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“Education is aliberating force,and in our
age it is also a democratizing force,
cutting across the barriers of caste and
class, smoothing out inequalites imposed
by birth and other circumstances.”
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BLOCK 2 SCHOOLS OF COUNSELLING
AND PSYCHOTHERAPY

- The Block 2 of Course MCFT-003 is named as “Schools of Counselling
and Psychotherapy”. As the name suggests we will study various approaches
to counselling in this Block. This Block broadly includes counselling
approaches like psychodynamic approaches, cognitive behavioural
approaches, person-centered approaches, group counselling and other
counselling approaches. The Block consists of four Units.

Unit 5 is “Psychodynamic Approaches”. The Unit begins with the discussion
on historical roots of psychodynamic therapy. The Unit also defines

psychodynamic psychotherapy including the assumptions of psychodynamic

approaches and differences between psychoanalysis and psychodynamic.
The processes in psychodynamic psychotherapy are also explained in this
Unit, which includes indications and contraindication for psychodynamic
psychotherapy and phases of psychodynamic psychotherapy like initiation
phase, middle phase and termination phase. The Unit also highlights the
evolution of short-term psychodynamic psychotherapies and types of short-
term psychodynamic psychotherapy. The differences between long-term
psychodynamic psychotherapy and short-term psychodynamic psychotherapy
are also described in detail. At the end, the Unit acquaints you with
knowledge on efficacy and effectiveness of psychodynamic psychotherapy.

Unit 6 is on “Cognitive Behvioural Approaches”. The Unit begins with
the history of:cognitive behavioural therapy. Further, the Unit explains
the concept of cognitive behvioural therapy which includes Rational Emotive
Behaviour Therapy (REBT) by Ellis and its application to family therapy.
Cognitive Therapy by Aaron Beck is also discussed in detail, in this Unit.
It includes basic principles of cognitive therapy, genesis of the problem,
‘homework/assignment and the importance of structure. The Unit also
acquaints you with the knowledge of Donald Meichenbaum’s Cognitive
Behaviour Modification (CBM). The constructivist perspective is described
in this approach. Therapist’s function and. role are also explained in this
Unit. All these approaches has some differences and similarities which are
discussed in detail, further the differences of CBT from other therapies
are also explained. After studying this Unit you will know that what types
of problems can be addressed by this approach. Further, cognitive
. behaviuoral approached are critically analysed with the merits and limitations
of CBT. To make the CBT more understandable the case illustration of
A-B-C-D is explained in the end of this Unit:

Unit 7 entitled “Person-centered Counselling”. The Unit begins with the
introduction and assumptions in person-centered counselling. Further, it
acquaints you with the evolution of person-centered approach in various
stages like stage 1: nondirective (1940 — 1950), stage 2: client-centered
(1950 - 1961), and stage 3: person—centered(1961 - presént). Major
~ concepts of person-centered approach are also discussed in this Unit such
as actualizing tendency, self-concept, organismic valuing process and need
for positive regard. The unit further explained the goals and conditions
for person-centered counselling. Core conditions for growth like congruence,
empathic understanding, and unconditional positive regard are also discussed

'(
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in detail. The Unit also acquaints you with knowledge of strategies for
providing the care. At the end of the Unit, limitations and criticism of
person-centered counselling is explained.

Unit 8is on “Group Counselling and Other Counselling Approaches”. The
Unit begins with the introduction of group counselling which includes
meaning of groups, types of groups, multi-cultural context, ethical issues,
characteristics for a group leadership, skills in group leader, formation of
a group. Transactional analysis is explained in detail in this Unit. Basic
assumptions, key concepts and goals of transactional analysis are discussed
in detail. The therapeutic procedure, implementation of therapy, therapeutic
operations, and re-decisional approach of the Gouldings are explained in
this Unit. Further, the existential approach to counselling is described with
the key concepts and its application. The Unit also acquaints you with
the eclectic approach to counselling.
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5.1 INTRODUCTION

Psychodynamic psychotherapy is a method of verbal communication used to help a
person find relief from emotional pain. Any therapy involving the gradual exploration
of conflicts not previously accessible to the conscious mind can be considered a
dynamic psychotherapy. Psychodynamic treatments and approaches assume that
each of us has an inner life that is important in understanding our outer life, and that
both are the product of our personal histories.

The theoretical basis for dynamic therapies is ‘neurotic conflicts’, that are unconscious
conflicts resulting in anxiety and, can lead to psychopathology. The individual’s
previous experiences and relationships that are relevant to these conflicts and the
powerful associated emotions will emerge during therapy. Awareness of these
unconscious conflicts, as well as associated desires and symbolic meanings, can' |
bring understanding of the emotional state of a patient, as well as relief from
symptoms. Psychodynamic psychotherapy has similarities with detective work. It
seeks out motives and tries to read between the lines of human behaviour, focusing:
on what the patients do not know and do not want to know. It looks for repetitive
patterns of behaviour; uses present relationships to shed light on the past and pays
attention to the irrational things and unspoken words. The Unit focuses on
psychodynamic approaches to therapeutic interventions.




Schools of Counselling and
Psychotherapy

Objectives

After studying this Unit, you will be able to:

e Describe the major psychoanalytic schools that have influenced the

development of psychodynamic approaches;

e  Define the primary assumptions of psychodynamic psychotherapy and explain
how it differs from psychoanalysis;

e llustrate the indications and contraindications for psychodynamic
psychotherapy; ‘

e  Elaborate on the therapeutic processes and techniques during the initial, middle
and termination stages of psychodynamic psychotherapy;

e  Trace the historical development of models of short-term psychodynamic
therapy; :

e  Describe the differences between short-term and long-term psychodynamic
approaches; and

e  Summarise the research evidence on the effectiveness of psychodynamic
psychotherapy.

3.2 HISTORICAL ROOTS OF PSYCHODYNAMIC
THERAPY

The theory supporting psychodynamic therapy originated in and is informed by
psychoanalytic theory. There are four major schools of psychoanalytic theory,
each of which has influenced psychodynamic therapy. The four schools are
Freudian psychology, ego psychology, object relations psychology and self
psychology.

1. Freudian Psychology

Freudian psychology is based on the theories first formulated by Sigmund Freud in
the early part of twentieth century and is sometimes referred to as the drive or
structural model. The essence of Freud’s theory is that sexual and aggressive energies
originating in the id (or unconscious) are modulated by the ego, which is a set of
functions that moderates between the id that seeks immediate gratification of these
instinctual drives and the superego which represents the moral and ethical demands
of external social reality. Defense mechanisms are constructions of the ego that
unconsciously operate to protect against conscious awareness of anxiety-provoking
memories, wishes, fears or needs. The major defense mechanism is repression, -
which induces “forgetting” of harsh realities. The psychoanalytical model also states
that many of the unconscious conflicts develop in early childhood and may account
for strong feelings, conflicts and symptoms later in life. This psychosexual theory
postulated the oral, anal, phallic, latency and genital stages of development.
Psychoanalysis emphasises the concept of psychic determinism, which states that
people behave in specific ways for specific reasons, even if these remain out of
conscious awareness.




2. Ego Psychology

Ego psychology derives from Freudian psychology and its proponents include Heinz
Hartmann, Anna Freud, Erik Erikson, Paul Gray and Fred Busch. Ego psychology
broadened the scope of psychoanalytic concerns, from psychopathology to general
human development and an increased focus on normal and pathological ego functions
and adaptation to the demands of reality. Ego psychology stresses the individual’s
capacity for defense adaptation and reality testing.

3. Object Relations Psychology

Object relations psychology was first articulated by several British analysts like
Melanie Klein, W.R.D. Fairbairn, D.W. Winnicott and Harry Guntrip. According to
this theory, human beings are always shaped in relation to the significant others
surrounding them. Our struggles and goals in life focus on maintaining relations with
others, while at the same time differentiating ourselves from others. The internal
representations of self and others acquired in childhood are later played out in adult
relations. Individuals repeat old object relationships in an effort to master them and
become freed from them..

4. Self Psychology

Self psychology was founded by Heinz Kohut, in Chicago during the 1950s. Kohut
observed that the self refers to a person’s perception of her or his experience of self,
including the presence or lack of a sense of self-esteem. The self is perceived in
relation to the establishment of boundaries and the differentiations of self from others
(or the lack of boundaries and differentiations). Disturbances in “self-object”
internalisations from parents are associated with later difficulties.

Although these theoretical schools differ in many ways, they are united by the emphasis
on unconscious elements and their influence on mental health. These psychoanalytical
theories have formed the basic elements of contemporary psychodynamic
psychotherapy.

Check Your Progress Exercise 1

Note: a) Read the following question carefully and answer in the space
provided below.

b) Check your answer with that provided at the end of this
Unit.

1. Name the four main schools of psychoanalytic thought and their proponents,
which have influenced the development of psychodynamic therapy.

..................................................................................................................

5.3 WHAT IS PSYCHODYNAMIC
PSYCHOTHERAPY?

Psychodynamic approaches are characterised by certain underlying assumptions
and intervention methods. These set psychodynamic approaches apart from other
therapeutic modalities.

Psychodynamic Approaches
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5.3.1 Assumptions of Psychodynamic Approaches

Psychodynamic approaches are based on certain assumptions; these are as follows:

D

2)
3)

4)

what people say and do has meaning, although it may be outside of conscious
awareness;

there are patterns to one’s behaviour;

these repetitive patterns can be discerned from the individual’s life narrative,
and observed in the therapeutic relationship; and

although these behaviours become fixed, they can change with insight and
understanding.

Péychodynamic psychotherapy utilises seven types of interventions or techniques
that differentiate it from other types of therapy (Blagys and Hilsenroth, 2000). These

are given below:

1)  Afocus on affect and expression of the patient’s emotions;

2)  Exploration of the patient’s attempts to avoid topics or engage in activities that
hinder the progress of therapy (avoidance, resistance);

3)  Identification of patterns in the patient’s actions, thoughts, feelings, experiences,
and relationships;

4)  Anemphasis on past relationships;

5) Afocus on interpersonal experiences;

6) Anemphasis on the therapeutic relationship; and

7) Anexploration of wishes, fantasies and dreams. .

Check Your Progress Exercise 2

Note: a) Read the following question carefully and answer in the space

provided below.
b) Check your answer with that provided at the end of this
Unit.

Mark ‘True’ or ‘False’:

i)  Psychodynamic psychotherapy focuses on thoughts,
feelings and behaviours that have unconsciousroots. ~ True/False

i)  Psychodynamic psychotherapy avoids exploration of
past childhood experiences and relationships. True/False

i) Identification of negative automatic thoughts is
the hallmark of psychodynamic psychotherapy. True/False

iv)  One of the primary goals of psychodynamic
psychotherapy is insight. True/False




5.3.2 Differences between Psychoanalysis and

Psychodynamic Psychotherapy

Psychodynamic psychotherapy has derived from psychoanalysis and has many
similarities with psychoanalysis. It may be useful to conceptualise the two that is
psychoanalysis and psychodynamic psychotherapy as lying on a therapeutic
continuum without many rigid differences. The differences between the two are given
as belows: '

The frequency of sessions in psychodynamic psychotherapy is lower (1 to 3
sessions per week) than in psychoanalysis (4 to 5 sessions per week).

The use of the couch for patient to lie on during sessions, with the patient out
of the therapist’s visual range, is characteristic of psychoanalysis whereas patient
and therapist sit face to face in psychodynamic psychotherapy.

The goals of therapy tend to be more modest in psychodynamic psychotherapy,
when compared with psychoanalysis. This may include symptom relief, only
partial personality reorganisation and partial reconstruction of the past. The
aim is a more select and focused understanding of problems and some conflict
areas may be intentionally overlooked.

Psychodynamic psychotherapy focuses more on current dynamic conflicts and
problems than on past issues.

There are some differences related to the therapeutic relationship. The
adherence to therapeutic neutrality is less rigid in psychodynamic psychotherapy
than in psychoanalysis. Neutrality means that the analyst does not take sides
in the patient’s conflicts, express feelings about the patient, or talk about her or
his own life. Therapist neutrality is intended to help the patient stay focused on
issues rather than be concerned with the therapist’s reactions. Psychodynamic
psychotherapy also acknowledges the real personality and attitudes of the
therapist. There is often more therapist activity in psychodynamic psychotherapy.

Although psychodynamic psychotherapy stresses the importance of
transference within the treatment relationship, it does not promote the depth
and intensity of the transference to the same extent as in psychoanalysis.
Transference refers to patients’ repetition of thoughts and feelings connected
with siblings, parents or other past figures, in the relationship with therapist.
Psychodynamic psychotherapy places greater emphasis on the ‘here and now’
in terms of the patient’s interpersonal relationships and experiences outside of

~ the therapy. Positive transference may not be explored, unless it interferes with

progress in therapy. In psychoanalysis, there is much greater emphasis on the
experiences within the analysis and the relationship between the therapist and
patient. The transference neurosis may be fostered and then analysed.

In terms of techniques, psychodynamic psychotherapy may integrate certain
supportive and more directive techniques apart from the techniques like free
association, clarification and interpretation derived from psychoanalysis. These

include reassuring and affirming the patient and giving of relevant advice, along -

with emphasis on more here-and-now and partial interpretation. Free
association, where the patient talks about whatever comes into mind, without
censoring or editing the flow of ideas or memories, is used extensively in
psychoanalysis. Free association allows the patient to return to earlier or more
childlike emotional states (“‘regress”).

Psychodynamic Approaches
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e  While psychodynamic psychotherapy may not always vary in length from
psychoanalysis, there are short-term variants of psychodynamic psychotherapy,
upto about 20 sessions, which address focal conflicts. Psychoanalysis is by
definition, a long-term treatment lasting from three to five years or more.

Check Your Progress Exercise 3

Note: a) Read the following questién carefully and answer in the space
provided below.

b) Check your answer with that provided at the end of this
Unit.

1. Fill in the blanks:

1)  Therapeutic neutrality is strictly adhered to in

i) has arelatively greater focus on current conflicts
than on past dynamic issues and problems.

i) The use of the couch is characteristic of sessions in

v) emphasises partial interpretation of unconscious
conflicts.

v) The frequency of therapy sessions ranges from one to three sessions

per week in

5.4 PROCESSES IN PSYCHODYNAMIC
PSYCHOTHERAPY

Psychodynamic psychotherapy might not be the treatment of choice for all patients.
In this Section, we look at the important indications and contraindications for
psychodynamic psychotherapy. The phases of psychodynamic psychotherapy are
described with their distinct foci and goals, therapeutic techniques and therapeutic
processes.

5.4.1 Indications and Contraindications for Psychodynamic
Psychotherapy

There are a number of factors tilat guide the selection of patients for psychodynamic
psychotherapy. These include:

e Psychological-mindedness : Psychological-mindedness refers to the
capacity for insight and to understand problems in psychological terms. Patients
with this capacity can think abstractly and symbolically about meanings of
behaviour and tend to look inwards for explanations of things that happen to
them, rather than externalising responsibility.

e  Motivation for insight and change : Psychodynamic psychotherapy requires
adequate motivation for introspection and change.

e Average to above average intelligence.

e  Verbal capacity: Patients need to have a well-developed ability to verbalise
internal experiences.



e  Adequate ego strength : Adequate ego strength includes the ability to sustain
feelings and fantasies without impulsively acting upon them, being overwhelmed
by anxiety, or losing the capacity to continue the dialogue. The individual with
good ego strength is better able to maintain a therapeutic alliance.

e Relatively mature superego development : Patients who commit criminal
acts or have inadequate superego development are rarely suitable.

e  Ability to tolerate change and a degree of frustration, sadness and other
painful emotion.

e The capacity to distinguish between reality and fantasy.

e  Ability to form and sustain relationships : The capacity to relate well enough
to form an effective working relationship with the analyst. Where there is inability
to enter into trusting relationships (for example, in paranoid personality disorder),
or where there is significant inability to maintain relationship boundaries (for
example, in borderline personality disorder), psychodynamic psychotherapy is
not indicated. ‘

People considered best suited to psychodynamic psychotherapy include those with
depression, certain personality disorders, anxiety, sexual difficulties, neurotic conflicts
and chronic relationship problems. Common problems including difficulties with
intimacy, lack of assertiveness, self-defeating behaviour and problems with authority,
unresolved grief or problems related to separation or rejection are aslo treated through
this form of psychotherapy.

Assessment of suitability for psychodynamic psychotherapy should also include some
external life situations. Patients in midst of major life crisis, for example, loss of job
or divorce, serious physical illness or inadequate financial resources may not be
suitable for initiating psychodynamic psychotherapy.

Check Your Progress Exercise 4

Note: a) Read the following question carefully and answer in the space
provided below.

b) Check your answer with that provided at the end of this
Unit.

1. Mark ‘True’ or ‘False’ .

The following patient characteristics are considered as indications for patient
selection is psychodynamic psychotherapy:

)  Good verbal capacity True/False
i)  Use of mature defence mechanisms True/False
i) Psychological-mindedness True/False
iv) Adequate ego strength True/False

5.4.2 Phases of Psychodynamic Psychotherapy

Sessions of psychodynamic psychotherapy may be scheduled from one to three
days per week, with greater frequency allowing for more in-depth treatment. The
duration of individual sessions varies, but typically lasts for 45 to 50 minutes. The
length of treatment may vary from several sessions to months or years.

Psychodynamic Approaches
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Initiation Phase

Psychodynamic psychotherapy begins with a period of evaluation in the initial sessions,
with a focus on three major tasks. This phase of interviewing and learning may take
place in one session or over a series of sessions.

Firstly, the patient’s strengths, emotional problems and reasons for seeking treatment
are discussed. This process gives the therapist the opportunity to learn about the
person, to develop an understanding of her or his troubles, and to formulate ideas
about how treatment should proceed. What the therapist focuses on is how the
patient reveals herself or himself, patterns of relating to others, feelings and sources
of anxiety, initial defenses and resistances to treatment and situations that influence
behaviour. Early transferential responses by the patient are also noted and stored
for future use in the treatment when a better understanding of the patient’s past
experiences will shed light on the present response.

An important component of the psychodynamic approach is the psychodynamic
formulation. This is a statement of the patient’s central issues and conflicts. It attempts
to explain their role in the present situation and predict how they will affect treatment
and the therapeutic relationship. The psychodynamic formulation begins by addressing
the question of “Why this particular patient presents with this diagnosis and
these particular problems at this particular time?” (Perry, Cooper & Michels,
1987). The psychodynamic formulation serves as a kind of blueprint or game plan,
and can be modified over time as one gets additional information and circumstances
change. When the patient’s behaviour in therapy is seen as a manifestation of their
individual dynamics, and as characteristic problems can be predicted and understood,
the therapist can be more objective, non-judgemental and empathic.

Secondly, this phase involves “getting to know the patient” and forming a sense of
trust and safety in the therapeutic relationship.

Thirdly, factors as the frequency and length of sessions, responsibilities of both patient
and therapist and the policy for payment are also discussed.

The Middle Phase

The middle phase is devoted to exploring, analysing, working through, and resolving
patients’ intrapsychic, interpersonal problems and interpreting defenses. In this stage,
the transference responses and the resistance to treatment, which only began budding
earlier, become more pronounced and become a vital part of the treatment itself.
Each individual patient brings her or his own history, problems and ways of relating
which makes the practice of doing psychodynamic psychotherapy an art as well as
ascience.

The term resistance is one that is ubiquitous in psychodynamic psychotherapy. It
means that the patient is avoiding full awareness of unconscious drives, conflict and
fantasies. First, resistance is unconscious, the patient does not know what she or he
is avoiding and uses all kind of defenses to avoid that realisation. Second, resistance
reflects a search for gratification of a forbidden wish. Third, it also speaks of the fear
of change that we all experience in many situations; to try a new pattern of relating is
scary. But in order to develop and mature, these resistances need of be explored
and understood before new patterns can be tried, a new self-awareness achieved, -
realities accepted and age-appropriate needs satisfied.




Table 5.1: Some common defense mechanisms

Defence mechanism Definition

Repression Relegation of threatening wishes, needs or impulses
into unawareness.

Projection Attribution of conflicted thoughts or feelings to another
person/s. -

Denial Refusal to aCcept information about oneself or others.

Regression A partial return to childlike levels of adaptation to
avoid conflict.

Splitting Experiencing others as all good or all bad.

Reaction formation Transformation of an unwanted thought or feeling into
it’s opposite.

Isolation ‘Divorcing a feeling from it’s unpleasant idea.

Rationalisation Using seemingly logical explanations to make
untenable feelings or thoughts more acceptable.

Displacement Redirection of unpleasant feelings or thoughts onto
another person.

Dissociation Splitting off of thought or feeling from its original
source.

Conversion Transformation of unacceptable wishes or thoughts
into bodily sensation.

Sublimation A mature mechanism whereby unacceptable thoughts
and feelings are channelled into socially acceptable
ones.

One of the major resistances used by any patient is that of transference. Transference,
in which the individual relates to the therapist based on past experiences with parents
or significant others, and the here-and-now collaboration between therapist and
patient, together make up the therapeutic alliance. This constitutes gne of the most
effective tools towards change. The therapist attempts to create a safe environment
by being consistent, non-judgemental and supportive.

Countertransference is the phenomenon in which the therapist is affected by and
responds to the patient in some unconscious way. This is often viewed as a reaction
to the patient’s transference. For example, the therapist ‘forgets’ the appointment
of an emotionally demanding patient or the therapist prolongs the treatment sessions
of a patient who expresses feeling ‘unloved’ by her or his mother. Initially, counter
transference was considered to be an impediment to psychotherapy but it is now
considered to be a potentially very helpful phenomenon in understanding the patient.
Therapists need to be self-reflective and recognise countertransference early.

Confrontation highlights aspects of behaviour and feelings that the patient is trying
to minimise or avoid. For example, the therapist might say, in a gentle and sensitive
manner, “I am not sure if you have noticed, but whenever I ask you to tell me more
about your mother, you change the subject”.

Psychodynamic Approaches

15



Schools of Counselling and
Psychotherapy

16

Clarification is another important intervention wherein the therapist attempts to
summarise various things expressed by the patient and even help the patient articulate
what they might have difficulty putting in words.

Interpretations may involve explanatory statements that link behaviours, thoughts,
fantasies, feelings or symptoms to their unconscious meanings or origins. For example,
the therapeutic interpretation might state, “It may be that you cannot confront your
colleague at work because he reminds you about your father”.

Interpretation of the transference is carried out by linking the experiences in the
therapeutic relationship to current or past relationships. These unconscious drives,
defenses, attitudes or feelings could be a wish for satisfaction (for example, to depend
on someone or to idealise someone or to be taken care of), or need for punishment,
or sexual or aggressive fantasies. The therapist becomes the person that the patient

struggled with in her or his childhood. These struggles are played out again in the

present, but this time with the therapist’s help to look at the conflicts. With insight
into the way she or he misreads or misperceives other people in the present, new
patterns of behaviour and experience could result.

Working ihrough occupies most of the work in psychoanalytic treatment after the
transference has been formed and the patient has begun to acquire insights into her
or his problems. Working through is a process in which the new awareness is
repeatedly tested and “tried on for size” in other areas of the patient’s life. It allows
the patient to understand the influence of the past on her or his present situation, to
accept it emotionally as well as intellectually, and to use the new understanding to
make changes in present life. Working through thus helps the patient to gain some
measure of control over inner conflicts and to resolve them or minimize their power.
This leads the patient to experience wider choices in life, since past distortions no
longer cloud present decision making.

The Termination Phase

The final part of the treatment phase is the period in which changes are consolidated
and new behaviours are solidified. Old patterns are understood in the context of
one’s past and old memories are available where previously they have been repressed.
Conflicts resulting in maladaptive behaviour in the outside world, which were relived
in the therapeutic situation with the therapist, are resolved. Treatment continues until
the troubling symptoms have been reduced or alleviated and the person is consistently
making use of more adaptive methods of coping with greater insight.

A major issue at the time of termination is to be able to explore issues related to
separation, loss and change for both the patient and the therapist. It is an extremely
important phase for the patient because it helps the patient review the experience,
both emotionally and intellectually, and to be able to separate from a parent-like
figure. The therapist also needs to become aware of possible countertransference
responses of anger, thoughts about breaking boundaries or failure to terminate when
indicated. The length of time allotted to the termination phase varies with the type of
treatment and with the needs of the individual.

After this point, the sessions will become less like an interview; the person is asked
to say whatever is on her or his mind. It is the therapist’s job to listen and to help
identify patterns of thinking, feeling and interacting that may be contributing to the
patient’s current struggles. Consequently, the person becomes more aware of her or
his thoughts and feelings; learns how some present ways of coping are no longer
adaptive even though they may have been necessary in childhood; and discovers



that she or he as an adult has a greatly expanded repertoire of resources and can use
far more effective ways of dealing with problems. Deeper awareness and new insights
stimulate psychological growth and change.

Psychodynamic psychotherapy places great importance on the therapeutic dyad,
which is a medical term for the relationship between the therapist and the patient. It
is within the context of the therapeutic dyad that positive changes in the patient’s
outlook and behaviours are able to unfold. This relationship is unique because the
therapist maintains a uniform, neutral and accepting stance. Unlike other well-
intentioned people in the person’s life, the therapist has been trained to listen objectively
and without criticism. This therapeutic attitude makes it easier for the person seeking
treatment to speak freely and to therefore provide as much information for the therapist
to work with as is possible.

Check Your Progress Exercise 5

Note: a) Read the following questions 'carefully and answer in the space
provided below.

b) Check your answers with those provided at the end of this
Unit. v '

1. Choose the correct answer:

i)  Inpsychodynamic psychotherapy, the analysis of is the
process by which the therapist interprets the feelings expressed by
the client toward the therapist as being indicative of the feelings
typically expressed by the client toward important people in her or
his personal life. ‘

a) free association b) resistances ¢) dreams d) transference

ii)  The tentative statement of the patients’ individual dynamics and conflicts
is called ‘

a) psychodynamic formulation b) clarification c)insight d)reaction
formation

i)  All of the following are components of psychodynamic therapy except
for:

a) interpretation b) working through c) socratic questioning d)
clarification

iv)  Issues related to separation, loss and change are prominent in the
stage of psychodynamic psychotherapy.

a)middle b)termination c¢)initial d) follow-up

v)  Inpsychodynamic psychotherapy, is the
process by which new insights are acquired and these are used to
make changes in current life situations and functioning.

a) analysis of defences b) analysis of transference c)working through
d) interpretation

vi)  The defense mechanism in which an unacceptable thought or feeling is
transformed into it’s opposite is:

a) displacement b) sublimation c) reaction formation d)denial
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5.5 THE DEVELOPMENT OF SHORT-TERM
PSYCHODYNAMIC PSYCHOTHERAPY

Current trends highlight the evolution of short-term dynamic therapies. The healing
and change process envisioned in long-term psychodynamic therapy typically requires
at least two years of sessions. This is because the goal of therapy is often to change
an aspect of one’s identity or personality or to integrate key developmental learning
missed while the client was stuck at an earlier stage of emotional development.
Practitioners of brief psychodynamic therapy believe that some changes can happen
through a more rapid process or that an initial short intervention will start an ongoing
process of change that does not need the constant involvement of the therapist. A
central concept in brief therapy is that there should be one major focus for the
therapy rather than the more traditional psychoanalytic practice of allowing the client
to associate freely and discuss unconnected issues. In brief therapy, the central focus
is developed during the initial evaluation process, occurring during the first session
or two. This focus must be agreed on by the client and therapist. The central focus
singles out the most important issues and thus creates a structure and identifies a
goal for the treatment. In brief therapy, the therapist is expected to be fairly active in
keeping the session focused on the main issue. Having a clear focus makes it possible
to do interpretive work in a relatively short time because the therapist only addresses
the circumscribed problem area.

5.5.1 Types of Short-Term Psychodynamic Psychotherapy

Major influences on the development of short-term psychodynamic approaches
include Ferenczi, Rank, Reich and Alexander. Franz Alexander challenged the
psychoanalytic emphasis on frequent, long-term treatment that could foster
dependency. He emphasised the need to identify a “focal conflict”, need for an
adequate dynamic formulation and the central role of the “corrective emotional
experience”’. Alexander and | tcnch (1946) asserted that the principal curative power
of treatment occurs as the paticnt gains the emotional perception that she or he is no
longer a child and no longer subject to the unconscious behaviour patterns put in
place at that time. Alexander offers the example of a patient’s early expressions of
aggression having been intimidated by a father who required complete submissiveness
from his son. As aresult the patienthas become inhibited in all situations in which she
or he faces a person of authority. The patient makes that shift when she or he can
express her or his aggressiveness and her or his vulnerability with the therapist without
being punished, and can assert herself or himself without being censured. This type
of corrective emotional experience allows an individual to experience a difference
between the way things were in the past and the present emotional experience.

As one of the early pioneers in the field, Malan (1963, 1976) introduced the use of
videotaped sessions and scientific research on Focal Psychotherapy. This included
the development of inclusion criteria for patient selection, identification of focal issues,
emphasis on intense affect experienced by the patient, analysis of transference linked
with childhood and the importance of working through “loss” of therapist during
termination.

A pafallel development was Mann’s 12-session Time-limited Therapy (Mann,
1973), that focused on separation-individuation issues that were stimulated by the

~ quick, planned termination of therapy. This therapeutic approach elicited four universal

conflicts; which are as follows:




1. Independence versus dependence,

2. Activity versus passivity,

3. Adequate self-esteem versus diminished self-esteem, and
4. Unresolved or delayed grief.

Short-term anxiety provoking therapy developed by Sifneos (1973, 1987), selected
patients having conflicts related to the oedipal stage. Techniques provoked anxiety
by early and repeated focus on transference patterns and the interpretation of defenses
and resistance. Potential candidates who met the stringent selection criteria were
limited to those with the less severe neurotic disorders.

Intensive short-term dynamic psyéhotherapy developed by Davanloo (1979),

even included a single-session treatment. Unlike the earlier models of short term

dynamic psychotherapy, Davanloo’s approach could be used with a range of patients
with neurotic disorders along with highly resistant personality disorders. Interestingly,
he used the initial interview as a “trial therapy” to judge patients’ potential suitability
and therapy response. o

T'vo important concepts included the triangle of conflict (Fig. 9.1b) and the triangle
« person (Fig 9.1 a). The triangle of conflict is the interplay between defense,
anxiety and impulse-feeling. The triangle of person refers to the transference (T),
current life figures (C), and significant past figures (P). The primary therapeutic
technique is the extensive use of transference. The therapist makes T-C-P links,
clarifying and confronting the defenses against intimacy and closeness which tend to
sabotage relationships. This “unlocking of the unconscious” makes the patient aware
of transference patterns rooted in the past and also involves expression of grief and
guilt feelings over past losses.

Figure 9.1a: Triangle of Person " Figure 9.1b: Triangle of Conflict

T P X D

C A

T Transference (relationship to therapist) X Impulse (hidden feelings)
C Current relationship difficulties ~ - D Defence
P Relationship with past figures A Anxiety

Contemporary versions of short-term psychodynamic psychotherapy include Time-
Limited Psychotherapy (TLP; Strupp & Binder, 1984) and Short-term
Supportive-Expressive Psychoanalytic Psychotherapy (Luborsky, 1984). These
models include training and supervision using treatment manuals and an emphasis on
research of treatment processes and outcomes. '
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Check Your Progress Exercise 6

Note: a) Read the following question carefully and answer in the space
provided below.

b) Check your answer with that provided at the end of this
Unit.

1. Match the following:

1)  Franz Alexander a) Oedipal conflict
i) Malan b) Corrective emotional
experience
i) Davanloo c) Separation-individuation
‘ conflicts
iv) Mann d) Triangle of person
v)  Sifneos e) Focal psychotherapy

5.5.2 Differences between Long-term .Psychodynamic
Psychotherapy and Short-term Psychodynamic
Psychotherapy

It is useful to distinguish more classical or traditional psychodynamic
psychotherapy from short-term psychodynamic psychotherapy.

The open-ended and long-term intervention has certain defining characteristics.
The sessions are usually 1 to 3 times a week and could extend over a few
years. The therapist is less directive, allowing the patient to bring up whatever
seems important or meaningful to them. In fact, the underlying issues or reasons
for seeking treatment may not become apparent until well into therapy. The
focus is more on the whole person and their character, defenses and values,
etc. The presenting complaint or initial diagnosis receives relatively less attention.
Transferences are analysed as the relationship between patient and therapist
goes through a number of changes and permutations. Therapy goals include
insight and personality reorganisation.

Short-term psychodynamic psychotherapy; on the other hand, is usually time-
limited, consisting of 16 to 30 sessions, conducted on once or twice-weekly
basis. The therapist is relatively active, and fosters the development of a
therapeutic alliance and positive transference. There is focus on specific conflicts
or themes that are formulated early in therapy. The psychodynamic formulation
is conceptualised most simply in terms of a formative or critical life event
and the coping skills or defenses used to deal with it or as a pattern of
relationship conflicts. Attention is paid to the setting of achievable goals,
adhering to the tasks at hand, and on issues involving termination. The use
of manual-based treatments and systematic research is more common in short-
term psychodynamic psychotherapy.




Check Your Progress Exercise 7

Note: a) Read the following question carefully and answer in the spacé
provided below.

b) Check your answer with that provided at the end of this
Unit.

1. Briefly describe the differences between short-term and long-term
psychodynamic psychotherapy in terms of frequency and duration of
therapy, herapeutic goals and the levels of therapist directiveness.

................................................................................................................
................................................................................................................

5.6 EFFICACY AND EFFECTIVENESS OF
PSYCHODYNAMIC PSYCHOTHERAPY

There is increasing research evidence suggesting that psychodynamic psychotherapy
is an effective psychological treatment for individuals experiencing mental health
problems. ‘

Aninitial review (Roth & Fonagy, 1996) concluded that there was a lack of confirming
evidence for short-term psychodynamic psychotherapy. More recently positive
outcomes have been reported for short-term psychodynamic psychetherapy,
equivalent to already established treatments (for example, cognitive-behavioural
therapy) in specific psychiatric disorders (Leichsenring & Leibing, 2007). Notably,
the effects proved stable and even tended to increase with follow-up. Emerging
data supports its role as a treatment for depression, generalised anxiety disorder,
panic disorder and some personality disorders. There remains limited evidence for
the use of this treatment for patients with anxiety disorders that relate more to stress.
Limited and inconclusive evidence currently exists to support short-term supportive
psychotherapy as a treatment for bipolar disorder, eating disorders and drug
dependency (Lewis, Dennerstein & Gibbs, 2008).

As one might expect, there are few studies of the effectiveness of long-term
psychodynamic psychotherapy. The Stockholm Outcome of Psychotherapy and

Psychoanalysis Project (STOPP) followed up patients over a three year period
~ while the German Psychoanalytic Association Study looked at therapy changes seven
years post treatment. Both studies pointed to the value of intensive long-term treatment.

There is little research that guides us regarding a choice between long-term and
short-term psychodynamic approaches. A recent study (Knekt ez al. 2008) reported
that short-term therapies produced benefits more quickly than long-term
psychodynamic psychotherapy but long-term psychodynamic psychotherapy is
superior to short-term therapies at the end of three years.

Some clinicians criticise dynamic therapies because they have arisen primarily from
theory and clinical observations instead of evidence-based research studies. Further,
research is needed on specific psychiatric disorders, effectiveness of different models
of psychodynamic psychotherapy, usefulness of therapy manual and differences
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related to therapist factors. Evaluation of therapeutic progress must go beyond
symptom reduction and should include important changes in personality organisation
and structure like decreased vulnerability to stress, improved coping strategies and
defenses.

57 LET US SUM UP

In this Unit, we have learnt about psychodynamic approaches in therapeutic
interventton. The Unit focused on tracing the historical contributors to the development
of psychodynamic approaches.-The Unit outlined the basic assumptions of
psychodynamic psychotherapy. We have learnt the differences between
psychodynamic psychotherapy and psychoanalysis. Further, the Unit listed the
indications and contraindications for psychodynamic psychotherapy. The Unit also
described the therapeutic processes and techniques in the initial, middle and
termination phases of psychodynamic psychotherapy. The Unit described the different
models of short-term psychodynamic approaches. It clarified the differences between
short-term and long-term psychodynamic approaches. In the end, the Unit
summarised the research evidence on the effectiveness of psychodynamic approaches.

5.8 GLOSSARY

Clarification : Clarification is the technique by which the therapist
elucidates and separates details of a phenomenon
from other thoughts that the patient is having. For
example: ““You have mentioned feeling anxious in
sessions recently, but it now seems clear that this
started right after you mentioned to me that you
were having difficulty with your wife”.

Confrontation :  Confrontation is the process of drawing the patient’s
attention to a particular phenomenon and getting
him to recognise something that he has been avoiding
and that will have to be further understood. For
example: “I notice that each time your boss praises
your work, you become disinterested in your job
and think about quitting”.

$

Countertransference : The therapist’s feelings, attitudes and reactions to
the patient’s transference.

Defense mechanisms : Unconscious mental operations that operate to
protect against conscious awareness of anxiety-
provoking memories, wishes, fears or needs.

Free association : Technique in which the patient verbalises her or his
thoughts and feeling without reservation or
censorship, even though such thoughts may be
embarrassing, sexual, humiliating, and/or aggressive,
and even though such thoughts may be about the
therapist. Free association is extremely useful for
elucidating unconscious processes.



Interpretation : Interpretation refers to the therapist making
connections between the patient’s current behaviour
(including thoughts, feelings, fantasies and dreams)
and the patient’s past history (including childhood
experiences, wishes and fears) to highlight its
unconscious meanings. For example: “Despite your
wish to remain close to your husband, you are
pushing him away just as you felt that your mother
pushed you away”’.

Regression : Anunconscious defensive process by which the
patient reverts to a previous level of functioning,
usually to a certain infantile or juvenile stage.

Resistance : Allforces which oppose the treatment in an attempt
to defend the status quo of the patient’s neurosis.
Resistance is usually motivated by anxiety and the
unconscious avoidance of painful affects, ideas,
wishes and fears.

Transference : The experience of feelings, thoughts, attitudes,
fantasies and defences toward a person in the
present that are inappropriate to that person and
are a repetition or a displacement of reactions
originating towards significant persons of early
childhood (for example, parents). Transference may
be positive or negative.

Working through : Working through refers to the complex and
extended process of gradual change reflecting the
efforts of insight and practising and recognising new
behaviours.

5.9 ANSWERS TO CHECK YOUR PROGRESS
EXERCISES

Check Your Progress Exercise 1

$

1. . Following are the four main schools of psychoanalytic thought and their
proponents, which have influenced the development of psychodynamic therapy:

i)  Freudian psychology by Sigmund Freud;

i) Egopsychology by Heinz Hartmann, Anna Freud, Erik Erikson, Paul
Gray and Fred Busch;

i) Object relations psychology by Melanie Klein, W.R.D. Fairbairn, D.W.

Winnicott, and Harry Guntrip; and
iv) Self psychology by Heinz Kohut. |
Check Your Progress Exercise 2
1. 1) Trwe
i) False
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Psychotherapy

v) True
Check Your Progress Exercise 3
1. 1  psychoanalysis
ii) Psychodynamic psychotherapy
i) psychoanalysis
iv) Psychodynamic psychotherapy
v)  psychodynamic psychotherapy
Check Your Progress Exercise 4
1. 1) Tre
i) False
i) True
v) True
Check Your Progress Exercise 5
1. 1) d) transference
i) a) psychodynamic formulation
i) c) socratic questioning
iv) b) termination
v) ¢) workingthrough
vi) ¢) reaction formation
Check Your Progress Exercise 6
1. i)b, ii)-e, iii)-d, iv)-c, v)-a
Check Your Progress Exercise 7

Following are the differences betwéen short-term and long-term psychodynamic
psychotherapy:

1) Frequency and duration of therapy: Short-term psychodynamic psychotherapy
is usually time-limited, consisting of 16 to 30 sessions, conducted on once or
twice-weekly basis. In long-term psychodynamic psychotherapy, sessions are
usually 1 to 3 times a week and could extend over a few years.

Therapeutic goals: In long-term psychodynamic psychotherapy, the therapy
goals include insight and personality reorganisation. In short-term psychodynamic
approaches, the goals are more limited, focusing on specific conflicts and what
might be achievable in the time available.

Levels of therapist directiveness: The therapist level of directiveness is relatively
higher in short-term psychodynamic psychotherapy than in long-term

psychodynamic psychotherapy.
24




5.10 UNIT END QUESTIONS

1. Discuss the differences between psychoanalysis and psychodynamic
psychotherapy.

2. Enumerate the indications and contraindications for patient selection in
psychodynamic psychotherapy.

3. Whatare defense mechanisms? Describe some important defense mechanisms
and their significance in psychodynamic psychotherapy.

4.  Describe the therapeutic techniques used predominantly in the middle phase of
psychodynamic psychotherapy.

5.  What is the importance of the termination phase in psychodynamic
psychotherapy?

6. Briefly discuss the important models of short-term psychodynamic
psychotherapy.
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61 INTRODUCTION

This Unit focuses on cognitive behavioural therapy (CBT). Cognitive behavioural
therapy (CBT) describes a number of therapies with similar approach to solve
problems. Cognitive behavioural therapy was originated by clinical psychologists
who originally worked as psychoanalysts. In this Unit, you will learn about the
historical background of cognitive behavioural therapy, and the concept of -

‘cognitive behav1oural therapy? After going through this Unit you able to answers
< such questlons like: What are the-types of cognitive behavioural therapy?; What

is the process involved in cognitive behavioural therapy?; What types of
problems can be addressed by this approach?; What are the skills required




in CBT? The Unit further discusses the merits and limitations of CBT and how Cognitive Behavioural
it is different from other therapeutic approaches. You will learn about the nature Appropshes
of relationship between the client and the counsellor. You will also learn how

this therapy is applied in some of the case illustrations.

Objectives

After studying this Unit, you will be able to:

e  Understand the historical background of CBT;

e Explain the concept of different types of CBT;

e Describe the conditions when CBT can be used; and

e Use CBT when faced with the problerfis of clients.

6.2 HISTORY OF COGNITIVE BEHAVIOURAL
THERAPY

Cognitive behavioural approaches include therapies that make use of cognition
in solving of problems, including Rational Emotive Behaviour Therapy (REBT),
Cognitive Therapy (CT), and Cognitive Behavioural Modification (CBM)
propounded by the pioneering experts. In 1955, (REBT) was originated by
Albert Ellis, a New York clinical psychologist who originally worked as a
psychoanalyst. He became dissatisfied with it because he felt it took a long
time and did not produce very effective results. It was preceded by earlier
schools of thought in Greece, especially the Stoic philosopher Epictetus, who
said, in the first century A.D, “People are disturbed not by things, but by the
view which they take of them”.

Even Adler writes that our emotional reactions and lifestyle are associated with
our basic beliefs and are, therefore, cognitively created. In the 1960s, Aaron
T. Beck, an American psychiatrist and psychotherapist observed an ‘internal
dialogue’ going on in the minds of his patients during his analytical sessions.
But they reported only a fraction of this ‘internal dialogue’ to him. For example,
in a therapy session the client might attribute various reasons for no apparent
intervention by the therapist. Their thoughts lead to certain feelings which in
turn evoked certain behaviour. Beck realised that the link between thoughts
and feelings was very important. He coined the term ‘automatic thoughts’ to
describe emotion-filled or ‘hot’ thoughts that might pop up in the mind. According
to Beck, identifying these thoughts was crucial for understanding the client and
overcoming her or his difficulties.

Beck called it cognitive therapy because thinking was considered important. It’s
now called Cognitive Behavioural Therapy (CBT) because the therapy employs
behavioural techniques as well. Since then CBT has undergone scientific trials
in many places by different teams, and has been applied successfully to a wide
variety of problems.

Another major alternative to rational emotive behaviour therapy is Donald
Meichenbaum’s cognitive behaviour modification (CBM), which focuses on
changing the client’s self-verbalisations (Meichenbaum, 1977).
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and Psychotherapy . Check Your Progress Exercise 1

Note: a) Read the following questions carefully and answer in the spacg
,, ‘ provided below.

b) Check your answers with those provided at the end of this Unit.

.| 1. Fillin the blanks:

) Cognitive behavioural approaches include therapies that make use of
...................... in solving of problems and .....c..cll e

techniques as well.

i) The pioneers of CBT are ....................... LI A , and

.............

2. State whether ‘True’ or ‘False’
1) Beck gave the concept of interpersonal dialogue. T/F

i) CBT is based on the link between thoughts, feelings and behaviour.
T/F

6.3 CONCEPT OF COGNITIVE BEHAVIOURAL
. THERAPY |

Let us first understand the meaning of the term ‘Cognitive behavioural therapy’.
Cognitive behavioural therapy (CBT) is an active type of psychotherapy in which
the client and the counsellor talk, act and work together to achieve goals that are
mutually agreed. In between the sessions assignments are given to the client that
may include behavioural exercises and/or reading. CBT is a combination of
psychotherapy and behavioural therapy. Psychotherapy emphasises the importance
of the personal meaning we place on things and how thinking patterns begin in
childhood. Behavioural therapy pays close attention to the relationship between our
problems, our behaviour and our thoughts.

Cognitive behavioural therapy assumes that it is our belief system, interpretations
and perceptions of life events that determine our feelings, moods and our actions.
Therefore, CBT enables people to identify, understand and modify their belief
systems and also their self-defeating behaviours so that they can function more
effectively. Cognitive behavioural therapy (CBT) includes a number of therapies
with similar approach to solving problems. These include: ‘

e  Rational Emotive Behaviour Therapy (REBT) by Ellis
e  Cognitive Therapy (CT) by Aaron Beck
e  Cognitive Behaviour Modification (CBM) by Donald Meichenbaum

The therapies focus on the thoughts, images, beliefs and attitudes that we hold (our
cognitive processes) and also on how these cognitive processes affect the way we
g ~ behave. CBT works by changing people’s attitudes and their behaviour.

-




6.3.1 Rational Emotive Behaviour Therapy by Ellis

Rational Emotive Behaviour Therapy (REBT) by Ellis is based on the assumption
that we contribute to our own problems and specific symptoms as our emotions
emerge mainly from our beliefs, evaluations, own attitudes, views, perceptions,
interpretations, thoughts about ourselves, and our reactions to life situations, and
the world. It assumes that reorganisation of one’s self statements will result
in a corresponding reorganisation of one’s behaviour. Inappropriate emotions are
caused by self-defeating thoughts, while appropriate emotions result from rational
thinking. If we learn to alter our beliefs that are not functional, we can improve
our ability to deal with everyday problems, and live more emotionally satisfying
and productive lives. '

This approach is based on the assumption that cognition, emotions and
behaviours interact significantly and have a reciprocal cause and effect relationship.
REBT has consistently emphasised all three of these modalities and their
interaction, thus qualifying it as a multimodal and integrative approach.

REBT is a system of psychotherapy, which shows individuals how their belief
systems largely determine how they feel about and act towards events in their
lives. The way we feel depends on the beliefs we hold about the specific event.
This can be understood through an example given below:

Three students in the class are punished by the teacher. One student is
angry because she believes she should not have been punished. On the
contrary she should have been appreciated; the second student is depressed
because she believes that she is worthless; and the third person is happy
because she always found the classes boring and was happy to be out
of them. The important lesson to learn from this story is that although,
the scolding in the class contributes to a series of emotional reactions,
it does not cause them: how each individual perceives being scolded is
the key factor in determining these emotional reactions.

REBT helps people change self-defeating or unhealthy thinking patterns and
behaviours to more positive ones. It is also used to treat many kinds of problems
and/or to improve skills.

REBT helps people achieve specific changes or goals in a brief period of time,
and usually focuses on current situations rather than past ones.

REBT relies heavily on thinking, disputing, debating, challenging, interpreting,
explaining, and teaching. Some of the techniques are explained below:

1. ABC Theory of Personality

The ABC theory of personality is central to REBT theory and practice. A
is the existence of an event, or the behaviour or attitude of an individual. B
is the belief of the person about A. C is the emotional and behavioural
consequence or reaction of the individual; the reaction can be either healthy
or unhealthy. A (the activating event) does not cause C (the emotional
consequence). Instead, B, which is the person’s belief about A, largely causes
C, the emotional reaction.

Cognitive Behavioural
Approaches
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A (activating everit) B (belief) — C (emotional and behavioural consequence)
D (disputing intervention) — E (effg:ct) —F (new feeling)

If a person experiences depression after a failure, for example, it is not the failure
itself that causes depressive reaction but the person’s beliefs about being a failure
and apprehension about ridicule by others. The beliefs about the failure and ridicule
(B) are what mainly cause the depression (C) — not the actual event of the failure
(at point A). Thus, human beings are largely responsible for creating their own
emotional reactions and disturbances. The therapist shows the clients how they can
change the irrational beliefs that directly “cause” their disturbed emotional

consequences, the client may blame himself such as “I am totally to blame for the

failure”, “I am a miserable failure, and everything I did was wrong,” “I am a -
worthless person”.

After A, B and C comes D (disputing) which is the application of the scientific
method to help clients challenge their irrational beliefs. The principles of logic can
be used to destroy any unrealistic, unverifiable hypothesis. There are three
components of this disputing process; detecting, debating, and discriminating. First,
clients learn how to detect their irrational beliefs, particularly their absolutistic ““shoulds”
and “I musts” that are exaggerated beyond proportion. Then clients debate their
dysfunctional beliefs by learning how to logically and scientifically question them and
to vigorously argue themselves out of believing them. Finally, clients learn to
discriminate irrational (self-defeating) beliefs from rational (self-helping) beliefs.

Eventually clients arrive at E, an effective philosophy, which has a practical side. A
new and effective rational philosophy consists of replacing unhealthy thoughts with
healthy ones.

Disputing Irrational Beliefs

REBT usually involves actively disputing the clients’ irrational beliefs and teaching
them how to do this challenging on their own. Clients are given practice in challenging
their irrational beliefs like “must”, “should”, or “ought” until they no longer hold
them, or at least until it is reduced to a great extent, for example, clients may learn
to tell themselves: “Why must everyone treat me respectfully?” “If I don’t get what
I want, it may be disappointing, but it is not the end of the world”. “If life doesn’t
always go the way I would like it fo, it isn’t awful, though it may be inconvenient”.

Activity 1 : Identify some of your beliefs that have been bothering you. Write
down the dialogue that you visualize for disputing them.

.......................................................................................................................
.......................................................................................................................




Cognitive Homework

The clients can be asked to make lists of their problems, identify their absolute
beliefs, and dispute these beliefs. In homework assignments the clients track down
the absolute beliefs such as “shoulds” and “musts” that reveal their internalized self-
messages. Clients are then asked to apply the A-B-C theory to some of their
problems. Through such exercises and modeling by the therapist, the client learns
how to think differently. ’

Activity 2: Identify some of your beliefs that have been bothering you. Also
analyze the A, B, C, D, E, and F. How has it changed your thinking, in case
it has.

.......................................................................................................................
B R R R PR R PP
.......................................................................................................................

.......................................................................................................................

Changing One’s Language: In REBT inappropriate language is considered one
of the causes of distorted thinking processes, that are beliefs or “musts”, “oughts”,
and ““shoulds”, can be replaced by preferences, for example, instead of saying, “It
would be absolutely awful if...”, client can learn to say “it would be inconvenient
or uncomfortable if...”. Thus, clients can learn to use milder forms of self-statements

instead of self-reprimand or projection of self as helpless.

Activity 3: List some of your beliefs that you would like to change. Do you
think your feeling would change if you change the language? Give two examples
and your reactions.

.......................................................................................................................
.......................................................................................................................
.......................................................................................................................
.......................................................................................................................

Using Humour: Emotional disturbances occur as we tend to take things too
seriously. In the process, we lose our sense of perspective and humour over the
events of life. Hence, the therapist employs humour to counterattack the over
serious side of individuals and to assist the client in disputing their present philosophy
of life that is causing tension in them.
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Activity 4: Think of situations when ybu were too tense about achieving your
goal. How could you have used human to lessen the tension.

.......................................................................................................................
.......................................................................................................................
.......................................................................................................................

2. Emotive Techniques

These are used in REBT and include unconditional acceptance, rational-emotive
role playing, modeling, rational-emotive imagery, and shame-attacking exercises.

Rational-emotive imagery is a form of intense mental practice for establishing new
emotional patterns. Clients imagine themselves thinking, feeling, and behaving exactly
the way they would like to think, feel and behave in real life. They can also practice
imagining one of the worst things that could happen to them, how to feel
inappropriately upset about this situation, how to experience their feelings intensely,
and then how to change the experience to an appropriate feeling. Once clients are
able to change their feelings to appropriate ones, they stand a better chance of
changing their behaviour in the situation. Practising rational-emotive imagery several
times a week for a few weeks can desensitize a client and she or he does not feel
upset over such events any more.

Activity 5: Practice imagining one of the worst things that could happen to you.

..........................................................................................................................
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..........................................................................................................................

..........................................................................................................................

..........................................................................................................................

..........................................................................................................................

Role Playing

The therapist often interrupts to show clients what they are telling themselves to
create their disturbances and what they can do to change their inappropriate feelings
to appropriate ones. Clients can rehearse certain behaviours to bring out what they
feel in a situation. The focus is on working through the underlying irrational beliefs
that are related to unpleasant feelings.

Activity 6: Enact a role play session and note down the appropriate and
inappropriate feelings.

Shame-Attacking Exercises

“These can be given to help people reduce shame over behaving in certain ways that
seem irrational to others around. We have to tell ourselves not to feel ashamed by
telling ourselves that it is not catastrophic if someone thinks we are foolish. The
main point of these exercises is that clients work to feel unashamed even when
others clearly disapprove of them. This procedure typically involves both emotive
and behavioural components. Clients may accept a homework assignment to take
the risk of doing something that others are likely to disapprove of.

Activity 7: Give example of one situation that you would use to help people
reduce shame over behaving in certain ways that seems irrational to others
around.

.......................................................................................................................
.......................................................................................................................

.......................................................................................................................
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Force and Vigour

These can be used as a way to help clients go from intellectual to emotional insight.
Clients are also shown how to conduct forceful dialogues with themselves in which
they express their irrational beliefs and then powerfully dispute them. The therapist
can also engage in reverse role playing by strongly clinging to the client’s self-
defeating philosophy; the client is asked to vigorously debate with the therapist in
an attempt to persuade him or her to give up these dysfunctional ideas.

Activity 8: Conduct forceful dialogues with yourselves in which you express
your irrational beliefs and then powerfully dispute them.

.......................................................................................................................
.......................................................................................................................

.......................................................................................................................

3. Behavioural Techniques

These make use of behaviour therapy procedures, especially operant conditioning,

self-management principles, systematic desensitization, relaxation techniques and
modeling. '

Behavioural homework assignments to be carried out in real-life situations are done
systematically and are recorded and analyzed on a form. Many involve
desensitization, skill training, and assertiveness training. To desensitize gradually
REBT clients are encouraged to perform the things they are afraid of doing. For
example, a person with a fear of lifts may decrease her or his fears by going up
and down in a lift several times in a day. Clients actually do new and difficult
things, and in this way they put their insights to use in the form of concrete action. .
By acting differently, they also tend to incorporate functional beliefs that they can
undertake a task successfully.

Although REBT uses many other‘cognitive, emotive and behavioural methods to
help clients minimize their irrational beliefs, it stresses this process of disputing both
during the sessions and in everyday life. Eventually clients arrive at an effective
philosophy, E, which has a practical side. The new and effective rational philosophy
consists of replacing unhealthy thoughts with healthy ones. This further leads to a
new set of feelings, F. Thus, instead of berating oneself and punishing oneself with
depression over the failure, one would reach a rational and empirically based
conclusion and may tell oneself. “Well, I'm genuinely sorry for what happened but
that does not mean...... Although I wish I could have worked things out in a better
way but it isn’t the end of the world. I am not wholly responsible for the failure
or disaster”. According to REBT theory, the ultimate effect is minimizing feelings
of depression and self condemnation.

Thus philosophical restructuring to make our beliefs functional would involve
following steps : (1) fully acknowledging that we are largely responsible for creating
our own emotional problems; (2) accepting the notion we have the ability to change



these disturbances significantly; (3) recognizing that our emotional problems largely
stem from irrational beliefs; (4) clearly perceiving these beliefs; (5) seeing the value
of disputing such self-defeating beliefs; (6) accepting the fact that if we expect to
change we had better work hard in emotive and behavioural ways to counteract our
beliefs and the dysfunctional feelings and actions that follow; and (7) practising
REBT methods of uprooting or changing disturbed consequences for the rest of our
life. :

6.3.2 Application to Family Therapy

The cognitive behavioural approach focuses on family interaction patterns, and
family relationships, cognitions, emotions, and behaviour are viewed as exerting a
mutual influence on one another. A cognitive inference can evoke emotion and
behaviour, and emotion and behaviour can likewise influence cognition in a reciprocal
process that sometimes serves to maintain the dysfunction of the family unit.

Check Your Progress Exercise 2

Note: a) Read the following question carefully and answer in the Space
provided below.

b) Check your answer with that provided at the end of this Unit.
1. State whether ‘True’ or ‘False’:

1) Appropriate and inappropriate emotions are a result of our

thoughts. T/F
ii) Modifying our beliefs about things and events can help us deal

effectively with everyday problems. T/F
111) REBT focuses on past events rather than current situations. T/F

iv) REBT can help people to change their thoughts and behaviour. T/F

6.4 COGNITIVE THERAPY BY AARON BECK

Cognitive Therapy (CT) works by changing people’s attitudes and their behaviour.
The CT ‘model’ or theory believes that it is not events themselves that upset us,
but the meanings we attach to them. Our thoughts come in the way of our seeing
things that don’t fit in our framework or with what we believe to be true. Thus, we
continue to hold on to the same old beliefs and fail to perceive anything new. These
irrational beliefs that have been acquired and self-constructed are maintained and
self-indoctrinated. The client is taught the skills that give them the tools to identify
,and dispute these irrational beliefs. In this process of counselling, the client learns
to replace ineffective ways of thinking with effective and rational cognitions. As a
consequence of this, they change their emotional reactions to situations. This is
learnt by them as that they can apply to ihany other problems in life or future
- problems that they may encounter later in life.

For example, a depressed woman may think, ‘I can’t face going into work today:
I can’t do it. Nothing will go right. I'll feel awful’. As a result of having these
thoughts — and of believing them — she may well ring in sick. By behaving like
this, she won’t have the chance to find out that her prediction was wrong. She
might have found some things she could do, and at least some things that were
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okay. But, instead, she stays at home, brooding about her failure to go in and
ends up thinking: ‘I have let everyone down. They will be angry with me. Why
can’t I do what everyone else does? I am so weak and useless’. So, that woman

_probably ends up feeling worse, and has even more difficulty going in to work

the next day. Thinking, behaving and feeling like this may start a downward spiral.
This vicious circle can apply to many different kinds of problems.

6.4.1 Basic Principles of Cognitive Therapy

Beck contends that people with emotional difficulties tend to commit characteristic
“logical errors” that tilt objective reality in the direction of self-deprecation.
Cognitive therapy perceives psychological problems as stemming from commonplace
processes such as faulty thinking, making incorrect inferences on the basis of
inadequate or in correct information, and failing to distinguish between fantasy
and reality. Let’s examine some of the systematic errors in reasoning that lead
to faulty assumptions and misconceptions, which are termed cognitive distortions:

e  Arbitrary inferences in which we make conclusions without supporting and
relevant evidence. This includes “catastrophizing,” or thinking of the absolute
worst scenario and outcomes for most situations e.g. you may have the
conviction that you will not be liked or valued by others.

e  Selective abstraction in which we form conclusions based on an isolated
detail of an event. In this process, other information is ignored, and the
significance of the total context is missed. The assumption is that the events
that matter are those dealing with failure and deprivation. As a professional,
you might assess your worth by one mistake and not by your successes.

e  Overgeneralization which a process of holding extreme beliefs on the basis
of a single incident and applying them inappropriately to events or settings
that are not common to the one from which it is being generalized. If you
have difficulty working with one adolescent, for example, you might conclude
that you.will not be good at working in any situation.

e  Magnification consists of perceiving a case or situation in a greater light
than it truly deserves, for example, assuming that even minor mistakes in
your profession as a teacher could easily create a crisis for the individual
and might result in psychofogical damage. Such a type of behaviour on your
part would make a cognitive error.

e  Personalization is a tendency for individuals to relate external events to
themselves, even when there is no basis for making this connection. If a
person does not give an appointment to you for a second time, you may
be convinced that this ‘evasive’ behaviour on his part is due to your terrible
performance during your first visit. You might tell yourself, “This situation
proves that my work will not be done”.

e  Labeling and mislabeling involve portraying one’s identity en the basis of
imperfections and mistakes made in the past and allowing them to define
one’s true identity. For example a child with physical challenges may not
create an image where people would have expectations from him and the
child may tell himself, “I am totally worthless and cannot achieve anything
in life”.



e  Polarized thinking involves thinking and interpreting in all-or-nothing terms,
or categorizing experiences in either-or extremes. With such dichotomous
thinking, events are labeled in black or white terms. You might give yourself
no latitude for being an imperfect person. You might view yourself as either
being the perfectly competent person who has to outshine in every activity or
as a total flop if you are not fully competent (which means there is no room
for any mistakes). ‘

Beck (1976) wrote that, in the broadest sense, “cognitive therapy consists of all the
approaches that alleviate psychological distress through the medium of correcting
faulty conceptions and self-signals”. For him the most direct way to change
dysfunctional emotions and behaviours is to modify inaccurate and dysfunctional
thinking. The cognitive therapist teaches clients how to identify these distorted and
dysfunctional cognitions through a process of evaluation. Through a collaborative
effort, clients learn to discriminate between their own thoughts and events that occur
in reality. They learn the influence that cognition has on their feelings and behaviours
and even on environmental events. Clients are taught to recognize, observe, and

monitor their own thoughts and assumptions, especially their negative automatic
thoughts.

6.4.2 Genesis of the Problem

Beck suggested that thinking patterns are set up in childhood, and become automatic
and relatively fixed. So, a child who didn’t get much unconditional affection from
the parents but was praised for school work, might come to think, “I have to do
well all the time. If I don’t, people will reject me”. Such a rule for living (known
as a ‘dysfunctional assumption’) may help them to work hard. But if something
happens that’s beyond their control and they experience failure, then the dysfunctional
thought pattern may be triggered. The person may then begin to have ‘automatic’
thoughts like, “I have completely failed. No one will like me. I can’t face them”.

CT acts to help the person understand that this is what’s going on. It helps her or
him to step outside their automatic thoughts and test them out. CT would help the
client with a problem to examine real-life experiences to see what happens to them,
or to others, in similar situations. Then, in the light of a more realistic perspective,
they may be able to take the chance of testing out what other people think by
discussing their difficulties.

Clearly, negative things can and do happen. But when we are in a disturbed state
of mind, we may base our predictions and interpretations on a biased view of the
situation. This makes the difficulty that we face appear much worse. CT helps
people to correct these misinterpretations.

6.4.3 Homework/Assignment

Working on homework assignments between sessions is a vital part of the process.
Assignments can be of varied nature. For example, at the start of the therapy, the
therapist might ask the client to keep a diary of any incidents that provoke feelings
of anxiety or depression, so that they can examine thoughts surrounding the incident.
Later on in the therapy, another assignment might consist of exercises to cope with
problem situations of a particular kind.

6.4.4 The Importance of Structure

The reason for having structure is that it helps to use the counselling time most
efficiently. It also makes sure that important information isn’t missed out and that
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both, therapist and client, think about new assignments that naturally follow from the
session. Initially, the therapist takes an active part in structuring the sessions.

Check Your Progress Exercise 3

Note: a) Read the following question carefully and answer in the space
provided below.

b) Check your answer with that provided‘ at the end of this Unit.

1. List the basic principles of cognitive therapy.

..................................................................................................................
..................................................................................................................

..................................................................................................................

6.5 DONALD MEICHENBAUM’S COGNITIVE
BEHAVIOUR MODIFICATION

This approach shares with REBT and Beck’s cognitive therapy the assumption that
distressing emotions are typically the result of maladaptive thoughts.

Donald Meichenbaum’s cognitive behaviour modification (CBM) focuses on changing
the client’s self-verbalisation. According to Meichenbaum (1977), self-statements
affect a person’s behaviour in much the same way as statements made by another
person. A basic premise of CBM is that clients, as a prerequisite to behaviour
change, must notice how they think, feel and behave and the impact they have on
others. For change to occur, clients need to interrupt the scripted nature of their
behaviour so that they can evaluate their behaviour in various situations.

Cognitive restructuring plays a central role in Meichenbaum’s approach. He describes
cognitive structure as the organizing aspect of thinking, which seems to monitor and
direct the choice of thoughts.

Cognitive structures, and behaviours and their resultant outcomes; Meichenbaum
describes a three-phase process of change in which these three aspects are
interwoven: :

Phase 1: Self-observation: The beginning step consists of clients learning how to
observe their own behaviour. Initially, their internal dialogue is characterized by
negative self-statements and imagery. This process involves an increased sensitivity
to their thoughts, feeling, actions, physiological reactions, and ways of reacting to
others.

Phase 2: Starting a new internal dialogue: As a result of the early contacts with
the therapist, clients learn to notice their maladaptive behaviours, and see opportunities
for adaptive behavioural alternatives, and change their internal dialogue through
therapy. Their new internal dialogue serves as a guide to new behaviour.



Phase 3: Learning new skills: The third phase of the modification process
consists of teaching clients more effective coping skills, which are practised in real-
life situations. At the same time, clients continue to focus on telling themselves new
sentences and observing and assessing the outcomes. The stability of what they
learn is greatly influenced by what they say to themselves about their newly acquired
behaviour and its consequences.

Stress management training has potentially useful applications for a wide variety of
problems and clients, both for remediation and prevention. Some of these applications
include anger control, anxiety management, assertion training, improving creative
thinking, treating depression, and dealing with health problems.

The Constructivist Perspective

The constructivist perspective focuses on the capacity of human beings for creative
and imaginative thoughts. At the core of constructivist theory is a view of people
as active agents who are able to derive meaning out of their experiential world.
Thus, the process of change can be facilitated, but not directed by a therapist.
Constructivism stresses the client’s reality without disputing whether it is accurate
or rational. ;

Meichenbaum operates on the assumption that there are multiple realities and one
of the therapeutic tasks is to help clients appreciate how they construct their realities
and how they write their own stories.

Meichenbaum states that the constructivist approach to cognitive behaviour therapy
is less structured and more discovery-oriented than standard cognitive therapy. The
constructivist approach gives more emphasis to past development, tends to target
deeper core beliefs, and explores the behavioural impact and emotional toll a client
pays for clinging to certain root metaphors. REBT challenges the irrationality of
client’s thoughts and beliefs, whereas constructivist therapists are concerned with
helping clients explore how they create their realities and the consequences that
follow from such constructions.

Check Your Progress Exercise 4

Note: a) Read the following questions carefully and answer in the space
provided below.

b) Check your answers with those provided at the end of this Unit.

1. Fill in the blanks:

1) CBM shares with REBT and Beck’s cognitive therapy the assumption
the are typically the result of maladaptive thoughts.

i) CBM focuses on changing the client’s

i) Self-statements affect a person's in much the same
way as statements made by another person.

iv) A basic premise of CBM is that clients, as a prerequisite to
, must notice how they think, feel and behave and the
impact they have on others.

e~
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v) Meichenbaum’s approach describes cognitive structure as
, which seems to monitor and direct the choice of

thoughts.

vi) The constructivist perspective focuses on for creative
and imaginative thoughts.

vﬁ) Constructivist approach to cognitive behaviour therapy is less
and discovery-oriented than standard
cognitive therapy.

viii) Meichenbaum operates on the assumption that there are
and one of the therapeutic tasks is to help clients appreciate how they
construct their realities.

Order the following steps of the process of change during a CBM session
as they occur:

1) Starting to change self-verbalization.

i) Learning new coping effective skills.

i) Observation of self thoughts to recognise thoughts and feelings.

6.6 THERAPIST’S FUNCTIONS AND ROLE

Following are the major functions and role of therapist:

Encourages clients to discover a few basic irrational ideas that motivate much
disturbed behaviour,

Challenges clients to validate their ideas,
Demonstrates to clients the illogical nature of their thinking,
Uses humour to confront the irfationality of clients’ thinking,

Uses a logical analysis to minimize these irrational beliefs,

Shows how these beliefs are inoperative and how they will lead to future
emotional and behaviour disturbances,

Explains how these ideas can be replaced with more rational ideas that are
empirically grounded,

Teaches clients how to apply the scientific approach to thinking so that they
can observe and minimize present or future irrational ideas and illogical deductions
that foster self-destructive ways of feeling and behaving, and

4




e  Uses several cognitive, emotive, and behavioural methods to help clients work
directly on their feelings and to act against their disturbances.

6.7 DIFFERENCES AND SIMILARITIES
BETWEEN REBT, CT AND CBM

In both Beck’s cognitive therapy and REBT, reality testing is highly organized.
Clients come to realize that they have interpreted situations in different way and that
their beliefs are not realistic. Yet, there are some important differences between
REBT, CT, and CBM, especially with respect to therapeutic methods and style.

REBT CTr CBM
Ellis Beck Meichenbaum
Highly directive, Uses a Socratic More direct and
persuasive and dialogue by posing confrontational in
confrontive. open-ended questions uncovering and
to clients. disputing irrational
Focuses on teaching Gets clients to focus thoughts.
role of therapist. on personal issues and
arrive at their own
conclusions.
The therapist works Therapist places more Self instructional
through a process of | ~emphasis on helping therapy focuses
rational disputation clients discover their more on helping
to persuade clients misconceptions for clients become
that certain of their themselves and aware of their self-
beliefs are irrational. |  generally applies more dialogue.
structure than REBT.
Does not agree with The therapeutic
REBT’S EQnCER of process consists of
irrational beliefs as training clients to
such a message to the modify the
clientcanbe instructigns they
detrimental because give to themselves
clients believe they are so that they can
rational and realistic. cope.
Check Your Progress Exercise 5
Note: a) Read the following questions carefully and answer in the space
provided below.
b) Check your answers with those provided at the end of this Unit.
1. State whether the statement is “True’ or “False”:
i) REBT is often highly directive, persuasive, and confrontive and focuses
on the teaching role of the therapist. ‘
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i) Beck uses a Socratic dialogue by posing open-ended questions to
clients with the aim of getting clients to reflect on personal issues and
arrive at their own conclusions.

i) The REBT therapist works through a process of rational disputation to
persuade clients that certain of their beliefs are irrational.

iv) CT therapists view dysfunctional beliefs as being problematic because
they interfere with normal cognitive processing, not because they are
irrational.

v) REBT is different from CBM as it is more direct and confrontational in
uncovering and disputing irrational thoughts; Meichenbacum’s self

instructional therapy focuses more on helping clients become aware of
their self-dialogue.

vi) The therapeuti¢ ifi CBM process consists of training clients to modify
the instriictions they give to themselves so that they can cope more

effectively with the problems they encounter.

6.7.1 Difference From Other Therapies

CBT also differs from other therapies in the nature of the relationship that the
therapist will try to establish. Some therapies encourage the client to be dependent
on the therapist, as part of the treatment process. The client can then easily come

to see the therapist as all-knowing and all-powerful. The relationship is different
with CBT.

CBT favours ‘collaborative empiricism’ that is client and therapist work together
to test out how the ideas behind CBT might apply to the client’s individual life. It
is a more equal relationship that is more business-like, being problem-focused and
practical. The therapist frequently asks the client for feedback and for views about
what is going-on in therapy.

People who describe having particular problems are often the most suitable for
CBT. It’s likely to be more helpful for anyone who can relate to CBT’s ideas, its
problem-solving approach and the need for practical self-assignments. People tend

to prefer CBT if they want a more practical treatment, where gaining insight is not
the main aim.

6.8 WHAT TYPES OF PROBLEMS CAN BE
ADDRESSED BY THIS APPROACH?

Some of the situations or problems where CBT has been successful are:
e  Anger management,

e Anxiety and panic attacks,

e  Child and adolescent problems,

e  Depression,

e  Drug or alcohol problems,

e  Eating problems,




e  General health problems,

e Habits, such as facial tics,

e  Mood swings,

o  Obsessive-compulsive disorder,
e Phobias,

e Post-traumatic stress disorder,
e  Sexual and relationship problems,
e Sleep problems,

e  Sleeping difficulties,

e Relationship problems, and

e Drug and alcohol abuse.

CBT cannot cure all of the above problems. For example, it cannot cure chronic
pain or disorders such as chronic fatigue syndrome. However, it might help people
with arthritis or chronic fatigue syndrome, to find new ways of coping while living
with the disorders.

Check Your Progress Exercise 6

Note: a) Read the following question carefully and answer in the space
provided below.

b) Check your answer with that provided at the end of this Unit.

1. State the types of problems where you can use CBT.

...................................................................................................................
...................................................................................................................

6.9 CRITIQUE OF COGNITIVE BEHAVIOURAL
THERAPY

6.9.1 Merits of Cognitive Behavioural Therapy

An important advantage of CBT is that it tends to be short. It may take only three
to six months for most emotional problems if sessions are held once a week, each
session lasting about 50 minutes to an hour. During this time, the client and therapist
work together to understand what the problems are and to develop a new strategy
for tackling them. CBT orients the clients to a set of principles that they can apply
whenever they need throughout their lives.
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6.9.2 Limitations of Cognitive Behavioural Therapy

Everybody can not benefit, at least not to full recovery, in a short span of time.
Sometimes, therapy may have to go on longer to do justice to the number of
problems and to the length of time the problems have existed.

6.9.3 How Does CBT Work in Learning Coping Skills

CBT tries to teach people skills for dealing with their problems. A new strategy for
coping can lead to more lasting changes to basic attitudes and ways of behaving.
The anxious client may learn to avoid avoiding things! She or he may also find that
anxiety is not as dangerous as they assumed it to be. She or he may learn to
change beliefs and behaviours.

One-to-one CBT can bring the client into a kind of relationship they may not have
had before. The ‘collaborative’ style means that they are actively involved in changing.
The methods of CBT may be useful in solving life problems that may have been
long-standing and stuck.

Case Illustration of A-B-C-D-E Analysis

The Case of Yvonne (Source Sherilyn Cormier L. & Harold Hackney, The
professional counsellor: A process guide to helping. Boston : Allyn and Bacon.
Pp. 145-147)

This case illustrates the use of the A-B-C-D-E analysis that one counsellor used
with an individual client over a period of time. The client was seen weekly for
approximately twenty sessions.

Yvonne is a thirty-year-old woman who presents for counselling because of
“mood swings” and “depression.” Assessment reveals that Yvonne’s depression
began about three years ago, following her divorce from her husband. During the
last three years, Yvonne reports periodic bouts of depression that seem to stem
largely from thoughts of failure and guilt. Specifically, Yvonne blames herself and
feels like a failure because of the divorce. She states that she cannot get rid of
thoughts that she is a failure and that she is to blame for the breakup of the
marriage.

History and intake: Yvonne is of above-average intelligence and possesses a
masters degree in business. She is currently employed as a marketing analyst for
a large chain of fast food restaurants. She dates some men from time to time but
has not been involved in a serious or steady relationship since her divorce three
years ago. She apparently is in excellent health.

After intake and assessment sessions, the counsellor proposes the use of the A-
B-C-D-E analysis to Yvonne. The counsellor speculates that Yvonne is a good
candidate for this technique because her depression seems to be largely the result
of errors in cognitive thinking, she processes information dealing with internal
dialogue or self-talk easily, she is above-average in intelligence. She is moderately

systematic assignments as part of her counselling programme.

The counsellor first gives Yvonne an overview of the strategy and tells her how
it may be helpful, stressing the fact that her continued thoughts of failure and self-

distressed, and she seems willing and able to think logically and to carry out
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blame, not her divorce per se, are largely responsible for creating her moodiness
and down feelings. The counsellor uses examples and analogies to emphasize
how the strategy will help Yvonne acquire more realistic thinking, give up self-
defeating ways of thinking, and achieve a state of less emotional distress. As soon
as Yvonne indicates that it is plausible to her that thoughts cause feelings, the
counsellor can begin A-B-C-D-E work with her.

First, the counsellor helps Yvonne identify any situations which she feels are
responsible for her emotional distress. Yvonne indicates that the primary one is
her divorce. She states, “If I were still happily married, I wouldn’t feel this way.”
At this point, the counsellor helps Yvonne to explore and determine whether this
situation is something she has the control to change or not. When Yvonne indicates
she does not, the counsellor points out that her thoughts and feelings about the
situation can change, even though the external event will not. The counsellor also
has Yvonne try on the following sentence, “Just because my marriage did not
work out does not mean I have to feel terribly upset and depressed”.

Next, the counsellor helps Yvonne identify more specifically the emotional
consequences or feelings she is having about the divorce. Yvonne’s primary
feelings seem to be frustration and depression. These are supported by her non-
verbal behaviours like: she frequently looks down at the floor, speaks slowly in
“a low, soft voice, and appears listless or lethargic. The counsellor emphasizes that
Yvonne can decide whether she wants to keep or change these feelings so that
they do not keep producing so much distress for her. The counsellor also helps
Yvonne explore ways in which these feelings are debilitating to her everyday life
situations; for example, to what extent have they been keeping her from getting
more involved with other men?

At this point, the counsellor and Yvonne are ready to spend some time working
with the Bs—her beliefs, thoughts, or internal “self-talk”. The counsellor reiterates
that some beliefs can cause unnecessary levels of emotional distress, particularly
those that are self- defeating or cannot be supported by data, facts, or external
evidence. The counsellor gives some examples of these and contrasts them to
more rational or self—enhancing beliefs. Thoughts such as, “I’m a failure”, “It’s
my fault the marriage didn’t work out”, are presented to Yvonne as examples of
self-defeating thoughts. Thoughts such as, “The marriage failed — I didn’t”, or
“The marriage didn’t work out—I’m still intact”, are presented as examples of
self-enhancing thoughts. The counsellor encourages Yvonne to close her eyes,
imagine or recreate the situation surrounding the divorce, and note what she is
thinking about or what is going through her mind at this point. Yvonne indicates
again that her primary thoughts are:

e  “I'm a failure because my marriage didn’t work out”.

e  “I was the wife, and I should have kept the marriage together. It’s up to
the wife to do that. It’s my fault we couldn’t work things out”.

e  “It’s terrible to be thirty years old and divorced”.

Yvonne’s Bs share common characteristics that are typically associated with
depression:

1. Belief in one’s inadequacy.

s — — — — — S — — — — — — — — — — — — —— e e et e e
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2. Horror of not having what you need.
3. Awfulness of the way things are.
'In addition, Bs of depressed clients are usually full of self-blame and self-pity.

Next, the counsellor is ready to start helping Yvonne learn how to dispute the
emotional beliefs. Because the effects of disputation are usually more long-lasting
if a variety of methods are used, the counsellor starts with cognitive disputation,
followed by imaginal and behavioural disputation.

For cognitive disputation, the counsellor uses a series of questions to help Yvonne
examine and dispute the Bs on a sentence-by-sentence basis. For example, the
counsellor takes the first B on Yvonne’s list (“I’'m a failure because my marriage
didn’t work out”) and asks Yvonne to challenge this statement using the following
kinds of questions:

e  Can you prove that?

e How do you know that?

e  Where is that written?

e  Where will this assumption get you?

e  Aslong as you believe that, how will you feel?

This same process then occurs with all the other Bs identified by Yvonne and the

counsellor. ’

6.11 LET US SUM UP

In this Unit, we have studied cognitive behavioural approaches to family therapy.
The Unit begins with the history of cognitive behavioural therapy which includes
approaches like REBT, CT and CBM propounded by the pioneering experts. The
Unit discusses the concept of cognitive behavioural therapy which includes rational
emotive behavioural therapy by Ellis and its applications to family therapy. Further,
we studied about the cognitive therapy by Aaron Beck which includes basic principles
of cognitive therapy, genesis of the problem and the importance of structure. The
Unit also described Donald Meichenbaum’s cognitive behaviour modification
approach. The focus was given on the construction perspective. The role and
functions of the therapist in cognitive behavioural therapy were also discussed.
Further, the Unit differentiated between REBT, CT and CBM. The Unit highlighted
the types of problems that can be addressed by this approach. At the end of the
Unit, merits-and limitations of cognitive behavioural therapy were discussed.

6.12 GLOSSARY

CBM ¢ Cognitive Behaviour Modification.
CBT i : - Cognitive Behavioural Therapy.

Cognitive behaviour therapy : An active type of psychotherapy in which
the client and the counsellor talk, act and
work together to achieve goals that are
mutually agreed.



Magnification ¢ Perceiving a case or situation in a greater
light than it truly deserves.

Personalization : A tendency for individuals to relate external
events to themselves.

REBT : Rational Emotive Behaviour Therapy.

6.13 ANSWERS TO CHECK YOUR PROGRESS
EXERCISES

Check Your Progress Exercise 1
1. 1 cognition, behavioural *

i)  Albert Ellis, Aaron T. Beck and Donald Meichenbeum
2. 1 False

1) Tre

Check Your Progress Exercise 2

1. 1) Twe
i) True
m) False
v) True

Check Your Progress Exercise 3
1. Following are the basic principles of cognitive therapy :
i)  Arbitrary inferences,
i) ~ Selective abstraction,
i) Overgeneralization,
iv) Magnification and minimization,
v)  Personalization,
vi) Labeling and mislabeling, and
vil) Polarized thinking,
Check Your Progress Exercise 4
i)  distressing emotions
i) self-verbalisation
i) behaviour

iv) behaviour change
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2.

V)  the organizing aspect of thinking
vi)  the capacity of human beings
vii)  structured, more

viii) multiple realities

i)-2, i)-3, iii)- 1.

Check Your Progress Exercise 5

L;

1) True
i) True
ﬁi) True
v) True
v) True
vi) True

Check Your Progress Exercise 6

L.

Following are the types of problems where one can use CBT:
1)  Anger management,

i)  Anxiety and panic attacks,

i) Child and adolescent problems,

iv) Depression,

v)  Drug or alcohol problems, -

vi) Eating problems,

vi)) General health problems,
viii) Habits, such as facial tics, ,
ix) Mood swings,

X)  Obsessive-compulsive disorder,
xi) Phobia,

xii) Post-traumatic stress disorder,
xiii) Sexual and relationship problems,
xiv) Sleep problems,

xv) Sleep. difficulties,

xvi) Relationship problem, and

XVIi) Drug and alcohol abuse.




6.14 UNIT END QUESTIONS Cognitive Behavioural

Approaches

1.  List the cognitive behavioural approaches.

2. How would you go about desensitization of a client who has phobia of
darkness?

3. How would you provide assertive training to a client of yours who cannot talk
to her parents about her problems?
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7.9 LetUs Sum Up
7.10 Glossary
7.11 Answers to Check Your Progress Exercises
7.12 Unit End Questions

7.13 Further Readings and References

7.1 INTODUCTION

“It is that the individual has within himself or herself vast resources for self-
understanding, for altering his or her self-concept, attitudes and self-directed
behaviour — and that these resources can be tapped if only a definable climate
of facilitative psychological attitudes can be provided”.

(Rogers, 1986)




These words of Carl R. Rogers best describe the philosophy behind the Person-
centered approach to counselling and family therapy. Rooted in the Humanistic-
Existential family of therapies, person-centered approach has created the most
momentous wave in the area of counselling and family therapy. Rogers is also
known as “Father of Counselling Psychology”.

Rogers firmly believed in the self-actualizing potential of each individual. He followed
a non-directive therapeutic system, which ensured that the therapeutic setting
provided the vital conditions for nurturing the growth of the individual. Person-
centered approach is not only a psychotherapy system, it is a “point of view, a
philosophy, an approach to life, a way of being, which fits any situation in which

growth — of a person, a group or a community — is part of the goal”. (Rogers,
1980)

“The central truth for Rogers was that the person knows best. It is the person who
knows what hurts and where the pain lies and it is that person who will discover
the way forward. The task of the counsellor is to be the kind of companion who
can relate to the person in such a way that she or he can access own wisdom and
recover self direction”. (Mearns, 2007)

Objectives:
After studying this Unit, you will be able to:

e  Describe the philosophical assumptions of the person-centered approach to
counselling; ’

e Discuss the person-centered understanding of major theoretical constructs of
person-centered counselling;

e  Summarize the necessary conditions under which psychological growth and/or
behaviour changes occur according to this counselling approach;

e Explain the etiology of maladaptive behaviour based on person-centered
counselling.

e  Describe the skills required for providing the core conditions in the therapeutic
relationship;

e Demonstrate the specific procedures and techniques that facilitate constructive
client change in person-centered counselling; ‘

e Discuss the similarities and differences of person-centered and other approaches
to counselling; and

e  Evaluate the limitations and contributions of the person-centered approach to
counselling.

7.2 ASSUMPTIONS

Person-centered approach is a way of being with people based on a theory of
helping relationships which, in turn, rests on a deep respect for and trust in the
individual’s capacity for growth, development and creativity. It is a democratic,
non-authoritarian and non-directive approach to people that emphasises constructive
human relationships as the key to the change process.

Person-Centered
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being driven by negative impulses. Rogers supported the belief that humans were
basically good and could be trusted to direct their own lives. Unlike the
psychodynamic viewpoint, the person-centered counselling is rooted in the here
and now and not in the childhood events.

Rogers was able to bring about an attitudinal shift by making a pivotal change
to the way an individual was addressed and looked upon in the therapeutic
system. He objected to the term ‘patient’ and replaced it with ‘client’ (who

comes actively and voluntarily to gain help for the problem and is not a helpless
being).

Rogers therapeutic intervention involves the counsellor’s entry into the person’s
unique world. Rogers maintained that we behave as we do because of the way
we perceive our situation. “As no one else can know how we perceive, we
are the best experts on ourselves” (Gross, 1992). Rogers postulated that persons
possess resources of self-knowledge and self-healing, and that personality change

~and development are possible if a definable climate of facilitative conditions is

present (Rogers, 1980). This implies that certain persons and environments

foster growth and development in human beings, and some undermine and inhibit
growth. ’

This tenet formed the foundation for the revolutionary treatment approach that
is based on the personal characteristics of the counsellor than on any techniques.
Rogers challenged the psychotherapy community by formally articulating the belief
that the “facilitative conditions” of empathy, positive regard, and genuineness on
the part of the counsellor were the necessary and sufficient conditions for therapy

(Rogers, 1957). The therapeutic relationship is the essence of person-centered
therapy.

Rogers’ theory emphasises the counsellor’s creation of a permissive and non-
interventionist climate in which the client is free to move at her or his own
pace and in her or his own direction. Rogers actively promotes that the attitude,
personal characteristics and qualities of the counsellor are the prime determinants
of the successful outcomes of the therapeutic process.

Central to Rogers’ theory is the notion of self or self concept. This is defined
as, “the organized, consistent set of perceptions and beliefs about oneself”. It
consists of all the ideas and values that characterize ‘I’ and ‘me’ and includes
perception of ‘what I am’ and ‘what I can do’. Consequently, the self-concept
is a central component of an individual’s total experience and influences both
his or her perception of the world and perception of oneself. For instance,
a child who perceives herself or himself as strong may behave with confidence

and come to see her or his actions as actions performed by someone who
is confident.

According to Rogers, individuals want to feel, experience and behave in ways
which are consistent with their self-image and which reflect what they would
like to be like, their ideal-self. The closer the self-image and ideal-self are to
each other, the more consistent or congruent they are and the higher is the
sense of self-worth.

Maladjustment

The self-concept does not necessarily always fit with reality, though, and the
way we see ourselves may differ greatly from how others see us. For example,

—




a person might be very interesting to others and yet consider herself or himself
to be boring. The person judges and evaluates this image, that she or he has
of herself or himself as a bore and this valuing will be reflected in her or his
self-esteem.

A person is said to be in a state of incongruence if some of the totality of
their experience is unacceptable to them and is denied or distorted in the self-
image. Incongruence is “a discrepancy between the actual experience of the
organism and the self-picture of the individual insofar as it represents that
experience” (Rogers 1957). Such a state of incongruence often leads to confusion
and tension and thus maladjustment. As we prefer to see ourselves in ways
that are consistent with our self-image, we may use defense mechanisms like
denial or repression in order to feel less threatened by some of what we consider
to be our undesirable feelings. A person whose self-concept is incongruent with
her or his real feelings and experiences will defend because the truth hurts.

Here is an example from Rogers (1957).

“An instance would be the mother who develops vague illnesses whenever
her only son makes plans to leave home. The actual desire is to hold on
to her only source of satisfaction. To perceive this in awareness would be
inconsistent with the picture she holds of herself as a good mother. Illness,
however is consistent with her self-concept, and the experience is symbolized
in this distorted fashion. Thus...there is a basic incongruence between the
self as perceived (in this case as an ill mother needing attention) and the
actual experience (in this case a desire to hold onto her son)”.

Distortion between an individual’s actual experience and self concept make the
person vulnerable and leads to maladjustment. Thus, person-centered counselling
aims to address the incongruence that the individual develops.

7.3 EVOLUTION OF PERSON-CENTERED
APPROACH

Rogers constantly worked and improvised on his theories. Three main phases
in the development of person-centered counselling have been identified:

e Stage 1 Nondirective (1940 - 1950): This phase emphasised acceptance
of the client and establishment of a non-judgmental atmosphere in which
the emphasis was on the skills of the counsellor to promote the counselling
process.

e Stage 2 Client-centered (1950 - 1961): This phase emphasised the
counsellor’s attitudes rather than skills, and on reflecting the client’s feelings.
Theoretical ideas of resolving discrepancies between the client’s ‘real’ and
‘ideal’ self became incorporated, and the idea of the counsellor as a person
involved subjectively in the counselling relationship began to take shape.

e Stage 3 Person-centered (1961 - present): This phase put emphasis not
only on the counsellor’s attitudes and values but additionally on the
relationship qualities. The counsellor’s role is seen even less as skilled

- performance and more as an expression of the counsellor being responsively
" engaged with the client. More stress is laid on relational issues.
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Check Your Progress Exercise 1

Note: a) Read the following questions carefully and answer in the space
provided below.

b) Check your answers with those provided at the end of this Unit.

1.  Define incongruence.

2.  List the three phases in the development of person-centered counselling.

74 MAJOR CONCEPTS

Person-centered counselling rests on several important concepts. These theoretical
constructs have been abridged from See (1986).

7.4.1 Actualizing Tendency

According to Rogers, humans have an instinctive need to grow and develop in a
positive direction. However, for this natural tendency to bloom, it must be supported
by a loving and permissive environment. If the environment is nurturing, then the
individual will reach its full potential. The growth process of self-actualization is
characterized by increasing congruence and autonomy.

7.4.2 Self-Concept '

According to Rogers, the central personality construct is the image that individuals
have of themselves. It is the sum total of all of the thoughts, feelings, and values held
and their relationships to things and people within the world. The self-concept
determines to a large extent how individuals behave.

7.4.3 Organismic Valuing Process

In order to satisfy the actualising tendency, we need to know what is of value to
that growth. This ability to weigh up and to value experiences positively or negatively
is the ‘organismic valuing process’. If we listen to our ‘organismic valuing process’
we will know what will help us move towards our potential.

7.4.4 Need for Positive Regard

During the early stages of development, there is an inherent need for love, or
positive regard, from others. When significant others provide unconditional love,



infants are free to develop according to the actualizing tendency and will learn of
their potential by directly experiencing the world. Because human beings are
instinctively good and act in ways that enhance the organism, this self-directed
search for identity can be trusted to result in a well-developed and congruent
personality. However the environment’s provisional love based on an individual’s
behaviour can significantly limit the growth. Conditional love cripples development
because it requires that individuals listen to others rather than to themselves. When
individuals conform in order to obtain love, they are living according to values of
others, or what Rogers calls the “conditions of worth”. Thus, for facilitating the
actualizing tendency of an individual, providing ‘unconditional positive regard’ is a
requisite.

7.5 COUNSELLING PROCESS

7.5.1 Goals of Person-Centered Counselling

Person-centered approach believes that psychological difficulties are caused primarily
by obstacles in the actualising tendency. The goal of therapy is not only to alleviate
the person’s problem but to assist the process of growth. Thus the counselling
process facilitates release of the individual from any constraints or restrictions. The
client is enabled to achieve congruence and to explore their inner experiences that
were denied or distorted.

The entire journey of counselling would be led by the individual who has the route
map for her or his growth and terminate at the destination, which is becoming “fully
functioning”. Once the person has reached here, there is absolute acceptance of self

for what they really are, irrespective of others’ opinions. As per Rogers, the fully
functioning individual has:

1 Basic trust in self,

ii. ~ Openness to experiences,

ii.  Willingness to continuous growth, and
iv. Internal source of evaluation.

In brief, person-centered approach aims to develop the above characteristics in the
individual.

7.5.2 Conditions for Person-Centered Counselling

For person-centered counselling to work Rogers said that counselling needed to
take place under the following conditions:

e Two persons are in psychological contact.

e  The first, whom we shall term the client, is in a state of incongruence, being
vulnerable and anxious.

e  The second person, whom we shall term the therapist or counsellor, is congruent
or integrated in the relationship.
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e  The counsellor experiences an empathic understanding of the client’s internal
frame of reference and endeavours to communicate this experience to the
client.

e  The communication to the client of the counsellor’s empathic understanding
and unconditional positive regard is to a minimal degree achieved.

We shall now understand the various dimensions of the therapeutic process.

1. The Client

People who enter counselling usually are in a vulnerable and anxious state. They
may have had experiences that resulted in immense misery for them. However
during the course of counselling, these individuals undergo a journey and go through
the following stages:

e  Stage One: The client is very defensive, and extremely resistant to change.
She or he is apprehensive about the counselling itself, the counsellor and their
decision.

e  Stage Two: Client becomes slightly less rigid, and will talk about external
events or other people. Also the client begins to recognize and express previously
denied feelings and moves towards more open and honest communication.

e Stage Three: Client talks about herself or himself, but as an object. Avoids
discussion of present events. She or he gradually gains awareness of the inner
experiences and is able to accept those experiences.

e Stage Four: Client begins to talk about deep feelings and develops a
relationship with the counsellor. Now she or he changes the locus of evaluation
outside themselves to an internal state.

The next three stages represent substantial growth in the person’s journey of self-
actualization.

e Stage Five: Client can exprtss present emotions, and are beginning to rely
more on their own decision making abilities and increasingly accept more
responsibility for their actions. A decline in negativity, anxiety, self-doubt and
blaming seen in the client.

e  Stage Six: The client shows rapid growth toward congruence, and begins to
develop unconditional positive regard for others. This stage signals the end for
the need for formal therapy.

e  Stage Seven: The client is a fully functioning, self actualized individual who is
empathic and shows unconditional positive regard for others. This individual
can relate their previous therapy to present day real-life situations.

A stage seven person can be fuily involved in existential living, that is living in the
moment. Although stage seven’s fully functioning individual is the goal of Rogerian
counselling, studies indicate that Stage four or five is much more commonly reached.



2. The Counsellor

The person-centered approach claims that the personal qualities of the counsellor
are more important than training. The counsellor invariably must realise that she or
he can trust her or his own experiencing and the validity of own perceptions.

In this framework, Rogers describes the counsellor’s role as follows:
e The counsellor’s attitude towards the client is one of respect as an equal,

e  The counsellor provides an atmosphere of acceptance where the client is able
to become more aware of self and is able to explore her or his experiences
and relationships with others,

e  The counsellor attempts to understand the client and is genuine and open to
her or his own experience in the counselling relationship,

e The counsellor offers the client unconditional acceptance and empathetic
understanding, and -

e The counsellor does not offer advice.

The counsellor is meant to address the entire person, listening to and responding
empathically to the client’s experiences. She or he doesn’t set goals for the client,
but for self. The counsellor attempts to understand the client’s frame of reference
and its dynamics. The counsellor actively stays engaged with the world of her or
his client, without judgement but with respect and authenticity. She or he is an alert
companion and, simultaneously, an empathic and non-judgemental observer (Merry,
2002).

7.6 CORE CONDITIONS FOR GROWTH

Counsellor attitudes are considered to be of paramount importance in facilitating the
relationship. Throughout her or his professional life, Rogers maintained that there
are three counsellor attributes which create a growth-promoting climate in which
individuals could move forward and become what they are capable of becoming.
These are congruence, empathic understanding and unconditional positive regard.

7 .6.1 Congruence

Congruence means that the counsellor’s outward responses match their inner
awareness and feelings; that they are genuine, real, open, authentic and transparent.
Rogers stressed that congruence is not a question of the counsellor blurting out
feelings; rather it is a state of being. Feelings are to be expressed only when they
are persistent and of great strength and when communication of them assists the
therapeutic process.

As Rogers states, “When I can accept the fact that I have deficiencies, many
faults, make lots of mistakes, am often ignorant when I should be
knowledgeable, often prejudiced when I should be open-minded, often have
feelings which are not justified by circumstances, then I can be much more
real”. '
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message that it’s okay to feel and communicate feelings. In order to develop and
maintain congruence counsellors need to constantly work at being aware of their
underlying feelings. The extent to which the counsellor is deeply in touch with her
or his own feelings and attitudes and expresses them in deeply felt ways to the client
is the extent to which therapy will be facilitated (Rogers, 1977).

7.6.2 Empathic Understanding

Empathy is the process of understanding another person ‘as if you were that
person but without ever losing the ‘as if” quality’. Rogers described it as a way of
‘laying aside our own views and values in order to enter another’s world without
prejudice, A Way of Being (Rogers, 1943). If the ‘as if” quality is lost then the
pracess can become one of identification whereby the counsellor is no longer
understanding the event from the client’s frame of reference but rather from their
own experience of a similar event. Rogers eloquently described this condition:

“The way of being with another person which is termed empathic has several

facets. It means entering the private, perceptual world of the other and
becoming thoroughly at home in it. It involves being sensitive, moment to
moment, to the changing felt meanings which flow in the other person, to the
fear or rage or tenderness or confusion or whatever, that he/she is
experiencing. It means temporarily living his/her life, moving about in it
delicately without making judegments, sensing meanings of which he/she is
scarcely aware, but not trying to uncover feelings of which the person is
totally unaware, since this would be too threatening” (Rogers, 1980).

Research has shown clearly that when clients’ experience their counsellors as deeply
empathic they are helped to explore their inner selves more profoundly and change
is more likely to occur; alienated clients also feel more connected and less isolated.

7.6.3 Unconditional Positive Regard =

Unconditional positive regard on the part of the counsellor means that the counsellor
offers the person respect, acceptance (it does not have to be approval), caring and
appreciation regardless of the client’s attitude or behaviour. Rogers often used the
word ‘prizing’ to convey the meaning of this condition.

Unconditional positive regard involv‘es accepting the client’s own personal constructs/
personal values/valuing system. It would be possible to imagine conflict between the
valuing systems of counsellor and client. The person-centered counsellor allows
herself or himself to accept the valuing systems of clients which are far removed
from her or his own. This does not mean that the counsellor must share the client’s
values, or pretend that she or he shares the client’s values. She or he is required
to accept in full that the client’s values are the client’s values, that the client is
entitled to hold those values for as long as the client wishes, that the client’s values
are not deficient (however much they may appear to be deficient from the standpoint
of the counsellor’s values), and that the client’s values may never change.

This condition is important because it undermines the clients’ beliefs that they are
only valued if they behave as required by significant others. There is no longer any
need for the client to shy away from aspects of her or his inner self which may be
painful or shameful because she or he learns that it is possible to be truly herself
or himself and still be accepted.




Check Your Progress Exercise 2

Note: a) Read the following questions carefully and answer in the space provided
below.

b) Check your answers with those provided at the end of this Unit.

1. List the major concepts of person-centered counselling.

...................................................................................................................
...................................................................................................................

...................................................................................................................

...................................................................................................................
...................................................................................................................

...................................................................................................................

3. Define the following terms:
1) Congruence

.............................................................................................................

.............................................................................................................

7.7 STRATEGIES FOR PROVIDING THE CORE
CONDITIONS

Rogers has emphasized on the therapeutic relationship and the environment being
critical to the process of growth of the client. So there are certain strategies that
can be deployed in order to make sure the core conditions are provided in the
therapeutic environment. However these strategies are the way of being for the
counsellor in the relation.

7.7.1 Communicating Empathic Understanding

As discussed earlier, empathic understanding means perceiving the world from
the client’s perspective. However, in order to facilitate the relationship with the
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that allow the counsellor facilitate empathic understanding are verbal and non-verbal
communication of empathy. :

1. Attending: Communicating Empathy Non-verbally

To understand the client’s inner world, the counsellor must attend to the client.
Attending is giving all of your physical and psychological attention to the client. By
attending the counsellor communicates to the client that “I am interested in what you
have to say, I totally accept you and what you are saying”’, however, a lack of good
attending communicates that “I really don’t care about what you have to'say”.

The counsellor’s body and facial expressions tell the client if the counsellor is
attending. This is done through positioning the parts of the body so that they invite
and hold an interpersonal relation. A relaxed alertness expressed by body posture
seems best suited for fostering good communication.

Bolton offers these suggestions to establish a posture of involvement:

e Lean toward the speaker: This posture will communicate energy and
attentiveness. This will also communicate the counsellor’s interest and active
involvement in the relationship.

e  Face the other squarely: It means your right shoulder to the speaker’s left.
This posture communicates your involvement. It is especially important for you
to position yourself so that you are at the eye-level with the client. This will
circumnavigate feelings of threat and can greatly aid in forming an interpersonal
relationship.:

e  Maintaining an open posture : It is also important for fostering interpersonal
relatedness. A closed posture (that is crossed arms and or legs) often
communicates coldness and defensiveness.

e  Proximity to the client: You also need to be aware of your proximity to the
client. We all have a concept of “personal space.” When those boundaries are
crossed it puts the other on the defensive and makes them feel uncomfortable.
However, too much distance communicates aloofness and disconnectedness.

e  Gestures: Gestures also are used to show attention. The purpose of gesturing
when you are listening is to encourage the client to continue speaking. This can
most easily be done with a periodic head nod.

o [Effective eye contact: It says that you are visually attuned to what the
speaker is saying. Good eye contact involves focusing on the speaker’s face
and occasionally shifting the focus to other parts of the body. The key is that
the other is aware that they have your attention because your eyes are “on
them”. Good eye contact should seem natural to the other person. Whatever
you do, don’t “stare them down”. This makes them anxious and sometimes
critical. ‘

The environment where the communication takes place is also an important factor

- in whether an interpersonal relationship can be formed. It is not always possible to

move the conversation into a private room or office, but every attempt should be
made to reduce the number of distractions that are present. -




In his book, ‘The Skilled Helper (1998)’, Gerad Egan offers what he has labelled LGESen-C ERcrod
the ‘Micro Skills of Attending’. He has developed the following acronym. Counselling

S - face the client Squarely

O- have an Open posture |

L- Lean into the conversation

E- Eye contact

R- be Relaxed

2. Reflections: Communicating Empathy Verbally

Understanding the client’s world means understanding the client’s affective and
cognitive messages and then communicating to her or him the same. One way to
communicate these messages verbally to the client are using reflections.

One way that the counsellor can do this is through paraphrasing. A paraphrase is
a concise response to the client that restates the essence of the communication in
the counsellor’s own words. The paraphrase deals with facts or ideas and not the
emotions. In this respect it focuses on the content of the client’s message.

In order to paraphrase the following steps can be followed:

I.  The counsellor can use the key words and construct systems used by the
client. The idea is to use the main ideas of the client and some of her or his
exact words.

II. The counsellor can also paraphrase by stating the essence of what the client
has said in her or his own words.
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