affect causes others to com-
ply with one’s wishes), decreasing vulnerability to excessive emotionality 
through balanced nutrition, sleep, exercise, and so forth, increasing positive 
emotional events, increasing mindfulness regarding one’s current feelings, 
and engaging in behaviors that foster an opposing emotion.

Interpersonal effectiveness skills include promptly dealing with problems 
in relationships, balancing one’s own needs against the needs of  others, bal-
ancing what one does out of  obligation against what one does for fun, and 
building mastery and self-respect. These skills depend in large measure on 
the patient’s learning a rather sophisticated version of  assertiveness train-
ing developed specifically for this population.

Treatment Strategies
Formal DBT is extremely labor-intensive, and it comprises four compo-
nents, none of  which is optional. First, each patient meets with an individual 
therapist once a week for 60 to 90 minutes. During periods of  crisis, indi-
vidual sessions may occur more frequently. Second, patient and therapist 
work out guidelines that require the patient to telephone the therapist 
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under specified circumstances outside of  session. Third, the patient attends 
a weekly skills training group lasting two to two and a half  hours. Fourth, 
all therapists on the treatment team hold a formal weekly meeting to dis-
cuss problems, to support one another, and to maintain compliance with 
the DBT format. The initial treatment contract between patient and thera-
pist usually lasts one year and includes the patient’s overt commitment to 
remain alive during that period.

Individual therapy in DBT aims to help the patient utilize DBT skills con-
sistently in daily life. The topic of  discussion in each session is selected from 
among the following items, which are listed in order of  descending prior-
ity: behaviors that are life-threatening, behaviors that interfere with therapy 
(irregular attendance, inappropriate behavior vis-à-vis other skills group 
members, repeated and inappropriate crisis calls, and the like), behaviors 
that interfere with quality of  life (substance abuse, financial crises, criminal 
behaviors, serious medical illness, and so forth), and behavioral skill deficits. 
The therapist utilizes the full range of  cognitive-behavioral strategies within 
each session to help the patient apply DBT skills to his or her problems. In 
addition, the therapist adopts a dialectical stance, which includes a focus on 
synthesizing opposites in the patient’s life and avoiding either/or positions, 
among other strategies.

DBT patients are given to understand that they are expected to tele-
phone their individual therapist between sessions, based on the time guide-
lines that have been negotiated between therapist and patient, in order to 
seek crisis intervention prior to self-injury, to obtain coaching on use of  the 
skills, and to repair problems in the therapy relationship. Calls are expected 
to be reasonably short and should focus on use of  skills. They should not 
be a continuation of  or a substitute for face-to-face individual therapy ses-
sions. If  the patient calls too often or not often enough, this is addressed as 
a therapy-interfering behavior in individual therapy.

Skill building occurs in the skills group, which is led by two DBT ther-
apists, neither of  whom provides individual therapy to any of  the group 
members. The leaders present a different skills module each week from 
Linehan’s (993) skills training manual. It takes about six months to work 
through the skills manual, after which the cycle starts over. Patients gener-
ally remain in the skills group through two cycles. Sessions are highly struc-
tured and are generally split between a review of  homework and teaching 
the next skill in the sequence. While patients are encouraged to participate 
actively in each week’s group, there is limited therapeutic focus on interac-
tion among group members.

Every therapist who participates on a given DBT treatment team partici-
pates on the consultation team, which meets weekly. Team meetings may 
involve discussion of  particularly challenging patients, or they may involve 
shoring up one or several therapists who are feeling overwhelmed and 
fear burnout. Team members help one another to remain within the DBT 
framework so that no one drifts into some other style of  treatment.

Research Findings
There is extensive evidence that formal DBT leads to decreased self-injury 
in individuals with the diagnosis of  BPD (Kliem, Kröger, & Kosfelder, 200). 
DBT also decreases general distress in BPD but has not yet been shown to 

 



Psychological Theories and Psychotherapy208

be effective in addressing the full range of  BPD diagnostic criteria (Kröger & 
Kosfelder, 2007). DBT has been shown to be helpful in the treatment of  
individuals with comorbid BPD and substance abuse (e.g., Linehan et  al., 
999) and in individuals with binge-eating disorder who do not meet diag-
nostic criteria for BPD (Telch, Agras, & Linehan, 200).

This treatment model has excited a great deal of  interest among mental 
health practitioners, and many clinicians now utilize DBT skills in individual 
psychotherapy with patients with other symptoms or diagnoses. Such treat-
ment may or may not involve participation in a DBT skills group, and the 
individual therapist generally does not participate on a consultation team. 
Obviously, this is not formal DBT. Indeed, it is unusual for therapists to treat 
more than a handful of  patients at a time with individual psychotherapy as 
part of  the full DBT package. While it seems reasonable to imagine that 
DBT strategies should be helpful to many patients, there is as yet only lim-
ited research that has demonstrated the effectiveness of  a “DBT lite” pack-
age. Most such studies have focused on the addition of  DBT skills groups to 
treatment as usual, rather than on the addition of  specific skills modules to 
individual psychotherapy.

Case Example
nancy is a 44-year old, divorced mother of  two adult children. She has 
had five psychiatric hospitalizations in 20 years in the context of  suicidal 
ideation or attempts. During the past six years she has worked as regis-
tration clerk at a local hospital, although during this period she has taken 
extended leave during two major depressive episodes. At present she is 
receiving intensive outpatient services in the hope that she can continue 
to work during what is now a third depressive episode. In addition to a 
long history of  cutting herself, nancy reports other persistent symptoms 
of  BPD, including significant abandonment issues, chaotic relationships, 
impulsivity regarding sex, shopping, and gambling, feelings of  emptiness, 
and difficulty managing her anger. She has been in and out of  outpatient 
treatment for years, and when asked how many individual therapists 
she has had, she shrugs her shoulders and sighs, “What does it matter, 
anyway?”

nancy’s childhood was chaotic. She is one of  four children to her 
mother by three different men. She reports that her mother drank a 
lot and usually ignored nancy when she sought reassurance as a child. 
Shortly after nancy experienced menarche, her stepfather began abus-
ing her sexually, and this continued for two years until he was arrested 
for abusing nancy’s younger sister. nancy married in her late teens to 
get out of  the house, and she has had two marriages and two other 
long-term relationships with men.

When first seen by Dr. Fratelli, nancy presents as an irritable, unhappy 
woman, who expresses general frustration with her life and offers mild 
complaints about other treatment staff. She is nicely dressed, but 
beneath her long sleeves is evidence of  healing scabs, apparently from 
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recent self-cutting. Eye contact is variable, and social manner is rather 
self-focused. She doesn’t seem very interested in or involved with her 
interviewer. She doesn’t present as particularly anxious, and there is no 
evidence of  psychotic ideation.

Dr. Fratelli explains to nancy that he has been asked to evaluate her 
for DBT. he explains that this is a very intensive treatment for individu-
als who struggle with self-injury, most of  whom have a diagnosis of  BPD. 
he says that in order to begin DBT, nancy will have to commit to a 
year of  treatment, with weekly psychotherapy sessions and also group 
sessions. Dr. Fratelli states that DBT has been shown to help people 
with problems like nancy’s, and he says that the goal of  treatment is to 
help nancy develop a life worth living. he admits that DBT asks a great 
deal from patients, and he notes that some patients don’t feel they can 
commit to sticking with it for a year.

nancy replies, somewhat offhandedly, that she’s tried everything else, 
so why not try this? Dr. Fratelli again asks if  nancy can she commit to 
coming in for sessions twice a week for a year, and he points out that in 
order to keep her promise, she will need to remain alive during the next 
year. Can she promise not to kill herself  during the next year? nancy 
is surprised about this question but then more thoughtfully replies that 
she thinks she can stay alive for another year.

Dr.  Fratelli makes arrangements for nancy to begin seeing him on 
a weekly basis and also arranges for her to participate in the weekly 
DBT skills group affiliated with the intensive outpatient program. he 
tells nancy that a major goal of  treatment is to decrease parasuicidal 
activity, including cutting her arms, and he asks that nancy call him at 
the office anytime between 7 a.m. and  p.m. if  she is having difficulty 
inhibiting the impulse to harm herself. he explains that the purpose of  
the call is to help her implement the skills she has learned so she can 
avoid injuring herself. he adds that she should not call him after she has 
harmed herself  but should instead simply tell him about it at their next 
regularly scheduled session. he adds that if  she is admitted to the hos-
pital because of  self-harm, he won’t be able to visit her on the inpatient 
unit. nancy argues with him on the latter point, but Dr. Fratelli makes 
it clear that this is a condition of  treatment, explaining in direct terms 
that some people with BPD find hospitalization to be reinforcing, as a 
consequence of  which they may act in such a way as to ensure that they 
are admitted to the hospital. Dr. Fratelli says he doesn’t want to encour-
age such behavior on nancy’s part.

Dr. Fratelli also states that nancy should call him if  she feels some-
thing has gone wrong in the therapy relationship and she doesn’t want 
to wait until the next session to address it. however, she shouldn’t call 
him to talk about life problems or as a substitute for their weekly indi-
vidual session together.

When nancy comes in for her first formal individual therapy ses-
sion, Dr. Fratelli explains how they will choose the topic of  discussion 
each week. Inasmuch as nancy doesn’t report any life-threatening or 
therapy-interfering behavior, he suggests that they discuss her recent 
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pattern of  dating many men sequentially, usually going out with them 
only once or twice. nancy comments that she doesn’t think much of  
men, and she glances meaningfully at Dr. Fratelli.

nancy also starts the skills group during this week. At present the 
group is working on emotion regulation skills, but every week the group 
leaders make some reference to the value of  integrating reasonable 
mind and emotion mind. nancy asks Dr. Fratelli to say more about this 
in one of  their early sessions.

During the next few weeks nancy’s mood begins to lift, and she 
skips an individual therapy session. Dr. Fratelli immediately focuses in 
on this therapy-interfering behavior, noting that while nancy continues 
to attend the skills group regularly, she must also attend individual ses-
sions, as well. At first nancy refers to situational difficulties, in response 
to which Dr.  Fratelli reminds her of  her promise to attend sessions 
faithfully. Eventually, they are able to talk about nancy’s anxiety over 
her developing feelings of  dependency on Dr. Fratelli. he responds by 
saying how impressed he is that nancy is willing to discuss this matter. 
he acknowledges that such feelings can be painful and suggests that, 
given nancy’s early background, it is absolutely to be expected that 
she would have such feelings. however, they do have to abide by their 
contract, and this leads to discussion of  how nancy might cope with her 
feelings in other ways. They identify some self-soothing skills to lower 
her distress, and they decide that she can experiment by speaking up 
about her feelings vis-à-vis Dr.  Fratelli, rather than to run away from 
them.

Two weeks later nancy calls Dr. Fratelli at 9 one evening to say that 
she has the urge to cut herself, having had an argument earlier in the 
day with her daughter. During their ten-minute telephone call nancy 
and Dr. Fratelli discuss the strategies she has tried to help cope with 
this impulse, and Dr. Fratelli encourages her to go for a walk and then 
to take a hot shower. If  that doesn’t work, she can try squeezing an ice 
cube in her hand for one minute. At the next session nancy reports 
that she was in fact able to avoid cutting herself. She and Dr. Fratelli 
review step by step what led up to the thoughts of  self-harm and what 
happened when the impulse began to weaken.

Over the course of  the next few months nancy continues to learn 
new skills in the group, and in individual sessions she works on relation-
ship issues with family members and even with Dr. Fratelli. She says she 
finds the interpersonal effectiveness skills to be as helpful as anything 
else she has learned in the skills group.

nancy continues to call Dr. Fratelli once or twice a month for coach-
ing but then stops doing so, after which she cuts herself  superficially 
on two occasions. Each time this occurs, in the next individual session 
she and Dr. Fratelli review the sequence of  events in great detail, talk-
ing about what skills she might have used at various points to stop the 
sequence. Dr. Fratelli makes it very clear that he expects nancy to tele-
phone him outside of  session at the very least every two weeks, as long 
as she continues to feel the way she does.
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In about Month 8 of  treatment nancy begins complaining about what 
she perceives as a dismissive attitude on the part of  one of  the skills 
group leaders, an older woman. Dr. Fratelli reflects sympathetically on 
the fact that nancy is necessarily very aware of  dismissive behavior 
from women like her own mother, and they then rehearse what nancy 
might say to the older therapist in order to clear the air between them.

By the end of  the first year, nancy has not engaged in self-harm for 
six months. her mood is reasonably stable, and she reports less chaos 
in her relationships. She isn’t dating around as much as she used to, 
and her financial situation is beginning to improve. She and Dr. Fratelli 
acknowledge that their agreement is now up for renewal, and he asks 
nancy if  she would like to consider addressing her history of  sexual 
abuse by her stepfather. This then becomes the next focus of  treatment.

Applied Behavior Analysis (ABA)
Model of  Psychopathology
ABA is a first-wave behavioral treatment that could in theory be applied to 
the modification of  any observable behavior in any person but is most com-
monly utilized in the treatment of  individuals with diagnoses in the autism 
spectrum. ABA does not attempt to modify cognitions, nor does it rely on 
the individual’s conscious understanding of  changed contingencies. Rather, 
ABA utilizes principles of  classical and especially operant conditioning to 
change the frequency of  very carefully defined target behaviors, primarily 
through the use of  positive reinforcement and extinction. According to the 
learning theory that underlies ABA, the frequency of  this behavior in this 
specific setting depends on the previous reinforcement schedule for the 
behavior in this setting. While it may be useful to consider an individual’s 
diagnosis in trying to understand the presence or absence of  certain behav-
iors, ultimately it is the previous reinforcement schedule that accounts for 
the current behavior frequency in a given setting, and if  the behavior is to 
change, the associated reinforcement schedule must also change.

In ABA a new behavior is taught by breaking it into discrete pieces. The 
frequency with which each constituent behavior occurs is increased by 
an appropriate reinforcement schedule, and the pieces are then chained 
together in order to produce the new behavior in toto. Conversely, 
decreasing the frequency of  a problematic behavior can be accomplished 
by analyzing the behavior into a chain of  discrete behaviors and then simply 
disrupting the chain by decreasing the frequency of  a crucial link. In chang-
ing behavior, the ABA therapist considers which prompts might help the 
individual start each discrete behavior in the chain, as well as to plan later 
to modify therapist behavior by offering less intrusive prompts (“fading”) 
and decreasing the frequency of  reinforcement (“thinning”). ABA therapists 
may also “shape” behaviors, which involves the gradual modification of  old 
behaviors into new behaviors.

Treatment Strategies
When ABA is used to increase the frequency of  a desirable behavior, the 
behavior may be broken down into discrete components in a sequence. 
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Contingent reinforcement is utilized after effective reinforcers are iden-
tified for each link in the chain. For example, the sequence of  behaviors 
required to use the bathroom appropriately would include tolerating the 
bathroom environment, the ability to grasp and move one’s clothing, the 
ability to sit independently on the toilet, and so forth. After each compo-
nent behavior is mastered, the behaviors are chained together. utilizing 
principles of  stimulus control, the individual is prompted to initiate the 
chain of  behaviors or to continue to execute specific behaviors, although 
sometimes one link in the chain is automatically prompted by the previ-
ous link. Teaching complicated skills may also require the identification of  a 
sequence of  increasingly difficult behaviors, such that each behavior can be 
shaped into the next, more difficult one. For example, the first step in using 
the pencil appropriately in the classroom might be to grasp any object, then 
to grasp a pencil, then to scribble with the pencil anywhere, then to scribble 
with the pencil on a piece of  paper, then to scribble within some boundary 
on the paper, and so forth.

When ABA is used to decrease the frequency of  an undesirable behav-
ior, it may or may not be helpful to break down the behavior into discrete 
units. A  functional behavior assessment is used to identify the reinforcers 
for the problematic behavior—or its chain of  sub-behaviors. Reinforcers 
may include environmental factors, sensory input, interpersonal attention, 
escape from something unpleasant (i.e., negative reinforcement), and oth-
ers. The ABA therapist may decide to work directly to decrease the fre-
quency of  an undesirable behavior by changing the reinforcement schedule 
for some or all links in the behavior chain. For example, to decrease tan-
trum behavior, it may be helpful to reorganize the daily routine so that the 
individual doesn’t become too hungry or tired, conditions the individual 
had previously modified through tantrum behavior. The ABA therapist may, 
however, prefer to train the individual to emit a different, competing behav-
ior, again using ABA technology. For example, to decrease the tendency to 
hit others in frustration, the ABA therapist may teach the individual to com-
municate frustration in a more socially acceptable manner.

Research Findings
In most research studies ABA has demonstrated efficacy in changing behav-
ior among individuals with autism spectrum disorder, with specific benefits 
including improved intellectual functioning, language skills, school perfor-
mance, adaptive behavior, and social skills. Response to ABA interventions 
varies across patients and does require an ability to learn new behaviors 
(Warren et al., 20).

Case Example
Oleg is a rather large, nine-year-old child adopted eight years ago from 
an institution in Eastern Europe. Minimally verbal, he is diagnosed with 
autism and attends a special school. his adoptive family is relatively 
stable and economically comfortable, although they are challenged by 
Oleg’s many behavioral, educational, cognitive, and social deficits. Of  
late his full-time aide and the classroom teacher have identified Oleg’s 
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tendency to strike other students as an increasing problem. They con-
sult with Dr. Gaston about how to modify this behavior.

Dr.  Gaston asks that staff gather careful data regarding the hitting 
behavior, including the circumstances under which the hitting occurs, 
the time of  day, and the precise sequence of  events that leads up to 
and then follows the hitting behavior. She and treatment staff review 
a week’s worth of  data, and they conclude that Oleg is most likely to 
hit other students when the class is changing activities, particularly just 
before and after lunchtime. Oleg typically strikes any child who happens 
to be within easy range, and he sometimes strikes the aide. After Oleg 
hits someone, he is consistently taken to time out for five minutes in a 
quiet corner of  the room, after which his behavior is generally more 
easily managed.

Dr. Gaston and staff  decide that Oleg may not know how to man-
age feelings of  agitation from stimulus overload, and they wonder 
if  he actually finds time out to be rewarding, because he can calm 
down there. They decide to attack this problem along several fronts. 
First, they will experiment by seeing whether Oleg benefits from a 
couple of  minutes of  peace and quiet prior to and after lunchtime 
(i.e., before he hits). They decide that the aide will take him from the 
classroom and also from lunch a few minutes early and sit quietly with 
him in the hallway prior to the next activity. Second, Oleg’s aide will 
begin monitoring the child’s level of  agitation more closely and will 
consistently respond to behavioral indicators of  discomfort by asking 
Oleg, “Feel bad?” If  Oleg responds affirmatively to this query, the 
aide will reinforce socially and will remove him from the activity and 
sit with him in the hallway for two minutes. Third, if  Oleg initiates a 
break by saying “Bad,” the aide will reinforce socially and remove him 
briefly from the activity. Fourth, if  Oleg appears to become agitated 
at lunch, the aide will speak softly to him and, if  necessary, move his 
seat away from the other children. Finally, the aide will manage Oleg’s 
portions more closely by increasing his midmorning snack and slightly 
decreasing the amount of  food he gets at lunch.

Dr. Gaston and staff decide to implement these steps in sequence so 
as to determine which intervention is most helpful. having determined 
that Oleg can in fact say “Bad” when he feels agitated, they begin fading 
the social reinforcement for this verbalization but continue to remove 
him briefly from the activity, gradually decreasing the amount of  time 
that he is out of  the classroom at one time. The aide also begins model-
ing slow breathing as a way to teach Oleg to self-regulate without having 
to leave the classroom. The aide gradually shapes this behavior with 
social reinforcement for any shift in breathing rate and then differentially 
reinforcing for longer, slower breaths. Oleg is in fact able to learn to sig-
nal his distress and to self-regulate by managing his breathing, although 
he still hits other children on rare occasion.
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Other Individual Psychotherapies
Interpersonal Psychotherapy (IPT)
Model of  Psychopathology
IPT was developed in the late 960s by the American psychiatrist Gerald 
L. Klerman (928–992) and his future wife, Myrna M. Weissman (935–),  
then employed as a social worker. Its structure and content are based on the 
supportive psychotherapy in vogue at that time. In designing IPT, Klerman, 
Weissman, and colleagues were influenced by the neo-Freudian Zeitgeist, 
and they were also strongly influenced by writings of  the interpersonal 
school, which emphasized the importance of  relationships in understanding 
psychopathology, and by attachment theory, including particularly the writ-
ings of  British psychiatrist John Bowlby (907–990). Originally formulated 
as an adjunctive treatment for antidepressant drug trials, IPT was designed 
as a time-limited psychotherapy. When, somewhat unexpectedly, the first 
version of  IPT turned out to be helpful in its own right, its progenitors 
formalized its procedures and created a treatment manual, which they then 
used in formal tests of  IPT’s efficacy.

In IPT mental disorders are viewed through the lens of  interpersonal rela-
tionships. In this regard IPT stands in contrast to CBT, in which problems 
are viewed in terms of  ineffective cognitions and behaviors, and it also dif-
fers from psychodynamic treatments, in which problems are understood as 
manifestations of  intrapsychic conflict. In IPT interpersonal problems and 
particularly mood disorders are thought to be correlated, but no hypothesis 
is offered to the effect that one precedes the other. The focus of  treatment 
is to clarify the relationship between symptoms, on one hand, and the indi-
vidual’s interpersonal relationships and social roles, on the other hand. The 
IPT therapist places emphasis on repairing and strengthening the patient’s 
relationships and helps the patient to accommodate to current social roles, 
in the expectation that this will lessen symptoms.

Since about 990 adaptations of  IPT have appeared for use with specific 
populations and for disorders other than major depression. Longer-term 
maintenance formats have also been developed to decrease the risk of  
relapse/recurrence. In most adaptations of  IPT the underlying model of  
psychopathology has remained largely unchanged. however, a version of  
IPT targeted at the treatment of  bipolar disorder, called Interpersonal and 
Social Rhythm Therapy (IPSRT), does add a significant component to the 
IPT model. According to IPSRT, individuals with bipolar disorder are at risk 
to become destabilized if  their daily routines become disrupted. Thus, while 
IPSRT continues to emphasize the examination and amelioration of  relation-
ships and social roles, it also focuses on maintaining a regular sleep–wake 
cycle, regulating activity levels, taking medications regularly, and so forth.

Treatment Strategies
The individual receiving IPT for major depression is told at the outset of  
treatment that the course will last from 6 to 20 sessions. however, if  at the 
end of  treatment there are still major problems to be resolved, patient and 
therapist may discuss other treatment options. The initial phase of  treat-
ment lasts from one to three sessions. In this phase the therapist provides 
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psychoeducation by reviewing the diagnosis and treatment options and by 
providing some information about the IPT model. The therapist also assigns 
the patient the sick role. In so doing, the therapist attempts to decrease the 
patient’s guilt over failing to perform all his or her normal responsibilities in 
a fully competent manner, while at the same time making the point that the 
patient will have to devote considerable energy to the task of  recovering. 
In this phase of  treatment patient and therapist also complete a compre-
hensive review of  the important relationships in the patient’s life, past and 
present. This is referred to as an interpersonal inventory, and it provides the 
therapist important data to use in conceptualizing the case. The patient may 
or may not be referred for a medication evaluation at this point. Given that 
IPT was first designed for use in drug trials, the treatment model is designed 
to be fully compatible with the use of  psychotropic medications.

The middle phase of  treatment usually lasts 0 to 4 sessions and begins 
with the task of  agreeing on a focus for treatment. In IPT for major depres-
sion there are four possible problem areas: grief, role disputes, role transi-
tions, and interpersonal deficits. It has long been known that the failure 
to complete the normal mourning process following the death of  a sig-
nificant other places one at risk to become depressed. Patients are there-
fore assigned grief as the IPT problem area if  they have not fully mourned 
the death of  someone very close to them. The role disputes problem area 
refers to ongoing conflict with a significant person in the patient’s life, such 
that there is a failure to agree on how the patient is expected to act or how 
the patient is expected to relate to the other person. It is hypothesized 
that such nonreciprocal role expectations are often correlated with mood 
disorders. The role transitions problem area targets the difficulty a patient 
may be experiencing as a consequence of  a significant role change, such 
as leaving home, marrying, starting work or retiring, becoming a parent, 
and so forth. It is hypothesized that such periods of  significant change can 
be destabilizing, particularly in terms of  the availability of  social supports, 
and they may leave the patient vulnerable to becoming depressed. The 
final problem area, interpersonal deficits, is identified when the patient has 
limited social contacts and/or social skills. It is thought that such people 
are at risk for depression, because they don’t have much social stimulation 
and are likely to be lonely.

After therapist and patient have agreed on the primary problem area, the 
therapist refers to the IPT manual, in which session topics and activities are 
suggested for each problem area. For example, in the treatment of  an indi-
vidual with role transition as the main focus, the therapist helps the patient 
realistically evaluate the old role and grieve its loss. The therapist also helps 
the patient evaluate the new role, identify advantages and disadvantages of  
the new role, and plan to accept it realistically but also optimistically.

In the middle phase of  treatment, the therapist actively works to keep 
the focus on the chosen primary problem area, reminding the patient that 
their time together is limited and that it is more helpful to make substan-
tial progress in one area than to make a little progress in several areas. 
Such increased focus is one of  the advantages of  setting time limits for 
treatment. At every opportunity the therapist draws the connection 
between the patient’s mood and relationship issues in the patient’s life. 
When the patient talks about changes in mood, the therapist asks about 
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what is happening in the patient’s relationships. Contrariwise, when the 
patient talks about relationship changes, the therapist asks about accom-
panying mood changes. Discussion in the session focuses on the patient’s 
current daily life, rather than to spend a great deal of  time talking about 
history. The therapist encourages the patient to describe in detail current 
problematic interactions with significant others, and patient and therapist 
may engage in role plays to practice new interpersonal behaviors. When 
the patient needs to solve a difficult problem, patient and therapist under-
take decision analysis, which is an IPT-specific form of  problem solving. 
The therapist strives to maximize the therapeutic alliance and engages in 
“cheerleading” to encourage the patient to make changes outside the ses-
sion and also to ensure that the patient takes credit for any resulting symp-
tomatic improvement. The therapist directly encourages the expression of  
affect in session, not only as a way to help patients to understand fully their 
feelings about important issues, but also as a way to help patients learn to 
deal with emotions in a less avoidant manner.

The final phase of  treatment lasts one to three sessions. It involves a 
review of  the gains made in treatment, as well as discussion of  issues related 
to relapse prevention. At this point therapist and patient may decide that 
further treatment would be helpful, either psychotherapeutic or psycho-
pharmacological, and the available options are reviewed. Finally, the thera-
pist encourages the patient to discuss feelings related to the impending loss 
of  the therapeutic relationship.

Research Findings
There are extensive research data that show IPT to be effective in the 
treatment of  acute depressive episodes (Cuijpers et  al., 20). As well, 
a once-a-month variant of  IPT, called Maintenance IPT, has been shown 
to decrease the likelihood of  relapse/recurrence in individuals with 
chronic depression (O’hara, Schiller,  & Stuart, 200). Variants of  IPT 
have also been shown to be helpful with depressed adolescents (Curry & 
Becker, 2008), with young mothers in the postpartum period (Miller, Gur, 
Shanok, & Weissman, 2008), and with older people (Reynolds et al., 200). 
IPT has been applied to the treatment of  DSM-IV dysthymia, but it appears 
that it may be less effective as a monotherapy than when used in conjunc-
tion with psychopharmacological treatments (Markowitz, Kocsis, Bleiberg, 
Christos, & Sacks, 2005). IPSRT has shown promise as a helpful adjunctive 
treatment for bipolar disorder in both adults and adolescents (Sylvia, Tilley, 
Lund, & Sachs, 2008).

There have been attempts to modify IPT for treatment of  various anxi-
ety disorders, including panic, social phobia, and PTSD. Research data are 
thus far mixed on the effectiveness of  these modifications. IPT has gener-
ally not been effective in treating substance abuse that is comorbid with 
mood disorders (Markowitz, Kocsis, Christos, Bleiberg, & Carlin, 2008). By 
contrast, IPT has been shown to be moderately helpful in treating individu-
als with bulimia (Fairburn, 998) and binge-eating disorder (hilbert et al., 
202). There is some suggestion in the literature that in these populations 
the beneficial effects of  IPT may take longer to appear than the effects of  
CBT, however.
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Case Example
Paula is a 35-year-old, separated mother of  two children who reports 
that since her husband left her four months ago, she has been feeling 
depressed. She notes that she has custody of  both children and works 
part-time, and there is conflict regarding financial support for the chil-
dren. Paula reports that for months she has felt sad and worried most 
of  the day every day, and she indicates that she has crying spells at least 
daily. She has the thought that she may be entirely responsible for this 
separation, even though it develops that her husband is now dating a 
female colleague at work and may well have been doing so for the past 
year. She states that she feels inadequate to manage the role of  single 
parent. She adds that she can’t fall asleep or stay asleep very well, and 
she is so anxious that she sometimes can’t hold her food down, as a 
consequence of  which she has lost 2% of  body weight in the past six 
months without intending to. At present she is on the thin side. Paula 
denies that she has ever felt this way before, although she comments 
that she has long doubted her ability to manage life on her own. She 
denies other symptoms of  a mental disorder, and she says she is in good 
physical health.

upon interview Paula presents as a pleasant but anxious woman who 
seems to be “smiling through tears.” Paula makes good eye contact but 
sometimes has an expression almost as if  she were pleading for help.

Dr. heller tells Paula that he believes she is in a first episode of  major 
depressive disorder. he discusses treatment options and the fact that 
this condition has a good prognosis. he recommends that Paula con-
sider a course of  IPT, explaining that this is a well-researched technique 
that in 6 sessions is often successful in helping people with depression. 
he tells Paula that one of  the problems depressed people have is that 
they expect too much of  themselves. he points out that if  Paula had 
pneumonia, she would be content to stay in bed until she got better and 
would not chastise herself  for failing to keep house perfectly. Similarly, 
since Paula now has the medical condition of  depression, she needs 
to decrease the pressure she feels to adhere to her old standards and 
instead redirect her energy toward getting well. Paula comments that 
she finds this suggestion very helpful, because for some time she has 
been upset with herself  about the fact that she isn’t getting everything 
done that she thinks she should.

now Dr. heller conducts an interpersonal inventory, asking that Paula 
tell him briefly about the important relationships in her life, past and 
present. When Paula fails to mention anything about her relationship 
with her older brother, Dr. heller specifically asks her about him, and 
it comes out that Paula has always had a difficult relationship with this 
sibling. Dr. heller notices but does not comment on the fact that Paula 
consistently describes herself  as less able than many of  her acquain-
tances, and she seems to lean on others quite a bit.

near the middle of  Session 3 Dr. heller suggests to Paula that her 
main problem right now seems to be the need to adapt to a new role 
in her life, and he says that such role transitions often accompany 
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depressive disorders. he points out that Paula had consistent social 
involvement when she and her husband were still living together, but 
the end of  her marriage has disrupted many relationships, and she 
has avoided old friends, because she feared that they might side with 
her estranged husband. Dr. heller suggests that he and Paula work 
on becoming comfortable in her new role as a single parent who now 
depends less on the children’s father and relies more on her own 
skills and abilities.

During the next few sessions Paula and Dr. heller discuss the advan-
tages and disadvantages of  Paula’s old role and begin to think about 
how she might feel her way into the new role. Dr. heller points out 
the relationship between variations in Paula’s mood and her contacts 
with other people. For example, when Paula has lunch with a friend 
from church, her mood rises, but when she spends the weekend at 
home while the children are visiting their father, her mood drops. 
Paula cries frequently in session, and Dr.  heller encourages this 
expression of  affect as a way to help Paula sort out exactly why she 
feels as she does. Paula begins to discover that she is actually angrier 
at her husband than she realized, and sometimes when she feels like 
crying, she is actually feeling frustrated and irritated with him.

Dr.  heller provides encouragement and support to Paula as she 
begins to explore ways in which to meet her social and more practical 
needs as a single parent. She joins a divorce support group at church, 
and in therapy she talks with Dr. heller about how she can deal with 
her mother more effectively, particularly in that she believes her 
mother is angry with her about the end of  the marriage. Dr. heller 
and Paula role play how she can talk to her mother, and after Paula 
is successful in securing more emotional support from her mother in 
this way, Dr. heller tells her how impressed he is that she was able to 
speak up to her mother. Along these same lines, he and Paula discuss 
whether and under what circumstances she might wish to consider 
dating.

Paula and Dr. heller discuss how to solve practical problems in her 
new role, such as how she might go about finding a more remunerative 
job. They utilize the technique of  decision analysis to think through the 
options available to her to solve this problem, as well as to consider 
the pros and cons of  each option. Dr. heller is careful always to point 
out when Paula has done something on her own, and in this way he 
works toward shifting her view of  herself  toward a more self-sufficient 
person.

Over the course of  treatment Paula’s mood gradually rises, and she 
begins to make her peace with the next phase of  her life. She is able to 
see more clearly some of  the disadvantages of  the old role (particularly 
in terms of  how her husband treated her), and she is pleased at the 
prospect of  becoming more self-sufficient in the new role. In Session 4 
she and Dr. heller begin to discuss the fact that treatment will soon end. 
Paula expresses sadness about the impending loss of  Dr. heller’s sup-
port, but they discuss how this loss will offer Paula another opportunity 
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to test her ability to manage on her own. She and Dr. heller discuss the 
course of  treatment, review what was helpful and what was not, and 
plan what to do if  Paula notices that her mood is dropping in the future. 
At the end of  Session 6 she and Dr. heller bid one another goodbye, 
but he encourages her to contact him if  in the future she notices that 
her mood is beginning to dip.

Motivational Interviewing (MI)
Model of  Psychopathology
MI is gaining increasing acceptance in many medical disciplines. Residents 
in psychiatry and primary care are encouraged to learn motivational inter-
viewing skills to help patients with behavioral change. MI was originally 
developed by American psychologist William R. Miller (947–) as a brief  
intervention to help individuals who are ambivalent about committing 
to work on addictive behaviors. In recent years, however, MI techniques 
have been increasingly used to help individuals who are ambivalent about 
making any behavior change. MI is now used both as a brief  stand-alone 
procedure with individuals who are considering whether they wish to take 
steps toward a particular behavior change (e.g., curtailing alcohol use or 
learning new parenting skills) and as a therapeutic module that is dropped 
into another ongoing treatment when the patient expresses ambivalence 
regarding some clearly defined issue (e.g., undertaking exposure in anxiety 
treatment or becoming more physically active in treatment of  depression). 
The model that underlies MI has to do with the nature of  ambivalence, what 
is required to help an individual to overcome it, and what is needed for an 
individual actually to make a change in behavior.

In MI ambivalence is viewed as a universal phenomenon that is fundamen-
tally nonpathological. Ambivalence can take the form of  approach–approach 
conflicts and avoidance–avoidance conflicts, but the most challenging kind 
of  ambivalence is the approach–avoidance conflict, in which the individual 
is simultaneously attracted to and repelled by the object of  ambivalence. 
In MI the approach–avoidance conflict is usually related to the prospect of  
changing a behavior. There are costs and benefits associated with changing 
a behavior, and there are costs and benefits associated with continuing to 
behave as before. The salience of  these costs and benefits is affected by a 
number of  factors, including the individual’s deeply held value system, his 
or her beliefs about what will occur with or without the behavior change, 
the individual’s social milieu, issues of  self-esteem (including the effect on 
self-esteem of  acceding to social pressure), and the individual’s ability to 
reason and to exert self-control.

A second important construct in MI has to do with the idea of  resistance, 
which is now referred to in MI as sustain talk. In MI this phenomenon is 
viewed as an interpersonal process rather than as a psychological state that 
resides within the patient. In fact, when someone is stuck on the horns of  
a dilemma and is pushed in one direction or the other, the natural reaction 
is to push back, to resist, which maintains the status quo. In the context of  
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psychotherapy, certain actions on the part of  the therapist are known to 
increase sustain talk (e.g., teaching and confronting), and other actions are 
likely to decrease it (e.g., facilitating and supporting). Inasmuch as the pres-
ence of  sustain talk prevents useful discussion regarding behavior change, 
the therapist must work to decrease it when it becomes apparent. The 
therapist must stop and do something different.

A final aspect of  the model underlying MI has to do with the psychological 
characteristics of  people who go on to make behavior changes. According 
to MI, when individuals are “ready, willing, and able,” they are likely to 
make a behavior change. More specifically, this means that an individual 
must attach priority to making the change, must view the change as impor-
tant because of  its effect in his or her life, and must be confident that the 
change can in fact be made. Research has demonstrated that when patients 
engage in change talk in MI, it does in fact lead to behavior change. In par-
ticular, there is evidence that individuals with substance abuse diagnoses are 
most likely to maintain abstinence during the next year when they express 
increasing levels of  commitment to change over the course of  a treatment 
session. In other words, the best predictor of  actual behavior change is the 
degree to which the patient expresses a strong commitment to change at 
the end of  the session. This is a better predictor of  change than any other 
pattern of  speech during the session (Amrhein, 2004).

Treatment Strategies
MI seldom lasts longer than one or two sessions and often takes up only a 
portion of  a single psychotherapy session. A  longer, formal, and manual-
ized version of  MI is called Motivational Enhancement Therapy, and it may 
last four sessions. In any of  its variants, MI consists of  both relational com-
ponents and technical components. The relational components of  MI are 
largely based on the tenets of  client-centered psychotherapy, with a strong 
emphasis on the therapist’s empathic behavior. The MI therapist focuses 
on communicating acceptance to the patient, rather than any pressure to 
change. The therapist works to make the patient feel safe in the relationship, 
since this promotes self-focus and self-disclosure on the part of  the patient.

The technical components of  MI include developing discrepancy, rolling 
with resistance, and supporting self-efficacy. Generally, therapists should 
speak in such a way that the patient is likely to argue against the status 
quo. This sometimes means that therapists articulate (without endorsing) 
the position that is opposite to the one they hope the patient will eventu-
ally adopt. Developing discrepancy involves providing patients with objec-
tive information about their condition and emphasizing the difference 
between patients’ current circumstances and their deeply held values and 
goals in life. It also involves making the point that patients’ circumstances 
are most likely to change if  they change their own behavior. however, it 
is important that the therapist not advocate for a particular change in the 
patient’s behavior; any such suggestions should come from the patient. 
When therapists engage in rolling with resistance, they avoid arguing with 
the patient. They communicate respect for the patient and provide sup-
port as the patient tries to sort out the ambivalence. They consistently 
utilize the fundamental MI skills of  asking open questions, affirming the 
patient, reflecting the content of  the patient’s verbalizations, and offering 
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summaries (“OARS”). MI therapists respond to sustain talk mostly by 
agreeing with it, although they may slightly modify these kinds of  patient 
verbalizations in such a way that the patient is likely to react against them. 
For example, therapists may amplify the patient’s statement (“I see your 
point. Actually, life without alcohol would hardly be worth it”), agree 
with a twist (“That’s exactly right. It doesn’t make sense to single out 
your actions and ignore your wife’s contribution to the problem. Drinking 
affects everyone in the family”), reframe resistance (“The fact that you’re 
feeling hopeless is evidence of  how hard you’ve worked at managing your 
drinking. That tells me you’re about to try an entirely new strategy”), or 
invoke a number of  other specific techniques. Supporting self-efficacy is 
important, because patients who don’t believe they can actually make 
changes in life cannot tolerate the thought that such changes are impor-
tant. Therapists must communicate that they believe in their patients’ abil-
ity to change and can also take steps to help patients recognize that they 
have the resources to change.

Research Findings
notwithstanding its brevity, MI has been shown to be surprisingly effec-
tive in the treatment of  substance abuse. In a large, multisite RCT, 
individuals with alcohol dependence participating in the four-session 
Motivational Enhancement Therapy had generally positive outcomes. In 
a 200 meta-analysis Lundahl, Kunz, Brownell, and Burke found a mean 
effect size of  g = .2 for MI in the treatment of  alcohol, marijuana, and 
other drugs when compared with nonspecific treatments, waitlist control, 
and so forth. The g statistic is very similar to the d statistic we have previ-
ously cited in discussing the effectiveness of  psychotherapy as a whole 
(d = .87) and the relationship between therapeutic alliance and outcome 
(d = .57). When 9 studies covering a wide range of  substance abuse, 
health-related behaviors, gambling, and engagement in treatment were 
lumped together, MI showed an effect size of  g = .28 in comparison with 
nonspecific treatments, waitlist control, and so forth.

Case Example
Quinn is a 28-year-old, divorced, childless man who drives a forklift in a 
warehouse. he is referred to the plant physician, Dr. Ito, after slipping 
on wet concrete at work and spraining his wrist. It quickly becomes 
evident that Quinn was hung over on the day of  the accident. Moreover, 
Dr.  Ito notes that Quinn has frequently called in sick following long 
weekends. She engages Quinn in discussion regarding his drinking habits 
and learns that on each of  his days off he consumes about half  a case of  
beer, and while he drinks less on workdays, his average weekly intake 
is 40 standard drinks.

In a comfortable and slow-paced way, Dr.  Ito asks Quinn how he 
views his drinking, and he admits that other people have suggested that 
he might have a problem. Dr. Ito provides information about how his 
drinking pattern compares with that of  most males his age. She asks 
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about the advantages and disadvantages of  his drinking pattern and, 
feigning uncertainty, leads him to repeat his admission that he has twice 
been arrested for DuI.

When Dr.  Ito asks Quinn to list his options regarding drinking, he 
replies that he could keep drinking, or he could “just stop.” Dr. Ito asks 
about the advantages of  continuing to drink, but fairly quickly Quinn 
begins to talk about the disadvantages of  this. As they then discuss 
Quinn’s idea that he “just stop,” Dr. Ito asks Quinn about his attempts 
to quit in the past. She repeats Quinn’s idea that a decision to cut down 
or stop will work out differently this time, but she further suggests that 
he won’t mind the discomfort involved and the lack of  support in quit-
ting on his own. Dr. Ito is careful to communicate that she understands 
Quinn’s point of  view, and she doesn’t offer an opinion about what she 
thinks he should do.

Picking up on an earlier comment by Quinn, Dr. Ito then steers the 
discussion to a consideration of  whether Quinn might benefit from the 
support available through Alcoholics Anonymous meetings or counsel-
ing. Dr.  Ito asks Quinn’s thoughts about getting help to quit, and, in 
particular, she asks Quinn what the disadvantages would be in seeking 
assistance. When he denies that there are meaningful costs, she asks 
him about the time required, the expense, the opinions of  his friends, 
and the possibility that Quinn will think less of  himself. Dr.  Ito then 
permits Quinn to argue against her suggestions regarding the costs of  
seeking assistance.

Finally, Quinn says that he thinks he should at least look into getting 
help, but another part of  him doesn’t want to do this. Dr. Ito carefully 
reflects Quinn’s ambivalence without offering her opinion on the matter. 
She communicates her trust in Quinn’s ability to make the right decision, 
points out that he has given serious thought to the matter for a long time, 
and gently asks how he will decide what to do. Quinn finally says that he 
wants to think about it some more and asks if  he can return to talk to 
Dr. Ito again about his drinking. She responds that she is impressed by 
his thoughtfulness on the matter, and she assures him that her door is 
always open to discuss it with him anytime.

Three weeks later Quinn returns for another visit. he reports that 
he has tried to stop drinking but has once again had little success. he 
expresses the wish to get some help and asks Dr. Ito for a referral for 
outpatient counseling. however, when she provides this information, 
Quinn again expresses doubt about whether it’s necessary to seek 
help. Dr. Ito carefully reflects his ambivalence and then suggests that he 
could try again on his own. Perhaps this time it will be different. Quinn 
responds that he knows it won’t be different, but he doesn’t want to 
commit himself  to treatment. Dr. Ito reflects his worry that if  he had an 
intake at the counseling center, he would feel duty-bound to continue in 
treatment, and it would be extremely difficult to drop out. Quinn replies 
that that sounds silly, and perhaps he really should give therapy a try.

Dr. Ito then asks Quinn to rate, on a scale from  to 0, how impor-
tant it is to him that he get counseling. Quinn rates this a 6. Dr. Ito asks 
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why it’s not a 5, and Quinn responds that he’s tired of  drinking the way 
he does and wants to change. She then asks him to rate how likely he 
thinks it is that he will actually call for an appointment. Quinn also rates 
this as a 6. Dr. Ito asks what would be needed to make the likelihood 
rating a 7, and he replies that if  he knew Dr. Ito were going to ask him 
about it the following week, it would increase his motivation. Dr.  Ito 
asks Quinn directly if  he wants her to check in with him next week, and 
he replies that he would like her to do so.

At this point the session ends. When Dr. Ito contacts Quinn the next 
week, he confirms that he is now scheduled for an intake at the coun-
seling center.

Twelve-Step Facilitation
Model of  Psychopathology
This is a 2- to 5-session manualized psychotherapy to treat individu-
als early in recovery from substance abuse. Treatment is aimed primarily 
at encouraging the patient to become actively involved in an appropri-
ate Twelve-Step program, such as Alcoholics Anonymous, narcotics 
Anonymous, or other similar groups. These Twelve-Step programs advo-
cate that substance abusers adopt a goal of  complete abstinence. They take 
the position that willpower alone cannot overcome addiction and that sub-
stance abusers must become less self-centered by depending on the pro-
gram and by developing themselves spiritually. The programs are organized 
around activities that have the effect of  bringing about cognitive, behavioral, 
and spiritual changes that are supportive of  recovery from addiction.

Alcoholics Anonymous (AA) was the first Twelve-Step program. It was 
founded in the 930s; after that other programs followed, such as narcotics 
Anonymous, with only very minor adaptations in form and structure. 
The structure and philosophy of  AA are based in part on the tenets of  
the Oxford Group, a popular religious movement in the early 900s that 
encouraged its members to work toward self-improvement through per-
forming self-inventory, admitting one’s faults and making amends, main-
taining spiritual awareness through prayer and meditation, and “carrying 
the message” to others. The founding of  AA was set in motion by none 
other than the Swiss psychiatrist Carl G.  Jung, who was consulted in the 
early 930s by an American man regarding his alcoholism. Jung concluded 
that only a profound spiritual experience would help this individual. he 
encouraged the American to return home and to attend meetings of  the 
Oxford Group. The American found the Oxford Group meetings helpful, 
and through a network of  friends two other men with alcohol problems, a 
stockbroker (Bill W.) and, shortly thereafter, a surgeon (Dr. Bob), began 
attending Oxford Group meetings, as well. Both were able to achieve sobri-
ety through practicing its principles. Wishing to make such an experience 
more accessible to others with alcohol problems, Bill W. and Dr. Bob began 
in 935 to make adaptations to the Oxford Group program, and over the 
course of  the next several years AA came into being.
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The AA program is based on Twelve Steps to recovery, which include 
admitting powerlessness over alcohol, committing to a spiritual program of  
one’s own choosing, acknowledging personal deficiencies in the form of  a 
“searching and fearless moral inventory,” working to overcome these per-
sonal deficiencies, making amends to others where appropriate, maintaining 
an active spiritual program through prayer and meditation, and carrying the 
message to other alcoholics. Major emphasis is placed on regular participa-
tion in AA meetings, where group members discuss the tenets of  the pro-
gram, provide support to one another, and offer advice about how to cope 
with the difficulties encountered in recovery. Many AA members believe 
that their sobriety is largely dependent on participation in the program and 
on their relationships with other AA members, including especially their 
“sponsors,” who assume primary responsibility for acculturating them to 
the program, and their “sponsees,” whom they in turn help.

AA and other Twelve-Step programs maintain a strong tradition of  ano-
nymity and have not encouraged research regarding their effectiveness. 
however, over time it has become clear that Twelve-Step programs are 
enormously helpful to individuals who are recovering from addiction, and 
for many years professionals providing services to individuals with sub-
stance use disorders have tried to smooth the way for patients to become 
as involved as possible in Twelve-Step programs. The Twelve-Step facilita-
tion treatment model is fundamentally just a formalization of  that practice.

Treatment Strategies
In Twelve-Step facilitation the therapist does an assessment of  the 
patient’s substance use and encourages the patient to adopt the goal 
of  abstinence. The therapist discusses the format and content of  the 
appropriate Twelve-Step program and provides support for the patient 
to begin attending as many regular meetings as possible, subject to the 
patient’s willingness and ability to participate. The therapist explains 
the difference between psychotherapy and regular attendance at a 
Twelve-Step program and underscores the point that these do not 
serve the same function. Later in treatment, the therapist works with 
the patient on issues related to the first three of  the Twelve Steps. In 
particular, the rather challenging concepts of  acceptance and powerless-
ness are discussed. The therapist may also encourage the patient to begin 
working on a moral inventory and may discuss other relevant issues, as 
well. Therapist and patient review some of  the AA literature, and they 
may discuss how to make use of  helpful phrases (“Easy does it,” “Turn it 
over,” “hALT: hungry, Angry, Lonely, Tired,” and so forth). The thera-
pist encourages the patient to get the most out of  Twelve-Step program 
participation by committing to one meeting per week as a “home group,” 
obtaining a sponsor, and contacting other group members when the 
patient becomes aware of  urges and cravings.

Research Findings
In a large, multisite RCT, individuals with alcohol dependence participating 
in Twelve-Step facilitation therapy had generally positive outcomes. In fact, 
individuals receiving this form of  treatment had fewer drinking days for up 
to three years posttreatment and participated in more AA meetings than 
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those receiving CBT or Motivational Enhancement Therapy, a four-session 
variant of  Motivational Interviewing. As well, individuals with less psychiatric 
comorbidity did better in Twelve-Step facilitation therapy than in CBT, and 
individuals whose social networks supported drinking had better outcomes 
from Twelve-Step facilitation therapy than from CBT (Stout et al., 2003).

Case Example
Rona is a 40-year-old, divorced mother of  two children referred for 
outpatient treatment of  her alcohol use disorder. She is currently unem-
ployed and has lost her license for a year due to multiple DuIs. She is 
estranged from her family of  origin because of  her alcoholism. until a 
few days ago Rona was consuming an average of  four standard drinks 
daily, with occasional binges, and she has been told that she has early 
signs of  peripheral neuropathy. She has been abstinent for periods of  
weeks or months in the past (particularly during incarceration following 
her third DuI), and she now admits that she doesn’t believe she can 
drink without greatly risking adverse consequences. Still, it is only fol-
lowing the recent breakup with her boyfriend of  four years that she has 
been willing once again to seek treatment for her drinking.

Rona also reports some anxiety and low mood at present. however, 
she says that she usually feels emotionally stable after she has been 
abstinent for a few weeks. In this connection, she says she is perplexed 
about why in the past she has eventually returned to drinking. She 
reports that in her teens and twenties she frequently experimented with 
various street drugs but states that she has rarely used these in recent 
years. She has had peripheral involvement with AA in the past but has 
never committed herself  to a home group or had a permanent sponsor.

When first seen by Dr. Johnson, Rona presents as a pleasant woman 
who appears to be a few years older than her stated age. her cogni-
tive and mnemonic functions appear to be generally intact. Mood is 
euthymic.

Dr. Johnson congratulates Rona on her insight that she is unlikely to 
be able to drink in a controlled manner, and he says they will work 
together to help her achieve sobriety. he says that getting sober isn’t 
too hard, but living sober can be much harder, and he indicates that 
the AA program is specifically designed to help people work out the 
problems that arise in life without alcohol. Rona expresses surprise that 
there are problems in life without alcohol, to which Dr. Johnson replies 
that such problems, while sometimes subtle, may explain why Rona has 
relapsed in the past.

Rona states that AA never appealed much to her. Dr. Johnson indi-
cates that he will work with Rona to help her get the most out of  the 
program, and he asks that she be willing to give the program an honest 
try. Rona replies that she will try to keep an open mind. Dr.  Johnson 
gives Rona a list of  the local AA meetings and explains the difference 
between open and closed meetings (the latter are only for self-identified 
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alcoholics) and between speaker and discussion meetings (the latter 
have no speaker and instead consist of  group discussion on a particular 
topic). Dr. Johnson asks that Rona try to attend at least three meetings 
in the coming week, and he urges that in the meetings she think about 
the ways in which she is similar to the others present, rather than to 
focus on how she is different from them.

The next week Rona returns to discuss her experiences, and she 
indicates that she liked two meetings but disliked a third. Dr. Johnson 
encourages her to attend the meetings at which she feels most com-
fortable, and he points out that there are many more local meetings 
for Rona to try.

Dr.  Johnson then begins discussion of  the First, Second, and Third 
Steps of  AA, which have to do with the concepts of  acceptance (of  
one’s addiction) and surrender (to the need to seek assistance from 
the AA program and also in a spiritual sense). This discussion continues 
over the next session. Dr. Johnson provides written material and gives 
Rona homework assignments at the end of  each session.

In Session 4 Dr. Johnson discusses in more detail how to make use of  
AA. he talks about the basics of  the AA program, including readings, 
sponsors, working the Steps, alcohol-free social activities sponsored by 
AA groups, the ability to contact group members in order to cope with 
urges and cravings, and other matters. he also talks about how AA is 
different from psychotherapy, in that AA is a mutual self-help organi-
zation focused specifically on recovery from alcoholism, while psycho-
therapy involves the provision of  personalized support for any mental 
health problem Rona might have that is related to her alcohol problem. 
Indeed, she and Dr. Johnson spend time in the current session discussing 
some of  the practical problems she is facing right now, and he encour-
ages her to tolerate current discomfort as she continues to detoxify and 
to adjust to life without the ability to avoid through drinking.

In the next couple of  sessions Dr. Johnson continues to provide Rona 
practical support in early sobriety, and he encourages Rona to pick out 
a temporary home group and temporary sponsor. he explains how 
to make use of  a sponsor, and he cautions Rona against choosing as a 
sponsor someone of  the opposite gender or someone relatively new 
in the program. Dr.  Johnson continues to discuss themes of  power-
lessness and surrender, and, having assessed Rona’s particular needs, 
decides to discuss issues of  managing feelings and changing habits. As 
he discusses these matters with Rona, he provides readings and work-
sheets, and he ensures at the end of  each session that Rona is able to 
state how the material covered actually applies to her.

If  Rona had been currently involved in a romantic relationship, 
Dr. Johnson would have asked her to bring in her partner for a couple of  
sessions to provide education and to ensure that Rona receives appro-
priate support and understanding from her partner early in sobriety.

In Session 7 Rona reports that she had three drinks the day after their 
last therapy session. Dr. Johnson reviews with Rona what led up to the 
drinking episode, what happened afterwards, and how she might avoid 
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a similar slip in the future. Dr. Johnson makes clear that slips do occur 
in early sobriety, and he discusses the difference between a lapse and 
a relapse.

In subsequent sessions Dr.  Johnson checks in each week with Rona 
about her attendance at AA meetings, and he encourages her as she 
involves herself  more deeply in the local AA community. he also talks 
with her about what she has learned at the meetings she attends every 
week. he suggests that Rona gradually increase the number of  meetings 
she attends each week, and he reminds Rona that AA members are glad 
to pick her up for meetings, since she can’t yet drive again.

By the end of  treatment, Dr. Johnson has worked with Rona on the 
basic themes of  early recovery, and he has encouraged her to commit 
herself  to a plan of  attending 90 AA meetings in 90 days. however, 
if  Rona doesn’t want to or can’t do this, Dr.  Johnson will compro-
mise so as still to optimize Rona’s active participation in the program. 
Dr. Johnson gradually encourages Rona to rely more and more on her 
sponsor for assistance in adjusting to the program, and he encourages 
her to talk with her sponsor about working through all of  the Steps. 
They spend some time discussing the importance of  the Fourth Step, 
and Dr. Johnson provides Rona some written material on this topic.

At various points during treatment Dr.  Johnson may ask Rona to 
obtain an alcohol test, usually right in his office. If  Dr. Johnson believes 
that Rona is intoxicated at the time of  a session, he will obtain an alco-
hol test and will end the session early if  she is in fact intoxicated.

Eye Movement Desensitization and Reprocessing 
(EMDR)
Model of  Psychopathology
Developed by American psychologist Francine Shapiro (948–), EMDR 
is a novel treatment for PTSD that purports to speed the processing 
of  emotional information during imagined exposure through the bilat-
eral stimulation of  the brain hemispheres. This is accomplished by hav-
ing patients move their eyes rapidly back and forth between the left and 
right sides of  the visual field during the therapy protocol. Alternatively, 
the therapist can stimulate first one ear and then the other with alternat-
ing clicks or can use a device that taps first one side of  the patient’s body 
and then the other in an alternating pattern. It has been pointed out by 
EMDR’s developers that rapidly alternating eye movements are naturally 
produced during REM sleep, which is a time during which memories are 
thought to consolidate. Whether the eye movements contribute to the 
efficacy of  EMDR, however, is the subject of  research inquiry. There is 
little clear evidence of  support for the hypothesis at this time. It is impor-
tant to note that EMDR also contains many elements of  CBT, and the 
treatment might be described as a variant of  CBT, to which bilateral eye 
movements, clicks, or taps have been added.
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Treatment Strategies
To treat one traumatic memory, EMDR usually requires four to six psy-
chotherapy sessions, each lasting between 90 and 20 minutes. Treatment 
involves eight phases, the first of  which involves taking a history and plan-
ning treatment. Interestingly, the patient is not obliged to reveal the nature 
of  the trauma in this session. There follow two phases of  treatment in 
which the patient is told what to expect during the desensitization and 
reprocessing segment of  treatment, and the therapist ensures that the 
patient has access to a self-soothing strategy (sometimes requiring a brief  
course of  relaxation training), that can be used later in treatment. Patient 
and therapist identify a specific visual image that represents the trauma, 
an associated negative cognition, and a positive cognition that the patient 
would rather believe in connection with the trauma. In the fourth phase 
of  treatment, the patient is asked to visualize the trauma-related image, 
to think about and say aloud the associated negative cognition, and then 
to notice what emotions and physical sensations arise. Rating scales are 
used to quantify these experiences. next the patient is asked simultane-
ously to hold in mind the trauma image, the negative words, the emo-
tion, and its bodily representation while visually following a target (such 
as the therapist’s forefinger) that moves rapidly back and forth across the 
patient’s visual field. Alternatively, auditory or tactile stimulation may be 
used to help the patient focus first on one side of  the body and then the 
other. Multiple trials are undertaken (possibly using new images spontane-
ously reported by the patient), until the patient reports a very low level 
of  distress. In the fifth phase of  treatment, the patient visualizes the target 
image and thinks about the positive belief  he or she would like to acquire 
in connection with the trauma; at this time the patient again engages in 
the bilateral stimulation, either visual, auditory, or tactile. This continues 
until the patient reports acceptance of  the positive belief  as “completely 
true.” In the sixth phase of  treatment the patient engages in a body scan 
to identify any areas of  tension. If  any are discovered, the patient focuses 
on that body area while engaging again in bilateral stimulation. In the last 
two phases the therapist encourages the patient to use the earlier iden-
tified self-soothing technique if  the patient is experiencing any tension, 
and some homework is assigned, such as keeping a journal of  distressing 
thoughts and memories. Therapist and patient also re-evaluate their prog-
ress to date, after which they may decide to revisit a previously addressed 
trauma, or they may move on to a new target.

Research Findings
EMDR has been shown to be as efficacious as CBT in the treatment of  
PTSD (e.g., Power et al., 2002). There are data to suggest that EMDR is as 
effective without eye movements as is the full package, including the eye 
movements (Renfrey & Spates, 994, but cf. Wilson, Silver, Covi, & Foster, 
996). Given that one of  the major differences between CBT and EMDR 
is the eye movements, it is perhaps not surprising that CBT and EMDR are 
equivalently effective in the treatment of  PTSD.
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Case Example
Sam is a 68-year-old, widowed father of  three adult children. he is a 
retired civil engineer who felt healthy and stable until he was involved 
in a car accident nine months ago. he was driving his car along a city 
street when another car darted out from a side street and plowed 
into the passenger side of  Sam’s car, when Sam was unable to brake 
and swerve sufficiently to avoid impact. Sam sustained a concussion 
and some bruises, but the only other passenger in the car, Sam’s wife 
of  43 years, Mary, was killed. Sam’s injuries resolved within a couple 
of  weeks, but since the accident he has been tortured by nightmares 
and flashbacks of  the accident. he limits his driving to a minimum, 
and he carefully avoids driving near the scene of  the accident. he has 
trouble sleeping and feels much more irritable than usual. Some of  
his irritability is directed toward his children and grandchildren, as a 
consequence of  which he limits his involvement with them. he prefers 
staying at home by himself, where he frequently ruminates about the 
accident and wonders what he could have done to avoid it. Sam has 
been treated with antidepressant medication, which has had a modest 
effect on his mood and energy level, but he remains quite distressed 
about the accident itself.

upon interview Sam presents as a rather serious older gentleman 
who becomes tearful as he recounts the details of  the accident that 
killed his wife. Dr. Knowles reviews Sam’s history and determines that 
he is indeed a candidate for EMDR treatment. She then explains to Sam 
what will happen in the desensitization and reprocessing portions of  
treatment and teaches Sam to follow his breath as a means to decrease 
his arousal. She asks that Sam practice this relaxation technique at home 
twice daily prior to the next session. She also suggests that he might find 
that he can utilize the relaxation as a means to improve his sleep.

In Session 2 Sam and Dr. Knowles discuss the relaxation homework 
and then turn to the question of  what visual image best represents the 
trauma. Sam recalls having watched as his wife was loaded onto the 
ambulance after the accident, worrying that she would die en route to 
the hospital (which is in fact what happened). After some discussion 
Sam is able to identify as his negative cognition the idea, “I am respon-
sible for Mary’s death.” Sam has a much harder time coming up with a 
positive cognition that he would rather believe regarding the accident. 
With assistance from Dr. Knowles, however, he is finally able to settle 
on the idea, “I am competent; it was an accident that’s over now.” At 
the end of  this session Dr. Knowles again asks Sam to practice focusing 
on his breath twice a day in the coming week.

In Session 3, which is scheduled for two hours, Dr. Knowles begins the 
desensitization and reprocessing trials. She asks that Sam fix the ambu-
lance image in his mind and think about and say aloud his negative belief  
about himself  (I am responsible for Mary’s death). next they review 
Sam’s selected positive cognition (I am competent; it was an accident 
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that’s over now), and she asks him to rate on a scale how true that feels. 
Sam is then asked to focus on the trauma image plus the negative belief  
and identify and verbalize the emotion that is elicited. At this point, a 
rating scale is used to quantify Sam’s level of  distress. This is followed 
by guiding Sam to notice and identify what bodily sensation is associated 
with that emotion.

Dr. Knowles then asks Sam to simultaneously hold in mind the ambu-
lance image, the negative belief, and the body sensation while follow-
ing her right forefinger with his eyes as she rapidly moves her finger 
back and forth from one side of  Sam’s visual field to the other about 
24 times. Sam has previously been instructed to permit the image to 
change on its own and to let new information arise without censorship 
during the eye movements. he has also been instructed that he may 
signal to stop at any time. After the end of  the eye movements, Sam is 
told to “let it go” and just breathe. Following this, Dr. Knowles asks Sam 
to reveal what new images or information came up, and then the eye 
movements are repeated based on the newest image and associated 
material. Sam completes 5 trials before he reports that his distress 
is only 0 on a scale from  to 00. Of  note, this is his distress rating 
following having been asked once again to focus on the original target.

Dr.  Knowles now asks Sam if  the positive statement previously 
selected continues to be the one he feels is best. After he confirms that 
it is, she asks him to think about the accident and bring up the positive 
words (I am competent; it was an accident that’s over now) while once 
again doing eye movements. Afterwards she asks Sam to rate how true 
the positive words feel in his gut. The process is repeated for as long as 
each set results in improvement. After nine trials Sam reports that he 
entirely concurs with the positive cognition. next Dr. Knowles asks Sam 
to close his eyes and bring to mind simultaneously the original traumatic 
memory plus the positive belief  while he scans his body for any ten-
sion, sequentially focusing his attention on individual body parts from his 
head down to his feet. When he reports some tension in his shoulders, 
Dr. Knowles asks him to focus on this sensation in his shoulders while 
they do several additional sets of  eye movements. After four sets, a 
repeat body scan fails to find any additional tension.

At the end of  this session Dr. Knowles assigns Sam the task of  keep-
ing a journal during the next week, in which he is to briefly jot down 
any thoughts, feelings, or memories he has regarding the trauma, which 
will be used as targets in the next session. he is specifically instructed 
to avoid going into a great deal of  detail with regard to new disturbing 
material and instructed instead just to take a representative snapshot.

At the beginning of  Session 4 Sam reports that he definitely felt less 
distress during most of  the week after the last session, but yesterday 
he was again troubled by his memories. he and Dr. Knowles decide 
that it might be helpful to undertake a few more desensitization and 
reprocessing trials in the current session. They do so, and Sam soon 
reports decreased distress, indicating after only two reprocessing trials 
that he completely concurs with his newest positive cognition, which is 
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that he is a good husband and can honor his wife’s memory by support-
ing the children and grandchildren. Afterwards, Dr. Knowles and Sam 
review the course of  treatment and decide that they have met their 
goal. Dr. Knowles encourages Sam to follow up on his positive belief, 
and she tells him that if  he experiences a return of  symptoms, she will 
be happy to resume their work together.

Biofeedback for Mental Disorders
Model of  Psychopathology
Biofeedback involves giving an individual real-time information about a body 
process of  which the individual is not normally much aware. For example, 
one might be provided second-by-second information about hand tem-
perature, skin conductivity, muscle contraction, EEG, heart rate, or other 
indicia of  autonomic arousal. having this information permits the individual 
to become efficient at modifying the body process through focusing atten-
tion, consciously relaxing or tightening the associated muscles, visualizing a 
relaxing scene, following one’s breath, or other means. Biofeedback is used 
in behavioral medicine to help patients with various pain syndromes, insom-
nia, urinary incontinence, hypertension, Raynaud’s disease, and a number 
of  other conditions. It can be applied to the treatment of  anxiety, as well. 
The idea is that most anxiety syndromes lead to increased muscle tension 
and general autonomic arousal, and anxious individuals often interpret such 
somatic changes as evidence that they are under threat, which sets up a 
vicious cycle of  escalating anxiety and physical arousal. Many anxious people 
have limited awareness of  how arousal manifests in their body or, if  they 
are aware, don’t know how to decrease the arousal. Biofeedback is used 
to help anxious people get control over body processes that contribute 
to their arousal. Once new skills are learned using biofeedback, individuals 
practice the skills without biofeedback, and in time they become able to 
generalize the skills to everyday life.

Treatment Strategies
Biofeedback can be offered as a separate service or in the context of  more 
comprehensive psychotherapy. The therapist selects a body process to be 
monitored, such as tension in a specific muscle, and utilizes an appropriate 
sensor to provide feedback. In the case of  muscle tension, electromyogra-
phy is utilized to detect microvolt-level changes in muscle action potentials 
on the skin near the muscle in question. The therapist explains the proce-
dure, connects the sensing device to the patient, and then switches on the 
machine, which provides visual feedback, auditory feedback, or both. The 
therapist may simply let the patient experiment to determine the best means 
to slow down the process in question. Alternatively, the therapist may sug-
gest that the patient utilize a previously learned skill (e.g., from relaxation 
training) or may instruct the patient to undertake some action, such as pay-
ing attention to one’s breath, that is likely to cause the biofeedback output 
to show decreased arousal. Over many trials the patient becomes adept at 
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modifying the process on demand and then begins practicing this new skill 
without being connected to the machine.

Research Findings
Biofeedback has been shown to be efficacious in the treatment of  many 
medical disorders. With regard to psychiatry, it has been shown to be effica-
cious in the treatment of  attention-deficit/hyperactivity disorder (ADhD) 
and anxiety. Biofeedback is described as “probably efficacious” in the treat-
ment of  substance abuse, and there have been positive findings in studies 
that have used biofeedback to treat autism (now referred to as autism spec-
trum disorder in DSM-5), depression, and PTSD (yucha & Montgomery, 
2008).

Case Example
Tina is a 32-year-old, married, childless woman who is being treated in 
psychotherapy for generalized anxiety disorder. She and her therapist 
have become aware of  Tina’s frequently high level of  physical tension, 
but they have difficulty figuring out how she can learn to relax, particu-
larly her neck and shoulders. Tina is therefore sent to see Dr. Landon, 
who provides adjunctive biofeedback treatment.

After Dr. Landon reviews Tina’s history, he explains how biofeedback 
might be helpful, and he places her in front of  a monitor connected 
through a PC to a biofeedback device. he applies EMG electrodes to 
her left trapezius and switches on the program so that Tina can see a 
visual representation of  the moment-by-moment level of  tension in her 
trapezius, associated also with an auditory signal that is higher or lower, 
depending on the tension in that muscle. he suggests that Tina play 
around a little with the tension in her left trapezius and see what hap-
pens. Dr. Landon then turns to his desk, where he busies himself  with 
paperwork for a few minutes. After a little while he asks Tina about her 
experience so far, and she says that she is able to control the output by 
relaxing her shoulders. however, after looking at the biofeedback out-
put, Dr. Landon recognizes that Tina remains quite tense. he therefore 
explains that he would like to teach Tina a relaxation technique she can 
use to decrease her shoulder tension even more.

Dr. Landon disconnects the EMG electrodes and gives Tina two inex-
pensive alcohol-based thermometers and asks that she hold a thermom-
eter between the thumb and forefinger of  each hand. he explains that 
when people relax, their peripheral circulation increases, and their hands 
become warmer. he also notes that a normal consequence of  anxious 
arousal is a decrease in peripheral blood flow. Tina and Dr. Landon note 
the current temperature on each thermometer. he then sets about to 
teach her a relaxation technique (visualizing a pleasant scene), and after 
20 minutes they look again at the thermometers, noting that her hand 
temperature has increased by 5o and 8oF in her right and left hands, 
respectively. Dr.  Landon advises Tina that many people demonstrate 
greater temperature variability in the non-dominant hand, and he asks 
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that Tina practice this relaxation technique at home twice daily. he gives 
her both a form on which to track her practice as well as a copy of  an 
audio recording he made while inducing relaxation in Tina earlier in the 
session.

At Session 2 Tina and Dr.  Landon review her experience with the 
week’s relaxation practice. Tina states that on one day she didn’t prac-
tice at all, but on the other days she practiced at least once. She says 
she was consistently able to raise her hand temperature bilaterally. 
Dr. Landon suggests that they reconnect Tina to the EMG to see how a 
conscious attempt to relax herself  will affect the tension in her shoulder. 
he again starts up the biofeedback program, with electrodes attached 
to her left trapezius, and this time Tina is able to decrease the level of  
tension in that muscle quite significantly. Tina comments that she likes 
the feeling of  decreased tension in her shoulder, but she admits that it is 
unfamiliar to her. She and Dr. Landon discuss her thoughts and feelings 
about the increased relaxation of  her muscles, and Dr. Landon encour-
ages her to discuss it with her psychotherapist, as well. he asks that she 
continue to practice the visualization every day at home.

In Session 3 Tina and Dr. Landon discuss how she might shorten the 
visualization technique, with the goal that she implement it for five minutes 
four times a day and experiment with dropping the use of the thermom-
eters. Dr. Landon connects Tina to the biofeedback, this time placing the 
EMG electrodes on other neck and shoulder muscles, and Tina is again 
able to decrease the tension by visualizing a pleasant scene.

In the next two sessions Tina and Dr.  Landon continue to work on 
simplifying the technique she uses to relax herself, and Tina reports that 
she now routinely feels less physical tension in her body during the day. At 
the end of  Session 5 she and Dr. Landon conclude that they have reached 
their goal in treatment. Dr. Landon encourages Tina to call in the future if  
she would like further assistance. After terminating with Dr. Landon, Tina 
continues to attend weekly psychotherapy sessions with the therapist 
who referred her to Dr. Landon for biofeedback.

Therapies from Complementary and Alternative 
Medicine
There are literally hundreds of  specific psychotherapies in current use, and 
more are being developed all the time. Many of  these approaches to treat-
ment are likely to be at least somewhat effective, if  only on the basis of  the 
Dodo bird’s conclusion: “Everybody has won, and all must have prizes.” 
We have suggested earlier in the text that therapeutic alliance predicts to 
outcome across the range of  psychotherapies. Similarly, we have suggested 
that psychotherapy is more likely to be effective to the extent that thera-
pists expertly employ five basic psychotherapy skills: attending and listening, 
restatements, questions, empathy, and challenges. Since most varieties of  
psychotherapy involve the use of  these skills and aim to establish a high 
level of  therapeutic alliance, it is not surprising that various little-known or 
nonstandard psychotherapies help many patients. Moreover, many such 
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psychotherapies include standard behavioral, psychodynamic, or other 
techniques for which research exists to attest to their effectiveness, and any 
new or unusual components of  treatment may have little effect. Many have 
argued, for example, that the effectiveness of  EMDR results from the fact 
that it consists of  CBT plus benign but inert eye movements.

If  one comes across a novel treatment for which there does not yet exist 
a body of  research demonstrating effectiveness, how should one proceed? 
What advice can one offer a patient who asks about such treatment? One 
strategy would be to play it safe by adopting the position that one will only 
encourage the use of  treatments that have been shown to be empirically 
supported. As an alternative, however, one might examine the novel ther-
apy through three lenses. First, is there any research at all that suggests the 
therapy may be effective? Is there research that suggests it is not effective or 
even harmful? In this regard, it is helpful to review lists of  possibly harmful 
psychotherapies, such as the one offered by Lilienfeld (2007). Second, to 
what extent does the novel therapy contain treatment elements that are 
known to be effective, such as exposure in the treatment of  anxiety or 
behavioral activation in the treatment of  depression? Conversely, to what 
extent does the therapy contain treatment elements that are truly novel 
or are not known to be effective? Finally, to what extent does the novel 
therapy contain elements that seem likely to boost therapeutic alliance? If  
the therapy involves confrontation or harsh feedback, this increases risk, 
since such behavior on the part of  the therapist is known to increase the 
probability of  negative outcomes.

Sometimes patients ask about psychosocial treatments that are intended 
to augment the effect of  the individual psychotherapy they are already 
receiving. Such augmenting treatments might include hypnosis, guided imag-
ery, relaxation training, and the like. These treatments are not new, and 
there is research that shows them to be helpful in the treatment of  cer-
tain specified disorders. In this case, the best thing to do is to review the 
research to determine whether the addition of  the augmenting treatment 
to the individual psychotherapy currently being offered is likely to be help-
ful—or, at least, not harmful.

One might be tempted to encourage the patient inquiring about an addi-
tional treatment simply to pursue such treatment at the same time that 
one continues to offer the patient the course of  treatment currently being 
provided. however, this can be risky, because the patient may receive con-
flicting advice or may become confused about what advice is actually being 
offered. The risk is particularly significant in the case of  stand-alone treat-
ments that are intended to accomplish the same thing as the treatment 
the patient is already receiving, as contrasted with augmenting treatments, 
which may be less of  a problem. Patients may work hard in one treat-
ment and not so hard in the other or may switch attention back and forth 
between treatments. As a consequence, it becomes virtually impossible 
to assess the effectiveness of  treatment, because one doesn’t know what 
contributes to improvement or deterioration when the patient is receiving 
multiple services. It may be possible to miss treatment that actually harms 
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the patient under these circumstances. If  in the end the patient does elect 
to pursue simultaneously a second mode of  treatment, it is very important 
that the treatment providers remain in regular contact with one another 
and that, in particular, they touch base whenever there is evidence that the 
patient’s condition may be deteriorating.
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Psychotherapy for Multiple Patients
Group Psychotherapy
Model of  Psychopathology
Some commentators have suggested that psychotherapy conducted in a 
group format can be thought of  as individual psychotherapy modified to a 
greater or lesser extent by special features peculiar to groups. Sometimes 
the special group features are of  limited theoretical significance. For exam-
ple, in DBT skills groups, psychopathology and treatment are understood 
primarily from a DBT perspective, with the addition of  group support and 
some amount of  modeling from other group members. Indeed, one impor-
tant reason that patients are taught DBT skills in a group format is simply 
that it is convenient and efficient to do so. In other cases the special group 
features are of  much more importance. For example, in many “process” 
groups informed by psychoanalytic theory, the main focus is on the inter-
personal determinants of  psychopathology, and the goal of  therapy is to 
understand and ultimately modify relationships among group members. 
Thus, models of  group psychotherapy can be situated along the continuum 
from individual therapy conducted in a group format, at one end, to treat-
ment focused almost solely on the interaction among group members, at 
the other end.

Psychotherapy groups are used to teach skills (e.g., in DBT), to enhance 
the structured treatment of  an acute episode of  illness through the sup-
port of  other patients (e.g., substance abuse groups), to provide support 
to patients during periods of  relative remission (thus reducing treatment 
costs while offering patients the opportunity to help one another), and 
to modify ineffective relationship styles among individuals with significant 
personality pathology. Some individuals with personality disorders are bet-
ter treated in groups than individually. In groups the interpersonal “data” 
are immediately available in the session, and the therapist’s conceptualiza-
tion can be informed by more than the developing transference and the 
patient’s possibly distorted reports of  interactions that occur outside of  
therapy. As well, the presence of  multiple individuals in the therapy ses-
sion makes it more likely that a particularly apt conflict (or transference) 
will develop.

More generally, groups have the advantage over individual psychotherapy 
that group members usually engage in less self-denigration after coming to 
recognize their own problems in other group members. Group members 
experience decreased isolation and benefit from a sense of  solidarity with 
their peers. In this connection, group members are usually more tolerant 
of  critical feedback from peers in the group than they are of  similar criti-
cism from therapists, and they are more likely to trust positive feedback 
from peers than from therapists, who, they think, “are just saying that 
because they’re supposed to.” Group members may be more inclined 
actually to make a behavior change they have discussed with the group 
than they would be if  they had only committed to an individual therapist 
to make the change. Indeed, group cohesion can be viewed as the analogue 
to therapeutic alliance in individual therapy in its effect on outcome, in that 
cohesion and alliance predict to outcome at about the same rate. In a pair 
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of  meta-analyses published in 20, the cohesion–outcome correlation 
in group psychotherapy was r =  .25 (Burlingame, McClendon, & Alonso, 
20), and the alliance–outcome correlation in individual psychotherapy 
was r = .275 (horvath et al., 20).

Treatment Strategies
Psychotherapy groups are usually scheduled to last from 90 to 80 minutes. 
Groups can be open or closed. In open groups, which are not typically 
time-limited, one or two new members may be introduced at intervals, 
often around the time that an existing member or two leave the group. 
By contrast, once a closed group is started, no new members are admit-
ted. Closed groups are usually time-limited, even if  the length of  the group 
may not be known from the outset. Psychotherapy groups may be run by a 
single therapist, but most group therapists prefer to work in pairs, given the 
multitude of  member-specific issues that can arise and the complexity of  
members’ interactions. Group psychotherapy may be the primary psycho-
social treatment offered to a patient, or it may be a secondary treatment 
that is designed to augment other treatment modalities.

The exigencies of  the group format lead to the use of  treatment strate-
gies that differ in certain respects from those used in individual psycho-
therapy. Almost all group therapists have the goal of  encouraging cohesion 
among the members. Of  course, group therapists offer responses to the 
verbalizations or other behavior of  individual group members. however, 
they may also respond to the behavior of  the group as a whole, for example 
by commenting on the group’s apparent discomfort with silence, on mem-
bers’ willingness to challenge one another, on the effect on the group when 
members are absent, and so forth. In this sense therapists intervene with 
the entire group, rather than to direct each intervention to one member or 
another. Group therapists “hang back” more frequently than do individual 
therapists, which encourages group members to assume responsibility to 
help one another, rather than to depend solely on the therapist. Group 
therapists may also encourage one group member to respond to another’s 
comments, as a way to encourage members to interact and, ideally, to cause 
group members to provide one another with useful feedback that the thera-
pist would otherwise have to offer. If  group therapists teach a specific skill, 
they do so to the entire group. The resulting discussion in the group is often 
more illuminating than would be the case if  the therapist and an individual 
patient were the only ones talking about the skill.

Research Findings
In 998 McRoberts, Burlingame, and hoag published a meta-analysis 
that included 23 studies, each of  which directly compared the outcome 
of  group psychotherapy with the outcome of  individual psychotherapy. 
They concluded that group and individual psychotherapy had essentially 
equivalent outcomes. Other meta-analyses of  group psychotherapy 
alone have shown that its effectiveness is in the same range as that of  
individual psychotherapy. In two meta-analyses group psychotherapy 
based on the principles of  CBT was more effective than groups based 
on other treatment models, but a third meta-analysis did not find such a 
difference. More generally, there has been little evidence to support the 
proposition that psychotherapy groups in which group-specific elements 
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are of  limited importance differ in effectiveness from groups that sub-
stantially emphasize member interaction and “group process.” It is also 
important to recognize that certain individuals may have worse out-
comes with group therapy, such as children with conduct disorder who 
may engage in worse behaviors due to negative peer influences.

Case Example
ulrich is a 52-year-old, divorced father of  one adult child. An actuary 
for a large insurance underwriter, ulrich has received 92 sessions of  
individual psychodynamic psychotherapy for treatment of  persistent 
depressive disorder and avoidant personality disorder. Over the course 
of  treatment ulrich and his therapist have identified the fear that if  he 
permits himself  to feel his emotions or to interact directly with others, 
he will be flooded with distress and is likely to be rejected by others. 
ulrich and his therapist have concluded that this belief  results from his 
childhood circumstances. The middle of  five children, ulrich was largely 
ignored by his harried, working-class parents, and when he did seek 
nurturance or other attention from his parents or siblings, he perceived 
that family members ignored him. If  he pushed harder for attention, 
family members often responded with overt annoyance. ultimately, 
ulrich made his peace by asking little of  others and by repressing aware-
ness of  his feelings.

After nearly two years of  individual treatment ulrich has begun to 
feel better. his mood has lifted somewhat, he has become more active 
in his free time, and he has begun to think about dating. however, he 
remains worried that he will again be disappointed in love, as happened 
in his marriage, and he says he isn’t sure it’s worth the risk. he and 
his individual therapist decide to end their work together, and ulrich 
is referred to an open psychotherapy group that meets for two hours 
every Wednesday evening. The group has two leaders and consists of  
six other members, most of  whom have some combination of  depres-
sion, anxiety, and Cluster C personality disorders.

Before starting in the group, ulrich meets with Dr. Morris, the primary 
therapist. She explains that an advanced graduate student will serve as 
her co-therapist but will rotate out at the end of  this year, at which 
point another student will rotate into the group for a year’s placement. 
Dr. Morris explains the format and expectations for the group, and she 
makes the point that ulrich should plan to attend the group for at least 
three months before deciding whether it is likely to help him. As well, 
she stresses the importance of  regular group attendance, noting that 
when ulrich misses an individual appointment, the only cost is to him, 
but when he misses a group appointment, it adversely affects everyone 
in the group. Almost apologetically, ulrich replies, “I’ll try not to miss. 
I’m usually pretty organized about my appointments.”

In his first group session ulrich is introduced to the other group mem-
bers and is told that he needn’t speak in this session unless he wishes 
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to. ulrich decides not to speak up, but toward the end of  the session 
he finds himself  offering some practical advice to a group member who 
happens to bring up the topic of  life insurance. Over the course of  
the next few sessions ulrich becomes increasingly comfortable in the 
group. he is struck that neither Dr. Morris nor the student seems to do 
much in the group, and they certainly say less than his individual thera-
pist did. For the most part, the group leaders encourage group mem-
bers to talk to one another, and they occasionally comment on issues 
between group members, rather than to offer advice or interpretation 
regarding personal issues raised by any group member. ulrich has the 
thought that the group might not help him so much with his thoughts 
and feelings but could be very helpful in working on relationship issues.

By his second month in the group ulrich is surprised at his level of  
interest in the lives of  the other group members, and he makes occa-
sional supportive comments about the stories they tell. however, some-
times there is tension in the group between two particular members, 
and at such times ulrich says nothing. Dr.  Morris comments once or 
twice on the way ulrich becomes quiet in the face of  confrontation, and 
this leads to a discussion of  what each group member feels when tension 
rises in the session. ulrich is interested to learn that everyone reports 
feeling uncomfortable, much as he does, but some group members com-
ment that they feel better if  they engage irritable group members, rather 
than passively to hang back.

On another occasion, ulrich talks about a minor conflict at work, and 
one of  the group members disagrees with ulrich’s view of  the matter, 
suggesting that ulrich had unreasonable expectations of  his coworker. 
ulrich immediately agrees with the other group member and says he 
was probably too aggressive with the coworker. This leads to further 
discussion in the group when still another member points out that 
ulrich didn’t even tell his coworker how he felt. Again, the group dis-
cusses ulrich’s fear of  unpleasant affect and avoidance of  conflict.

In subsequent sessions group members urge ulrich to speak up more, 
and when he seems to avoid conflict, they point it out to him. One 
group member begins going out of  his way to argue with ulrich, imagin-
ing that this is helping him, but Dr. Morris intervenes to suggest that it 
might be enough for group members just to say what they really feel, 
rather than to help one another “more actively.”

ulrich remains in the psychotherapy group for three years. Over 
the course of  treatment he observes other group members speaking 
directly to one another and also letting the group know their feelings 
of  pain, sadness, and fear. Gradually, ulrich finds himself  to be more 
willing to speak up about his most private thoughts and feelings. The 
group remains interested in and supportive of  ulrich throughout. he is 
surprised to recognize that when he talks about his fears and anxieties, 
he actually feels better afterwards.

Without particularly realizing it, ulrich begins taking more risks out-
side of  group to speak up and to acknowledge his own feelings, both 
to himself  and to the people who are close to him. he begins dating a 
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woman, and a few months later he decides that he is ready to take a 
break from treatment. After discussing this in the group for a month, 
ulrich discontinues treatment. Afterwards, he very much misses the 
weekly group sessions and wonders what has happened to the other 
people he came to know so well. On the other hand, he’s pleased to 
have back his Wednesday evenings.

Mindfulness-Based Cognitive Therapy (MBCT)
Model of  Psychopathology
MBCT is a third-wave behavioral group-based treatment that empha-
sizes the use of  mindfulness as a means to prevent relapse/recurrence 
in individuals with chronic depression. MBCT is based on the idea that 
the experience of  repeated depressive episodes leads one to engage in 
self-devaluation in response to mildly depressed mood. While individuals 
who have never had a major depressive episode can usually distance them-
selves from dysphoric mood, those with a history of  serious depression 
are likely to respond to a drop in mood by engaging in self-devaluation, 
which leads to worse mood and still more self-devaluation, until at last 
a full-fledged depressive relapse occurs. MBCT targets the interplay 
between low mood and self-devaluation. While CBT helps people to 
modify thoughts that are inaccurate or lack utility, MBCT aims to change 
the individual’s relationship to dysphoric thoughts, teaching the individual to 
respond in a decentered manner to these thoughts. MBCT participants 
are also given extensive information regarding relapse in depression, with 
the instruction that they apply their newly acquired mindfulness skills to 
cope with potential relapse triggers.

Treatment Strategies
MBCT was adapted from mindfulness-based stress reduction, with the 
intent to increase its relevance for chronically depressed individuals in 
remission. Following an individual orientation session, MBCT participants 
attend eight weekly two-hour group sessions in which they are exposed to 
a variety of  meditation techniques and are asked to practice meditation at 
home every day. Group leaders, who follow a treatment manual, are skilled 
in mindfulness and consistently model this for the group. MBCT group par-
ticipants are encouraged to face and accept uncomfortable thoughts, even 
as they remain aware of  the fact that these mental phenomena are transi-
tory and lack palpable reality. Participants are urged to identify and to “nip 
in the bud” any signs of  relapse/recurrence, including thoughts, feelings, 
and physical sensations. They also devise individualized plans to deal with 
impending relapse; such plans might include seeking support from family 
members, increasing activities that improve mood, and the like. After the 
weekly group has ended, two to four follow-up meetings are arranged in 
the first 6 to 2 months after treatment.

Research Findings
There have been several RCTs from various laboratories that have shown 
MBCT plus treatment as usual to be more effective than treatment as usual 
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alone in preventing relapse/recurrence among remitted individuals with a 
history of  chronic depression (Godfrin & van heeringen, 200). however, 
individuals who have had only one or two previous episodes of  depres-
sion do not appear to benefit from MBCT (Piet & hougaard, 20). Some 
findings suggest that MBCT is more effective with individuals who have a 
ruminative style (Ramel, Goldin, Carmona, & McQuaid, 2004). A  recent 
meta-analysis concluded that individuals with a history of  at least three 
depressive episodes have a 43% decreased risk of  a future relapse as a 
consequence of  participating in MBCT (Piet & hougaard, 20). however, 
there are a few data to suggest that relapses are simply delayed follow-
ing MBCT participation (Bondolfi et al., 200). Some recent studies have 
shown that MBCT may be helpful in the treatment of  individuals with anxi-
ety (Kim et al., 2009) and perhaps also with those with treatment-resistant 
depression (Eisendrath et al., 2008).

Case Example
Valerie is a 5-year-old, married mother of  two children who has had 
six major depressive episodes in her life, beginning after her older child 
was born 26 years ago. Four of  the depressive episodes have occurred 
in the last ten years, and most recently she attained remission eight 
months ago following a five-month episode. She is currently maintained 
on antidepressant medication, and although she reports episodic mild 
dysphoria on some days, she says that her general mood is euthymic. 
She works full-time on night shift as a licensed practical nurse at a 
long-term care facility.

Valerie had a difficult childhood. The eldest of  four children, she grew 
up in straitened circumstances and was primarily responsible for rais-
ing her younger siblings, since her parents drank heavily and were often 
unavailable. In high school she was raped by one of  her father’s friends. 
As an adult, she has tended to ruminate about what she views as her 
shortcomings and inadequacies, and she avoids talking about her child-
hood. however, she has a good marriage, her children are doing reason-
ably well, and she has maintained consistent employment for many years.

Valerie has been referred for participation in an MBCT group as 
an adjunctive treatment to decrease her risk for relapse into depres-
sion. She is initially seen for an individual session by the group leader, 
Dr. newell. he reviews Valerie’s history and explains to her what to 
expect in the MBCT group.

In the first of  eight two-hour group sessions Dr. newell again explains 
to Valerie (and the seven other group members) the basic tenets of  
MBCT, stressing the idea that to decrease the risk of  relapse, individuals 
with a history of  depression can benefit from learning to experience 
their thoughts and feelings in a new way. At this session, and in each 
subsequent session, Dr.  newell introduces the group to a different 
meditation technique (body scan, various breathing techniques, com-
passion, and so forth), and he encourages group members to practice 
the newly introduced technique daily during the ensuing week. At each 
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session Dr. newell also discusses topics relevant to depression relapse, 
such as willingness to change, rumination, focus on pleasant/unpleasant 
events, coping with stress, viewing thoughts as thoughts, and others. 
These topics are linked back to the meditation practice, and direct ref-
erence is made to Buddhist concepts like suffering and impermanence. 
Dr. newell encourages group members to respond to depressive rumi-
nations in a decentered way, recognizing that they are just thoughts and 
don’t necessarily reflect reality. Throughout treatment Valerie and other 
group members are encouraged to discuss the challenges they face in 
daily meditation practice, and group members provide support and 
advice to one another about overcoming barriers to practice. Toward 
the end of  the group, Dr. newell assists Valerie and other members in 
developing a specific and personalized relapse-prevention plan.

Following the eight weekly sessions, Dr.  newell schedules several 
follow-up sessions at three-month intervals. At those sessions group 
members discuss how they have coped with their mood, review rel-
evant relapse-related topics, and practice meditation together.

Family Therapy
Model of  Psychopathology
There are many models of  psychotherapy in which services are provided 
directly to couples (once known as “marital counseling”), to families as a 
whole, or to the parents of  children with behavior problems. Family thera-
pies are similar to one another in that virtually all family therapists carefully 
consider the effect of  the larger environment in which the family is situ-
ated, and these therapists usually consider the ways in which current family 
members are affected by previous family constellations. In particular, family 
therapists consider how parents may have been influenced by the families 
in which they themselves were raised. Family therapies differ according to 
the models on which they are based. Some family interventions are based 
rather directly on extensions of  psychodynamic or behavioral principles to 
which we have already referred in this text. Other interventions for couples 
and families are based on a different theory altogether and are referred to 
as systems therapies.

System therapies take as their starting point the idea that families function 
as self-correcting systems. It is posited that families have something like a 
thermostat, as a consequence of  which they return to a set point through 
a negative feedback loop. Thus, if  one family member begins to behave in a 
new way, other family members will, without necessarily knowing why, act 
in such a way as to force the changing member to revert to the old behavior. 
The theory underlying systems therapies ties together individual symptoms, 
family structure, and communication patterns. Problematic behaviors and 
the network of  family relationships are viewed as two sides of  the same 
coin. The symptoms of  family members preserve the network of  relation-
ships, and if  family members begin relating to one another in a new way, 
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the symptoms of  individual family members will also change. Because rela-
tionships and communication patterns are closely tied, systems therapists 
pay careful attention to communication within the family. They believe that 
family power relationships may be difficult for the outsider to discern but 
can be understood by analyzing the structure of  the participants’ communi-
cation with one another. They further believe that family members transmit 
messages by overt communication and also when they fail to communicate.

Treatment Strategies
We provide here a few examples of  family interventions, organized by their 
underlying theories. Among interventions strongly influenced by psychoana-
lytic theory is attachment-based family therapy, an intervention for the fami-
lies of  depressed adolescents. It emphasizes attachment issues and aims to 
build trust between adolescents and their parents. Object relations couples 
therapy, an example of  psychodynamically informed couples therapy, is an 
intervention that generally lasts about two years in which the therapist takes 
a somewhat passive role but does offer interpretations of  each partner’s 
defenses against intimacy.

Interventions based on behavioral principles include various approaches 
to altering the environmental or interpersonal reinforcement of  problem-
atic behavior. The behavioral family therapist pays particular attention to 
self-reinforcing cycles, in which one family member behaves in such a way 
as to reinforce (often unintentionally) another family member’s undesirable 
behavior, and that undesirable behavior has the effect in turn of  reinforc-
ing the first family member’s behavior. For example, a parent may respond 
to an adolescent’s wish for privacy by becoming suspicious and therefore 
more intrusive. Of  course, the parent’s behavior is likely to drive the ado-
lescent further away, which in turn raises the parent’s anxiety, causing the 
parent to become even more intrusive, thus creating a vicious cycle. The 
behavioral therapist also attends to the relevant cognitions of  each family 
member; the therapist may challenge the beliefs or ideas that lead fam-
ily members to behave ineffectively. Thus, when one parent undercuts the 
other parent’s discipline as a way to maintain intimacy with the children, the 
therapist may suggest other ways to improve communication that are less 
likely to confuse and alienate the children.

Behavioral interventions have had particular success in the treatment of  
externalizing children through teaching parents better child-management 
skills. There are several manualized programs for this purpose, and they 
typically include modules on behavior monitoring to track problem behav-
iors, as well as modules on positive reinforcement to increase desirable 
behaviors and on extinction (e.g., time-out procedures) to decrease unde-
sirable behaviors. Such treatment sometimes includes live coaching ses-
sions, in which the therapist observes the parent implementing a new skill 
with a child and provides immediate suggestions about how to improve 
the parent’s performance. Parent-Child Interaction Therapy is a widely 
accepted and well-researched behavioral intervention that involves such 
live coaching.

There are also a number of  behavioral approaches to couples therapy. 
These typically involve teaching partners specific skills, such as assertive 
behavior, responding empathically, and negotiation skills. Couples may also 
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be challenged regarding cognitions that have a negative effect on the rela-
tionship, such as one partner’s belief  that the other would rather win argu-
ments than solve problems or a partner’s belief  that compromise means 
that no one will be happy in the end. Behavioral couples therapists pay 
attention to self-reinforcing negative cycles and attempt to replace these 
with positive cycles. For example, one partner may complain about the 
other’s over-involvement in outside activities. It may develop that the 
over-involvement represents a kind of  avoidance, and the wish to avoid 
is made worse by the frequent complaints. Therefore, the therapist might 
encourage the abandoned partner to decrease complaints about the other’s 
outside activities and instead to reinforce the partner during the time that 
they do spend together.

Systems family therapies often involve attempts on the part of  the thera-
pist to strengthen the hierarchy within the family, either directly or through 
the assignment of  behavioral tasks that lead to clearer structure within the 
family. Treatment focuses squarely on present (not past) interactions, and 
systems therapists employ a variety of  techniques that are intended to 
destabilize family members’ entrenched understanding of  their problems—
and, equivalently, the current power structure. The therapist may reframe 
undesirable behaviors in such a way that the family thinks differently about 
them—for example, describing heated arguments as evidence of  intimacy 
within the family. In some instances paradoxical interventions are utilized, in 
which the therapist may ask family members to exhibit more of  the prob-
lematic behavior or may discourage the family from using preferred meth-
ods to stop escalating conflict. Systems approaches have also been applied 
to interventions for couples. Again, the therapist’s interventions may be 
paradoxical or may be designed to disrupt a current pattern of  behavior. 
For example, when one partner accuses the other of  dishonest behavior, 
the therapist asks the one being accused to exhibit more of  the suspicious 
behavior (e.g., unexplained telephone conversations) between sessions, 
while the accuser keeps track of  all such behavior and is then asked to guess 
which suspicious behavior is “real” and which feigned.

There are a number of  family psychotherapies that are based on models 
integrating psychodynamic, behavioral, and/or systems approaches. For 
example, functional family therapy combines a psychodynamic understand-
ing of  family functioning with change techniques that are largely behavioral 
in nature. In this treatment, aimed primarily at the families of  adolescents 
with externalizing behaviors, the therapist targets specific behaviors and 
environmental factors for change using standard behavioral interventions 
but does so in a way that is consistent with family members’ understanding 
of  their roles vis-à-vis one another.

One other family intervention of  note combines behavioral interventions 
with substantial amounts of  psychoeducation, with the intent of  increasing 
periods of  remission from schizophrenia. In this intervention, families with 
a member who has schizophrenia are given a great deal of  specific informa-
tion regarding the course of  schizophrenia, in the hope that this will enable 
family members to respond more effectively to the target family member. 
Such programs often contain modules on expressed emotionality, in which 
family members are taught to interact with relatives diagnosed with schizo-
phrenia without becoming overly angry or emotional.
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Research Findings
Interventions for families have not been as extensively researched as 
have individual psychotherapies. however, such research as exists has 
demonstrated a record of  efficacy. The psychodynamically informed 
attachment-based family therapy was shown to be effective in decreasing 
anxiety, suicidal ideation, and depressive symptoms on the part of  adoles-
cents (Diamond et al., 200). Behavioral interventions, including particularly 
child-management training for parents, have demonstrated clear effective-
ness in various research studies investigating the decrease of  disruptive 
behavior in preteens (Serketich & Dumas, 996). In particular, Parent-Child 
Interaction Therapy has shown probable efficaciousness in the treatment of  
disruptive behavior among preschoolers (Eyberg, nelson, & Boggs, 2008). 
Several integrative family interventions have been shown to be effective 
with specified populations. In particular, functional family therapy is seen 
as an evidence-based program for the treatment of  adolescents with con-
duct disorder, substance abuse, and delinquency (Kaslow, Bhaju, & Celano, 
20). Various psychoeducational/behavioral family interventions have been 
shown to lengthen periods of  remission for family members with schizo-
phrenia (McFarlane, Dixon, Lukens, & Lucksted, 2003). By contrast, limited 
research has investigated the effectiveness of  family interventions based on 
systems theory.

In general, interventions for couples appear to be about as effective 
as individual psychotherapy, although the lion’s share of  this research has 
addressed behaviorally based interventions.

Case Example
Walt and Xenia, the parents of  daughters aged one and three, are 
a married couple in their early thirties. Walt is a computer network 
technician, and Xenia works as a registered nurse. Married for five 
years, Walt and Xenia began to experience increased conflict with one 
another around the time that their younger child was born 5 months 
ago. They are now requesting couples counseling.

Dr.  Philips, a couples therapist knowledgeable about communica-
tion skills training (e.g., Guerney, 2005), initially sees Walt and Xenia 
together for about 20 minutes, at which time he asks them their view 
of  the problem (Xenia:  “We stopped being kind to one another.” 
Walt: “And we argue a lot”), and he gathers some background informa-
tion about the relationship. Dr. Philips then meets with each partner for 
a 45-minute individual session, in which he gathers personal background 
information and determines whether either partner has another mental 
disorder in need of  treatment. After he determines that Walt and Xenia 
are generally doing well, are committed to the relationship, but do have 
poor communication skills, he lays out a treatment plan to the couple 
in which he proposes to help them improve their communication skills, 
as well as to work on conflict resolution. he explains that he will not 
offer an opinion about how they should resolve their specific problems, 
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because he is sure that they are quite capable of  solving problems them-
selves. he suggests that they don’t need advice but might benefit from 
assistance in knowing how to solve problems together. Walt and Xenia 
indicate that this treatment approach sounds good to them.

In the next session Dr. Philips lays out some communication ground 
rules. Among other rules, only one partner is to express his or her opin-
ion at a time. The other partner’s job is to listen carefully and to repeat 
back what the speaker said, in the listener’s own words. If  the speaker 
indicates that the listener has understood correctly, the speaker may 
choose to say more or may switch roles with the listener, who now 
becomes the speaker. The speaker is never permitted to speculate 
about the listener’s state of  mind, intent, or emotional experience, and 
neither speaker nor listener is to use words like “always” and “never.” 
The listener is not permitted to express an opinion about or disagree 
with the speaker until the speaker indicates that he or she has nothing 
more to say, at which time the listener becomes the speaker and can 
express an opinion about the matter at hand.

Dr. Philips helps Walt and Xenia practice these skills over the course 
of  three sessions, gradually moving from topics on which they agree to 
neutral topics, and then on to minor conflicts. he frequently coaches the 
couple and reminds them to remain within the speaker/listener frame-
work. he explains that he doesn’t expect Walt and Xenia routinely to 
communicate like this at home, but he does state that eventually they 
will acquire the habit of  talking about serious problems in this way. he 
suggests they will find that their discussions are much more fruitful when 
they follow the rules they are learning in couples counseling.

Dr. Philips takes every opportunity to offer praise when the couple 
succeeds in executing their roles. From time to time he points out com-
munication patterns he notices. For example, Dr. Philips notes that in 
the role of  listener Walt often needs to be reminded not to express 
his own opinion, while in the role of  speaker Xenia is at times difficult 
to follow. Dr. Philips also helps the couple to agree on several safety 
mechanisms, including the use of  a limited time-out procedure.

In Session 5 Dr. Philips offers some rules about conflict resolution. he 
explains that this task should not begin until each partner believes that 
all of  his or her feelings about the matter have been fully understood by 
the other. Then one partner can suggest a resolution, which the couple 
will modify several times until both partners agree on a solution to the 
problem, even as they continue to use the speaker/listener format they 
have employed up to now. Dr. Philips encourages the couple to discuss 
how the partner who does less to implement the solution can provide 
assistance to the partner who does more.

At the beginning of  any session after which Walt and Xenia settle on 
a problem solution, Dr. Philips asks about how the solution was imple-
mented. If  there were problems, he asks the couple to discuss them 
within the speaker/listener framework.

Over time Walt and Xenia begin dealing with more and more difficult 
topics, until at last they are able to talk about issues of  sexual intimacy, 
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the interference of  Xenia’s mother in raising the children, and Walt’s 
sense that Xenia has stopped caring about him.

After 5 sessions Walt and Xenia indicate that they are communicat-
ing better and are feeling closer to one another. They and Dr. Philips 
decide that they no longer need couples counseling sessions. Dr. Philips 
urges Walt and Xenia always to use the skills they have learned when 
they find themselves in serious discussions about problems, and they 
settle on a signal they can use to switch into their speaker/listener roles. 
Dr.  Philips invites them to return for booster sessions in the future, 
should they feel the need.
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Psychiatry, Psychotherapy, 
and the Future
The publication of  DSM-5 may have some effect on the practice of  psycho-
therapy, but much will remain unchanged. The diagnostic criteria for most 
major disorders of  mood, anxiety, psychosis, and impulse control, as well as 
other conditions, are not much changed from DSM-IV. It is true that DSM-5 
diagnostic criteria have become more specific for a number of  disorders, 
and one expects that this will lead to better results in efficacy studies for 
psychiatric treatments applied to those conditions—to the extent that such 
treatments are specific to the conditions in question. However, much of  the 
time psychotherapy targets symptoms rather than disease entities, and our 
basic understanding of  those symptoms is little changed in the transition 
from DSM-IV to DSM-5.

Looking beyond DSM-5, it seems likely that over time psychiatry will con-
tinue to move away from phenomenology and toward biology, and in future 
diagnostic manuals one anticipates that disease states will be more precisely 
and biologically defined, yielding the possibility of  clearer links between psy-
chological and biological levels of  analysis. As we saw in the section on 
the neurobiological correlates of  psychotherapy, there is the potential of  
improved understanding and probably better psychotherapeutic treatments 
when the psychology and biology of  mental phenomena are examined 
simultaneously.

Since the 990s there has been increased focus in the field on the use 
of  empirically supported models of  psychotherapy. Notwithstanding objec-
tions from those who hold extreme positions favoring the Dodo bird 
hypothesis, most psychotherapists take the position that patients are more 
likely to benefit if  one provides treatments that have been empirically sup-
ported, in comparison to the result one can expect from providing a treat-
ment for which efficacy has not been demonstrated. In this book we have 
urged that clinicians rely primarily on such empirically supported models 
of  treatment, although we acknowledge that it can be difficult to choose 
between empirically supported treatments for a given condition. Given our 
current state of  knowledge, it is most likely not too important whether one 
chooses one empirically supported treatment rather than another for any 
particular condition. We expect that advocates of  various psychotherapy 
models will continue to invest time, money, and energy in demonstrating 
the efficacy of  their preferred treatments, which will serve to widen the 
choices available to responsible clinicians.
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Anticipations in Neuroscience
The increased availability of  a wide range of  investigative techniques applied 
to neural function promises to yield some very useful research findings in 
psychiatry, and these are likely to expand significantly our understanding of  
mental disorders, leading to useful advances in their treatment. We expect 
that researchers will be particularly interested in focusing on the intersec-
tion between psychological and biological variables in an attempt to under-
stand at a neurobiological level how learning works, the details of  implicit 
memory (with implications for the concept of  unconscious motivation), 
attention and meditative states, the neural representation of  interpersonal 
relationships, and coping strategies such as avoidance, rumination, and the 
full range of  ego psychological defenses. As well, it seems likely that further 
investigation of  the neurobiology of  disease states themselves, at all hier-
archical levels of  brain organization and function, will help in understanding 
the nature and interrelationships among symptoms of  psychopathology, 
leading to useful speculation about further refinements in psychotherapeu-
tic treatment.

A variable of  particular interest is the neurobiology of  attachment. In 
view of  the long history of  speculation about how this phenomenon affects 
both intimate and psychotherapeutic relationships, it will be useful to inves-
tigate attachment more fully at a neurobiological level. It seems likely that 
attachment plays a significant role in the placebo response in psychotherapy, 
in the sense that the patient’s view of  the therapist as sensitive and support-
ive, as a “secure base,” has the effect of  permitting the patient to consider 
his or her problems more calmly and carefully, even as the patient gains 
the courage to try out new problem-solving strategies. Some of  these new 
strategies will prove effective, permitting the initiation of  a “benign cycle” 
in the patient’s life. We are just beginning to understand interpersonal vari-
ables from a neurobiological perspective (cf. the discovery of  mirror neu-
rons), and it seems likely that neurobiology can contribute substantially to 
this area of  inquiry, a field on which psychiatrists and psychologists have 
been toiling for over a century.

Another set of  psychological variables we expect will receive the atten-
tion of  neurobiological researchers consists of  the key components of  treat-
ment described in unified treatment protocols, such as the one espoused by 
Barlow and colleagues (200). This protocol permits the psychotherapist to 
choose among the interventions of  psychoeducation, exposure, increased 
self-regulation, and changed cognitions. If  these targets, especially the last 
three, can be understood more clearly from a neurobiological perspective, 
one would expect that the associated interventions can be modified to 
make them more precise and effective, and the protocol can be expanded 
to include other psychotherapeutic and somatic interventions. For example, 
neurobiological findings may enable psychotherapists to optimize exposure 
trials and may offer useful insights about how to help patients achieve 
increased self-regulation, notwithstanding difficulties with attention and 
planning, motivation, and learning.

It bears repeating that psychiatric treatment can only benefit from an 
increasing rapprochement between psychology and neurobiology. To the 
extent that psychological variables can be understood neurobiologically 
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and neurobiological variables can be understood psychologically, there is 
bound to be a more fruitful dialogue than has existed heretofore. The use 
of  these two sets of  constructs has led to the development of  some very 
effective interventions in the treatment of  mental disorders, and increased 
cross-fertilization between them will surely improve the quality of  the treat-
ments we offer patients.
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Anticipations in Psychological Theory
While it is certainly reasonable to wish to relate psychological and psycho-
therapeutic phenomena to other explanatory variables, as occurs in neu-
roscience, it is also helpful to continue to investigate psychotherapy at the 
level of  strictly psychological variables. Thus, researchers will continue to 
“look under the hood” of  psychotherapy in an attempt to understand how 
it works at a psychological level. Some variables of  current interest include 
chronicity, attachment (again), and the identification of  coping strategies 
that are not hijacked in the service of  avoidance. one more issue of  cur-
rent interest has to do with the relative virtues of  disorder-specific versus 
principle-driven treatment.

There is increasing evidence that chronicity plays a role in the effective-
ness of  psychotherapeutic interventions. Many psychotherapies are as effec-
tive as somatic interventions in the treatment of  first-episode nonpsychotic 
disorders. Chronic disorders are generally more difficult to treat, although 
there are now a few models of  psychotherapy that are very helpful with 
these conditions. For example, Mindfulness-Based Cognitive Therapy has 
been shown to decrease depressive relapse among individuals with multiple 
previous episodes but has not been shown to be helpful for people who 
have had just one or two previous episodes. It is known that a subgroup of  
individuals with only one previous episode of  depression, for example, will 
never have another episode, and it is probably the case that these individu-
als differ in important ways from those who go on to establish a course of  
relapse and remission. To the extent that a model of  psychotherapy helps 
people to solve specific emotional problems in their lives, such treatment 
may be more useful with those whose mental disorders are basically reac-
tive in nature. Thus, one would anticipate the development of  treatments 
that are aimed at either first-episode or more chronic illness, but not both 
at once.

We return to the variable of  attachment yet again, not only because it 
appears to be an important predictor of  behavior over the lifespan, but 
also because of  its similarities with and differences from the therapeutic 
alliance variable, which is of  central interest in psychotherapy in its own 
right. unfortunately, it appears that the interaction between the patient’s 
and the therapist’s attachment style has a complicated effect on outcome, 
and this effect may depend on the nature of  the treatment in question. It 
is helpful that there are now data to show that the portion of  the patient’s 
attachment predicting to outcome is that which pertains to the expecta-
tion of  rejection (as versus the desire for closeness), but there obviously 
remains much more to understand here. It seems likely that attachment 
may play a different role in different conditions, as a consequence of  which 
the relationship between attachment and outcome will end up being rather 
complicated. This is an area in which further research is likely to yield valu-
able insights.

It is becoming increasingly clear that avoidance plays a major role in 
anxiety and obsessive-compulsive disorders, even if  on their face anxiety 
symptoms, such as chronic rumination, often appear to involve exactly 
the opposite of  avoidance. However, it is now evident that anxious 
rumination and similar symptoms do represent an avoidance of  more 
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distressing anxious thoughts and feelings. For example, it is certainly the 
case that anxious rumination keeps one in a state of  high arousal, and 
some individuals may intuitively sense that they are “safer” when highly 
aroused, as if  this will prevent them from being ambushed by problems. 
In other words, rumination can be thought of  as a “safety behavior” 
that protects the individual from having to cope with an unexpected 
event. The centrality of  avoidance in these conditions helps to explain 
why exposure treatments have been so effective. This represents some-
thing of  a paradigm shift, since in the past psychotherapy for anxiety and 
obsessive-compulsive disorders was aimed at providing patients coping 
skills, such as relaxation techniques, thought stopping, and the like. The 
challenge now is to determine how to provide useful coping strategies, 
particularly those that decrease autonomic arousal, in a way that doesn’t 
encourage the patient to use them in the service of  avoidance.

Finally, we return to a question we raised earlier:  Will future psycho-
therapists provide treatment based on diagnosis-specific manuals within 
each theoretical school (psychodynamic, behavioral, and so forth), or will 
therapists revert to the provision of  service based on larger principles? 
ultimately, the question is whether effective unified protocols can be devel-
oped for more than just a few groups of  diagnoses, balancing specificity 
with generality. The development of  such protocols will probably depend 
on researchers’ better understanding of  disease states and the psychological 
factors relevant to each.
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Next Steps: Further Training 
and Self-Study
In Chapter 4 we laid out a plan for learning psychotherapy. To recapitu-
late, we encouraged you to begin by working to understand the theoretical 
basis, both psychodynamic and behavioral, that underlies most of  psycho-
therapy, as it is currently practiced. You can obtain this information in this 
and similar texts. We then encouraged you to locate a partner with whom 
you could do brief  role plays to practice the five basic psychotherapy skills: 
attending and listening, restatements, questions, showing empathy, and 
challenges. After that, we suggested that you do longer psychotherapy role 
plays and that you videotape them for review. At this point, we encouraged 
you to learn in more detail about one model of  psychotherapy by read-
ing an appropriate text. We encouraged that you start with a manualized 
treatment, such as interpersonal therapy or cognitive-behavior therapy. We 
suggested that you videotape your sessions (assuming the patient gives all 
necessary written permissions) and that you review the tapes with a super-
visor who is expert in the model of  psychotherapy you are delivering, as 
well as to review the tape with a peer. We encouraged the use of  therapist 
compliance checklists and suggested you set specific behavioral goals for 
yourself, which you can monitor in every therapy session. After you have 
treated at least three or four patients using one model of  treatment, we 
suggested you repeat the process for a second model of  treatment—and 
then perhaps a third or fourth.

There are excellent overviews of  specific psychotherapy models that 
cover the theory and practice of  treatment in far more depth than is pos-
sible in a text like this one. We have listed these references elsewhere in the 
text. We would also encourage that you obtain copies of  several treatment 
manuals, so that you gain a sense of  the session-by-session progression of  
psychotherapy within several different schools.
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Note that italicized terms are defined elsewhere in the Glossary. The 
following specific psychotherapeutic techniques are listed and defined in 
Chapter 4: activity scheduling, analyzing defenses, assertiveness training, 
assigning homework, behavior monitoring, catharsis, constructing hierar-
chies, contingent reinforcement, downward arrow, exposure, extinction, 
feedback, free association, interpretation, journaling, mindfulness, mod-
eling, planning experiments, problem solving, psychoeducation, refram-
ing, rehearsal, relapse prevention, relaxation training, role plays, setting 
goals, setting time limits for treatment, skill building, stimulus control, and 
transference work.

Adler, Alfred (870–937): He was an Austrian physician who collabo-
rated closely with Sigmund Freud between 902 and 9. At the time 
he broke with Freud, he was working out a theory of  personality that 
became known as individual psychology.

Ainsworth, Mary D.S. (93–999): This American-Canadian develop-
mental psychologist contributed heavily to attachment theory, having 
conducted experiments using the strange situation.

Anal stage: According to psychoanalytic theory, the cathexis of  libido is 
normally centered on the anus during the second 8 months of  life, and 
unpleasure is discharged first by expelling and then retaining feces.

Analytical psychology: This is Jung’s carefully worked-out theory of  per-
sonality. It describes and relates such concepts as archetype, complex, 
collective unconscious, and many other constructs.

Anima: In analytical psychology, this archetype is a part-personality com-
plex with female characteristics, for both males and females.

Animus: In analytical psychology, this archetype is a part-personality com-
plex with male characteristics, for both males and females.

Applied behavior analysis (ABA): This first-wave behavioral intervention 
involves the careful analysis of  small segments of  behavior, after which 
basic principles of  operant and also classical conditioning are applied to 
increase or decrease the frequency of  specific behaviors.

Archetype:  In analytical psychology this unconscious, transpersonal 
structure of  the complex was originally called a “primordial image.” Jung 
described archetypes as “the introspectively recognizable form of  a pri-
ori psychic orderedness.” He viewed them as the structures or tenden-
cies on which humans unconsciously rely to organize their experiences. 
He enumerated five main archetypes: persona, shadow, animus, anima, 
and self.

Glossary
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Attachment: This term refers to the infant’s bond to the caregiver that 
can be observed in humans and other species. There is evidence that 
successful attachment is required early in life for normal social and cog-
nitive development. Attachment is fairly stable across the lifespan and 
can be measured in various ways among young children and also among 
adults. It appears to predict to process and outcome in psychotherapy in 
a manner that is not yet fully understood.

Automatic thought: In cognitive-behavior therapy, automatic thoughts 
are very quick appraisals of  one’s situation. They are said to arise spon-
taneously and to coexist with the more manifest stream of  thoughts. 
Automatic thoughts are not based on reflection or deliberation, and they 
are accepted as true, without any real evaluation. In particular, automatic 
negative thoughts are those that lead to emotional distress. Conceivably, 
they may be accurate and useful, or they may lack accuracy and/or util-
ity. such automatic negative thoughts represent one focus of  the work in 
cognitive-behavior therapy.

Bandura, Albert (925–):  This Canadian-born psychologist who has 
lived most of  his life in the United states contributed heavily to early 
applications of  cognitive-behavioral theory. He is particularly known for 
his ideas regarding observational learning and self-efficacy.

Beck, Aaron T. (92–): This American psychiatrist is known for his 
seminal contributions to the application of  cognitive-behavioral principles 
to psychotherapeutic treatment.

Behaviorism: This is an approach to psychotherapy that relies heavily on 
behavior theory and involves the use of  learning principles to change 
problematic behavior. Behaviorism is often divided into three “waves,” 
corresponding to radical behaviorism, cognitive-behavioral approaches, 
and mindfulness-based approaches.

Bernheim, Hippolyte (840–99):  This French neurologist was very 
interested in hypnosis. Freud studied with him in 889.

Biofeedback: This technique involves the provision of  real-time informa-
tion about a body process of  which the individual is not normally much 
aware.

Body armor: This is the term Reich used to refer to an individual’s char-
acteristic muscular tone, which is intended to prevent the individual 
from behaving inappropriately, especially in relationship to others. Reich 
believed that a particular body armor reflects one’s defense structure.

Bowlby, John (907–990): This psychoanalytically trained English physi-
cian wrote extensively about infant attachment and maternal deprivation.

Breuer, Josef (842–925): A neurologist and early colleague of  Sigmund 
Freud, he contributed to the early development of  Freud’s ideas about 
hysteria.

Brief Cognitive Therapy for Panic Disorder:  This cognitive-behavioral 
intervention involves the modification of  thoughts and behaviors in the 
treatment of  panic disorder.
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Cathexis:  In psychoanalytic theory, cathexis describes the investment 
of  an amount of  psychic “energy” in a mental object or the self. The 
“energy” referenced here corresponds to Freud’s concept of  psychic 
energy distribution in his economic theory.

Character disorder: This psychoanalytic term refers to the condition that 
results when an individual makes nearly exclusive use of  a very narrow 
range of  defenses. In more modern terms, character disorder is approxi-
mately equivalent to the concept of  personality disorder.

Charcot, Jean-Martin (825–893):  This French neurologist experi-
mented extensively with the treatment of  hysteria. Freud studied with 
him for five months in 885.

Classical conditioning:  Also referred to as “respondent conditioning,” 
this term describes how a specific response can be elicited following a 
neutral stimulus. starting with an old stimulus-response pattern, a new 
stimulus can come to elicit the old response if  the old and new stimuli 
are repeatedly paired. In view of  the temporal contiguity between the old 
and new stimuli, which are consistently followed by the response (to the 
old stimulus), the organism learns that the new stimulus is associated with 
the response. Following multiple trials, the organism displays the response 
each time the new stimulus is presented, even when the old stimulus is 
not presented.

Client-centered therapy:  This model of  psychotherapy, developed by 
Rogers, is sometimes referred to as the “third force” in American psycho-
therapy (after behaviorism and psychoanalysis).

Cognitive-behavioral therapy (CBT): Broadly speaking, this term refers 
to any second-wave behavioral intervention in which the therapist sets 
out to modify cognitions and behaviors that may be causing problems 
for the patient. Probably the best-known version of  CBT is the one 
described by Beck.

Collaborative empiricism: This term describes a fundamental value or 
stance of  the cognitive-behavior therapist. The therapist doesn’t know 
in advance whether a patient’s particular automatic thought is valid or 
invalid, nor is its utility indisputable. Therefore, patient and therapist col-
laborate in designing an experiment to evaluate the consequence of  act-
ing (or not acting) on the patient’s thought. only when empirical data 
have been gathered can therapist and patient decide whether to modify 
the automatic thought, to leave it alone, or to learn new skills that permit 
a change in the patient’s behavior. The concept of  collaborative empiri-
cism reflects the emphasis in cognitive-behavior therapy that is placed 
on the development of  a mutually respectful, reasonably egalitarian rela-
tionship between patient and therapist, who together work out how to 
gather and then analyze data about the patient’s problems.

Collective unconscious: In analytical psychology the unconscious is divided 
into two parts. The collective unconscious contains material reflecting 
universals shared by all humans. It is distinguished from the personal 
unconscious.
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Complex: According to analytical psychology, mental activity is organized 
around groups of  ideas with a particular emotional tone. The outer shell 
of  a complex is related to immediate personal experiences and associa-
tions, while the nuclear element contains archetypes.

Condensation: This psychoanalytic term refers to the process by which 
psychic elements associated by some commonality are distilled into a 
single representation, giving a result that is a compromise between cen-
sorship and expression. The use of  this term is most commonly associ-
ated with dreams, but the mechanism is not confined to dreaming. For 
instance, condensation is evident in slips of  the tongue. In dreams, con-
densation is the mechanism by which elements may have more than one 
meaning.

Conscious: This psychoanalytic term refers to the ideas and memories 
of  which the individual is currently aware. It is to be distinguished from 
preconscious and unconscious. This term can also be used an adjective that 
describes what a person is directly aware of.

Constructive alternativism: This is the term Kelly used to refer to his 
idea that people construct their views of  the world from among a num-
ber of  choices.

Conversion: This ego psychological defense involves the expression of  
emotional distress in the form of  physical symptoms, such as the paraly-
sis of  a limb, certain pain phenomena, and so forth.

Core belief: In cognitive-behavior therapy, this term refers to the rigid, 
global idea one has about oneself, the world, or one’s future. Three 
common core beliefs of  depressed people are the ideas that one is 
worthless, helpless, or fundamentally unlovable. Anxious people may 
harbor the core belief  that they cannot respond effectively to surprising 
or threatening events. The core beliefs of  individuals with personality 
disorders represent the cognitive equivalent of  fundamental diagnostic 
criteria. For example, individuals with histrionic personality disorder 
believe that they are only worthwhile to the extent that they entertain 
others, while those with avoidant personality disorder believe that they 
are incapable of  tolerating awareness of  painful thoughts, feelings, and 
situations. By contrast, people without mental disorders usually have the 
core belief  that they are fundamentally worthwhile, able to do many 
things, and capable of  being loved by others.

Countercathexis:  This psychoanalytic term refers to the process by 
which the psychic “energy” that might have been attached to or focused 
on a certain mental object is redirected to another object deemed by 
the ego to present less risk if  such energy were immediately discharged. 
For example, the ego prevents sexual desire from being attached to the 
mental image of  a parent. Instead, through the process of  counterca-
thexis such instinctually based energy is displaced to another mental 
object, such as a peer, one’s schoolwork, or the value one attaches to 
orderliness.

Counterconditioning: This is a form of  classical conditioning, according to 
which an individual learns a new conditional response that is inconsistent 
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with the old conditional response. For example, in the treatment of  
phobia, patients are taught to achieve a deep state of  relaxation, which 
they then pair with increasingly disturbing mental images of  or physi-
cal proximity to the phobic stimulus. In time, patients learn to associate 
the phobic stimulus with a new response (relaxation) that is inconsistent 
with the old response (anxiety).

Countertransference:  This is originally a psychoanalytic term but has 
since been appropriated by other models of  psychotherapy. It reflects 
the idea that a psychotherapist responds to patients in a way that reflects 
earlier experiences in the therapist’s life. Freud thought of  counter-
transference as an unconscious process, but more recent definitions 
also include the therapist’s conscious awareness of  his or her distorted 
perception. There is consistent evidence that unmanaged countertrans-
ference has an adverse effect on outcome from psychotherapy, while 
managed countertransference serves as a useful source of  information 
about what is occurring in treatment.

Creative self: This term describes the belief  in individual psychology that 
one is free to act on and combine early influences as one wishes. In 
other words, no one is bound, based on early experience, to develop 
in a particular way.

Defense/Defense Mechanism:  This psychoanalytic term refers to any 
strategy employed by the ego to control and regulate “unacceptable” 
material projected by the id. Freud wrote extensively about repression, 
while various ego psychologists have described more specific defenses, 
including conversion, denial, displacement, dissociation, identification, isola-
tion of  affect, projection, rationalization, reaction formation, regression, split-
ting, sublimation, suppression, undoing, and others.

Denial: This ego psychological defense involves a refusal to accept exter-
nal reality because it is too threatening. People with addiction are likely 
to engage in denial about their addiction, but the defense is seen at some 
level in everyone.

Depressive position:  A  term invented by Melanie Klein, this refers to 
a period in the second three months of  life when the infant fears that 
aggressive or greedy impulses will destroy external objects. Klein believed 
that successful resolution of  the depressive position permits the infant 
to begin to combine good and bad objects and thus to decrease reliance 
on the defense of  splitting. Thus, the ego becomes better integrated, and 
rudimentary development of  the superego begins.

Dialectical behavior therapy (DBT):  Developed by Linehan, DBT is 
a third-wave behavioral treatment that specifically aims to decrease 
self-injurious behaviors. It is most often utilized with individuals diag-
nosed with borderline personality disorder.

Discrimination: In learning theory, this refers to the extent to which an 
individual’s response depends on the precise details of  a situation. When, 
based on previous learning, an organism is highly discriminant, a given 
response will be elicited only in very specific situations. Discrimination is 
contrasted with generalization.
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Displacement: This ego psychological defense involves shifting an emo-
tion from its real target to a target that is less threatening. For example, 
one might become angry at a family member rather than to experience 
anger toward a superior at work.

Dissociation: This ego psychological defense involves the development 
of  a profound separation of  a group of  mental processes from the rest 
of  one’s integrated consciousness, memory, perception, and sensorimo-
tor behavior. The dissociating individual cannot consciously attend to the 
separated processes and other integrated functions at the same time.

Dodo bird hypothesis: In its extreme form, this hypothesis asserts that 
all forms of  psychotherapy are equally effective. In its more nuanced ver-
sion, it asserts that the difference in efficacy among various forms of  
psychotherapy is much less than the overall efficacy of  psychotherapeu-
tic treatment. The Dodo bird hypothesis stands in opposition to the 
hypothesis that certain kinds of  psychotherapy are much more effective 
than others.

Drive derivative:  This term from psychoanalysis refers to the various 
obscure ways that repressed drives manifest themselves, including as 
symptoms and fantasies.

Dynamic theory:  This proposition describes Freud’s understanding 
of  how conscious mental life is affected by unconscious factors. Freud 
believed that every conscious thought or act is caused by prior mental 
events, many of  which are not accessible to conscious awareness. This 
idea is sometimes referred to as psychic determinism.

Eclecticism: This is a treatment strategy in which interventions based on 
a range of  psychotherapies are used in an idiosyncratic (and often rapidly 
shifting) manner to treat the patient’s symptoms. It is to be distinguished 
from (dogmatic) consistency and also pluralism.

Economic theory:  This proposition describes Freud’s understanding 
of  how energy is transferred within the mind. He stated that when 
an instinctual drive arises, it creates a hypothetical central stimulation. 
Because the central nervous system functions so as to minimize incoming 
stimulation, the discharge of  such psychic energy is desirable. However, 
the psychic energy may be attached to or focused on an object with char-
acteristics such that a discharge of  the energy might be perceived by the 
ego as “dangerous.” Therefore, the energy is moved to another object 
through the process of  countercathexis.

Effect size: This is a general statistical term with particular application to 
meta-analyses, where it represents the amount by which two conditions 
differ from one another. For example, an effect size might describe the 
change from pretreatment to posttreatment of  a typical psychotherapy 
patient. Effect sizes, including the mathematically very similar d and g, 
are often expressed in units basically equivalent to standard deviations. 
In other words, an effect size of  d = .5 implies that the means of  two 
groups or conditions differ from one another by half  a standard devia-
tion. The use of  effect sizes permits one to compare the relative sizes of  
various interventions, such as the overall effect on outcome of  being in 
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psychotherapy (d = .87) versus the effect on outcome of  a strong or weak 
therapeutic alliance (d = .57). Another kind of  effect size is the odds ratio.

Effectiveness: This term refers to the degree to which psychotherapy has 
beneficial results, as measured in routine clinical situations. It is distin-
guished from the concept of  efficacy.

Efficacy: This term refers to the degree to which psychotherapy has bene-
ficial results, as measured in randomized controlled trials (i.e., “in the lab”). 
It is distinguished from the concept of  effectiveness.

Ego psychology:  This is a psychodynamic school that largely postdates 
Freud. rather than viewing the ego’s defenses as essentially reactive, ego 
psychologists shift the focus of  attention to the coherent organization of  
the ego itself. Mental phenomena are understood in terms of  optimal 
ego functioning, rather than as the efficiency with which id impulses are 
dispatched or neutralized. Much more attention is devoted to the details 
of  ego defenses, which are thought to be useful coping strategies that 
help one to live in the world.

Eight stages of development: Erikson expanded Freud’s developmental 
scheme and identified eight stages, each associated with specific con-
flicts, virtues, and ritualizations/ritualisms. The stages are infancy, early 
childhood, preschool age, school age, adolescence, young adulthood, 
adulthood, and old age.

Ellis, Albert (93–2007):  This American psychologist developed a 
cognitive-behavioral psychotherapy called rational-emotive behavior 
therapy.

Empirically supported treatment:  This refers to a health intervention 
that has been shown in several studies to be more efficacious than wait-
list control. There is no universal agreement on exactly how many or 
what sorts of  studies are required, but in most cases randomized con-
trolled trials demonstrating efficacy in at least two laboratories are con-
sidered to be sufficient evidence of  efficacy.

Erikson, Erik H. (902–994): This German-born man lived in the United 
states for many years. He contributed heavily to the theory of  ego psy-
chology and is particularly known for his eight stages of  development.

Eros:  This psychoanalytic term refers to the life-directed instinct. 
Associated with eros is the psychic energy referred to as libido.

Expectancy: This learning theory term describes an individual’s subjec-
tive belief  that one particular event will follow another particular event. 
The term is used in many contexts, including to describe an individual’s 
estimate of  the likelihood that a given behavior will lead to a certain 
reinforcement. It is also used to describe a patient’s prediction regarding 
the outcome of  treatment.

Exposure and response prevention (ErP): This cognitive-behavioral model 
of  treatment is applied specifically to symptoms of  obsessive-compulsive 
disorder. More generally, principles of  ErP are helpful in the treatment 
of  most anxiety disorders.
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External validity: This term refers to the degree to which the conclusions 
of  a particular study can be generalized beyond the study sample itself. 
External validity is distinguished from internal validity.

Extinction: After an individual performs a target behavior, an expected 
reinforcer is not delivered, thus decreasing the likelihood that the target 
behavior will be performed again.

Eye movement desensitization and reprocessing (EMDr): In this novel 
psychotherapeutic technique developed by Shapiro, principles of  cognitive-
behavioral treatment are supplemented by special eye movements to 
ameliorate symptoms of  posttraumatic stress disorder.

False self: Winnicott used this term to describe a child’s façade that is 
designed to please others (in order to feel safer in the world), as a conse-
quence of  which the child does not experience spontaneity or the sense 
of  being fully alive. Winnicott contrasted false self  with true self.

Ferenczi, Sándor (873–933):  A  long-time friend and colleague 
of  Freud, Ferenczi collaborated with Rank in efforts to shorten the 
course of  psychoanalysis. He also treated many prominent early psy-
choanalytic writers and is sometimes referred to as “the mother of  
psychoanalysis.”

Fictional finalism: This individual psychology term describes the cognitive 
structures and goals a child develops in response to his or her particular 
Weltanschauung.

Fixation: According to psychoanalytic theory, an individual can become 
“stuck” at a particular stage of  psychosexual development, which results 
in stunted emotional growth and the probable development of  a char-
acter disorder.

Fonagy, Peter (952–): This Hungarian-born psychologist, who has lived 
for many years in london, has contributed heavily to the development 
of  a model of  psychotherapy known as mentalization-based treatment.

Freud, Anna (895–982):  The youngest child of  Sigmund Freud, she 
lived for many years in london and contributed to the development of  
child psychotherapy and wrote extensively on the topic of  ego psychology, 
with a particular focus on ego defenses.

Freud, Sigmund (856–939): A physician born in the Austro-Hungarian 
Empire and residing in Vienna for most of  his life, he was primarily 
responsible for developing the theory of  psychoanalysis. He is rightly 
referred to as “the father of  psychoanalysis.”

Generalization:  In learning theory, this refers to the extent to which a 
behavior learned in one situation is likely to be emitted in other situa-
tions. Generalization is contrasted with discrimination.

Genetic theory: This proposition describes Freud’s understanding of  
developmental shifts in the cathexis of  libido during childhood. Freud 
believed that in normal development libido is focused first in one body 
area and then another, until at last libido is genitally focused. Freud 
believed that each developmental stage is associated with specific 
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psychological tasks. For example, he believed that the Oedipus complex is 
normally worked out during the phallic stage.

Genital stage:  According to psychoanalytic theory, this stage begins at 
the time of  puberty and involves the individual’s amorous involvement 
with peers.

Grief problem area:  In the interpersonal psychotherapy treatment of  
depression, patients are assigned the grief  problem area if  they have not 
fully mourned the death of  someone very close to them.

Hayes, Steven C. (948–):  This American psychologist developed 
Acceptance and Commitment Therapy, a third-wave behavioral 
intervention.

Identification:  This ego psychological defense involves improving one’s 
self-esteem by affiliating with someone who has more power. More spe-
cifically, identification with the aggressor involves the adoption of  the 
values and mannerisms of  a feared person, while altruistic surrender 
provides vicarious satisfaction of  one’s own ambitions by identifying with 
the satisfactions and frustrations of  another person.

Individual psychology:  This is Adler’s theory of  personality, in which 
primary emphasis is given to the idea of  striving for superiority. The 
theory relates early childhood experiences to the development of  a 
Weltanschauung and each individual’s resulting style of  life.

Individuation:  In analytical psychology, this term refers to the discovery 
and integration of  the various parts of  an individual’s personality.

Instinct:  In psychoanalysis instincts are said to have four characteristics. 
They correspond to body deficiency of  some kind, they aim to elimi-
nate the deficiency, they seek an object that will accomplish this, and 
their magnitude depends on the degree of  the body deficiency. When 
an instinctual drive arises, it creates a hypothetical central stimulation. 
Consistent with Freud’s view that the central nervous system functions so 
as to minimize stimulation, the discharge of  instinctually derived energy 
is desirable.

Intermediate belief: In cognitive-behavior therapy, intermediate beliefs 
are cognitions that exist at a level between automatic thoughts and core 
beliefs. These cognitions consist of  the rules, attitudes, and assumptions 
that individuals develop in order to get through life, given their funda-
mental ideas about the world. People typically don’t view their inter-
mediate beliefs as assumptions about the world. Instead, they simply 
accept them as true and usually don’t even recognize that they have 
them. Intermediate beliefs often take the form of  if/then statements, 
such as the following: “If  I try to act on my own, I will fail; if  I submit 
myself  to the will of  another person, he or she will protect me and will 
make decisions for me.”

Internal validity: This term refers to the logical accuracy with which par-
ticular conclusions can be drawn for the sample within a given study, 
given the design and data analysis. Internal validity is distinguished from 
external validity.
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Interoceptive exposure:  In the cognitive-behavioral treatment of  panic, 
the therapist encourages the patient to act in such a way as to induce 
feared internal experiences, such as tachycardia, dyspnea, or dizziness, in 
order to show the patient after a number of  trials that such experiences 
are not dangerous and do not need to be avoided.

Interpersonal deficits problem area:  In the interpersonal psychotherapy 
treatment of  depression, patients are assigned the interpersonal deficits 
problem area when they have limited social contacts and skills.

Interpersonal inventory: In the first few sessions of  interpersonal psycho-
therapy, part of  the conceptualization process involves the collection by 
the therapist of  extensive information regarding important relationships 
in the patient’s life, past and present.

Interpersonal psychotherapy (IPT): This model of  treatment relates psy-
chopathological symptoms to disturbances in social functioning. It was 
developed in the late 960s by Klerman and Weissman.

Isolation of affect: This ego psychological defense involves separating the 
feelings from one’s thoughts and actions.

Jung, Carl G. (875–96): This swiss psychiatrist collaborated with 
Freud between 907 and 93. He later developed a theory of  personal-
ity and treatment that is now known as analytical psychology. He wrote 
extensively and worked out the details of  archetypes, complexes, collective 
unconscious, and many other ideas.

Kabat-Zinn, Jon (944–):  This American psychologist developed one 
of  the first manualized third-wave behavioral interventions, which 
he applied to individuals with chronic pain. The intervention is called 
mindfulness-based stress reduction.

Kelly, George (905–967):  This American psychologist developed a 
model of  psychopathology called personal construct theory, which he 
further developed into an unusual approach to psychotherapy.

Kernberg, Otto F. (928–):  This Austrian psychiatrist, who grew up 
in Chile but has lived for many years in the United states, has written 
extensively on borderline personality organization and is responsible for 
the development of  transference-based psychotherapy.

Klerman, Gerald L. (928–992): This American psychiatrist, together with 
his future wife, Myrna M. Weissman, developed interpersonal psychotherapy.

Klein, Melanie (882–960): originally from Vienna, she spent the larg-
est part of  her working life in london, where she contributed heavily to 
the theory of  object relations.

Kohut, Heinz (93–98):  A  physician who grew up in Vienna but 
spent most of  his adult life in Chicago, Kohut is responsible for the devel-
opment of  self  psychology.

Latency stage: According to psychoanalytic theory, after resolution of  the 
phallic stage, there follows a period of  relative quiescence in which sexual 
matters are less prepotent.
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Libido:  In psychoanalysis, this term refers to the psychic energy associ-
ated with the life-directed instinct, which is called eros. Freud believed 
that much of  normal and pathological development can be traced to the 
(mis)direction of  libido in the psyche.

Linehan, Marsha M. (943–):  This American psychologist developed 
dialectical behavior therapy, an intervention designed to decrease 
self-injurious behavior among patients, many of  whom are diagnosed 
with borderline personality disorder.

Mahler, Margaret S. (897–985): This Hungarian psychoanalyst contrib-
uted heavily to attachment theory and maintained a particular interest in 
separation-individuation.

Mentalization-based Treatment (MBT): Developed by Fonagy and oth-
ers, this psychodynamic treatment aims to increase patients’ awareness of  
thoughts and feelings, both in themselves and in others, thus increasing 
their psychological-mindedness.

Meta-analysis: This is a statistical technique in which the statistical find-
ings from several studies are combined to draw conclusions from all the 
studies at once, rather than to consider the conclusions of  each study 
individually.

Mindfulness-based cognitive therapy (MBCT): This third-wave, manual-
ized behavioral intervention employs a group format to decrease patients’ 
risk for relapse in the treatment of  recurrent depression.

Motivational Interviewing (MI): This brief  psychotherapeutic technique is 
designed to help individuals struggling with ambivalence to make a deci-
sion. MI is based on techniques from client-centered therapy but adds spe-
cific verbal strategies that have the effect of  moving the individual toward 
a decision—not infrequently one that is consistent with the therapist’s 
intention.

Multidetermination:  In psychoanalysis, this term refers to the process 
by which all psychic phenomena arise as a convergence or compromise 
among multiple factors or causes. Therefore, a single phenomenon has 
multiple origins and may serve multiple purposes.

Negative reinforcement: After an individual performs a target behavior, 
the expected punishment does not occur, thus increasing the likelihood 
that the target behavior will be performed again.

Neuroplasticity: This term refers to the fact that neurons change, some-
times quite fundamentally, in response to external stimuli, thus facilitating 
learning and general adaptation.

Number needed to treat (NNT): This statistic permits one to com-
pare the effects of  several treatments. For a given condition, treat-
ment, and criterion of  improvement, NNT equals the average number 
of  patients who would need to receive the treatment before at least 
one more patient reaches the improvement criterion, in comparison 
with the number of  patients who would have reached criterion without 
treatment.
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Object: This psychoanalytic term refers to a person, a part of  a person, 
or a mental representation of  the same. A distinction is made between 
objects that are internal (mental representations) and those that are 
external or real. The self  is a particular object that consists of  an internal 
image of  one’s own person.

Object relations: This is a psychodynamic school that largely postdates 
Freud, in which the primary interest is in the structural and dynamic inter-
actions between internal objects and the self  object (not to be confused 
with selfobject, Kohut’s term for a different construct).

Observing ego:  In psychoanalysis this term refers to the ability to observe 
one’s own psychological processes and the ability to construct a working 
alliance with the therapist for the purpose of treatment.

Odds ratio (or): This is a kind of  effect size. The odds ratio compares 
the likelihood that something will happen in one group against the likeli-
hood that it will happen in another group. For example, if  the odds of  
recovery in one treatment are twice as high as the odds of  recovery in 
another treatment, this is expressed as OR = 2.0.

Oedipus complex: According to Freud, this universal developmental cri-
sis permits young boys to negotiate three-person relationships and sets 
the stage for the development of  superego. The three- or four-year-old 
boy desires his mother sexually but fears castration by his father. The boy 
ultimately abandons his desire for his mother and comes to identify with 
the feared aggressor, his father, in the process introjecting his father’s 
values. However, Freud was unable to work out a detailed version of  this 
process for females.

Operant conditioning: This term describes the relationship between a 
behavior that acts on the environment and its associated reinforcement 
schedule. Essentially, the frequency with which one continues to per-
form a behavior depends on one’s experience with the previous conse-
quences of  performing the behavior.

Optimal frustration: This is Kohut’s term that describes how the thera-
pist responds to a patient in a manner that slightly lacks empathy, with 
the consequence that the patient gradually develops the capacity to 
self-soothe.

Oral stage: According to psychoanalytic theory, the cathexis of  libido in 
the first 8 months is normally centered on the mouth, lips, and tongue, 
and unpleasure is discharged by sucking, biting, and chewing.

Organ inferiority: This individual psychology term refers to the idea that 
humans are aware of  their somatic weaknesses, and they naturally strive 
to overcome them.

Organismic valuing system: In Rogers’ client-centered therapy, this refers 
to one’s internal “felt sense” about the best course of  action, based on 
one’s particular needs and goals. To the extent that one loses contact 
with one’s organismic valuing system, one is at increased risk for the 
development of  psychopathology.
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Paranoid-schizoid position: Klein used this term to refer to a period in 
the first three months of  life during which the infant is fearful regard-
ing self-preservation. Splitting and projection are particularly common at 
this time. If  the infant is dominated by positive fantasies, it can project 
the negative instincts outward and maintain some degree of  stability. If  
not, the infant may be overwhelmed by anxiety and may reject all real 
experience.

Parataxic mode: Sullivan used this term to describe one’s moment-by-
moment experience of  the world using private symbols.

Pavlov, Ivan P. (849–936): This russian Nobel prize winner demon-
strated the operation of  classical conditioning in dogs.

Persona: In analytical psychology this complex is said to mediate between 
the ego and the external world. It is a sort of  mask that people wear in 
their everyday lives. The persona is distinguished from the shadow.

Personal unconscious: In analytical psychology the unconscious is divided 
into two parts. The personal unconscious contains material reflecting 
only one’s own personal history. It is distinguished from the collective 
unconscious.

Personality type: In analytical psychology personality is represented along 
three orthogonal axes: the interpersonal attitudes of  extraversion ver-
sus introversion, the perceptual functions of  sensation versus intuition, 
and the judgment functions of  thinking versus feeling. In psychotherapy 
based on analytical psychology, the patient is given feedback about his or 
her personality type, sometimes with the encouragement to discover 
whether other personality characteristics may be operative below the 
surface.

Phallic stage: According to psychoanalytic theory, the cathexis of  libido is 
normally centered on the genitalia from about age three to age five. The 
Oedipus complex normally arises during this period.

Play therapy: This psychodynamic technique is used in the treatment of  
younger children. The child and therapist play together, and in the con-
text of  the developing relationship, the therapist uses the data arising 
from the play and the structure of  the play itself  to perform the same 
functions as those accomplished in psychodynamic psychotherapy with 
older patients.

Pleasure principle: In psychoanalysis, the immediate discharge of  instinc-
tual energy is said to be pleasurable, because the central nervous sys-
tem is understood to function so as to minimize stimulation. However, 
when the psyche immediately discharges energy in accordance with the 
pleasure principle, adverse consequences may ensue, which would be 
inconsistent with the reality principle.

Pluralism: This is a treatment strategy in which interventions based on 
a range of  psychotherapies are applied sequentially and intentionally, 
addressing first one symptom or condition and then another, based 
on research showing a link between the psychotherapy model and the 
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particular symptom or condition. It is to be distinguished from (dog-
matic) consistency and also eclecticism.

Positive reinforcement: After an individual performs a target behavior, a 
desirable consequence is provided, thus increasing the likelihood that the 
target behavior will be performed again.

Preconscious: This psychoanalytic term refers to the hypothesized system 
of  the psyche that operates between the conscious and the unconscious. 
Although preconscious content is not currently available to awareness, 
with effort one can bring such material to awareness. The preconscious 
functions as a censor by pushing back “dangerous” images or impulses 
that bubble up from the unconscious.

Primary process:  In psychoanalysis, the unconscious is said to operate 
on the basis of  the primary process, which is alogical, lacks negatives 
but permits contradictions, has no time sense, and utilizes displacement, 
condensation, and symbolization. The primary process is distinguished 
from the secondary process, which is more consistent with the concept 
of  “common sense.”

Projection: This ego psychological defense involves shifting unacceptable 
thoughts, feelings, and impulses to someone else. This permits the trou-
bling material to be expressed, although one doesn’t assume any respon-
sibility for it. In psychotherapy projection is sometimes evident when the 
patient suggests that the therapist might be thinking or feeling something 
that in fact originates from the patient himself  or herself.

Prolonged Exposure for Posttraumatic Stress Disorder (PE-PTsD): This 
cognitive-behavioral intervention involves the modification of  thoughts 
and behaviors, with a particular emphasis on exposure, as a means to 
treat PTsD.

Prototaxic mode: Sullivan used this term to describe the infant’s experi-
ence of  the world in an asymbolic and prelinguistic way.

Psychic determinism: Forming a central part of  the dynamic theory, psy-
chic determinism asserts that every thought or act is caused by prior 
mental events, many not accessible to conscious awareness.

Psychoanalysis:  Freud spoke of  psychoanalysis as a theory of  person-
ality, a method of  inquiry, and a type of  psychological treatment. He 
insisted that psychoanalytic theory depends upon the assumption that 
there are unconscious mental processes, that resistance and repression play 
important roles in psychic life, and that sexuality and the Oedipus complex 
are also central features. Psychoanalysis as a treatment technique rests 
on the idea that improved insight equals improved mental health. Freud 
proposed a series of  techniques to promote insight into ego defenses, 
including particularly analysis of  resistance and of  the transference.

Psychodynamic psychotherapy:  Psychodynamic therapists generally 
accept the idea that much of  psychopathology results from ego defenses 
gone awry. However, psychodynamic treatments may differ from one 
another because of  different theoretical perspectives on the ques-
tion of  what it is that fundamentally drives human development. some 
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psychodynamic treatments are based on Freud’s notion that sexual instinct 
is the prime mover in development, while others are based on different 
mechanisms, such as striving for superiority, the need to self-realize, or the 
tension between union and separation, among others. Notwithstanding 
these differences, psychodynamic treatments make use of  many quintes-
sentially psychoanalytic techniques.

Psychotherapy: Each model of  psychotherapy consists of  a set of  primar-
ily verbal techniques delivered in the context of  a personal relationship 
between therapist and patient over the course of  one or many sessions. 
The techniques associated with each treatment model are based, at 
least in part, on an explicit theory of  psychopathology that permits the 
therapist to conceptualize the patient’s mental disorder in such a way 
that the verbal techniques might reasonably lead to symptom ameliora-
tion. Change may result from the verbal interaction between therapist 
and patient and their relationship with one another. It may also arise 
from changes in behavior that the patient makes during or between ses-
sions. Models of  psychotherapy may emphasize individual approaches, 
group approaches, or a combination of  both. Psychotherapy can also be 
offered to smaller or larger groups within a family.

Punishment: After an individual performs a target behavior, an aversive 
consequence is provided, thus decreasing the likelihood that the target 
behavior will be performed again.

Randomized controlled trial (rCT): In this experimental design two or 
more groups of  participants receive different treatments, and measure-
ments are taken to determine whether the different treatments yield dif-
ferent results. However, prior to initiation of  the treatments, substantial 
effort is devoted to ensure that important demographic and other vari-
ables do not distinguish the means of  groups in each arm of  the study. 
Further, the design minimizes any differences in participants’ relevant 
experience over the course of  the study, other than such experience as 
naturally results from the differing treatments. rCTs are said to have high 
internal validity, in that they are designed so as to ensure that any differ-
ences after treatment are likely to be due to the treatments themselves, 
rather than to other variables.

Rank, Otto (884–939): A member of  Freud’s circle who studied phi-
losophy at university, rank became the first nonmedical analyst. He is 
remembered for his ideas about union and separation, as well as for 
recommendations regarding shorter, more accessible treatment.

Rationalization: This ego psychological defense involves the use of  faulty 
logic or reasoning to convince oneself  that one has not done something 
wrong. For example, one might excuse shoplifting by pointing out that 
merchants figure such losses into their prices.

Reaction formation: This ego psychological defense involves converting 
unconscious impulses that might be very threatening into their oppo-
sites. In psychotherapy this sometimes manifests itself  when the patient 
expresses anger toward the therapist, in response to an unconscious wish 
for intimacy.
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Reality principle: This psychoanalytic term describes the ego’s strategy 
of  reducing tension in a manner that is as adaptive as possible to exter-
nal reality. More emphasis is placed on the attainment of  pleasure in 
the future than at present. such a strategy of  deferring gratification and 
considering the constraints of  reality stands in opposition to the pleasure 
principle.

Regression: This ego psychological defense involves behaving immaturely 
rather than dealing with a scary situation in a more adult manner.

Reich, Wilhelm (897–957): A physician born in Poland, he was for a 
time in Freud’s circle in Vienna but broke away in part due to his con-
victions about Marxism and sex. His more mainstream contributions to 
psychoanalytic theory include commentary on the relationship between 
character pathology and musculature.

Reinforcement schedule:  This behavioral term refers to the rate of  
reinforcement in response to a particular operant behavior. Under a 
fixed-interval schedule, the individual is reinforced for the behavior 
only after a certain period of  time has passed since the last reinforce-
ment. Under a fixed-ratio schedule, the reinforcement is given only 
after the behavior is performed a certain number of  times. Under a 
variable-interval schedule, the individual is reinforced only if  the target 
behavior occurs after a varying interval following the last reinforcement. 
Under a variable-ratio schedule, reinforcement is provided only after the 
behavior is performed a varying number of  times. In general, variable 
reinforcement schedules yield more consistent behavior change than 
fixed schedules.

Repression: This psychoanalytic defense involves the ego preventing con-
scious awareness of  threatening thoughts and feelings, either by keeping 
the threatening material in the unconscious or by moving it from the con-
scious to the unconscious. It may be evident from memory lapses, naïveté, 
a failure to understand one’s situation, or the ability to recall a feeling 
but not the associated thoughts. repression does not involve conscious 
intent, and repressed material cannot normally be recalled with effort. In 
this way repression differs from suppression.

Resistance: This psychoanalytic term refers to the fact that patients wish 
to change but not infrequently fail to follow the therapist’s directives, 
even though doing so would help to resolve their symptoms. resistance 
is universally recognized in all models of  psychotherapy, but in some mod-
els it is understood differently than it is in psychoanalysis, where it is said 
to reflect operation of  the ego’s defenses in the face of  threatening mate-
rial that might become conscious if  the patient does as the therapist asks. 
It is as if  the ego is trapped between wanting to feel better and the cost 
of  doing what is required to accomplish that goal.

Ritualism: Erikson used this term to describe exaggerated culturally sanc-
tioned transactions that humans use to help in moving through develop-
mental stages. In contrast to ritualizations, ritualisms may lead to poor 
adjustment. For example, the school-age child learns how to accomplish 
a range of  tasks in various settings, using the ritualization of  formality. 
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However, if  exaggerated, formality becomes formalism, and the child 
falls into the habit of  focusing more on technique than on the intent of  
the task.

Ritualization: Erikson used this term to describe the normal, culturally 
sanctioned transactions that humans use to help in moving through 
developmental stages. If  ritualizations are exaggerated, they become 
ritualisms, with negative consequences for the individual.

Rogers, Carl R. (902–987):  This American psychologist is primarily 
responsible for the development of  client-centered therapy, sometimes 
referred to as the “third force” in American psychotherapy (after behavior-
ism and psychoanalysis).

Role disputes problem area: In the interpersonal psychotherapy treatment 
of  depression, patients are assigned the role disputes problem area if  
they are struggling to deal with major conflict in an important interper-
sonal relationship.

Role transitions problem area:  In the interpersonal psychotherapy treat-
ment of  depression, patients are assigned the role transitions problem 
area if  they are experiencing distress as a consequence of  a significant 
role change, including marrying or divorcing, beginning to work or retir-
ing, becoming a parent or coping with “empty nest syndrome,” and so 
forth.

Rotter, Julian B. (96–204): This American psychologist made early 
contributions to cognitive-behavioral theories of  personality and laid out 
the tenets of  social learning theory.

Secondary process: In psychoanalysis, the conscious is said to operate on 
the basis of  the secondary process, which involves delay of  instinctual 
discharge, binding of  mental energy in accordance with external real-
ity, and avoidance of  unpleasure. The secondary process is distinguished 
from the primary process.

Self:  This term has many distinct meanings within the field of  psycho-
therapy. In analytical psychology, self  is the archetype that provides unity, 
organization, and stability in personality functioning. In self  psychology, 
the development of  a coherent self  is a central psychological principle. 
Kohut related the nuclear, virtual, grandiose, and cohesive selves to one 
another. Freud actually had little to say about the concept of  self.

Self-efficacy: This is Bandura’s term for the belief  that one can respond 
effectively, either to a particular problem or to life problems in general.

Self psychology: often viewed as the fourth psychodynamic school, self  
psychology postdates Freud, having been developed by Kohut to show 
how psychopathology can result from the failure to develop a coher-
ent self. Kohut applied object relations theory to understand individuals 
with narcissistic personality disturbance. He proposed that the self devel-
ops as a consequence of  important relationships, mostly early in life. 
In particular, he identified a special kind of  object, which he called the 
selfobject, that he believed contributed to the development of  a coher-
ent self, but he also emphasized the value of  small empathic failures in 
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early relationships. Kohut tied kinds of  psychopathology to characteristic 
failures in the development of  a self.

Selfobject:  This is the term used in self  psychology that describes the 
functions that other people perform, such as mirroring and idealizing, 
to help the child to develop appropriately. selfobjects are distinguished 
from other objects, in that selfobjects are experienced by the individual 
as part of  the self.

Self-dynamism: Sullivan described these specific behavior patterns that 
protect against anxiety. They include dissociation, selective inattention, 
and others.

Sexual seduction hypothesis: In 896 Freud proposed that patients with 
hysteria had been sexually victimized earlier in life. However, in 897 and 
subsequently he largely repudiated this hypothesis.

Shadow:  In analytical psychology this complex is an alter ego filled with 
repressed or primitive feelings. The shadow is distinguished from the persona.

Shaping: To teach a complex new behavior, a behaviorist may start with 
a behavior already in the individual’s repertoire and may then move 
toward the target behavior in small steps, sequentially reinforcing suc-
cessive approximations to the new behavior.

Shapiro, Francine (948–):  This American psychologist developed eye 
movement reprocessing and desensitization, a novel treatment for post-
traumatic stress disorder.

Skinner, Burrhus F. (904–990):  This American psychologist experi-
mented extensively in the area of  operant conditioning.

Spielrein, Sabina N. (885–942): This russian psychoanalyst was an 
early patient of  Jung. she later worked in Zurich, Munich, and Vienna 
before returning to russia. she published theoretical pieces pertaining to 
schizophrenia and thanatos.

Splitting: This ego psychological defense involves the failure to integrate 
the negative and positive aspects of  other people or of  oneself. In split-
ting, the individual perceives others or the self as all negative, as all posi-
tive, or as alternating between negative and positive. It is often suggested 
that individuals with borderline personality disorder are particularly likely 
to engage in splitting, and this assumption forms an important basis for 
transference-focused psychotherapy.

Spontaneous recovery:  This behavioral term refers to the fact that at 
some point following extinction, the conditional stimulus in question may 
again begin to elicit the extinguished response.

Stern, Daniel N. (934–202): This American psychiatrist wrote about 
the relationship between attachment and the young child’s developing 
sense of  self.

Strange situation: This is an experimental paradigm used by Ainsworth 
and others to assess the attachment pattern of  a young child. Patterns 
identified by the strange situation include secure, anxious-resistant, anx-
ious-avoidant, and disorganized attachment.
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Striving for superiority:  This central concept in individual psychology 
states that humans are innately programmed to seek superiority or 
perfection. Adler believed that this, rather than the sexual instinct, was 
the force that drives human development. He subsequently modified his 
view a little to state that humans strive not for personal superiority but 
for a superior or perfect society.

Structural theory: This proposition describes Freud’s final understanding 
of  the psyche, which he divided into three agents: id, ego, and superego. 
The id is entirely unconscious, while ego and superego are partially con-
scious and partially unconscious. The id contains all the instinctual drives, 
as well as the wishes reflecting memories of  earlier gratifications. The ego 
includes all the mental elements that regulate the interaction between 
the id and the demands of  both the superego and external reality. The 
superego has the functions of  critical self-observation, conscience, and 
maintenance of  the ego ideal. The superego also contains this ego ideal, 
which has arisen from internalized idealized parental images and is a 
separate counterfunction to that of  the superego.

Style of life:  This individual psychology term refers to a way of  living, 
including profession and other major features of  one’s life, that flows 
directly from one’s fictional finalism, which is in turn a result of  the 
Weltanschauung one developed early in life. A style of  life can be either 
effective or mistaken, a distinction that directly reflects the associated 
level of  social involvement.

Sublimation: This ego psychological defense involves the transformation 
of  sexual or aggressive impulses into more socially acceptable actions, 
behavior, or emotion. In psychoanalytic thinking, sublimation is viewed 
as the basis of  all culture.

Sudden early gain: This refers to significant improvement in a patient that 
occurs earlier in treatment than is generally expected according to the 
theory underlying the treatment being offered.

Sullivan, Harry Stack (892–949):  An American psychiatrist, he was 
the first major exponent of  the interpersonal school and described 
self-dynamisms, modes of  communication, and other ideas.

Supportive psychotherapy: This term is used in a variety of  ways, gener-
ally referring to those psychotherapeutic interventions that aim to shore 
up an individual’s functioning without making changes in basic defenses.

Suppression: This ego psychological defense involves the displacement 
of  threatening thoughts and feelings from the conscious into the pre-
conscious. Unlike repression, in which the threatening material is simply 
unavailable to awareness, suppression permits one to move scary mate-
rial out of  awareness temporarily, with the ability to return to it later, as 
one wishes.

Syntaxic mode: Sullivan used this term to refer to one’s experience of  
the world using spoken language, which permits symbolization.

Systems theory: Based on concepts from the field of  cybernetics, sys-
tems theory posits that that families function as self-correcting systems, 
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with built-in servomechanisms to prevent change. Individual symptoms, 
family structure, and communication patterns are each seen as indicators 
of  one another. Psychotherapeutic treatments based on systems theory 
analyze family relationships in terms of  the structure of  the participants’ 
communication with one another. symptoms are modified through mod-
ification of  family structure or communication patterns.

Thanatos:  In psychoanalysis, this is the aggressive or death-directed 
instinct. Although other theorists had earlier mentioned thanatos, Freud 
didn’t begin to write about it until the early 920s.

Therapeutic alliance:  This term refers to the quality of  the working 
relationship between therapist and patient. There are several definitions 
and several measures of  therapeutic alliance, but the best known is the 
Working Alliance Inventory, which measures alliance based on agree-
ment on the tasks and goals of  therapy, as well as the strength of  the 
affective bond between therapist and patient. Therapeutic alliance is 
known to predict relatively strongly to outcome from psychotherapy.

Thorndike, Edward L. (874–949): This prolific American psychologist 
conducted some early experiments that established a foundation for the 
theory of  operant conditioning.

Topographic theory:  This proposition, first enunciated in The 
Interpretation of  Dreams, describes Freud’s understanding of  the psyche 
according to the interrelationships among three systems: conscious, pre-
conscious, and unconscious.

Training analysis:  Individuals wishing to become psychoanalysts are 
expected to undertake a training analysis, which is a course of  psycho-
analytic treatment slightly modified for educational purposes.

Transference: This psychoanalytic term, now used more broadly, asserts 
that people perceive one another partly based on interpersonal tem-
plates that are established early in life. Freud urged that the psycho-
therapist pay careful attention to patients’ transference errors that lead 
to misperception of  the therapist, because such errors might signal 
the presence of  earlier problems in relationships, as well as to point 
to the development of  particular ego defenses and thus symptoms of  
psychopathology.

Transference-focused psychotherapy:  Developed by Kernberg, this 
manualized adaptation of  psychoanalytic treatment aims primarily to help 
individuals with borderline personality disorder overcome splitting.

Transitional object: This is a term coined by Winnicott to describe a spe-
cial object, such as a particular blanket, that helps a young child move 
from self as center of  the universe to self among many selves in the 
universe.

True self: Winnicott used this term to describe the child’s complete access 
to emotions and to a sense of  being fully alive. He believed the true self  
results when the caregiver deals supportively with the child while at the 
same time limiting the child’s fear resulting from feelings of  helplessness 
in the world. Winnicott contrasted true self  with false self.
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Twelve-Step facilitation: This model of  psychotherapy involves the pro-
vision of  support for an individual newly recovering from addiction. 
The patient is strongly encouraged to attend groups like Alcoholics 
Anonymous, and therapist and patient work through the first five steps 
of  the AA program.

Unconscious:  This psychoanalytic term refers to the repository of  all 
the unacceptable desires, memories, thoughts, and feelings pushed out 
of  conscious awareness by repression. It is to be distinguished from pre-
conscious and conscious. This term can also be used an adjective that 
describes what a person is not aware of.

Undoing: This ego psychological defense involves ritualistic activities that 
atone for unacceptable thoughts or actions.

Watson, John B. (878–958): This American psychologist was a promi-
nent behaviorist in the first wave.

Weltanschauung: This German word is used in individual psychology to 
describe an individual’s view of  life or of  the world, as influenced by early 
life experiences.

Weissman, Myrna M. (935–):  Employed as a social worker at the 
time, this American woman (together with her future husband, Gerald 
L. Klerman) is primarily responsible for the development of  interpersonal 
psychotherapy.

Winnicott, Donald W. (896–97): This English physician contributed 
heavily to the theory of  object relations and is responsible for terms like 
transitional object and good-enough mothering, among others.

Wish fulfillment:  In psychoanalysis, this is a strategy used by the id to 
achieve gratification in the face of  an unresolved drive. specifically, the 
id conjures up an image, which, if  real, would be able to satisfy the drive.

Wolpe, Joseph (95–997): This south African psychiatrist contributed 
heavily to the use of  behavioral techniques in the treatment of  anxiety dis-
orders. He is credited with having developed systematic desensitization.

Working through: In psychoanalysis this refers to technique of  addressing 
psychological material repeatedly and in depth to overcome the patient’s 
resistance.
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developmental positions, 
as compared to 
stages, 44

development theory, child 
analysis and, 52–54

dialectical behavior 
therapy (DBT)

case example, 208–2
definition, 277
mentioned, 68, 69, 

57, 236
model of  

psychopathology, 205
research findings, 

207–208
treatment strategies, 

206–207
Dialectical Materialism and 

Psychoanalysis(Reich), 
49

differential effectiveness 
(of  psychotherapy), 
89–90

direct disputation, 65
discrepancy, development 

of, 220
discrimination, 63, 277
disorder-specific, versus 

principle-driven 
treatment, 254

disorganized attachment, 
53

displacement, 20–2, 22, 
38, 278

dissociation, 39, 47, 278
dissociative identity 

disorder, 9
distress tolerance, 206
diversity issues, 7
Dodo bird hypothesis, 5, 

6, 90, 92, 4, 233, 
250, 278

dogmatic consistency, as 
therapeutic stance, 
6, 0

dogs, Pavlov’s research on, 
58, 59

dorsolateral prefrontal 
cortex, 77

dorsomedial frontal 
cortex, 78

dose-response issues, 84, 
87–89

downward arrow, 26, 77
Dr. Bob, 223
dream analysis/

interpretation, 20, 
43, 5

dreams, 9, 20, 2, 22, 
24, 65

Driessen, E., 66
drive derivatives, 2, 278
Drug Abuse and 

Resistance Education 
programs, 90

DSM -5, 80, 0, 232, 
250

DSM-IV, 80, 0, 03, 
26, 250

dynamic theory, 9, 
2, 278

dysphoric thoughts, 240
dysthymia, 0, 03, 26
D’Zurilla, T. J., 59t, 66

E
early attachment 

experiences, 52
early childhood 

experiences, 0, , 
40, 43, 47, 54, 95

early childhood stage of  
development, 40, 4t

Eastern philosophy, 33
eating disorders, 55, 66, 

80, 208, 26
eclecticism, 6, 0, 278
economic theory, 9, 

2–22, 278
effectiveness

definition, 279
versus efficacy, 85–87, 

00
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effect size, 85t, 0, 44, 
66, 22, 278–279

efficacy
definition, 279
versus effectiveness, 

85–87, 00
efficacy studies, 85, 86, 

9, 00, 250
ego, 0, 23, 24, 26, 40, 44
ego defenses, 0, 22, 24, 

37, 38, 43, 48, 65
ego development, 40
ego ideal, 25
ego integrity, 43
ego psychology, 0, 37–43, 

50, 5, 252, 279
either-or views, 68
elitism, 42
Ellis, A., 59t, 64, 65, 

66, 279
Ellison, W. D., 96
EMDR (eye movement 

desensitization and 
reprocessing)

case example, 229–23
compared to CBT, 227, 

228
definition, 280
model of  

psychopathology, 227
research findings, 228
treatment strategies, 228

emotional disturbance, 
A-B-C model of, 65

emotional release, 65
emotion regulation, 206
empathic therapist, 52
empathy, showing of  

(as basic skill), 54, 
4, 20–2, 30, 
3–32

empirically supported 
treatment, 2, 6, 84, 
90–9, 92, 09, 0, 
5, 79–80, 234, 
250, 279

encoding, 75, 76, 8
encounter groups, 08
energy transfer theory, 2
environmental 

conditioning, 60
Erikson, E. H., 2f, 37, 

39–43, 279
eros, 22, 279
erotic 

countertransference, 
3

erotic transference, 28, 3
ERP (exposure and 

response prevention)
case example, 93–96
definition, 279

mentioned, 6
model of  

psychopathology, 92
research findings, 93
treatment strategies, 

92–93
ethnicity, 94, 95, 98
expectancy, 2, 64, 94, 96, 

09, 279
experiencing, Sullivan’s 

three modes of, 47
experiments, planning 

of, 27
explicit memory, 75, 

76, 80
exposure, 26
exposure and response 

prevention (ERP)
case example, 93–96
definition, 279
mentioned, 6
model of  

psychopathology, 92
research findings, 93
treatment strategies, 

92–93
external ("real") anxiety, 

25
external reinforcement, 64
external validity, 86, 280
extinction, 6–62, 62f, 63, 

77, 8–82, 02, 26, 
2, 243, 280

extraversion (as dominant 
attitude in Jung’s 
theory of  personality 
types), 34, 36f

eye movement 
desensitization and 
reprocessing (EMDR)

case example, 229–23
compared to CBT, 227, 

228
definition, 280
model of  

psychopathology, 227
research findings, 228
treatment strategies, 228

Eysenck, H. J., 84, 85

F
Falk, P., 23
fallback rule, 8, 20, 

3
false self, 46, 280
family therapy

case example, 245–247
mentioned, 44
model of  

psychopathology, 
242–243

research findings, 245
treatment strategies, 

243–244
father–child relationship, 

36
Fava, G. A., 04
Fava, M., 04
feedback, 26, 234
feeling (as rational function 

in Jung’s theory of  
personality types), 
34, 36f

feeling understood, 4
Ferenczi, S., 2f, 28, 35, 

36, 37, 44, 54, 50, 280
fictional finalisms, 30, 280
fidelity, 42
fixation, 23, 48, 280
fixed-interval 

reinforcement 
schedule, 62

fixed-ratio reinforcement 
schedule, 62

flight into health, 88
Floortime, 69, 70
Flückiger, C., 93
Foa, E. B., 03
Fonagy, P., 2f, 54, 280
formalism, 42
formality, 42, 288–289
Forman, E. M., 87
free association, , 5, 

7, 8, 3, 65, 26, 
42–43, 5, 68

Freud, A., 2f, 7, 24, 27, 
37–39, 40, 44, 45, 52, 
69, 280

Freud, E., 2
Freud, J. ( Jakob), 2, 

4, 9
Freud, J. ( Johann), 3, 6
Freud, J. ( Julius), 3
Freud, S.

and Adler, 28, 30
case of  Little Hans, 69
on character disorders, 48
childhood and family, 

–5
on countertransference, 

97
described, 280
on ego, 37
and Ferenczi, 35
ideas about 

psychoanalytic 
treatment, 25–26

and Jung, 3, 32–33
and Klein, 44
medical training and 

early career, 5–7
on nature of  therapeutic 

relationship, 92
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Freud, S. (Cont.)
old age, 26–27
as one of  major 

psychodynamic 
theorists, 2f

overview, 0–
and primary process 

thinking, 43
private practice in 

Vienna, 7–9
psychoanalysis model, 

42
and Rank, 35, 36
and Reich, 49
understanding of  

psychopathology, 25
understanding of  the 

psyche, 9–25
Freudians, 45
Friedman, M. A., 0
frontal cortex, 78, 79
functional behavior 

assessment, 22
functional family therapy, 

244, 245
The Function of the 

Orgasm(Reich), 49
fusiform gyrus, 8

G
generalization, 63, 280
General Medical Society 

of  Psychotherapy, 
33–34

generalized anxiety 
disorder

biofeedback treatment 
of, case example, 
232–233

psychodynamic 
psychotherapy 
treatment of, case 
example, 52–56

generationalism, 43
generativity, 42–43
genetic theory, 9, 22–23, 

280–28
genital characters, 48
genital stage of  

development, 23, 
42, 28

Gestalt psychotherapy, 
85, 08

getting-leaning type of  
personality, 30

gist memory, 8
Glass, C. R., 96
Glass, G. V., 84
goals, setting of, 28
Goldfried, M. R., 59t, 66

good-enough mothering, 
46

grandiose self, 5, 52
Greenberg, L. S., 93
gregariousness/isolation 

poles, 48
grief  problem area, 28
group cohesion, 236
group psychotherapy

case example, 238–240
model of  

psychopathology, 
236–237

research findings, 
237–238

treatment strategies, 237
guided imagery, 234
Guidi, J., 04
guilt, 4, 25, 39, 42, 25

H
Hansen, n. B., 87
Hassidic Jews, 4
Hayes, S. C., 59t, 69, 28
hierarchies, construction 

of, 25
Hilsenroth, M. J., 94
hippocampus, 74, 76, 

80, 8
Hoag, M. J., 237
hobby analysis, 08
Hofmann, S. G., 02
holding (by mother of  

infant), 46
Homburger, Dr., 39, 40
Homburger, E.

See Erikson, Erik H.
homework, assignment of, 

24–25
hope, 2, 40, 88
Horvath, A. O., 93
human development, 

Erikson’s tripartite 
model of, 40, 4t

Hungarian Society of  
Psychoanalysis, 44

hydraulic theory, 2
hypnosis, 5, 6, 7, 

8, 234
hysteria, 6, 7, 8, 9, 22

I
id, 9, 23–24, 25, 26, 

37, 44
idealized parent imago, 5
idealized selfobject, 52
identification, 38, 45, 28
identification with the 

aggressor, 38

identity crisis, 39, 42
ideology, 42
idolism, 40
id psychology, 37
imaginal exposure, 82, 

200, 20
imipramine, 78, 0
impersonation, 42
implicit memory, 75, 

76, 252
Independents, 45
individual psychology, 

29–30, 28
individuation, 33, 52, 28
industry, 42
infancy stage of  

development, 40, 4t, 
45, 47

infants, application of  
psychoanalysis to, 44

inferiority, , 29, 30, 
36, 42

initiative, 4
instincts, 20, 2, 22, 28, 

32, 44, 45, 50, 28
See also death instinct
See also sexual instincts

insula, 8
integralism, 43
intermediate beliefs, 75, 

76f, 77, 28
intermittent 

reinforcement, 62
internal objects, 43, 45
internal validity, 85, 28
interoceptive exposure, 

97, 282
Interpersonal and Social 

Rhythm Therapy 
(IPSRT), 24

interpersonal deficits 
problem area, 25, 282

interpersonal 
effectiveness, 206

interpersonal inventory, 
25, 282

interpersonal 
psychotherapy (IPT)

case example, 27–29
definition, 282
mentioned, 77, 0, 

02, 04
model of  

psychopathology, 24
research findings, 26
treatment strategies, 

24–26
interpersonal 

relationships, 5, 47, 55, 
25, 252

interpersonal school, 
46–48, 24
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interpretation, 26
The Interpretation of 

Dreams(S. Freud), 9, 
20, 28, 58

intersubjective 
perspective, 54

intersubjectivity, 54
intimacy, 42, 77, 95, 96, 

96f, 06, 243, 244
intrapsychic conflict, 25, 24
introjection, 45, 48
introversion (as dominant 

attitude in Jung’s 
theory of  personality 
types), 34, 36f

intuition (as irrational 
function in Jung’s 
theory of  personality 
types), 34, 36f

invalidating environment, 
205

in vivo exposure, 82, 92, 
93, 97, 200

IPSRT (Interpersonal 
and Social Rhythm 
Therapy), 24

IPT (interpersonal 
psychotherapy)

case example, 27–29
definition, 282
mentioned, 77, 0, 

02, 04
model of  

psychopathology, 24
research findings, 26
treatment strategies, 

24–26
isolation, 42, 236
isolation of  affect/

dissociation, 39, 282

J
James, K. H., 8
Jewishness, of  S. Freud, 

4–5, 27, 32–33
Jews

in Central Europe, 2, 
27, 28, 3, 32, 36, 
37, 39, 48, 5

and General Medical 
Society of  
Psychotherapy, 
33–34

Jones, E., 27, 28, 44
Jones, L., 69
journaling, 26
judiciousness, 42
Jung, C. G., 2f, 28, 

30–35, 223, 282
Jungian analysis, 32, 

33, 34

K
Kabat-Zinn, J., 59t, 68, 

26, 282
Keller, M. B., 03
Kelly, G., 59t, 66–67, 282
Kennedy, S. H., 78
Kernberg, O. F., 2f, 48, 

50, 52, 56, 282
Klein, M., 2f, 43–45, 46, 

52, 53, 69, 282
Kleinians, 45
Klerman, G. L., 24, 282
Knekt, P., 44
Kohut, H., 2f, 48, 5–52, 

54, 282
Korte, K. J., 02

L
Lambert, M. J., 87, 92
latency period of  

development, 23, 42, 282
Lazar, A., 44
learning, as psychological 

construct, 74–75
legalism, 42
Leichsenring, F., 44
Levy, K. n., 96
libido, 20, 22, 23, 28, 32, 

44, 50, 283
Lilienfeld, S. O., 90, 234
limbic system, 79
Linehan, M. M., 59t, 68, 

205–206, 207, 283
Little Hans (case of ), 69
London, as hotbed of  

psychoanalytic thinking, 
37, 43

long-term potentiation, 76, 78
Luborsky, L., 89

M
Mahler, M. S., 2f, 52–53, 

283
maintenance IPT, 04, 26
major depressive disorder, 

79, 0, 03
cognitive-behavior 

therapy (CBT) 
treatment of, case 
example, 80–85

interpersonal 
psychotherapy (IPT) 
treatment of, case 
example, 27–29

mindfulness-based 
cognitive therapy 
(MBCT) treatment 
of, case example, 
24–242

Manber, R., 02
manualized treatments, 6, 

33, 57, 256
marital counseling, 242
massage, 50
MBCT (mindfulness-based 

cognitive therapy)
case example, 24–242
definition, 283
development of, 68
mentioned, 79
model of  

psychopathology, 240
and relapse, 04, 254
research findings, 

240–24
treatment strategies, 240

MBT (mentalization-based 
treatment)

case example, 62–64
as current trend in 

psychodynamic 
psychotherapy, 
54, 55

definition, 283
mentioned, 5
model of  

psychopathology, 6
research findings, 62
treatment strategies, 

6–62
McRoberts, C., 237
medial prefrontal regions, 

8
meditation, 67–69, 77, 

27, 206, 223, 224, 
240

meditation training, 77, 79
Meichenbaum, D. H., 

59t, 66
melancholia, 44
memory

explicit, 75, 76, 80
gist, 8
implicit, 75, 76
procedural, 76
as psychological 

construct, 75–77
retaining of, 76
working, 75–76, 80

memory reconsolidation, 
76

mentalism, 60
mentalization, 54, 55
mentalization-based 

treatment (MBT)
case example, 62–64
as current trend in 

psychodynamic 
psychotherapy, 
54, 55

definition, 283
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mentalization-based 
treatment (MBT) 
(Cont.)

mentioned, 5
model of  

psychopathology, 6
research findings, 62
treatment strategies, 

6–62
mental life, S. Freud’s 

approaches to/theory 
of, 9, 2, 22, 23, 37

meta-analysis, 78, 84, 85, 
86, 89, 90, 93, 96, 00, 
0, 02, 04, 44, 
5, 69, 22, 237, 
24, 283

MI (motivational 
interviewing)

case example, 22–223
definition, 283
mentioned, 0, 8, 22
model of  

psychopathology, 
29–220

research findings, 22
treatment strategies, 

220–22
Mikulincer, M., 77
Miller, T. I., 84
Miller, W. R., 29
Minami, T., 86
mindfulness, 26–27, 

79, 205, 206
mindfulness-based 

cognitive therapy 
(MBCT)

case example, 24–242
definition, 283
development of, 68
mentioned, 79
model of  

psychopathology, 240
and relapse, 04, 254
research findings, 

240–24
treatment strategies, 240

mindfulness-based stress 
reduction, 68

mindfulness meditation 
studies, 77

mirroring selfobjects, 5
mirror neurons, 252
mixed-model theorist, 

Kernberg as, 50
modeling, 27, 28, 236
Møldrup, C., 04
monotherapy, 5, 00–03, 

26
mood disorders, 66, 68, 

75, 77, 02, 97, 24, 
25, 26

moral anxiety, 25
Moses and Monotheism(S. 

Freud), 27
mother–child relationship, 

30, 36
motivation, as one of  

four processes of  
observational learning, 
64

motivational enhancement 
therapy, 220–22, 225

motivational interviewing 
(MI)

case example, 22–223
definition, 283
mentioned, 0, 8, 

22
model of  

psychopathology, 
29–220

research findings, 22
treatment strategies, 

220–22
motor reproduction, as 

one of  four processes 
of  observational 
learning, 64

Mowrer, O. H., 59t, 60
Mowrer, W. M., 59t, 60
multidetermination 

(overdetermination), 
2, 283

Munder, T., 89
Muran, J. C., 93
muscle tension, 50, 23
muscle tone, 49, 50

N
narcissism, 50, 5, 52
narcotics Anonymous, 

223
national Institute of  

Mental Health (nIMH), 
90

nefazodone, 02
negative identity, 42
negative reinforcement, 

6, 62f, 92, 200, 
22, 283

neurobiological correlates, 
overview, 5

neurobiology
and psychotherapy of  

depression, 78–80
and psychotherapy of  

PTSD, 80–82
neurogenesis, 74, 76
neuroplasticity, 74–78, 80, 

82, 283
neuroscience, anticipations 

in, 252–253

neurotransmitters, 76
neutrality (of  therapist), 

43
New Introductory 

Lectures(S. Freud), 25
nIMH (national Institute 

of  Mental Health), 90
non-directive supportive 

therapy, 66
norcross, J. C., 92
nuclear self, 5
nucleus accumbens, 79
number needed to treat 

(nnT), 87, 283
numinous, 40

O
O., Anna (case of ), 5, 

6, 8
object

according to S. Freud, 22
definition, 43, 284
relationship with self, 50

objectivity, 46
object relations couples 

therapy, 243
object relations/object 

relations theory, 0, 
37, 43–46, 47, 50, 5, 
52, 54, 68, 284

observational learning, 64
observing ego, 24, 26, 

42, 284
obsessive-compulsive 

disorder (OCD), 38, 
6, 77, 90, 03, 79, 
92, 93, 254, 255

exposure and response 
prevention (ERP) 
treatment of, case 
example, 94–96

obsessive-compulsive 
personality disorder, 
cognitive-behavior 
therapy (CBT) 
treatment of, case 
example, 86–89

occipital cortex, 79
odds ratio (OR), 284
Oedipal phase of  

development, 23
Oedipus complex, , 

3–4, 9, 20, 25, 26, 
28, 30, 42, 44, 5, 
69, 284

Oestergaard, S., 04
old age stage of  

development, 4t,  
43

one-person psychology, 
, 54
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open questions, 9, 20, 
3, 220

operant conditioning, 
58, 59–60, 6, 25, 
2, 284

optimal frustration, 52, 
284

oral characters, 48
oral stage of  

development, 23, 40, 
48, 284

orbitofrontal cortex, 77
organ inferiority, 29, 284
organismic valuing system, 

4–5, 284
overdetermination 

(multidetermination), 
2

Oxford Group, 223

P
panic disorder, 90, 0, 

96–98
brief  cognitive therapy 

for panic disorder 
treatment of, case 
example, 98–200

Papakostas, G. I., 04
paranoid-schizoid position 

of  development, 
45, 285

paraphrasing, 6, 7, 
8

parataxic mode of  
experience, 47, 48, 
285

parent-child interactions, 
40

parent-child interaction 
therapy, 243, 245

paroxetine, 02, 04
parroting, 8
participant-observer, 48
patient factors predicting 

to outcome, 94–96
Pavlov, I. P., 58, 59t, 60, 

62, 285
PE-PTSD (prolonged 

exposure for 
posttraumatic stress 
disorder)

case example, 20–204
definition, 286
model of  

psychopathology, 200
research findings, 20
treatment strategies, 

200–20
perception, 0, 26, 36f, 

43, 46, 60, 97, 2, 
56, 57

persistent depressive 
disorder, 0

persona, 34, 285
personal construct theory 

of  psychopathology, 66
personality

according to Sullivan, 
47–48

sexual instincts as 
prime mover in 
development of, 9

theory of, 25, 29
personality development, 

theories of, 9
personality disorders, 24, 

48, 66, 75, 77, 95, 44, 
57, 76, 77, 236

personality integration 
techniques, 33

personality type(s)
definition, 285
theory of, 34, 36f

personal unconscious, 
34, 285

phallic phase of  
development, 23, 42, 
48, 285

pharmacotherapy, 6, 80, 
86, 88, 00, 0, 02, 
03, 04, 05–06

pharmacotherapy alliance, 
05

phobias, 25, 60, 64, 25, 
26, 27, 28, 79, 
97, 26

placebo, 85, 02, 03, 
05, 09, 93, 252

planning experiments, 27
play therapy

case example, 70–72
definition, 285
mentioned, 52
model of  

psychopathology, 
68–69

research findings, 69–70
treatment strategies, 69

pleasure principle, 2, 
22, 285

pluralism, 6, 0, 285–286
positive reinforcement, 

6, 62f, 2, 243, 286
posthypnotic amnesia, 7
posttraumatic stress 

disorder (PTSD), 55, 
74, 75, 80–82, 89, 79, 
26, 227, 228, 232

eye movement 
desensitization and 
reprocessing (EMDR) 
treatment of, case 
example, 229–23

prolonged exposure for 
post-traumatic stress 
disorder (PE-PTSD) 
treatment of, case 
example, 202–204

prayer, 97, 223, 224
preconscious, 20, 23, 24, 

38, 286
precuneus, 8
prefrontal cortex, 76, 77, 

78, 80, 8–82
pregenual anterior cingular 

cortex, 78
preschool stage of  

development, 4t, 42
pride/humility poles, 48
primal repression, 8
primary maternal 

preoccupation, 46
primary process, 20, 2, 

23, 45, 43, 286
priming, 75, 76
problem solving, 27
procedural memories, 

75, 76
process note, 33
projection, 39, 45, 286
"The Project" (S. Freud), 

9
prolonged exposure for 

posttraumatic stress 
disorder (PE-PTSD)

case example, 20–204
definition, 286
model of  

psychopathology, 200
research findings, 20
treatment strategies, 

200–20
promiscuity/chastity 

poles, 48
proposed learning 

sequence
for basic skills, 30–32
for methods of  

psychotherapy, 
32–33

prototaxic mode of  
experience, 47, 286

psyche, S. Freud’s 
understanding of, 
9–25

psychiatric treatment 
studies, overview of, 5

psychiatry, psychotherapy 
within, 08–

psychic conflict, 44
psychic determinism, 

2, 286
psychic energy, 2, 22
psychic structures, 

theories of, 9
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psychoanalysis
case example, 45–50
definition, 286
model of  

psychopathology, 42
phases of, 43
psychodynamic 

psychotherapy, as 
distinct from, 0

research findings, 44
treatment strategies, 

42–43
psychoanalytic treatment, 

S. Freud’s ideas about, 
25–26

psychodynamic 
psychotherapy

case example, 52–56
definition, 286–287
model of  

psychopathology, 50
research findings, 5
treatment strategies, 

50–5
psychodynamic theory

contrasted with 
behavioral theory, 4

current trends in, 54–55
evolution of, 0–55
historical context of, 

4–5, 8
major psychodynamic 

theorists, 2f
psychoeducation, 27, 

28, 65, 77, 92, 
96, 20, 25, 244, 
245, 252

psychological-mindedness, 
54, 6

psychological theory, 
anticipations in, 
254–255

psychology
for neurologists, 9
research findings in, 

84–99
psychoneuroses, sexual 

etiology of, 9
psychopathology

occurrence of, 54
S. Freud’s understanding 

of, 25
psychosexual 

development, theory 
of, 22

psychosis, 25, 3, 32, 45, 
50, 5, 78, 250

psychosocial treatments, 234
psychotherapists

list of, 59t
Strupp’s ten desiderata 

for, 98–99

psychotherapy
basic skills of, 4, 

6–23, 30
bringing 

psychotherapeutic 
understanding to 
pharmacotherapy, 
05–06

common techniques of, 
24–29

continuation and 
maintenance, 
03–05

definition, 287
differential effectiveness 

of, 89–90
dose-response issues, 

87–89
efficacy versus 

effectiveness, 85–87
empirically supported 

treatment, 90–9
group psychotherapy

See group 
psychotherapy

how it works, 92–99
log-linear relationship 

between 
symptomatic 
relief  and time in 
treatment, 87f

mean effect sizes of  
various types of, 85t

overall effectiveness of, 
84–85

patient factors predicting 
to outcome, 94–96

within psychiatry, 
08–

rate of recovery in, 84–92
relationship factors in, 

92–94
therapist factors 

predicting outcome 
of, 96–98

training, 40
psychotropic medications, 

5, 67, 89, 9, 00, 
03, 25

PTSD (posttraumatic 
stress disorder), 55, 
74, 75, 80–82, 89, 79, 
26, 227, 228, 232

See also prolonged 
exposure for 
posttraumatic stress 
disorder (PE-PTSD)

punishment, 25, 42, 6, 
62, 62f, 205, 287

purpose, virtue of, 42
purposeful 

misattunements, 54

Q
questions (as basic skills), 

4, 9–20, 30, 
3

See also closed questions
See alsoopen questions

R
Rabung, S., 44
radical environmentalism, 

60
randomized controlled 

trial (RCT), 85, 86, 87, 
88, 89, 90, 0, 44, 
5, 62, 80, 93, 
22, 224, 240, 287

random walk, 88
Rank, O., 2f, 28, 35–37, 

50, 287
rational-emotive behavior 

therapy (REBT), 65
rationalization, 39, 287
Ray, D., 69
reaction formation, 38, 

39, 48, 287
reality principle, 23–24, 

288
reconsolidation, 76–77, 8
recording, of  sessions with 

supervisor, 32
recovered memory 

techniques, 9
recurrence, 5, 68, 03, 

04, 24, 26, 240, 
24

reframing, 27
regression, 23, 38, 44, 288
rehearsal, 27
Reich, W., 2f, 23, 48–50, 

288
reinforcement

contingent, 25–26, 22
external, 64
negative, 6, 92, 200, 

22, 283
positive, 6, 2, 243, 

286
self-reinforcement, 64
types of, 62f
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