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Introduction

What spontaneously comes to your mind when you hear the word “psychoanalysis”?

Probably Sigmund Freud, the famous founder of this school of psychotherapy. Maybe you also know about some concepts, like the “unconscious”, “it”, or even the “freudian slip” - the accidental reveal of the own true opinion about something. If you had to imagine a scene about a psychotherapeutic session, you would probably see a person that is lying on a couch and talking about childhood memories. The psychoanalyst is sitting nearby, scribbling mysterious things on his notepad, and here and there gifting his insights about secret desires.

But what comes spontaneously to your mind when you hear the words “behavioral therapy”?

If you can only offer a shrug of the shoulders, then you have responded with the typical answer. I have asked a lot of people and looked into dozens of clueless faces. I am sure: even after having successfully completed a long-term behavioral therapy, a lot of patients also wouldn’t be able to describe the therapeutic ideas behind all of this.

For more than 70 years, behavioral therapy has been trying to understand and improve this complicated thing called the human mind. This book is about the many ideas that came up over this time, the treatment techniques that followed, and how this all led to the point that, in the year 2020, patients are listening closely to raisins which they hold next to their ear. 

It all begins in the first half of the 20th century with the first “wave” of behavioral therapy.


First wave of behavioral therapy



Behaviorism

There are people who think that “behavioral therapy” is a rather strange name for a psychotherapy. And truly, it is - it sounds more like a correctional program for ill-mannered people than an aid for the tortured soul. Those who suffer from depression or anxiety disorders usually aren’t primarily interested in a change of their behavior - they want their symptoms gone (panic attacks, inability to sleep, etc.). From a marketing point of view, this name probably wasn’t the best choice. 

When founded in the midst of the 20th century, behavioral therapy was exactly what it sounds like - a set of techniques for modifying behavior. Its philosophical basis was called “behaviorism” - a revolutionary scientific approach that came up within academic psychology. The main idea: completely ignoring all inner mental states, such as thoughts, and only focusing on behavior. This indeed sounds like a very strange agenda for something related to psychology. It’s like astronomers proclaiming that they won’t ever look up to the stars anymore. But the point is, that stars - even at a distance of billions of lightyears - can be watched more clearly than a single thought inside the head.

Imaginations, dreams, fantasies, desires, and many other phenomena of the “inner” were considered as things that couldn’t be investigated objectively and were therefore excluded from research. Behaviorism defined itself as a modern, natural science and vigorously rejected the psychoanalytic approach, in which hypothetical psychic constructs were a topic of major interest. Critics of psychoanalysis argued that applying science to intrapsychic things would always result in pure speculation instead of delivering hard knowledge. An “Oedipus complex” or an “introject” may exist - or maybe not. How to prove it?

Behaviorists therefore focused their science on things that were clearly measurable: stimuli and responses. For example, a little 150-volt-shock when taking a pull on a cigarette (stimulus), and the number of smoked cigarettes in 24h (response). The central question: what input leads to what output? Meanwhile, what may happen inside the peoples’ minds, e.g. thinking about the shocks or asking themselves how could they agree to participate in such a painful experiment, was of little interest. This non-visible area was given the name “black box”.
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This kind of science was often done by conducting experiments on animals, such as rats or pigeons. Burrhus Frederic Skinner, one of the most famous behaviorists of that time period, invented a special piece of equipment for that purpose – the “Skinner-Box”. This is a little cage in which the animal’s behavior can be modified by controlled application of reward and punishment. Rats learned to pull levers which delivered their favorite food into the box, or even released a shot of electric stimulation right into the “happiness center” of their brains [1]. Before you now ask Alexa where to get such a brain-stimulator for humans, be warned. Because those rats lost all their interest in other things in life and became obsessed with their happy-lever. You are still interested? Then let’s add the fact that those rats would all have died of starvation, if the scientists hadn’t stopped the experiment. 

Behaviorism didn’t originally have the plan to develop a new form of psychotherapy. The ideas for applying the scientific findings went in many diverse directions. During the second world war, for example, Skinner was working on an unusual upgrade for guided bombs: trained pigeons. These birds were placed in a “cockpit” inside the bomb, and had the task to pick with their beaks on a monitor - kind of like playing a computer game. This picking was supposed to adjust the flight path of the bomb, and to guide it with increased precision into the target - preferably an enemy warship. However, the trust of the military command in these new feathered recruits was limited, and thus none of them had to fulfill their duty on this suicidal mission [2].
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In 1945, Skinner was the target of enormous public outrage. The reason was an article in the “Ladies Home Journal” about him and his newest invention: a kind of high-tech-crib with many extras, such as a huge noise-reducing glass front, an air filter system, and regulators for temperature and air humidity. Skinner had built this for his own daughter Deborah, and intended this box to be a place where she would feel very comfortable and would enjoy to be. However, the article’s headline “Baby in a Box” and the picture of his little daughter inside this construction gave a fatally false impression about its purpose. Rapidly the rumor spread that in truth it was a human-sized “Skinner-Box”, in which the poor child was getting abused for psychological experiments by his father – like a lab rat. When Skinners daughter grew up, the rumors developed even further: now it was speculated that Deborah became psychotic due to the cruel experiments in her childhood, sued her father for mistreating her, and ultimately committed suicide by shooting herself at a bowling center. Even today, at an age of over 60, Deborah Skinner Buzan still has to deal with those stories, which are still circulating after all these years [3]. The boxes, by the way, entered trade under the name “heir conditioner”.
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Classical conditioning

In the early stages of behavioral therapy, a specific learning mechanism got much attention: classical conditioning. Many associate this with a particular animal: Pavlov’s dog. It’s that little one that always began drooling when hearing the sound of a bell. That’s because in the past the bell was always rung when it was feeding time. Here is how classical conditioning works:
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Before the start of the conditioning procedure, the stimulus “food” already triggers a reaction: salivation. The food is an “unconditioned stimulus”, and the salivation is an “unconditioned reaction”.
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Before the start of the conditioning procedure, the ringing of a bell doesn’t trigger much of a reaction. It’s a “neutral stimulus”.






[image: ]

[image: ]

The unconditioned stimulus and the neutral stimulus are now paired. A pairing is the simultaneous presentation of the stimuli, or a presentation one shortly after the other.






[image: ]

[image: ]

After the pairing, the ringing of the bell now triggers salivation as well. The “neutral stimulus” became a “conditioned stimulus”. Salivating when hearing the bell is now a new “conditioned reaction”.






Classical conditioning creates a connection between 2 stimuli. This sounds as if a specific expectation was put into the dog’s mind: “’Ding-a-ling’ means: food will come. Mouth, get ready for digestion!” But behaviorists wouldn’t call this an “expectation”, because this word is a cognitive concept (something invisible inside the “black box”). Since the focus lies on “input” and “output”, a behaviorist would describe classical conditioning more like: “Stimuli are presented in specific combinations, by which new stimulus-response-connections develop.”

Ivan Petrovitch Pavlov was a Russian physiologist who even won the Nobel Prize in 1904. While studying the physiology of digestion he discovered the mechanisms that later would be called “classical conditioning”. Although some people may visualize Pavlov and his dog as a team of two best buddies, in reality there was a whole laboratory with dozens of “Pavlov’s dogs”. And for them this wasn’t the nicest place on earth: the dogs’ stomachs, gullets, and other parts were surgically manipulated so the scientists could get more precise data about the specific amount of salivation, eaten food, or other things.

Let’s assume a scenario in which one of those dogs decides to visit a behavioral therapist in his office. He is very upset that after all these conditioning procedures he automatically starts to drool when hearing bell-like sounds. The other dogs in the lab are already making fun of his constant slobbering. How could a behavioral therapist now utilize classical conditioning to help the dog with his problem?

A simple therapy program would be to confront the dog for a few days repeatedly with all kinds of bell sounds. And never does he receive any food just before or after it, but only when it has been quiet for some time. By doing that, the “associative strength” between the event “bell sound appears” and the event “food appears” will weaken. Or in other words: the ringing will lose its ability to forecast the coming of a meal. After a few sessions, the production of saliva probably won’t be triggered by the sound as much as before, if at all. This mechanism of classical conditioning is called “extinction”.

Maybe you are now wondering if you are under the influence of classical conditioning, too? Then ask yourself the following question: is there a smell, sound or other sensory input that you automatically associate with something pleasant or unpleasant? Found something? For me, as an example, it’s acoustic signals from the PC. When I hear the windows sound “critical error”, I instantly feel the rising tension in my body.

Can classical conditioning be a useful tool in psychotherapeutic treatment? But for what kind of problems? Research in the early stages of behaviorism was focused on “phobias” (the pathological fear of animals, objects, places, and a lot of other things). Many experiments from that time clearly wouldn’t pass any ethics committee today. In one of those, psychologist John Watson tried to create an artificial rat phobia by using classical conditioning [4]. The test subject was a 9-month-old boy who became well known in the psychologic literature under the name “little Albert”. At the beginning of this experiment, a white rat was placed near the boy, so he could interact with her. Every time he was close to touching the animal, Watson made a frightening loud sound by hitting an iron bar with a hammer. Before this happened, Albert did not show any sign of anxiety. But after repeatedly getting scared by the loud noise, the boy started whimpering, crying and crawling away from the rat, what the scientists interpreted as the successful evocation of a rat phobia. If little Albert in the end really feared the rat, or rather Watson swinging the hammer, remains a topic for speculation. 
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Watson, dressed as Santa Claus, and little Albert. Why the costume? The scientists wanted to find out, if anxiety, which is triggered by a white rat, is also triggered by similar looking objects - like a white beard.






While the procedure in the “little Albert”-experiment aimed at evoking anxiety, the developmental psychologist Mary Cover Jones in 1924 conducted a pioneering study about how to cure a phobia [5]. The task: treating a 3-year-old boy called “Peter”, who was very frightened of rabbits. Jones decided to use a combination of classical conditioning and social learning. Peter was brought together with other kids which were huge fans of fluffy bunnies and loved to pet them (social learning). Additionally, Peter received his favorite sweets while the animal was placed nearby (classical conditioning). The joy about the sweets was meant to inhibit the anxiety that usually gets triggered by the rabbit.

The therapy was successful: after 40 days of treatment, Peter was petting the rabbit and letting it nibble on his fingers. Whether the reason for this change had been the conditioning procedure, or witnessing his peers being totally unafraid of rabbits, can’t be clearly concluded. But case studies like this one laid the foundations for research in the following decades. Because of this, Mary Cover Jones often is called “mother of behavioral therapy”.


Systematic desensitization

Having been inspired by the therapeutic approach of Mary Cover Jones, the South African psychiatrist Joseph Wolpe developed the first widely used technique of behavioral therapy: “systematic desensitization”. The goal of this treatment is the reduction of anxiety. Wolpe explained the main idea 1954 in a scientific article with the title “Reciprocal Inhibition as the Main Basis of Psychotherapeutic Effects” [6] :

“… IF A RESPONSE INCOMPATIBLE WITH ANXIETY CAN BE MADE TO OCCUR IN THE PRESENCE OF ANXIETY EVOKING STIMULI, IT WILL WEAKEN THE BOND BETWEEN THESE STIMULI AND THE ANXIETY RESPONSES …”

In simple words: stay calm when confronting what you fear, and by doing this, in the future you will be less frightened by it. This idea basically reflects the therapeutic approach of Mary Cover Jones in the treatment of Peter 30 years before. Wolpe called this mechanism “reciprocal inhibition”. While Jones’ method for evoking a “response incompatible with anxiety” was giving sweets to Peter, Wolpe favored the use of relaxation techniques - especially “progressive muscle relaxation” (PMR). This method, from the American physician Edmund Jacobson, was very popular in the early years of behavioral therapy, and still is today.

( 1 )   RELAXATION

The first thing to do is to identify how to get oneself into a relaxed physical and mental state – the “response incompatible with anxiety”. If you are the kind of person that can do this just by sitting down and closing the eyes, then just do it and continue with part 2. If you are having trouble relaxing, then you may try out PMR, or maybe have a look at YouTube. When typing in search terms like “meditation”, “mindfulness” or “autogenic training” you will find a gigantic number of videos that were created exactly for the purpose of getting you into the proper mood. But sometimes, just listening to the sound of raindrops pattering against the windows may be sufficient.

( 2 )   ANXIETY HIERARCHY

The next thing to do is to create a personal anxiety hierarchy. That means, identifying all objects, places, and situations that trigger the own anxiety, and rating the intensity: starting from “1” for the little things, and up to “10” for the most nightmarish situation you can imagine.

If you are afraid of heights, then your anxiety probably grows bigger with the distance to the ground. A situation of medium difficulty could be to climb up a shaky ladder. And a full “10” could be to stand on the roof of a skyscraper, lean over the railing, and stare down into the deadly abyss.

If social situations are your problem, then a “5” could be to approach a good-looking man or woman in the supermarket and start a conversation. And a “10” could be to hold a presentation in front of a big audience, and to look into dozens of utterly bored faces. But it’s totally up to you.
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Looking at picture (2)
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Spider on head (6)

[image: ]

Spider shower (10)

This all finally leads to the point where you will confront some of these situations - not necessarily in real life, but by imagining them. The big advantage of such an “in sensu” confrontation is that you don’t have to bother with preparing all these events. Spider shower? Where would one get all those insects, and what to do with them afterwards? 
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( 3 )   CONFRONTATION

Now comes the main part: desensitization. At first you have to get yourself into a very relaxed state (lying or sitting). Then you choose a situation from your anxiety hierarchy - ideally something not too easy and not too hard (maybe a “4” or “5”). Close your eyes and try to keep up the relaxation while you visualize the scene as vividly as possible. Do this for at least 5 minutes. If you are able to stay calm and block the rise of anxiety, you succeeded in the task and may continue with a more difficult scenario. If the fear reaction gets triggered all too much, then take a break, regain your relaxation, and afterwards give it another try. And if you just can’t manage to stay calm, then keep this item from your anxiety hierarchy for later, and continue with a less difficult one.

This kind of exposition therapy requires a certain amount of skill in visualization. There are people who find this very difficult because their “inner theatre” simply doesn’t show the movie. For those, there remains the possibility to either confront the situations directly in reality, or to use a virtual reality device (more about VR later in this book).

In the midst of the 20th century, systematic desensitization became one of the most popular tools in behavioral therapy. It wasn’t exclusively used as a treatment for phobias, but also for other kinds of problems - like sexual dysfunction. However, a central part of this technique was viewed very critically and was highly discussed. The question was: how important is the relaxation part? Practitioners reported their own observations, that confrontation even without being relaxed was able to cure phobias. And that the technique even helped people who experienced very high amounts of anxiety during the exercises [7].

If this was true, it would cause a problem for the theory of Joseph Wolpe, in which the “response incompatible with anxiety” was the essential therapeutic ingredient. Because of these new findings, his idea lost much of its former acceptance. Instead, the contrary idea became popular: that massive arousal in a confrontation was an important part of its success. This new wave “flooded” the world of behavioral therapy in the 60s.


Flooding

Just like systematic desensitization, flooding is a technique for reducing anxiety. However, in contrast to Wolpe’s approach, this kind of confrontation therapy tries to increase the fear level temporarily to a maximum.

When behavioral therapists inform patients that the recommended therapy for their anxiety disorder would include a direct confrontation with their biggest nightmares, they often look into faces full of shock and disbelief. Their wide-eyed response seem to say: “You must be joking, right?”. While some therapists let this cat out of the bag right away, others - like professional salesmen - choose to first praise the incredible advantages of the new washing machine, before telling the now already excited customer the shockingly high price.
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A typical facial expression at the reveal of what Flooding is all about.

The basic principle of Flooding is to visit a phobic situation in real life, and to offer no resistance to the natural flow of anxiety. The difficult part of this exercise is to stay there as long as possible, until the fear reaction diminishes on its own. After repeating this procedure a few times, the phobic object or situation should theoretically trigger less and less anxiety - and ideally at the end none at all.

The therapeutic idea is to utilize a psychological effect that is called “habituation”. The human body can keep up a fear reaction only for a limited time. At some point, the parasympathetic nervous system kicks in and hinders the generation of symptoms like rapid heartbeat, sweating or dizziness. It’s as the brain had considered: “Well … apparently there’s no danger here. What a waste of energy to pump up all those muscles with blood!” The presence of the phobic stimulus didn’t lead to getting hurt, so probably it isn’t meaningful enough to keep up survival mode. It’s a bit like being Pavlov’s dog, hearing the bell, not getting food, and as a result not drooling again tomorrow when the bell goes off.

A second therapeutic idea is that confronting a feared situation or object may change how you think about it. Psychologists call this “cognitive reappraisal” or “reality check”. By making a new experience with a phobic situation, it may be judged as less dangerous afterwards.

Agoraphobia, as an example, is the diagnostic term for the fear of many diverse situations: travelling by train or bus, being inside a crowd of people, walking through huge shopping malls, or even visiting a hairdresser. In extreme cases, people who suffer from Agoraphobia no longer leave their homes. These situations share a common feature: in each of them it’s difficult to flee instantly. A train won’t let you out until the next stop. When surrounded by lots of people, such as being at a concert, you might have to fight your way out through a wall of resisting bodies. The exit in massive shopping centers like IKEA often feels as if it’s miles away, if you don’t know the shortcuts through these mazes. And even though the door to freedom at the local haircutter’s shop might be right in front of your nose, the obstacle here is having to wait for the stylist to finish what has begun. Suddenly running out while still having the curlers in could probably leave a weird impression on the other customers. 

But why do people with this anxiety disorder focus that much on escape routes? What danger do they see? Of course, it’s not Swedish furniture or getting a haircut. Usually, the big fear in Agoraphobia is having a panic attack and not being able to leave the situation. But what exactly makes this such a threatening scenario? Here, everyone has his very personal assumptions about what catastrophic things could possibly happen. Many fear that a panic attack could cause them to suddenly faint. Others are afraid of having a heart attack or a stroke while panicking. Even unusual ideas are seen quite often: for instance, completely losing self-control, running around screaming like a madman, and at the end getting locked away for the rest of their life in a psychiatric hospital.

Because of horror scenarios like these, people come to the conclusion that an anxiety attack must be prevented at all costs, or at least stopped immediately when occurring. Since many make the observation that leaving a situation helps reduce the symptoms, the available escape route subjectively becomes a matter of highest importance. Or the other way around: every second not being able to flee is felt as being an immediate risk for the imagined disaster to become reality.
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The process starts with the realization that something really bad is happening right now. Typical symptoms: rapid heartbeat, sweating, dizziness, restlessness, etc. It’s getting more and more intense.
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After having left the situation, the symptoms quickly start to decrease. The conclusion: escaping helps to reduce the suffering.






[image: ]

[image: ]

But one important question always remains unanswered: what may have happened if you simply stayed? Since the symptoms got worse and worse, it’s very natural to assume that this process would have continued - but up to which point? A collapse maybe? 
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Because of leaving the situation, an important observation is missed: anxiety symptoms don’t increase endlessly, but only to a physiological maximum.






By experiencing the habituation effect in a Flooding exercise, lost trust in the own body functions can be restored, as well as the basic feeling of security. Doctors, psychologists, friends and billions of self-help guides can provide excellent theoretical arguments as to why certain fears are irrational. But absolutely nothing comes close to being as convincing as the personal experience.

( 1 )   ANXIETY HIERARCHY

You already know this from systematic desensitization. The procedure in flooding is identical: writing down all feared situations and rating their difficulty from 1 to 10. Or 1 to 100. Or just 1 to 3. The degree of preciseness is up to you.

( 2 )   MASSIVE OR GRADUATED

Now there’s a choice to make: one way of applying flooding is to skip all the lower anxiety situations and to start with the maximal terrifying things right away. This is often called “massive” confrontation. The alternative would be “graduated” confrontation. In this you begin with a situation of low or medium difficulty, and step by step climb up the anxiety hierarchy.

The main advantage of massive confrontation is the speed of progression. By going for the ultimate horror directly, the therapeutic effect afterwards often transfers to minor difficult situations as well. The height phobic who dares a parachute drop will afterwards often be less afraid of standing on a little ladder. Another advantage: similar to entering a pool with ice cold water, a daring plunge may lessen the total amount of suffering, compared to a slow toe-by-toe-approximation.

The main advantage of the “graduated” approach is the less high barrier to even start doing exercises. Let’s face it: if your psychotherapist would ask you to choose freely between “massive” and “graduated”, what would probably be your choice?
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( 3 )   CONFRONTATION

Now it’s time to begin with the exercises. Depending on the personal fears, this could literally be anything: traveling in the overcrowded subway during rush hour, performing the song “Pokerface” from Lady Gaga in the public, or simply rolling around on your bed wearing outdoor-clothes. The latter seems pretty normal to you and not scary at all? Then you apparently don’t suffer from an obsessive-compulsive disorder with a massive fear of contamination with microorganisms or other stuff. Because in this case, the bed-exercise would provoke as much anxiety as bungee jumping would do to the one fearing heights. Facing fear is always a very personal challenge.
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OCD level-10-confrontation: first visiting the most disgusting public toilet in the city, afterwards jumping right into the cozy bed at home - with all the clothes still on, of course.

Confrontation therapy - HINT A

Don’t resist the rise of anxiety. Focus your attention completely on what’s happening around you at the moment. Don’t allow your thoughts to drift away, because this is an avoidance mechanism of the mind. And now continue doing this until it gets terribly boring.

Confrontation therapy - HINT B

The best moment for stopping the exercise is when the anxiety has noticeably weakened down. Judge it by the intensity of the symptoms, such as body tension, heart rate, shaking, etc. Don’t lie to yourself by falsely proclaiming that all fear has disappeared, just to exit the confrontation as quickly as possible. Cancelling it with an honest: “I can’t do this today” and continuing on another day is the better option. The key to a successful confrontation exercise is enduring the fear until the habituation effect sets in.

Before beginning a behavioral therapy in Germany, patients usually have to have their health checked by a doctor. This is to make sure that there’s no risk in doing intense things like flooding. In case of a serious heart disease, for example, massive confrontation would usually be replaced by a less stressful psychotherapeutic approach.

Another important preparation is the discussion of all the catastrophic ideas. When people fear a situation or object, they usually assume some kind of harm that could happen to them - ranging from a loss in social status up to a horrible death. The therapist and the patient take their time to discuss if those ideas are realistic or not. If this discussion ends in the agreement that flooding is just a psychological battle against the own automatic anxiety reaction, then all you need is a date for starting the exercises.

In the year 2020, more than 50 years after the first patients were flooded with their fear, exposure therapy is still regarded as one of the most effective approaches in the treatment of anxiety disorders. Its application is officially recommended by the German Association of the Scientific Medical Societies (AWMF) [8], as well as corresponding institutions in other countries. For a behavioral therapist, this method is as fundamental as the filling of a cavity is for a dentist. Nevertheless, the results of recent surveys have shown, that many behavioral therapists in Germany and the Netherlands surprisingly rarely use it in their therapies with phobic patients. The stated reasons for this are rather unexciting: insurance matters, bureaucratic effort, and dissatisfaction with the payment. For nearly the same payment, a behavioral therapist in Germany may either stand multiple hours on the roof of a skyscraper in stormy weather, eagerly trying to motivate a panicking height phobic to come closer to the railing - or he may be sitting comfortably in his designer chair, slowly sipping a cup of tea, while doing a philosophical discussion with his patient about the advantages and disadvantages of being afraid of heights.


EMDR

Over the course of time, many variants of confrontation therapy emerged. One of the most popular is called “eye movement desensitization and reprocessing” - better known as “EMDR”. This treatment focuses people who’ve had a traumatic experience in the past and suffer from psychological aftereffects. For example, having been the passenger of a crashed airplane and now getting “flashbacks” (very vivid memories) about this terrible event. The special feature of this therapy is the provocation of quick eye movements. For this purpose, EMDR-therapists wave their finger (or another focus object) in front of the face of patients, who at the same time are confronting the traumatic scenes in their memory. Other techniques involve acoustic stimuli which appear alternately on the left and right. The developer of this method is the American psychologist Francine Shapiro, who created it in the early 90s. Her therapeutic idea is based on personal experience: someday she recognized that her own disturbing thoughts disappeared after involuntary multi-saccadic eye-movement.

But how can moving the own eyes or hearing some beep sounds possibly help in dealing with terrible experiences? A lot of hypotheses about the therapeutic mechanism were suggested: the eye movements could maybe “disrupt” the working memory, or create some kind of “psychological distance” to the trauma, or improve the neural communication between the left and the right brain hemispheres [9]. Convincing evidence that the reasons for the effectiveness of EMDR is specifically related to one of those mechanisms, has never been provided. The therapy as a whole, on the other hand, is generally regarded as potent in reducing anxiety.

Probably the most discussed question about EMDR was if the eye movement was an absolutely essential component. Wouldn’t it be possible to simply confront the traumatic scenes with the eyes closed, or eyes opened but without rapidly moving them?  This had actually been achieved already in systematic desensitization, with great success. A lot of clinical studies were conducted to answer this question. The general result is that EMDR and traditional exposition therapy without rapid eye movement are very similar in effectiveness [10] [11].


Virtual Reality

Probably the newest addition to the tool-kit of confrontation therapists are virtual reality headsets. Just 10 years ago, virtual worlds weren’t as impressive as they are today. 2016 was the year where the first high quality headsets entered the public market, and amazing VR-software could be bought for the price of a cinema ticket.
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Oculus Rift
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HTC Vive

When wearing a VR-headset, you look at a display that shows a computer-generated 3D-world. The head position is registered precisely, so what you see correlates naturally to your movements. When you turn your head upwards, you look at what’s above you in the VR scene. This is what makes the user feel as if indeed being there - an impression that is often called “immersion” or “presence”. Many people underestimate the realistic nature of VR until they try it out for themselves. A deep immersion is very important for the usability as a confrontation device. Because, only when a simulation is able to trigger genuine emotions, are psychotherapeutic effects to be expected. No arousal, no habituation.
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This a scene from the VR-software “Richie’s Plank Experience”. A plank on top of a skyscraper, with a deadly abyss right underneath. For what purpose did the owner of this building install a plank there? Unknown. But your task is clear: walk the plank. Make your way to the end, turn around, and come back to the starting point. Since VR headsets allow you to watch such scenes in 3D, the long way down instinctively “feels” like a real threat. You can even further increase the immersion by walking on a real plank in your room. And the total enthusiast places a big ventilator next to the VR area, to add some “high-altitude winds” to the simulation.

One might think that the knowledge of the circumstances would prevent any fear. You know that you are not standing in that dangerous position, but are only looking at graphic pixels on a display. What could you be afraid of? Falling off the plank wouldn’t be a big deal. Forget what you learned from the film “Matrix” - a death in VR won’t harm you in the real world.

Even though you know that your brain is tricked, VR scenes are able to evoke intense emotions. If you can’t believe it, then have a look at the reactions of people on YouTube, who are whimpering while slowly crawling over the VR-plank, crying out prayers while riding a VR-rollercoaster, or screaming in terror while defending with wild arm swings against an attacking VR-zombie. Our brain often directly reacts to what it sees - irrespective to what it knows. 
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Scene from the VR software “Altspace VR”

VR is also very useful for fighting the own social anxiety. Advantageous to parties in real life, VR offers the highly comfortable feature to instantly disappear when things are getting unpleasant. One click, and all the annoying people around you are gone - that’s even quicker than doing an “Irish goodbye”, “leaving the French way” or “уйти по-английски”. Since you are just an anonymous, strange-looking avatar with a nickname, no consequences are to be expected. And even better: if you accidentally behaved like a total idiot, this can easily be undone - just delete the old shameful avatar, and re-enter the party secretly with a new identity. Why can’t reality have this option!?

VR - ADVANTAGES

It’s possible to confront situations that are difficult to visit in reality:

Walking over a skyscraper-plank probably is out of question if you are not totally crazy.

A survivor of the 9/11 attacks could - in the context of a trauma-focused psychotherapy - enter a virtual World Trade Center.

For flight phobia, the confrontation program would obviously include flights - a rather expensive psychotherapy when trying this in reality. Virtual flights, on the other hand, are low in cost and CO2-emission, so even Greta Thunberg would nod in agreement.

And finally, the spider shower can become a real thing, too. Would you like to have 10, or 10.000?

Confronting a phobic situation can be an immensely high barrier. Since VR offers the possibility for an instant escape, to very anxious people this might be a more acceptable way of starting the exercises.

There are people without the ability to visualize phobic scenes in their “mental theatre”. Here, some visual stimulation might be needed. In cases like spider phobia, VR is not much more than a little bonus, since looking at pictures already heavily triggers the fear reaction. However, in many other anxiety areas, such as claustrophobia, “being” in the narrow VR cave tunnel is usually much scarier than simply watching it on a flatscreen.

VR - DISADVANTAGES

Using VR can lead to motion sickness, especially when doing the movements with a gaming controller or keyboard. There is a way to minimize this effect: teleportation. In many programs, you just have to point with your virtual hand to a specific location, click, and – poof – you are there. This is such a comfortable experience that you will miss it terribly in the real world. 

Intensely using VR may increase the awareness of what is no secret at all: you are only looking at a computer-generated image on a display, and nothing is real. If that mental state is reached, then the magic is gone. Your anxiety will no longer be triggered as much as before, if you see the enormous snakes that are coming for you as just being a bunch of colorful pixels.

Finding a psychotherapist who is specialized in VR-supported behavioral therapy is not easy. In contrast to methods like EMDR, VR hasn’t arrived in the therapists’ offices yet. Sometimes, psychotherapeutic ambulances that are associated with a university offer that kind of therapy.

If you are the owner of a VR-headset and want to do confrontation exercises at home, then, in principle, any behavioral therapist should be able to help with the preparations - even those without any knowledge about VR. Basically, it’s like watching a very intense interactive movie.


Aversion therapy

The previous techniques aimed at reducing anxiety and avoidance behavior. But in principle, the same methods could also be used in a reversed fashion - to go for the opposite effect. But for what purpose could one ever want to increase anxiety and avoidance? Consider when there is something potentially harmful in somebody’s life, but he or she isn’t able to keep their distance from it. The goal of aversion therapy is therefore the buildup of disgust or repulsion. The target group: alcoholics, smokers, drug addicts, and … nail biters.

The therapeutic idea is simple: if, after drinking alcohol, taking a pull on a cigarette, or nibbling on the finger, the immediate result is to feel terrible, then this punishment will lead to the development of an aversion (classical conditioning).

Almost every student of psychology learns about a specific classic study from the 1950s, conducted by the American psychologist John Garcia. In this experiment, rats received saccharin-sweetened water, while they were exposed to a heavy dose of x-rays. The radiation was supposed to evoke strong feelings of unpleasantness in the rats. The effect: after drinking and feeling sick, the rats consistently avoided the sweet water [12].

The experiment shows multiple things. First, that an aversion can develop very quickly - one session was already enough for the rats to start rejecting the “suspicious” sweet water. Psychologists call such a thing “one-trial-learning”. And secondly: for the effect to occur, it didn’t matter that it wasn’t really the water that caused the symptoms, but the radiation. Since rats aren’t known for being experts in such fields, drawing this false conclusion is understandable.
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Surprisingly, even when possessing the knowledge that a specific food-symptom-relationship is false, this doesn’t necessarily prevent an aversion. The psychologist Martin Seligman gave this phenomenon the name “Sauce-Bearnaise Syndrome”, based on a personal painful experience. One day, after having eaten filet mignon covered in sauce bearnaise, he - according to a self-report - spent the whole night throwing up. Although he knew that a virus was currently spreading at his office which caused exactly these kinds of symptoms, an aversion against sauce bearnaise nevertheless developed.

Many people who have experienced fish related food-poisoning will know the following seafood disgust. In extreme cases, this aversion stays forever. Interestingly, it seems that an aversion to alcohol often is of rather short duration. After wild party weekends, millions of suffering people have already sworn that no drop of alcohol will ever enter their mouths again. But generally, this intention lasts only as long as the hangover.

The treatment of alcoholism with aversion therapy often consists of taking a drug called “Disulfiram”, also known as “Antabuse”. This drug inhibits a specific enzyme in the body, what causes to instantly experience tremendous hangover symptoms when drinking alcohol: headache, vomiting, chest pain, difficulties in breathing, vertigo, and even collapsing. The more alcohol you drink, the heavier the symptoms. You can even get a Disulfiram implant under the skin, so the effect lasts up to a full year. Technically, this treatment isn’t really “aversion therapy” in its actual meaning. Because, when people use Antabuse, they usually don’t drink any alcohol as long as the drug is active - they know about the drastic consequences. But if they don’t drink, and therefore never receive the punishment, it’s actually not a conditioning procedure anymore. It’s more like Antabuse is pointing a gun at your head, saying: “Don’t you dare to try!”

People sometimes tell anecdotes about their youth where they involuntarily received a treatment of aversion therapy. In those stories, they get caught by one of their parents while secretly smoking cigarettes. The father doesn’t react angrily or take away the packet, but surprisingly prompts the youngster to smoke another one. And, directly afterwards, another one. Then one more. And then the rest of the packet. The end of these stories is usually very unpleasant - with a lot of tears and the content of stomachs spread over the floor.

Behavioral therapists did this quite similarly. Scientific studies about it are quite old - mostly from the 60s and 70s. The procedure in the anecdote is called “rapid smoking”, and indeed was a common treatment. The task: taking a drag on a cigarette every 6 seconds until you feel sick. A variant was to hold the smoke in the mouth as long as possible, and to focus on the disgusting taste. And sometimes they even used silver acetate. This chemical substance causes a repulsive metallic taste in the mouth when it comes into contact with the smoke of cigarettes.

A totally different way of creating aversive feelings is called “covert conditioning”. Here, the unpleasantness is generated by a thing which is absolutely excellent at making people feel bad: the own fantasy. The idea is to think about something awfully disgusting while smoking a cigarette, such as the most brutal vomiting scene that your mind is able to create. In case you are not a very imaginative person, you can receive help via prepared “scripts”, some of which tell a very disturbing story. Better not read those before lunchtime! The more repulsive such imaginings are, the more effective the conditioning procedure - at least in theory.

The German satirical website “der Postillion” once published an article about 7 hypothetical measures that would probably make people stop smoking. One of the suggestions was to put a fake cigarette in every package, that explodes when lighted. Even though this would be in the spirit of aversion therapy, there are actually no plans for an introduction in the EU.

Aversion therapy basically only needs 2 things: a decision about which behavior to change, and an aversive stimulus. If you want to be your own therapist, then this means being punisher and punishee simultaneously - quite a difficult constellation with a possible conflict of interests. As the aversive stimulus even basic household stuff will do, such as a strong rubber band that - at the appropriate moment - is snapped against the inside of the wrist. If that’s too primitive for you, then maybe electro shockers are more your thing. On internet marketplaces you may find things like the electro-wristband “Pavlok”, that shocks you comfortable per smartphone activation. Better not let your phone get into the hands of the wrong person when wearing it.

The “do-it-yourself” - aversion therapy has an obvious flaw: the gigantic amount of discipline that is required to punish yourself reliably. It’s like constantly having a little devil sitting on your shoulder, whispering things into the ear like: “Such a hard day you had. And now shocks instead of relaxation? Continue the self-punishment tomorrow if you want, but now you have earned a break.” The constant possibility to trick yourself is a central problem of this method.

Aversion therapy also focused on nail biters. Here, the typical treatment was to cover the fingertips with a bitter or spicy tasting substance. Today, you can find many fluids of that kind offered on internet marketplaces. Do they work? The reviews on Amazon show a mixed picture. A common complaint is that it just didn’t taste bad enough so you quickly get used to it. One mother even wrote that her daughter loves it so much that she wants more on her fingers. Another user, however, reports a big success: the fluid stopped her cat from constantly chewing on a cable.

In 1972, aversion therapy was such a hot topic that even Stanley Kubrick picked up the idea in his movie classic “A Clockwork Orange”. Here it shows up by the name “Ludovico Technique” and is used to create an aversion against violence. The main character, Alex, is forced to watch brutal video scenes while he is tortured by painful drug-induced symptoms. After having left the clinic, those symptoms now show up every time he becomes aggressive. Since the doctors also played Beethoven during the conditioning procedure, his compositions accidentally became a conditioned stimulus as well. A real tragedy: Alex, as Beethoven’s biggest fan, isn’t able to listen to the music anymore without having a breakdown.

Now you are probably wondering if such a treatment as that found in “A Clockwork Orange” was also preformed in reality. In the 50s and 60s programs existed to “cure” people by means of aversion therapy from sexual preferences, which, at that time, were regarded as psychic disorders. In case of homosexuality, electro shockers were placed at that location of the male human body that is commonly known for being especially sensitive. The stimulus material was a picture collection of handsome looking men. And they had better not be your type: the “penile plethysmograph” gave an alarm when it registered any size changes, in which case an electric shock was immediately fired. It is more than doubtful that gay people left those conditioning labs as convinced heterosexuals.

Aversion therapy has a very fundamental issue: it might ultimately be necessary to keep up the negative consequences forever. Because, if it stops, then it’s possible that the tiger, that was tamed with so much effort, might go wild again.


Relaxation techniques

What is relaxation? A special mental and physiological state that most of us love to be in. But how to get there? Taking a hot bath while listening to smooth jazz? Going into the sauna and getting whipped with birch twigs? There are countless methods of relaxation. But if this is the case - why would there be any need for special techniques?

It’s the simplicity. Sometimes you want to get relaxed, and there’s just no opportunity to get a massage while you enjoy a glass of champagne. Systematic desensitization, as an example, required a relaxed patient, but behavioral therapists’ offices and clinic rooms haven’t always been places that charm you with their calming atmosphere.

[image: ]






PMR

A very popular method is called progressive muscle relaxation, better known as “PMR”. It was developed 1929 by the American physician Edmund Jacobson. Here, single muscles (or muscle groups) are tensed for about 6 seconds, and then relaxed for about 20 – 40 seconds. The most important part is to focus on the difference between these two muscle states.

The advanced user may even start to omit the tension part, and simply try to relax the muscles by pure will. And the expert version: doing all this in a situation that is not suited for relaxation at all: while standing, walking through a crowded street, or even while angrily sitting in the office after a horrible meeting.

On YouTube you can find thousands of PMR instructional videos. The amount is so big that you may pick you preferences: male or female voice, time-saving 10-minute exercise or 30-minute extended version, with hypnotizing synthie-sounds in the background or pure-voice-mode, etc. In the German PMR section, you may even choose to be addressed by the formal “Sie” or the more intimate “Du”. Many of those speakers talk in such a sedative way that you often get into a sleepy state very quick – irrespective of what exactly they are telling you to do.

In behavioral therapy, PMR is probably the most common relaxation technique. Today, you will meet it not only in a psychotherapeutic context, but everywhere: in hospitals, universities, gyms, and even as part of the wellness program on cruise ships. The chances are high, that at some point in life you have already practised PMR.


	Hands: making fists.


	Pressing the elbows against the chair, the own body, or the ground.


	Moving the eyebrows up or down.


	Closing the eyes and wrinkling the nose.


	Pressing teeth or lips together.


	Pushing the head back to a headrest, the ground, or moving the chin down to the chest.


	Taking a deep breath and holding it. Pulling the shoulders up, or pressing them back. 


	Tensing the abs.


	Pressing the butt cheeks together.


	Stretching the legs (provoke tension in the thighs).


	Standing tiptoe (provoke tension in the calves).


	Bending the toes up- or downwards.






tension: approx. 6 sec.

relaxation: 20 - 40 sec.






Autogenic training

A totally different approach is the autogenic training, developed by the German psychiatrist Johannes Heinrich Schultz in the 1920s. The basis of AT is hypnosis. The idea is to induce a state of relaxation not by means of physical exercises, but purely mental. Thus, the special feature of the training are “auto-suggestions” - messages to oneself such as “my right arm is heavy” or “my heartbeat is calm and regular” - which are supposed to induce the mentioned sensations. 

That words can have a big impact to our self-perception can be observed in many situations. The doctor says: “Your spine looks like a battlefield”, and after leaving the office you might discover a slight pain in the back that you hadn’t felt before your visit. Then you may ask yourself the almost philosophical question, if the pain already “existed” before and you just weren’t realizing it, or if the words of the doctor have created a picture in your mind about your spine laying in ruins, which now effects your body-perception in an unfavorable way.

The goal of autogenic training is the opposite: enhancing calmness and well-being by means of words and imaginations - a kind of self-hypnosis. It typically starts with the message “I am at peace”, followed by suggestions about heaviness and warmth in the limbs, about the breathing being even, and about the pulse being calm and strong. In the classic German script, a specific word often leads to confusion: “Sonnengeflecht” (solar plexus) is surprisingly unknown to quite some people living in Germany. In group sessions of autogenic training, you can therefore often observe participants nervously looking left and right, hoping to get a clue from the behavior of their neighbors as to what exactly to “warm up” at that moment. The exercise usually concludes with the imagination of a cold forehead.  

In behavioral therapy, you won’t meet this relaxation technique as regularly as PMR or meditation. But, like in the case of the other methods, you will find all that the material you need on YouTube.






Meditation

It’s impossible to decide who really “invented” meditation since it has existed already for more than 3000 years. People who practice it don’t do it for the purpose of relaxation alone, but often have higher goals - for example, reaching Nirvana by exiting the endless circle of rebirth and achieving the status of a Buddha. But sometimes people just do it because the internet connection broke done and they want to kill some time.

[image: ]In meditation, it’s either about focusing on something, or being attentive to any mental events that arise. The focus object, in principle, can be anything, but is traditionally something like the process of breathing, a specific thought, or the sound of a mantra like “OM”. Speaking this out and holding the “M” produces a pleasant inner vibration that alone can be soothing. But, if one prefers an individual mantra, Buddha probably wouldn’t mind.

Meditation became a fundamental part of the third wave of behavioral therapy. Because of this, you will hear more about it in the later chapters.


Operant conditioning

Besides classical conditioning, there existed a second very influential idea in behaviorism: operant conditioning. While classical conditioning was about the pairing of stimuli (“bell” + “food”), operant conditioning was about the change of behavior by controlling the consequences. The basic concept is simple: behavior that is rewarded is shown more frequently, and behavior that is punished is shown less frequently. Behaviorists researched the details of this principle.

In this definition, a “reward” is not only when receiving something good (you worked hard in your job and now get promoted), but also when getting rid of something bad (you argue with your wife about what to watch on Netflix, in the end you agree to her suggestions, and the tense atmosphere switches back to harmony). Behavioral therapists usually use the term “reinforcement” instead of “reward”, so the job promotion would be called “positive reinforcement”. Getting rewarded by the disappearance of a bad thing - like solving an interpersonal conflict by giving in - is therefore called “negative reinforcement”. “Positive” here always means the addition of either something enjoyable or annoying, while “negative” means the removal of it. If you are now completely confused, then you are not alone – this topic already drove generations of students of psychology into despair.

Therefore, in the opposite direction there’s “positive punishment” (you recently visited dubious websites, and now have a computer virus) and “negative punishment” (parents confiscate the smartphone of their son because he spent $1000 on Fortnite outfits). Even though “positive punishment” may sound like a sinful monk was lustfully lashing himself with a thorn whip, the term describes a fully aversive experience.
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Much research on operant conditioning was done with animals - often rats or pigeons. You have already met one of the most famous scientists in this field in an earlier chapter: B. F. Skinner. There are videos on YouTube, in which you can watch some of his public demonstrations. In one of these, the goal is to make a pigeon turn around in a circle by means of operant conditioning. The bird is standing in front of a little wall with a lamp and an opening while Skinner is watching it from a distance. In his hand, he holds a trigger that activates both the lamp and a mechanism that releases a food pill into the opening - the reinforcement.

The pigeon now does the things which pigeons do all day: looking around, taking a step here and there, picking at various things, cooing, etc. But in the exact moment when the pigeon randomly rotates a bit to the left, Skinner presses the button, the food pill is released, and the bird instantly takes the reward. After that, the pigeon goes back to its usual business and is reinforced again and again for slight turns to the left. Soon, you can observe these turns to occur more often. After a while, the “rules” become stricter: for getting the reward, larger rotations have to be shown. And at the end, we see a pigeon rotating in a circle. Psychologists call this method “shaping”.

Another impressive demonstration of operant conditioning was making pigeons play ping-pong. In parks, you rarely find birds practicing this sport. That is because an important feature is missing: Skinner's ping-pong-table had an opening with a food bowl for each player. The pigeon that scores gets a little snack. This probably had little to do with sporting ambition. 

At the moment, both videos can be found on YouTube by the titles “BF Skinner Foundation - Pigeon Turn” and “BF Skinner Foundation - Pigeon Ping Pong Clip”.
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Human behavior is formed by reward and punishment, too. If you have a child, then you may be familiar with the dramatic situation that can arise at the supermarket checkout’s candy shelf. The child discovers the object of his or her desire, and maybe, at first, still asks in a civilized manner if it could be taken into possession as a sign of your generosity. After the refusal of this request, the politeness can change to a more demanding approach. Some even succeed in drawing the attention of the whole supermarket by being very loud and annoying, so the social pressure on the father or mother is maximized. If the child’s wish finally is fulfilled, a behaviorist could describe the process maybe in the following way:

“SHOWING THE BEHAVIORS ‘BEING LOUD’ AND ‘BEING ANNOYING’ WERE REINFORCED BY RECEIVING CANDY. THE PROBABILITY FOR THE FUTURE OCCURRENCE OF THESE BEHAVIORS HAS INCREASED DUE TO THE SUCCESS.”

Please note that according to the behavioristic way of seeing such things, only the probability that a behavior is shown changes. Whether the child is aware that his actions led to the fulfilment of his wish is more or less irrelevant in this scientific tradition - because it would be an assumption about something invisible in the depths of the psyche.

You’re probably already wondering what all this has to do with mental disorders or psychotherapy. One of the first answers to this came from an American psychologist in the mid-70s.


Behavioral activation

In 1974, a new theory on the mechanisms of depression was published under the title “A Behavioral Approach to Depression” [13]. The author was the American psychologist Peter M. Lewinsohn. His idea was very popular at that time and had great influence on the application of behavioral therapy. It goes like this:
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Depression occurs, when things in life change, and something important is lost - for example, after getting divorced or being fired from a job.
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In terms of operant conditioning, this is a “loss of reinforcement” - there’s no longer any reward for doing things.
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As a consequence, the person becomes more and more inactive. A behaviorist would say: the rate of behavior decreases.
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Being inactive, or even isolating at home, makes it difficult to find new, pleasant things that function as reinforcers. But those would be needed to get out of the depressive state.






According to this theory, depression is like being a Duracell bunny that runs out of energy because the battery no longer gets recharged.

A follow-up conception of Lewinsohn declared, that depressive behaviors, such as intensively communicating despair, is reinforced by empathic reactions from the social network. Because, when friends and family notice how terrible the person is feeling at the moment, they often react with encouragement, support and much general attention. In the logic of operant conditioning, this “reward” enhances the probability of showing depressive behavior. Unfortunately, the patience of others is usually limited and the reactions sooner or later begin to change. At some point it’s more like “pull yourself together now!”. Surely this doesn’t help the development of a better mood.

Following the zeitgeist of that time, Lewinsohn’s theory completely leaves aside the mental aspects of depression, and tries to explain the disorder exclusively through concepts of operant conditioning. The focus is on depressive behavior, such as the amount of activity or the frequency of complaints, but not on subjective depressive experiences, such as feelings of guilt or hopelessness.

The good thing about Lewinsohn’s theory is that it suggests a way out of this misery: new positive experiences should help make it seem worthwhile to crawl out of the bed again. Behavioral therapists took up this idea, what led to one of their first treatment programs for depression: behavioral activation. Here, the therapist mainly has the following tasks:

PSYCHOEDUCATION

Explaining the connection between lacking reinforcement and symptoms of depression. The therapeutic idea is made totally transparent.

ACTIVITY SCHEDULING

Identifying activities / experiences that were enjoyed in the past - the reinforcers. Afterwards, writing down an activity plan for the coming weeks, in which new and potentially enjoyable things are added to the usual daily routine.

MOTIVATING

Hopelessness and pessimism are typical symptoms of depression. The therapist should therefore have the rhetorical skills to give some hope for better times. In particular, he should be able to respond in a professional way to the common statement “It’s no use at all!”.
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Therapists shouldn’t react annoyed when a depressive patient shows only limited excitement about the suggested activities. Quite the opposite: if he or she was totally enthusiastic about all these cool new things that are about to happen, then maybe the diagnosis is incorrect. 






In the 1970s, Lewinsohn published the “Pleasant Events Schedule” - a list with 320 activities. Since depressive people often find it difficult to identify something enjoyable, this list is intended to bring some ideas to the table. It contains things that you would expect to find in such a collection, like “playing with pets”, “eating good meals” or “going to the movies”. And there’s also a little bit of a darker section, with suggestions like “taking powerful drugs”, “shocking people” or “taking part in military activities”. Very different things have the potential to please the human soul. In Germany, this list gets passed on to young behavioral therapists by the older ones for many generations now - like the first set of scissors, handed down to the trainee hairdresser.

In Lewinsohn’s list, each “pleasant event” can be evaluated according to how often it has occurred in the last 30 days (not at all / a few times / often), and how much enjoyment it created (none at all / potentially enjoyable / very pleasant). The sheer number of things is an invitation to try out something new. If you want to have a look, you can find many variants of this list all over the internet. There’s no need to do it all – “being in a fight” may easily lead to a non-pleasant result for the non-trained, and “having an original idea” may be quite hard to accomplish when planned for a specific time on the activity schedule.

Since this collection is already over 40 years old, perhaps the time has come for an update. Because, without “binge-watching shows on Netflix”, “getting many likes on a tweet” or “leveling a new char in WoW” this isn’t fully representing modern reality anymore.

Let’s have a critical look at this psychotherapeutic technique. Can it really be that easy? Just doing nice things and getting better?

Unfortunately, there’s a critical issue with this purely behavior-focused approach: “pleasant” activities are not necessarily experienced as being pleasant. Not because people chose the wrong things to do. But because humans can be true experts in talking down their own success, focusing on the negative things while ignoring the positive, etc. Even a top mark in the final exam loses its quality as a super event, if one devaluates it as just having been lucky, instead of seeing it as a proof of the own skills. For behaviorism, this topic has always been a big problem. Because here we are dealing with something inside the ominous “Black Box”.

In 2020, you will still meet behavioral activation in many psychotherapeutic offices or clinics. But today it is usually not a standalone treatment anymore, but just a little piece of much bigger therapeutic programs.

Lewinsohn’s theory also gave birth to another treatment idea: since low social skills are common in depressives, and often provoke negative reactions in others, a special training could potentially improve this situation. The goal: more social success, more positive feedback, and the return of reinforcers.


Social skills training

What is a “social skill”? In principle, all behavior that is relevant in social interaction. It’s nonverbal communication like eye contact, facial expression, gesticulation, posture, reaction time when answering to a question, or a big yawn when the neighbor tells stories about her baby’s adorable behavior. And it’s also the content of what you are saying. Whether someone tells straight out what he wants, or indirectly in form of vague hints. Whether someone permanently talks only about himself, or also shows interest in other people. Whether someone tends to constantly apologize, or vice versa, tends to permanently criticize his discussion partner. Whether someone makes non-funny jokes all the time, even though every audience is visibly annoyed by it. Or whether someone has the enviable ability to conquer the hearts of others without effort - just by instinctively pressing the right buttons. You might put it this way: social skills are at a high level when you are able to interact with other people in a way that meets general social expectations, and in addition gets you what you want.

Let’s imagine a situation in which a colleague at work constantly snatches your private “Guns n’ Roses” - coffee cup out of the office kitchen. Now there’s a choice to make about how to approach this problem. You could threaten him with a broken nose if he ever touches your cup again. Or you could just say nothing at all in order to not cause any trouble. In both scenarios your behavior would not meet the above criteria for good social skills. The aggressive approach might indeed stop the colleague from snatching the cup, but you broke a social rule that usually is taken very seriously - even though intimidation might be considered as very good manners in the Klingon society, on planet earth it mostly gets you some kind of sanction. The capitulation approach didn’t break any social laws, but ignores your interest: it’s questionable if the colleague will change his behavior on its own.

The relationship between low social skills and depression was of great interest to scientists like Lewinsohn. One main question was if those problems primarily were a causal factor for getting depressive, or the consequence. There are arguments for both views.

The first hypothesis is based on the idea that behaving generally inappropriate leads to negative social consequences: others react irritated, angry, mock the person, or even break off all contact. Having low social skills means receiving only very little positive reinforcement, what - according to Lewinsohn's theory - is a risk factor for the development of depression. This idea has a certain plausibility. Maybe you can remember some socially awkward person that you met in your life, who had a hard time surviving in a social group? Somebody who constantly said or did weird things, and who had little to no friends? It’s easy to imagine that this person sooner or later developed a depressive disorder. But what is also true: even popular superstars get depressive.

The second hypothesis sees low social skills as a part of the depressive syndrome. This is plausible as well. People with depression often withdraw from social contacts, because they fear to annoy others with their bad mood. Or they are very quiet, because they are lacking in drive, energy and motivation. Or they constantly talk about how terrible things are, because in the depressive mind thoughts like these are dominating. For friends and family, this behavior is usually quite disturbing, and at some point, contact to the depressive is avoided.

n the 1940s, many years before Lewinsohn published his ideas, the American psychologist Andrew Salter invented a special training for improving social performance. This “expressive training” was supposed to help people being more disinhibited and spontaneous. It consisted of exercises, in which participants practiced to communicate the own feelings (verbally and with the appropriate facial expression), to disagree with others in a very decisive manner, to use the word “I” very frequently, and to explicitly agree when being praised. With the help of this training, many shy ones got transformed into blissful egocentrics.
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In the 60s and 70s, Joseph Wolpe took up these ideas and created “assertiveness training”. A central part of it is the classification of behavior into “passive”, “aggressive”, and “assertive”.

Passive behavior is when someone is not defending against aggression and abuse, and instead is practicing “appeasement”. That’s what it’s called when one’s entire behavior is directed towards not angering the other person under any circumstances. Typical behaviors: speaking with a low voice, avoiding eye contact, excessive begging for apology, holding back the own opinion, etc. 

Aggressive behavior is defined as expressing and enforcing the own will while totally ignoring the interests of others. Typical behaviors: shouting, touching, giving orders, speaking very loudly, not listening, pointing a finger, showing the finger, etc.

Assertive behavior is regarded as the way to go. Here, attention is paid to the other’s point of view, but also to expressing the own sight on things. Typical behaviors: speaking loud and clearly, communicating own feelings, avoiding passive and aggressive behaviors, etc.

There are special techniques that are often taught in this training. Here are two examples.

The “broken record”

This technique comes into play when you have said “no” to something, but the other does not accept this refusal and tries to persuade you to a “yes”. The trick: repeating the words of rejection over and over again in a monotonous manner without any variation - like a broken record, where the player needle keeps jumping to the same spot. Do this until the other gives up.
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“Fogging”

This technique is for situations in which you are confronted with a personal attack. When doing fogging, you don’t defend yourself or start a counter-attack. Instead, you partially agree to the attacker’s subjective point of view (not to the statement being objectively correct). It disrupts the other’s expectation in which way you are going to respond, and evokes confusion.
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Another example of what could be considered as “fogging” is shown in the movie “Roxanne” from 1987. Here, Steve Martin plays a man with an exceptionally long nose. In a bar scene, he is confronted by a bully who calls him “bignose” to start a fight. Instead of being outraged or attacking back, Steve Martin’s movie character C. D. Bales challenges his opponent to a bet about knowing the best insults for people with long noses. After Bales presented the cheering bar audience 20 variants like “would you mind not bobbing your head? The orchestra keeps changing tempo”, the attacker was out of ammunition.

The next evolutionary step of social skills trainings was the addition of “cognitions”. The idea is that social behavior is greatly influenced by the own thoughts - such as, what I think is appropriate when being with my boss, what goes through my mind when walking through a crowded street, or what I guess are my chances of getting the phone number of that hot lady over there. In general: it’s about how I judge myself and other people around me.

A certain, seemingly trivial everyday situation has the ability to bring people to their limits: visiting a shoe store, asking the salesperson to bring some pairs to try on, and leaving afterwards without buying anything. It is probably a cultural phenomenon that cannot be observed in every country, but at least in Germany there are quite some people (mostly women) for whom this task is a real barrier. Many pull out their wallets even if all tested shoes were awful and never will be worn. The reason for this seemingly strange behavior: specific thoughts make them feel like misbehaving when not buying something.
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And here the opposite: thoughts that help to leave without making a purchase:
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In social skills trainings with a cognitive focus, participants often write down positive self-verbalizations. These short messages, noted on a little piece of paper, are supposed to bring to mind something personally important, like: “I have the right to say my own opinion.” or “Even when I'm angry, I will stay calm and polite.” In the movie “What About Bob?” from 1991, Bill Murray plays a neurotic patient in a psychotherapy, whose positive self-verbalization is “baby steps”. These 2 words are supposed to remind him focusing on things, and doing one thing after the other. In the movie, the psychotherapy unfortunately turns out to be not very successful: Bob’s behavior causes his psychotherapist to end up with a mental breakdown in a psychiatric hospital.

In Germany, the probably most common social skills training is called “Gruppentraining sozialer Kompetenzen”  (group-training of social competences) [14]. This program is divided into 3 sections:


	Standing up for the own rights


	Assertive behavior in close social relationships


	Receiving sympathy




Even though it’s structured as a 7-session group therapy program, it’s also regularly used within individual behavioral therapy.

The major part are role play exercises, as was already the case in most assertiveness trainings of the previous 50 years. Having a big group is very advantageous, because that means having many different “actors” for the roles. These scenes are recorded by a camera, so that the performance can be analyzed in detail afterwards. The fear that those videos could suddenly appear on YouTube is quite common among participants.

For each of the 3 training sections, the program offers specific conflict situations for practicing. In the “relationship” part, for example, there’s a conflict with your partner about the next holiday trip. The problem: a befriended couple would love to join, and your other half is totally excited about this idea. You, on the other hand, have been looking forward to a romantic trip with just you two, and no way you want those other punks to be around. What should you do now? How to react in an assertive way?
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The other couple: he’s talking the whole day about how Paleo diet revolutionized his life. And the favorite topic of her: the influence of moon rays on world politics. Since many years, nobody wants to travel with them anymore.






This stressful situation has to be resolved immediately. The assertive way of talking to your partner should now include the following elements:

Expressing the own emotions

Reflecting the other’s point of view

Telling precisely what you want

No accusations or other aggressive behavior

Two possible reactions are shown on the next page. No secret: just one of them pleases your social skills trainer.
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Functional analysis

How to explain a psychic disorder? In the early years of behavioral therapy, the theoretical “puzzle pieces” were primarily mechanisms from classical and operant conditioning - in contrast to psychoanalysis, where such theories often were about psychodynamic mechanisms in the unconscious.

For anxiety disorders, the process “negative reinforcement” became very popular as a part of explanatory models. An example:
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A student who suffers from agoraphobia is sitting in an overcrowded auditorium, and starts to have a panic attack. The urge to leave the situation is getting stronger and stronger. Now he has a choice to make: staying and enduring, or giving in to the urge.
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If he decides to get out, the immediate anxiety reaction will usually go down relatively quickly. That’s because the situation that provoked the fear had been left.
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In terms of operant conditioning, this event represents a process of negative reinforcement. The anxiety getting weaker is the “reward”. Fleeing from the phobic situation is the behavior that is rewarded. 
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The effect: the probability to react with the “fleeing behavior” when becoming anxious is increased. In other words: the urge to quickly get out will be even more intense the next time.






So, what to do when having an anxiety disorder like this? Following the theory, the best way to act would be to constantly withstand the instinctive urge to flee. Because by doing this, the repeated reinforcement of the escaping behavior would be stopped, and a process of extinction would be initiated. But beware: if you should stumble upon a stampeding herd of escaped circus elephants one day, then please stop ignoring your fear instincts and run like a madman. The distinction between objective “real” danger and subjective “felt” danger is of highest importance in the treatment of any anxiety disorder.

Please note that the model of negative reinforcement primarily tries to explain the maintenance of an anxiety disorder when it already exists. But how did it develop? How does a place like an auditorium, which had always been viewed as a totally harmless location, suddenly become the trigger for a phobia?

The “Two-Factor”-model of Orval Hobart Mowrer and Neal E. Miller tries to answer this question. Its first version was published as early as 1947 and is truly a psychology classic. Here, classical conditioning and operant conditioning are combined. So, how does a phobia develop? According to the model, a formerly neutral object or place was paired with a terrifying experience, and thus now triggers an anxiety reaction by itself. Afterwards, an avoidance behavior about this object or place develops by means of negative reinforcement.

In a laboratory setup with animals, creating such a “phobia” is possible. When giving electric shocks to a rat shortly after a red light appears, this leads to the rat fearing the red light (factor 1: classical conditioning). Installing the possibility for the rat to avoid the shocks somehow (like a “safe zone” in the cage) makes the animal reliably escape to this place (factor 2: operant conditioning). The avoidance behavior is now established. But what is likely to happen if the lab people turn off the electroshock devices, so now there won’t be shocks anymore? The rat, of course, will continue to avoid the anticipated shocks and run to the safe zone when a red light appears. She doesn’t know that the situation has changed, and - this is the tragedy - might never find out. The better developed the avoidance behavior is, the less the chance of realizing this quite important information. If the rat is lucky, she makes a mistake - maybe one day she hesitates in running to the safe area after the red light appears, and thus realizes she’s not getting punished for it. The conclusion: anxiety can persist for a long time, even when a threat has ceased to exist.

However, is this model also appropriate as an explanation for phobias in humans? If so, then a currently phobic person must have experienced something terrible in the past while simultaneously being in the presence of the now feared thing - the pairing. In the case of the anxious student, earlier he may have had a very disturbing panic attack in exactly that auditorium that now triggers the fear. Or, he had it in a situation that just shares some features with it - like being in a crowd of people. The preceding panic attack could then be considered as what had been the electric shock for the rat - that which you fear. The auditorium could be considered as what, for the rat, had been the red light - a signal for danger. Some people never again watch the specific movie that was running while having a massive panic attack. In case the attack happened while driving, then cars or a specific route section often is avoided. Even friendships sometimes get cancelled because the other accidentally became a “conditioned stimulus” - he or she had simply been around when the panic attack suddenly started.

A problem with this model is that phobic people very rarely remember events in their past that could be considered as the initial conditioning procedure. In the case of spider phobia, for example, there must have been a period in life in which spiders not yet had become a phobic stimulus (if we exclude the phobia being innate). What kind of aversive experience could have happened, that a “neutral” spider becomes terribly feared afterwards? If you ask people about traumatic spider events in their past, you usually hear stories like “I came to my bed, lifted the blanket, and - there she was! I screamed like hell, then my mother came and killed that damn beast.” What at first glance seems like a convincing explanation doesn’t quite fit to the model, because such stories suggest that a phobia already existed at this moment (the spider triggered a strong anxiety reaction). Consequently, you would have to go further back in the life history to find the “real” initiating event. But, anything different than the “spider under the blanket” horror story, is rarely found.

Maybe you are curious, which other explanations for spider phobia have been suggested by psychologists and other scientists. Here are a few examples:

ARACHNOPHOBIA - THEORY OF EVOLUTION

A theory regularly found in magazines and TV reports is that arachnophobia was an innate fear that arose in the evolutionary history of humankind. According to this idea, being scared of spiders had been a relevant survival advantage for our ancestors - those who instinctively ran away from the creepy-crawly, or killed it quickly with great determination, had a higher chance of survival than the hesitant ones. Similar to the advantage of rabbits being easily scared away. Had they have been more trusting and had no problems with all those foxes nearby, probably none of them would be hopping around anymore.

Explanations from evolutionary psychology often seem convincing at first sight, but have a basic flaw: they can neither be confirmed nor disconfirmed. A theory without the possibility of disproval may sound like an excellent thing of highest quality, but this is deceptive. It also means that you can claim absolutely any random psychological phenomenon as being the result of an evolutionary advantage - and nobody can bring evidence that you are wrong. The theory raises another question: why is a phobia to spiders so common, but not phobias to animals that were equally dangerous to the prehistoric man, if not much deadlier. People rarely turn off their TV in disgust, because a bear or other successful human-killer appeared.
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Another argument against this phobia being innate is the lack of fear in babies and small children. Furthermore, there are cultures where spider phobia is very rare, even though species of monstrous sizes are living there. In Cambodia, for example, fried tarantula is considered as being a delicious breakfast.

ARACHNOPHOBIA - PSYCHOANALYTIC THEORY

According to this approach, a person with such a phobia is actually not really afraid of spiders, but of something completely different. The spider is only a dummy for another conflict that unconsciously takes place inside the psyche. However, if that is true, why does the psyche so reliably choses spiders to be the target animal, and less often other beasts? For a more detailed explanation, please consult your trusted psychoanalyst.

ARACHNOPHOBIA - MORPHOLOGIC FEATURES THEORY

Another theory is that the specific appearance of the spider causes the phobia: the many legs, the way of movement, the hairy body, etc. And indeed, many phobic people would probably agree that it’s especially those features that trigger their anxiety.
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Spider with double the amount of legs - and only two. Does it change the phobic reaction?

But that doesn’t answer the question of what makes those attributes so special. Many are shared by other animals that usually aren’t the target of a phobia: crabs, for example, often look very similar to a spider, but don’t evoke the same emotions. Why not? On reddit this exact mystery was once discussed by some random people. One suggestion: “If it has a weapon and armor, it’s a warrior. No one’s much afraid of warriors. Ninjas, or spies, those you’re afraid of. Sneak in all silent, use poison. Scuttle away like it was never there.” However, this hypothesis seems to raise even more questions.

ARACHNOPHOBIA - THEORY OF CULTURAL LEARNING

This theory states that arachnophobia is transmitted by observing other anxious people. At latest when the very first spider visits the home of the family, and chaos breaks out, the youngster realizes what a monster must have infiltrated: mom cries for help, granny throws pillows and towels helplessly, dad runs by and crushes the beast with a shoe, screaming like a freaked-out berserker. The message to the offspring is clear: a very dangerous situation occurred. It was close, but this time the family survived.

So far, 2 kinds of psychic problems were discussed, which “first wave” - behavioral therapists had to deal with: phobias were seen as being the result of a conditioning process, and depression as being the consequence of a lack in reinforcement. Understandably, attempts were made to apply the same logic to the countless other kinds of psychological problems that exist.

For example, there are people whose entire life is filled with senseless rituals, like leaving and re-entering a room until it “feels right”, or repeating all things three times because it’s a lucky number. Or persons, whose anxiety about contamination is so intense, that they spend more than five hours every day washing themselves and wiping their household. But don’t confuse this with hygienic measures due to the COVID-19 pandemic. The feared substance in this psychic disorder is often of a very different nature, and even can be purely subjective - like “bad energy”.

There are young women that have an absolute reluctance to eat, and as a result lose weight up to a life-threatening level. Though having a skeletal appearance, they often view themselves as bloated as a Japanese sumo-wrestler. How can such things be explained?

And there are cases, in which people suffer from intense physical symptoms, such as pain or digestive disorders, although every doctor certifies a perfect health status. Can the psyche somehow evoke such symptoms, despite the body being in an optimal state?

The search for answers led early behavioral therapy to the question, what reinforcement conditions could be active in such cases? The avoidance behavior in the example of the student persisted because the diminishing anxiety functioned as a reward for avoidance - quite a simple idea with some plausibility.  But what to do with all those cases where there’s no obvious benefit in the symptoms? What good does it do to constantly belittle and criticize oneself? Or to regularly cut your arms as a punishment for being such a miserable person? Or having obsessive thoughts about one day suddenly developing pedophile tendencies, and living in constant fear about that hypothetical event? How to explain such things in terms of conditioning processes?

Due to theoretical issues like this, behavioral therapists became more and more creative in their hypotheses about potential symptom benefits. For example, that emotionally disturbing real-life things would get out of focus when, instead, somebody occupies himself with a mind-filling symptomatic. Or, that people would be released from a personally hated obligation because of them not “functioning” properly. Or, that the fact of being mentally ill would hold together a bad marriage, because the partner is under moral pressure to care for the other instead of filing for divorce. By accepting this level of speculation, behavioral therapy moved away from its own philosophical roots, which once consisted of a very strict scientific protocol.

In behavioral therapy, creating an individual explanatory model for a clinical case is called “functional analysis”. In Germany, the most popular blueprint for doing this task has a bit of a strange name: SORCK (sometimes also called SORKC or SORC). The letters represent the individual components of the analysis:

Stimulus

Here, the exact trigger of a problematic behavior is noted, such as the bell sound in Pavlov’s laboratory, having the sudden thought “Can I be 100% sure that I didn’t run over someone with my car without having noticed?”, or maybe even being Marty McFly in the movie “Back to the Future” and getting called “chicken”.

Organismic variable

This label is a bit confusing indeed. It’s about the question, because of which factors the person is triggered by the stimulus. Here, one can note things like personality features or even medical aspects. In Marty McFly’s case, here could stand something like “general tendency to react very emotionally to the accusation of being a coward” or “core belief: ‘I must never appear like a weakling’”.

Reaction

The problem behavior, which is supposed to be changed. This section is often divided into the different reaction types “cognitive”, “emotional”, “physiological” and “behavioral”. For example, after the boyfriend hasn’t reacted to a WhatsApp message for 2 hours (S), thinking “He doesn’t give a damn about me. I’m just not lovable.” (R-c), feeling a mix of sadness and self-hate (R-e), driving to the supermarket, buying tons of food, eating it at home all at once, and afterwards vomiting it into the toilet (R-b). Where’s the R-p, you ask? This doesn’t always have to be included. It can be noted when it’s relevant - like maybe in the case of an anxiety disorder with heavily physical reactions.

Consequence

This part is about the operant conditioning that takes place, and all the different kinds of reinforcement. There is a special notation that’s quite common:  
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This section also has two parts: short-term consequences and long-term consequences. In theory, problem behaviors have an immediate advantage of some kind (pulling out own hairs may give an instant feeling of relief), but in the long run it can harm the own life (at some point there isn’t any hair left to pull out).

K (Contingency)

“Contingency” means: how reliably does a consequence follow a behavior (always? sometimes? rarely?). This is a special concept from learning theory, and can often be skipped when doing this kind of analysis. Why the “K”? The German word for contingency begins with this letter.
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Behavioral therapists in Germany often do “intervision”, where they talk with colleagues about their patients, and discuss the potential functionality of their symptoms. Why is Mr. A suddenly obsessed by the idea of forgetting to breathe while sleeping, and then suffocating? This often leads to very wild speculating. 
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If the success of an individual psychotherapy is missing, behavioral therapists sometimes search the reasons for this failure in strong reinforcement conditions for staying ill. And now and then, this one sentence has been spoken to a patient, which intends to clarify that the terrible result wasn’t because of the therapy being bad, or - God forbid! - the therapist:
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Second wave of behavioral therapy



Cognitive therapy

Within the 1970s there was a big philosophical change in behavioral therapy, which went down in history as the “cognitive revolution”. The revolutionary idea:
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But one shouldn’t blame even the most devoted behaviorists for not having noticed this obviousness. Because this wasn’t the case. Of course, scientists like Watson or Skinner clearly knew that there’s more about the human mind than just conditioning processes. They just made the scientific decision to focus on that which is objectively measurable within research - with all its advantages and disadvantages.

However, many problems with this approach emerged over the years. When doing behavioral activation, for example, there’s the phenomenon that a seemingly “positive” activity can be experienced as a completely aversive event. A person can lose all the joy of a dinner with friends, when he thinks that they actually don’t want him to be around at all, and the invitation was only an act of politeness. That absolutely doesn’t need to be objectively true - what’s crucial for ruining the fun is that it’s subjectively regarded as being the truth. Without taking into account the personal perspective of a person, it is often difficult to understand a “reaction” to a “stimulus”. 

The central term of the second wave is “cognition”. When behavioral therapists talk to each other about their work, it often won’t take a minute for the first one to say “cognitive”. The importance of this concept is so big, that today the therapy is rarely referred to as simply “behavioral therapy”, but as “cognitive behavioral therapy” (CBT).  

But what exactly is a “cognition”? To behavioral therapists, this term refers to pretty much all that happens inside the mind: thoughts, imaginations, beliefs, ideas, assumptions, evaluations, memories, predictions, the self-image, fantasies, philosophies about life, information processing, moral values, etc. There are countless words for the content of our inner world.
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For illustrative purposes, cognitions are usually displayed as formulated sentences. But that doesn’t mean that they are experienced in this way. Rarely anybody hears the own voice in the head, saying: “I’d rather not cross the highway now, because I might get run over by a car.” while he or she is waiting for the traffic light to turn green. Cognitions are mental events that show up in a way that’s difficult to describe. Their pure existence is hard to prove, which is why they were not very popular among behaviorists. But the big majority of people would probably agree from their own life experience that thoughts exist. Anyone who doubts this would have to explain how he came to exactly this conclusion without having a thought.

In psychology, cognitions are of great interest because they are seen as triggers of emotions. Is this true? Let’s philosophize about it for a short moment.

If you ask people spontaneously for their view on how emotions develop, most often the following idea is suggested: emotions are caused by the brain. That’s probably right - according to neuroscientists, especially the brain area “limbic system” is assumed to play a big role. But is this a sufficient explanation? Because: how does the limbic system know, that this exact moment seems like a good time to produce a powerful dose of “shame”? 

Let’s look at it from another side - when does an emotion occur? Life suggests that feelings usually arise before, during or after certain events: anger during or after an argument, joy after receiving a compliment, anxiety before visiting the dentist. And indeed, it appears as if events are directly triggering the emotions. In our everyday language things are also expressed this way: “My mother-in-law drove me insane last weekend, because she was so nasty to me.” or “I am disappointed in my boyfriend, because he didn’t call me like he promised.”

What seems like a fitting idea has some flaws: for one, directly occurring events are not necessary to evoke emotions. Just remembering the argument, the compliment, or the visit to the dentist may be enough to feel accordingly. But far more crucial: emotions can also be triggered by “events” that have not taken place in reality at all, and are purely hypothetical. A wife can become furiously jealous when thinking that her husband is having sex with the attractive new co-worker in a motel room right now. And having fantasies about a terrible blackout at the decisive moment in the final exam can be enough to cause panic and nausea among students. The emotional trigger in these cases is a thing that Germans often like to call “Kopfkino”, which translates roughly to “cinema in the head”. It describes imaginary scenes that picture a potential reality.

The last puzzle piece of our little analysis: the exact same events can lead to very different emotions. One guy feels depressed and frustrated after the terrible Tinder date, and deletes the app from his mobile phone. Another guy isn’t emotionally touched at all, despite having had a terrible date as well, and is happily swiping for the next girl. Two events of the same kind - two different emotional reactions. How so? It appears that something individual in these two men is responsible for the difference.

From a cognitive point of view, both guys interpret their negative experience differently. The frustrated one maybe sees the event as proof of being inadequate and unattractive, focuses on all the mistakes he may have made, and blames himself for how things turned out. The guy without emotional disturbances, on the other hand, may have thoughts like “We just didn’t fit together. That’s O.K.”. Or he brings to mind that there were things he didn’t like about the lady, such as the constant checking of the own Instagram account during dinner.

The cognitive theory on the development of emotions goes like this: People are constantly interpreting the things that are happening around them. They are constructing their own subjective reality. The individual perspective determines which emotions will develop, and which actions will probably follow.
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On hundreds of cognitive behavioral therapists’ office walls you can find the famous sentence of the ancient philosopher Epictetus, who apparently came up with this idea about 2000 years ago.
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“MEN ARE DISTURBED NOT BY THINGS, BUT BY THE VIEWS WHICH THEY TAKE OF THEM”

(EPICTETUS, 50-138 AD)

A little warning about a certain confusion that regularly shows up: in the English language it is common to express a thought by saying “I have the feeling, that …”. For example, one could say: “I have the feeling that it may rain later today”. From a cognitive-psychological point of view, however, this basically isn’t a feeling (an emotion), but a cognition (an assumption about the coming weather). When analyzing the relationship between emotions and cognitions, this differentiation can be important.

Here are a few examples of how different interpretations lead to different emotions.
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Why are cognitions interesting for psychotherapists? It’s because they could be related to psychic problems somehow. An influential idea about such a relationship was published in 1963 by the American psychiatrist and psychoanalyst Aaron T. Beck [15]. It is about the connection between the personal style of thinking and depression. And what an irony: it’s exactly a psychoanalyst who throws in the idea that ultimately lifts behavioral therapy to its next level of evolution.

According to his theory, a central feature of depression is a distortion in rational thinking by which things in life are automatically interpreted in a negative way. The depressive is more or less unaware of it. In his personal construction of reality, he sees himself as a total loser, other people appear to be hostile and unforgiving, and the individual prognosis about the future: a world of daily suffering and endless frustration. Beck called this style of thinking “cognitive triad of depression”.

Do you know “Peanuts” from Charles M. Schulz? These cartoons are a real treasure for observing all kinds of thought distortions. In one of these stories, Charlie Brown is hiding behind a tree while secretly watching two girls sitting in the grass. He can see that they are chatting about something, but is too far away to hear it. A speech bubble shows his thoughts: “I bet these girls are talking about me. I wonder what they might be saying?” On his way home he continues ruminating: “Man! I felt so good. Now I’m totally depressed.” Finally, his conclusion: “Why does someone always have to ruin my day?!” 

How would you describe Charlie Brown’s thought process in this situation? Is it distorted? If yes - in which way? Maybe one could say: although he couldn’t hear what the girls were talking about, he is absolutely convinced that it was about him. Additionally, he automatically assumes that he played a negative role in their conversation. His thoughts are based on personal expectations, not on solid information from the environment. Charlie doesn’t realize that it is his very own way of thinking that is ruining his day. Beck would have called such a thing “jumping to conclusions” or “mind reading”.

Over many years, Beck observed his depressive patients, identified typical thought distortions, and gave them specific names.
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BLACK-OR-WHITE THINKING

All things are sorted into one of 2 extreme categories, for example “being the best” or “being a total failure”, being “a badass” or “a wimp”, …
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DISCOUNTING THE POSITIVE

Personal achievements are not valued, but instead completely ignored. On the other hand: things in life that don’t go well are counted twice and thrice as a proof for the own incompetence.
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MENTAL FILTERING

A single detail is getting much attention while other things are not.

Despite much applause by the audience: “During my lecture, 2 people left the room. It must have been utterly boring.”
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CATASTROPHIZING

Drastic overestimation of the consequences of an event.

“If anybody notices my anxiety, I will be committed to a psychiatric hospital. They will take my children away from me.”
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OVERGENERALIZING

Making a general rule out of a single negative event.

A flirting attempt has failed miserably: “I will never find a girlfriend.”
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JUMPING TO CONCLUSIONS

Focusing on a specific interpretation of an event, without considering alternatives.

Husband doesn’t want sex: “He finds me disgusting, and is 100% having an affair with another woman.”
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LABELING

Using very oversimplifying terms.

Didn’t pass the test: “I’m a loser.”
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PERSONALIZING

The cause of negative events is seen in the self alone. Other causes are ignored.

The boss behaved rude and unfriendly: “It’s because I’m just so awkward.”
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EMOTIONAL REASONING

The own emotions are taken as a proof for the correctness of an assumption.

“I am anxious. That shows that I’m in an objectively dangerous situation.”






A similar idea about how to classify depressive thoughts came from Martin Seligman. We have met this psychologist already in an earlier chapter - he was the one who got an aversion against Sauce Bernaise. Seligman’s concept is about in which way people explain to themselves the occurrence of negative events. The psychological term for this is “attribution”. An attribution can be:

(1) internal or external

(2) stable or variable

(3) global or specific

 INTERNAL

Attributing internally means seeing the cause of an event in yourself.

For example, that it’s totally your own fault that the sweet neighborhood girl blocked you on all social media after the first date, and never wants to go out with you again.

EXTERNAL

Attributing externally means seeing the cause of an event in something that is not you. 

For example, that the reason she doesn’t want another date is because she’s just an arrogant girl that is hard to please. You, on the other hand, have been a real gentleman that evening at the restaurant. What’s wrong with her?!

STABLE

A stable attribution is when seeing the cause of an event as unchangeable.

If you think that you are just too unattractive for this cool girl, and no matter what you try you will never win her heart, then this would be an internal and stable attribution.

VARIABLE

A variable attribution is when seeing the cause of an event as a temporary occurrence.

How could you think it was a good idea to lecture the whole evening about the chemical composition of the earth crust? Weren’t you supposed to have a romantic dinner with this lady? If you now say: “Agreed, that was stupid. But on my next date I will show more attention and will then have a great evening.”, then you are attributing the reason for the unpleasant date outcome as “variable”.

GLOBAL

Attributing globally is when assuming the causal factor to influence a broad variety of life situations.

If you think: “I am too unattractive for ANY woman in this world”, then you are attributing the reason for the recent disappointing events very globally. And if you add: “This has always been, and will be this way forever” then your attribution would be internal, stable, and global all together.

SPECIFIC

Attributing specifically is when assuming the causal factor to only influence a limited set of life situations.

If you think that things primarily went wrong because you dated the wrong woman, then you see the problem as being something specific. You just don’t have the slightest idea about what to talk with those hipstery Instagram fanatics. But you know, that there are women out there, who will be fascinated about your vast knowledge of the earth crust.

The attributional model states: people that are regularly attributing the negative things in their life internally, stable and globally are in risk of becoming depressive. Seligman named this “learned helplessness”. This term describes a psychological state where you feel like getting slapped in the face by life over and over again, and not being able to do anything about it. There are similarities to Beck’s catalogue of cognitive distortions: Seligman’s “internal attributional style” is close to Beck’s “personalization”, and the “global attributional style” is comparable to “overgeneralizing”.

But what exactly happens now in a cognitive psychotherapy? How to get rid of all those annoying thought distortions and self-harming attributions? First, let’s have a brief look at another important pioneer of cognitive therapy, who is today considered as one of the most influential psychotherapists of the 20th century: Albert Ellis. In 1957, he initially named his approach “Rational therapy”. After a few years he changed the name into “Rational-emotive-therapy”, and later again into “Rational-emotive behavior therapy” (REBT).

In REBT, emotional suffering is seen as the result of “dogmatic demands”, which are directed to yourself, other people, or even the course of things in general.
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Ellis introduced a rather odd word for thoughts like these: “musturbations”. This describes the absolute and inflexible thinking of “I MUST …”, “others MUST …” or “things MUST be this way”. As you surely can imagine, this neologism has brought quite some giggling into the lecture halls of psychological faculties.

Such a way of thinking is nothing you want to tell others about at a cocktail party. This also wouldn’t be easily done because people usually aren’t clearly aware of such a personal dogma. It’s possible to identify it by analyzing the own inner motives for specific behaviors. If you, for example, are someone who has trouble “saying no”, you may ask yourself what is inhibiting you. This might be difficult to answer spontaneously. To find out, it can help to imagine a typical scene in which somebody asks you to do him/her some favor - something you 100% don’t want to do. Now tell this person in your fantasy clearly that you won’t do it. If you got it right, then you probably feel guilty or have a similar negative emotion. These feelings are useful, because they might guide the way to the thoughts that triggered them. Do you maybe think that rejecting the favor was a morally bad thing? If yes, for what reason? Or do you make yourself responsible, that without your help the other person is in trouble now? Does the other not have any responsibility for it at all? Or are you afraid, that your “no” would make the other like you less? By how much? And is this unacceptable? Finding answers to questions like these is a big part of REBT. The goal: less emotional suffering by forming new perspectives on things.

The cognitive therapies of Aaron Beck and Albert Ellis are quite similar. This is not surprising because both are grounded in the same idea: that people’s emotional problems are caused by them cultivating an irrational and self-harming way of thinking. The therapy: identifying problematic thoughts, revealing the reasons why they are bad, and training a more reasonable way of looking at what is going on. This process is called “cognitive restructuring”. Since to patients this term often sounds very uninviting, it may not be the best word creation in the history of CBT.


Shame attack

What would you think when meeting a man or woman in the city who keeps holding their hands up in the air while walking through the streets? A very unfortunate orthopedic problem? A political message? Probably your first thought wouldn’t be that this person was doing an exercise from REBT called “shame attack”, but, in some cases, exactly this could be the correct answer. It’s about intentionally behaving in an unusual and very odd way, and attracting negative attention. The goal of this is to diminish the own social inhibitions. When doing things like this, people might think that you are a complete idiot, but that’s part of the game. Another classic is to walk a banana on a leash like a dog through the city. It’s said that near the Albert Ellis Institute in New York there would be a good chance to spot people doing this. But in all honesty: walking the banana shouldn’t be all too difficult - even for people with social anxiety. That’s because other people will probably interpret this as a filmed joke that will soon appear on social media platforms, rather than as a sign of a serious mental disorder. For the real challenge you approach people on the street, tell them to just have managed to escape from the lunatic asylum, and ask them what year it is.

Ellis observed in his therapies that “shame” is an emotion that can have a big negative impact on people’s lives. It is often triggered when someone thinks to have broken some social rule like “always be friendly and polite”, or when thinking to have suffered a loss in social status, such as when an unbelievably ugly photo of oneself suddenly appears on social networks. The idea is that exposing yourself over and over again to situations that trigger this feeling may lead to getting better at dealing with it.

There is a specific anecdote about Ellis that he himself told many times: in the 1920s, being a very shy young student, he didn’t dare to approach women due to the fear of getting rejected. His idea for a cure: talking to a huge number of them in the botanical gardens in the Bronx, and asking for a date. According to this story, out of 130 women only one in the end agreed to a date, and even this one didn’t show up. But the story nevertheless has a happy end: even though all the females disappeared, the shyness did as well. It will probably remain an eternal mystery whether this story is really true, or just something to keep patients motivated to walk their bananas.






A little “shame attack”-parcours
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Going through the city with an opened umbrella - on a sunny day. Extra-difficulty: entering a supermarket.






[image: ]

[image: ]

Asking a stranger where to find a specific building, while standing next to it. Extra-difficulty: asking for the time while visibly wearing a wristwatch.
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Standing on a public place wearing a sign. It’s advisable to use a rather harmless message here, if not wanting to get into trouble. Extra-difficulty: ignore the previous sentence.
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In the elevator: announcing the numbers of the actual floors. Extra-difficulty: … while wearing weird clothes.
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Re-performing the choreography of the music clip “Praise You” from Fatboy Slim in a nearby mall.


A – B – C

Behavioral therapists often use special worksheets for cognitive therapy. A very popular one consists of three columns, labeled “A”, “B” and “C” - this goes back to Albert Ellis’ REBT. “A” is short for “activating event” or “adversity”, “B” means “belief”, and “C” is “consequence”. This may seem familiar - it’s the cognitive model on the development of emotions.

The first step is to pay attention to emotional disturbances during the week, and to note them into the “C”-section. Finding a fitting label to a subjective feeling can be quite a challenge that often is underestimated. To some people it’s perfectly clear that they are angry or anxious at the moment, while others may only say that they are feeling uncomfortable or physically tense. When having absolutely no idea, it can help to focus on the behavioral drive to get a clue about the rough direction of an emotion. If you feel the urge to quit the job and move to a solitary island after accidentally having farted in the office’s full elevator and gotten identified, these are good hints that “shame” may be the emotion in question. 

The second step is to identify the cognitions that led to this emotion. What are your thoughts about the event that just happened? Finding this out can be difficult as well. Since people don’t carry around their “ABC”-worksheet all day and often do their entries much later in the evening, the emotion by that point may already be gone. And even if you are feeling the fury right now burning inside, it might prove tricky to formulate the exact accusation towards the hated person, which has a higher degree of preciseness than just “he’s such an asshole”.

Let’s assume Charlie Brown would do his ABC after coming home from the park where he watched the girls. It could maybe look like this:
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There’s also the option to split the “B”-part into three individual sections, if you want to do an even deeper analysis:

( 1 )   PERCEPTION

What do I think is happening? What “is” the event? 

Whether your friend bought this expensive soap for your birthday just to make you happy, or to throw in a hint about observed hygienic deficits, is something you can choose for yourself. And whether this Nigerian prince offers you these great business deals via email spam because of your outstanding reputation in Africa - also just a matter of subjective perception.

In the case of Charlie Brown, he sees some kind of mobbing event going on. His subjective perception is already expressed in his “A”: it’s not just girls having an unidentifiable conversation, but girls talking shit about him. It has already become subjective reality.

( 2 )   INTERPRETATION

If the perception was correct - what would that mean to you?

Being hated by your mother-in-law who often rages at you for not being good enough for her daughter is one thing. The other is, what is the conclusion that you draw from it now. If it’s “She’s so right. I’m not worthy” or “Well, in the eyes of mothers, no man will ever be good enough for their daughters” could make a difference how to feel about her words.

Charlie Brown’s interpretation: if those 2 girls are making fun of him, then surely something must be wrong with him, and probably all other people must recognize this as well.

( 3 )   EVALUATION

The conclusive statement, and direct link to the emotion.

Charlie Brown’s evaluation: “Life is terrible!”. Generally, when feelings are very “hot”, thoughts like those below are involved:
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Even though this worksheet is often talked about as the “ABC”, the complete version has another 2 sections: “D” and “E”. The “D” stands for “Disputation”. Here, the cognitive restructuring is supposed to happen. By critically analyzing the thoughts in the “B” section, Charlie Brown could find out that he had “jumped to a conclusion”, because he totally ignored the possibility that the girls could have talked about something other than him. And even if it indeed was real, and they were discussing Charlie’s awkwardness in fullest detail, he could get to the idea that this doesn’t mean “everyone” thinks about him this way. And the major challenge: realizing that you can live a totally happy life even if people think you’re a total jerk. However, it’s usually extremely difficult to get insights like these just by yourself, because people are mostly locked up in the boundaries of their own thinking habits. That is why there are cognitive therapists - they want to help break out of this prison.

The “E” section is “Effect”. Here you can note if the cognitive restructuring changed anything - or not.
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 Talking like a therapist

The typical style in which cognitive behavioral therapists talk to their patients is called “Socratic dialogue”. It’s named after the ancient philosopher Socrates. That’s not the one who lived in a barrel. It’s the one who said: “I know that I know nothing.” And this exactly reflects the spirit of this style: not preaching some kind of truth, but taking the role of the naive who asks simple questions.
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This is also called “Columbo method” or “Columbo technique”, named after the detective from the TV series. In his interrogations, Columbo often takes the role of the clueless who’s overwhelmed by the criminal case being so complicated. He then asks his suspects to help him make sense of all those seemingly non-fitting puzzle pieces. The cognitive therapist does it quite similarly - he curiously asks his patients about their views to themselves and the world, and what makes them think this exact way. He wants to hear arguments for strange ideas, and explanations for inconsistencies. Ideally, a person with an irrational belief has problems defending it against critical questioning, thereby recognizing it as being somewhat irrational, and opening up to a new perspective. But when do things in life ever go ideally? People don’t give up their beliefs that easily. They vigorously defend even self-harming convictions, like bear mothers protect their cubs.

The challenge of this conversational technique is to quickly recognize weak points in a belief, and to react with a good question. If you want to try out yourself as a cognitive therapist, then - as a short exercise - find a good response to what your patient down here is anxiously telling you.
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Good: “Empirical disputation” - is the feared scenario realistic?
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This is “reflecting”, but not “disputing”.
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Good: switching perspective.
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The search for a practical solution. But this is not disputing the fear of being laughed at.
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Good: analyzing the “B” in the ABC.
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A search for the cause. In this kind of disputation, this goes too far away from the actual problem situation.






DISPUTATION - FAQ

“What would be a worst-case scenario?”

“What proof do you have, that … ?”

“Which facts point in this direction, and which in the opposite?”

“How likely is it that this will happen exactly that way?”

“Could there also be an alternative outcome to this situation?”

“How can you 100% be sure, that he/she thinks this about you?”

“What would it mean to you, if … ?”

“Why do you think you can’t do that? What would happen if you just did?”

“Why ‘must’ it be that way? And what if it wasn’t?” 

“Who says that you have to be like that?”

“What moral makes you think that you acted wrongly?” 

“What is your definition of … ?”

“Why would it be a disaster, if … ?”

“Is this always the case? Are there exceptions?”

“How would a good friend see this situation?”

“Which of Beck’s cognitive distortions can you see here?”






A question that is also very popular among behavioral therapists is “how convinced are you about this on a scale from 0% to 100%?” Asking this is often used as a measure for the success of the cognitive restructuring. If you were, at first, 80% convinced that you don’t deserve to be loved by anyone, and after the therapy session this goes down to 40%, then it’s (from a pure mathematical point of view) already halving the problem. Here, the behavioristic roots shine through. Behavioral therapists simply love to measure things - even “belief intensity”.

Cognitive therapy has a lot of little exercises. In Germany, the following one is called “Schuldkuchen”, what translates to “cake of guilt”. It’s used when someone blames himself for being solely responsible for a bad event, such as a failed marriage. You look at the cake from above, and the cut-out pieces represent the different influence factors. In the discussion, all the other things that contributed to the specific course of events are identified.
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Division of guilt before the cognitive restructuring. No cuts. A single chunk of feelbad.
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Division of guilt after the cognitive restructuring. As it turns out, “this” had a major influence on the marriage falling apart.






Other exercises are about “catastrophizing” - this is when somebody sees an event as being the end of the world. In one variant, the feared thing is compared with other terrible stuff that exists. The idea is simple: when the true horrors are shown to a person, then many minor issues should appear like trivialities. So, what’s worse: catching your wife having wild sex with the WLAN technician, or being tied to the ground by a tribe of jungle cannibals, while getting eaten alive by fire ants? At least in theory your patient now happily jumps out of the office in a state of relief.
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In another variant, the consequences of a “catastrophe” are analyzed - such as sitting in a restaurant with all the important business partners, and suddenly getting a heavy panic attack. The cognitive therapist now asks a patient to describe in very detail what he thinks will happen after the disastrous event.

If this goes well, then a patient may realize that many feared scenarios are very unlikely, and all outcomes could be dealt with somehow.

If it doesn’t go well, then a patient develops even more ideas about what horrible things could happen.
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The technique “reality check” is about doing little behavioral experiments, in which specific personal beliefs are tested to determine if they are true. For example, there are people who fear that their hands could suddenly start shaking. Clearly the most problematic situations are those in which their hands are publicly exposed - like when holding a wine glass in a restaurant. In their typical fantasy, all the other guests in the room are focusing on the shaky hands and are having one single thought in their mind: “Damn those alcoholics!” The reality check here could be, for example: going to a restaurant, intentionally shaking the hands excessively, and doing some little stupid things to catch the general attention: spilling the wine, tossing the salt shaker off the table, etc. If it goes well, then you will notice that hardly anyone is interested in you. If it doesn’t go well and they throw you out of the restaurant, then at least you have now collected a nice story for the next party.

For practically every imaginable situation in therapeutic conversation exists special literature that provides cognitive therapists with all the clever arguments they could ever need. If a patient says “I cannot stop smoking” the therapist could simply react with “And if I would offer you $100.000 for one month without cigarettes - could you do it then?”. And voilà - the “I cannot” got exposed as actually being a “I don’t want to”. For maximum effect, the cognitive therapist better behaves like the argument came to his mind spontaneously.

A totally different approach about how to do therapeutic conversation is the provocative style of the American psychotherapist Frank Farrelly. Usually, when people watch a video of his public demonstrations for the first time, they show a facial expression that ranges from disbelief to pure shock. Farrelly’s style breaks almost every traditional rule about how a psychotherapist must behave towards his client. To get an impression, please imagine a very overweight woman who’s taking a seat on a little chair, and Farrelly commenting this with “There goes the furniture!”. This insolence is grounded on the idea that it’s healthy for people to learn to laugh at themselves. It’s very essential for the therapist to clarify, that his provocations are just some kind of loving caricature, and no disrespectful mockery. As you definitely see, this is a delicate matter that requires a lot of intuition and tact. The number of slaps in the face Farrelly took in his career unfortunately couldn’t be discovered by a short research.

A therapist who wants to try out the provocative style may orient himself on some basic principles. For example, absolutely agreeing with a patient in his negativity, or showing enthusiasm about his problematic behavior and distorted thinking. If a client says “I will never be able to do that”, the provocative therapist doesn’t react with encouragement like “You can do it. I believe in you.” Quite the opposite: he agrees to the expressed pessimism and even provides new absurd arguments for the certain failure, such as “too old”, “nose too big”, “wrong zodiac sign”. The goal is that a client disagrees and starts to bring reasons why a situation is not THAT hopeless like the therapist is picturing it. 

In Germany, the provocative style is often seen as a fascinating curiosity, but in contrast to the wide-spread Socratic style you will only very sporadically meet it in CBT offices. It has its risks - if done amateurishly, it’s a safe method for therapists to get bombed to the ground by negative comments on the rating portals. However, the pure existence of this style has a convenient side-effect: if a psychotherapist misbehaved greatly, he may afterwards try it with the excuse: “Come on - this just was provocative therapy.


The second wave of explanations

“Cognitive” explanations for mental disorders became the new standard in the second wave of CBT. In phobias, the focus was primarily on the fears - the subjective beliefs about what might be dangerous about phobic situations.

In agoraphobia, this is usually the fear of having a panic attack - often referred to as “the fear of the fear”. But why do people fear the fear? It’s because they see panic attacks as life-threatening events that might cause a heart attack, a stroke, or simply getting “locked in” in the panic state for the rest of their lives. Some people fear to lose control over themselves, even when it’s not clear what exact harm they expect. And very often, people with this anxiety disorder fear that what they have experienced wasn’t just a normal stress reaction, but a sign of a serious, undiagnosed disease. This contributes greatly to the general anxiety.

In a variant of this disorder, people not only get panic attacks at very specific places, such as when driving through a long tunnel, but basically everywhere - like suddenly at home while watching “the Bachelor”. The common cognitive behavioral explanation for this phenomenon is that people are catastrophizing about normal bodily sensations, such as an accelerated heartbeat after drinking coffee, that results in a quickly escalating vicious cycle of anxiety. The diagram on the next page pictures this idea and is a true CBT classic. Many thousands of therapists have drawn this on their flipcharts in the last 30 years. The according therapeutic strategy: changing the catastrophic beliefs and breaking the vicious cycle.
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Diagram based on Margraf & Schneider (1990) [16]






Social phobia is anxiety that gets triggered when being in contact with other people. From a cognitive point of view, it is the fear of being humiliated. Those who suffer from it are generally under the impression that there’s a serious personal flaw, which must be hidden from others at all cost. The most problematic situations are clearly those in which they are the center of attention, because here the risk is maximized that someone could notice the “defect”. One of those things that people with social phobia usually want to hide the most is the anxiety itself. Typical cognitions are: “If someone notices my nervousness, he’ll wonder what’s wrong with me.” or “I will lose all respect from my colleagues, if my insecurity shines through.” As a result, the attention is often totally focused on signals that could reveal the own anxiety: excessive sweating, blushing, shaky voice or hands, stuttering, finding nothing to say, etc. A lot of phobic people even feel like all of their intimate thoughts and emotions are completely exposed - just by others having a short look at their scared faces.

Much energy is therefore invested to make those troubling signs as barely visible as possible: those who fear sweating wear multiple cloth layers for an optimal fluid absorption, blushing-anxious women apply their make-up intensely like an opera diva, people who fear trembling hands avoid actions like making a signature, and those who fear not knowing what to say prepare texts for conversation. However, clearly the most efficient method is to avoid social contact at all. And if it unfortunately can’t be evaded, at least not to make eye contact, and to speak as little as possible. 

One of the most common cognitive behavioral models about social phobia focuses on such safety behavior, and defines it as a central problem. First, because by doing it, a “reality check” is prevented. That means you won’t get the information if others would indeed react so mercilessly when spotting the wet patch under your armpit. Second, the model assumes that safety behavior increases the overall level of fear. If you rely on prepared texts in conversation, instead of your spontaneity, then there’s the chance that your way of talking may seem extra-weird to others. Especially, when the discussion goes into a completely unexpected direction and you don’t have any fitting texts in your pockets.

Now let’s bundle up all these ideas, add a few arrows, and we have one of the most popular cognitive behavioral models for social phobia - a classic from the year 1995.
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Diagram based on Clark & Wells (1995) [17]






Another mental problem is also regarded as being heavily influenced by cognitions: obsessive and compulsive disorder (OCD). People who suffer from this do seemingly strange things, such as washing their hands until they bleed, or performing apparently nonsensical rituals, like quickly closing and re-opening a window 9 times before leaving it in the closed position. All this suddenly makes more sense if you look at their subjective reasons for doing it.

Excessive cleaning, for example, is usually motivated by the wish to keep something perceived as being dangerous away from oneself. This substance, whatever it may be individually, has the unfortunate property of being invisible, so you can never really be sure if it’s there or not. That poses a problem: since your eyes, nose and other senses won’t help, you have to rely on your intuition if it’s around. Things that are most commonly feared are microorganisms like HIV. But very often it’s also something more vague, such as “bad energy”, tiny body particles of a hated person, or even the own sperm. The feared scenario with the sperm goes into the other direction: microscopic amounts of own semen on the hand could possibly be spread by oneself in the city. Via a nearly unthinkable chain of contamination events this sperm leads to a woman getting pregnant, and the accidental father being held responsible for it.

You probably instantly feel that there’s some logical flaw in this idea. This is the case with many beliefs in this very diverse disorder. When you look at the more common fear of HIV, one of the typical irrational cognitions you will find is the overestimation about how often people come in contact with this virus, and how high the risk of infection is. What surprises many people even without OCD: statistically speaking, the risk of infection is only 0.04% if you as a man have had sex with an HIV-infected woman, and 0,08%, if you as a woman slept with a HIV-infected man [18]. Given these numbers, the risk of “accidentally” being infected with HIV when touching packages in the grocery store can safely be judged as being rather unlikely. But that’s exactly the problem: even with a one-in-a-trillion chance for a disaster, after a trillion lucky guys and girls inevitably comes the unlucky one - how sure can you be that it won’t be you?

From a cognitive behavioral perspective, there’s a specific pattern in OCD that repeats itself over and over again. It begins with suddenly having an idea, like “Could I lose control and smash my baby against the wall?”. It might also be a short imaginary scene that shows up in the head: throwing the baby out of the window, strangling it to death, or slaughtering it with the kitchen scissors. This kind of mental event is called “intrusion” - a disturbing thought or image that pops up against the own will. And these intrusions usually are of maximal brutality, and - to make things even worse - always take the shape of what a person fears the most.

A central problem in OCD is taking this idea as a sign for a real danger, and not just as a sign for being a little stupid today. Some mothers even conclude: “These thoughts show that in my innermost self I’m a monster that can’t be trusted.” Cognitive behavioral therapists have a specific term for such thinking: “thought-action-fusion”. That’s a typical cognitive distortion in OCD: believing that you will do a specific action in reality, which you watch yourself doing in your intrusions. Common ideas in this category are: steering your own car into the opposite lane, jumping over the railing into a deadly abyss, or even unwillingly crying out aloud “Heil Hitler!” in the full lecture hall of an university - a thing which in Germany can easily lead to a bunch of students beating you up instantly.

Another very similar cognitive distortion is “thought-event-fusion”: believing that a specific event will become reality because you see it happening in your intrusions. Unfortunately, this is hardly ever about getting rich and living a life of luxury, but rather about the contrary course of events.

As a result of having thoughts like these, a mother with OCD may view herself as a potential danger to her child, and live in constant fear of getting out of control. This often causes a change in behavior, such as avoiding to be alone with the baby. Or it leads to the installation of security measures: e.g., organizing a third person that must always be close by to stop the mad mother, the moment she turns evil. From the perspective of cognitive behavioral therapy, the big mistake in dealing with intrusions is to take them seriously, and to react with counter-measures. Because, when doing this, you basically agree to the realness of the threat.

Performing obsessive-compulsive behavior is also called “neutralizing”. This is the assumed functionality - feared disasters are averted, and the person is rewarded with the restoration of a feeling of security. A very obvious neutralization is the excessive wiping after one thinks that a contamination may have occurred. But there are also much less obvious neutralizations, such as counting the steps at home when walking from room to room. Why counting the steps? Because, if the number of steps you just did is the usual amount, then this proves that you weren’t outside, running someone over with your car, and not remembering it. And indeed - there’s nothing wrong with this logic.

OCD has its own popular cognitive-behavioral model as well. The boxes show the way from having an intrusion to performing obsessive-compulsive behavior, and the arrows picture how neutralization contributes to the persistence of the problem.
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Diagram based on Paul Salkovskis [19]


Third wave of cognitive behavioral therapy



Mindfulness

While the first and second wave of behavioral therapy came as true theoretical and methodological revolutions, the third one isn’t quite as radical. The division into different “waves” has its origin in the American psychologist Steven C. Hayes, who suggested this in his 2004 article “Acceptance and Commitment Therapy, Relational Frame Theory, and the Third Wave of Behavioral and Cognitive Therapies” [20]. Instead of a single bright idea, the new wave is characterized by the appearance of some novel CBT-oriented psychotherapies, in which the usual techniques were mixed with methods from other therapeutic schools. It also has its unique feature: Far Eastern spirituality.

“Conditioning” was the defining term for the first wave. “Cognition” it was for the second. And the third one has its magic word as well: “Mindfulness”. Hearing this word instantly makes the eyes of countless behavioral therapists shine. Since the start of this trend, the look of a lot of CBT offices changed, since these are now decorated in a Buddhistic fashion: singing bowls, incense sticks, blissful smiling Buddha figurines, etc. “Being mindful” has even become the universal advice for nearly all life situations - from drinking tea to dealing with getting cheated on by partners. If you search on Amazon for books with “mindful” in the title, you get over 30.000 results. The trend in February 2014 even made it to the cover of the Time magazine with the headline “The Mindful Revolution”.

Mindfulness is a concept that has its roots in Buddhist meditation. The word describes a state of consciousness, in which one’s attention is intentionally focused on the present moment without being judgmental. For achieving this inner state, mindfulness aspirants can choose from a great variety of exercises. If one day you should meet a person that is slowly moving a single raisin between their fingers, inspecting it thoroughly from all sides, licking on it from time to time, and even holding it to the ear to discover potential sounds, then you either have found an extraordinary expert for dried grapes, or somebody is doing the “raisin meditation” from Jon Kabat Zinn’s program “Mindfulness-based stress reduction” (MBSR).


Mindfulness-based stress reduction (MBSR)

MBSR is the oldest of the “third wave”-therapies. Already in the 1970s, people ate their raisins in slow motion and with maximal attention. The program is often offered as an 8-week group course, with the main parts being lectures about mindfulness and meditation, and practical training in a variety of mindfulness exercises.

Probably the most famous of all is the “body scan”. Here, you lie or sit down, wander slowly with the attention through the whole body, and apply the basic principle of being non-judgmental. Even if your attention should reach body regions which you are not proud of, the motto stays: “radical acceptance”.

When doing “breath meditation”, you sit on a cushion, chair or the naked floor, and focus the attention on the process of breathing. Flexible people or beginners who don’t fear the pain can take up the “lotus pose”, in which the legs lie slightly uncomfortably on top of each other. However, since the important part is the breathing, it’s not impossible to do it in a more casual pose, like when hanging around on the couch. You now concentrate on inhalation and exhalation, and as soon as you realize that your thoughts have wandered away, refocus your attention to it. Instead on the breathing, you could essentially focus on anything you want, such as the flickering of a tea light, the rays of sun shining through the curtains, or the empty wine bottle from yesterday’s evening that is still standing there. It’s not the object that matters, but the focusing.

In “walking meditation” you are mindful while you move. The attention is focused on the weight shift during the steps, the process of lifting the foot and putting it back on the floor, and the feeling of contact to the ground. A German institute for mindfulness recommends on its website walking with bare feet, so that the earth’s energy may be absorbed more efficiently. Additional advice on the website is to not move in a silly way when doing it in public, because this could attract a lot of unwanted attention. Very conveniently, a walking meditation may be instantly turned into a standing meditation, as well as into mindful latte macchiato drinking in one’s favorite café.

If you compare MBSR with the origins of behavioral therapy, it seems quite surprising that such contrasting things are considered to be two parts of the same therapy family. Let’s imagine a scenario in which “first wave”-scientists like Watson or Skinner travel into the year 2020 with a time machine, and enter the office of a modern, mindfulness-focused behavioral therapist. How would they probably react? In my personal vision of this scene, Watson and Skinner are in a state of shock, as if they had been sent to an apocalyptic future world where the only things left were the smoking ruins of destroyed, once prosperous cities. Back in their own time, they immediately run to a lawyer to have the term “behavioral therapy” trademarked.

There is also a therapy that’s officially a mix of MBSR and CBT: “Mindfulness-Based Cognitive Therapy” (MBCT). Its goal is to help formerly depressive patients to stay healthy and not become depressive again. Half of it is identical with MBSR, and of course participants here get their raisins as well. In addition, one can find the typical cognitive behavioral elements, such as psychoeducation, behavioral activation, cognitive therapy, spotting warning signs of a depressive relapse, and practical help for dealing with an emotional crisis.


Dialectical behavior therapy (DBT)

DBT was developed in the 1980s as a special treatment for borderline personality disorder. This psychic disorder is characterized by a high degree of inner tension, difficulties in social relationships, self-hate, great impulsivity, impressions of inner emptiness, and many other symptoms. People who suffer from it tend to injure themselves, such as by cutting their arms and legs with razor blades, and quite a few even commit suicide. The founder of DBT is the American psychologist Marsha M. Linehan, who herself - as she often spoke and wrote about - suffered from borderline in her youth. In psychiatric institutions, according to her story, she came across doctors who didn’t have had any fitting therapy concept, and thus were completely helpless in dealing with such a disorder.

At its core, the therapy is a combination of psychotherapeutic one-to-one sessions and “skills training” - a special DBT group therapy with 4 thematical sections, or “modules”:

  ( 1 )  MINDFULNESS

In the offices of DBT therapists you will meet those little buddhas, that are smiling at you with an unearthly friendliness. Their inner calm is probably indeed the exact counterpart to the inner chaos that plagues people with borderline. The mindfulness exercises (like breath meditation) are generally the same as in MBSR. There’s a specific inner attitude which plays a big role in DBT: “radical acceptance”. The meaning of this is expressed in the “serenity prayer” from 1932, which often can be heard in DBT groups as well. It goes: “God, grant me the serenity to accept the things I cannot change, courage to change the things I can, and wisdom to know the difference.” There are also text variants without a reference to God. Radical acceptance in DBT means giving up trying to change the unchangeable, and accepting the negative emotions that go along with it. This inner attitude is to be achieved primarily through meditation.

  ( 2 )  DISTRESS TOLERANCE

This section is about techniques for dealing with extreme inner tension. The motto is: “getting through a crisis without making it worse”. Here, participants prepare an “emergency kit” that contains all kinds of things for calming down or distracting oneself: letters from loved persons, pictures or objects associated with pleasant memories, notes with helpful thoughts, or other things that support emotional stabilization. An additional tool is the usage of intense stimuli, such as ammonia in a little flask for taking a sniff, chili powder for pulling it through the nose, ice cubes for freezing the inside of the mouth, or little marbles for standing on them with bare feet. The aim is to introduce a painful but safe alternative to the more excessive ways of self-harming.

( 3 )   EMOTION REGULATION

In this very broad section, participants learn about the cognitive model, as well as various techniques for weakening down negative emotions. Similar to Ellis and Beck, it is about analyzing the own emotions, the personal interpretations of events, and the individual urges to act.
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One of the taught skills is called “opposite action”. It’s for situations in which a person has an emotion that doesn’t fit to what is happening in reality. The simple instruction: do the opposite of what your urge wants you to do. But what to do with your boss then? There’s no need for kisses here - just going away will do. It’s not against the rules to later beat up a pillow with her photo attached to it.

Other content in this section is about how to live a healthy life: getting enough sleep, avoiding drugs, solving problems, improving personal abilities, or increasing the number of positive events in everyday life. Things that people already know. But it probably doesn’t hurt to be reminded of them a few more times.

Another important topic is how to deal with feelings of worthlessness - or said in a more CBT-like fashion: basic negative assumptions about the self.
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The critical examination of self-harming beliefs is done by means of the usual disputation techniques, such as comparing the pros and cons of a belief, reality testing, and all the other things from cognitive therapy. What proof do you have that the mayor of shittyville really is that shitty?

( 4 )   INTERPERSONAL EFFECTIVENESS

This module is a social skills training, comparable to the ones you already read about in an earlier chapter. The main part consists of role play exercises, which are filmed and analyzed afterwards. The goal: learning to behave in a way in which …

... the personal goals are achieved

... a good relationship to others is kept

... the self-respect is maintained

Unfortunately, it’s often impossible to realize all of these things at once. At the latest when someone in serious trouble asks you to do something that seems absolutely unacceptable to you, you will have to decide which of the three goals you are willing to sacrifice.


Cognitive behavioral analysis system of psychotherapy (CBASP)

Before the endless name of this psychotherapy has finished being spoken, the first half of a session is already over. Because of that, people usually use the short form “CBASP”. You say it in one go (“cee-basp”), and not as the five letters one after the other. Don’t underestimate the importance of pronouncing it correctly, because saying it incorrectly is often taken as a clue that a person isn’t very familiar with the topic. A speaker at a conference who is talking about it as the “cee-bee-a-es-pee” therapy could just as well have pulled down his pants right on stage for a similar impression onto the CBASP experts in the audience. 

The founder of this therapy is the American psychologist James McCullough, who published the first edition of his CBASP treatment manual in 2000 [21]. The target group: patients with chronic depression. The central idea of this approach is that it’s difficulties in dealing with other people that makes depression a permanent condition. He or she who can’t overcome their own inhibitions in social life, constantly gets into fights with others, or experiences rejection all the time, often feels like being unable to control the own fate, and loses hope about a better future.

The therapy follows a concept that actually has its roots in psychoanalysis: “transference”. This is similar to an expectation about how other people will probably react to me if I behave in a specific way. For example, someone could tend to always hold back his own opinion because his choleric father always freaked out and beat him up when he was a kid and said what he thought. Even now being an adult, he still suspects getting very negative reactions from others - he “transfers” the father’s behavioral pattern in his imagination to other people. Of course, without clearly recognizing this process. In CBASP, influential early experiences like these are called “stamps”, and are searched for right from the beginning. The therapy aims at the realization that people in this world differ very much in their reactions, and therefore it’s possible to try out new behaviors.

Another idea in CBASP is that a specific disturbance in the psychic development contributes to becoming chronically depressive later on. This disturbance shows itself in a mental filter through which the depressed person isn’t able to see how their own behavior affects the behavior of others. In this subjective perspective, the social world appears to constantly act hostile from within itself. The special term for this is “preoperational structural functioning”. However, observing people in everyday life suggests that this kind of selective perception is not totally exclusive to the chronically depressed.

A unique feature of CBASP is that the social interaction between psychotherapist and patient is a big topic in itself, that is discussed in great detail. The therapist regularly reveals his or her emotions which were recently triggered by a specific behavior of the patient, like when making a very hostile comment. This is supposed to guide the attention on to how the own actions impact the feelings of other people. Another specific technique is asking a patient to compare a recent therapist’s reaction with the typical reaction of a harmful person from the past - the “interpersonal discrimination exercise”. This kind of intense self-reveal clearly represents a big challenge to quite some psychotherapists out there. Especially to those who prefer to react to even simple personal questions with: “I see that you a very interested in me, but … HEY, LOOK - a squirrel!”

The main part of the therapy is the analysis of problematic social situations in daily life. For example, a wild argument with a colleague about whether emoticons on business documents are now trendy or unprofessional. The therapeutic discussion focuses on whether one’s own thinking and behavior led to a personal success in this situation, or not - a very pragmatic approach. If the answer is “no, it didn’t”, then, by means of therapeutic role playing, “better” ways of dealing with the situation are practiced. This all seems familiar? No wonder - this part is traditional CBT.


Schema therapy

For those who just cannot decide on a single psychotherapy and would like to have a little bit of everything, schema therapy might be the right choice - it includes CBT, depth psychology, and even Gestalt therapy. The main target group: people with chronic depression or personality disorders. The founder is the American psychologist Jeffrey Young - a behavioral therapist and former colleague of Aaron Beck in the “Beck Institute for Cognitive Behavior Therapy.” In a 2008 interview with the German psychotherapist Eckhard Roediger, Young gave insights about the origin of his idea for schema therapy: a whole year of cognitive therapy wasn’t able to help him to overcome his own personal problems, but Gestalt therapy eventually did. This key experience inspired him to develop a new psychotherapy, in which methods from different schools are combined. In 2003, the first edition of Young’s therapy manual “Schema Therapy: A Practitioner’s Guide” was published [22].

But what is a “schema”? It is something similar to what has been called “stamp” in CBASP, or “core belief” in the classical cognitive therapies of Beck and Ellis - the result of influential negative childhood experiences, which in the present shows itself in a problematic relationship to oneself and others. A variety of personal problems are assigned to 18 specific schemas with labels like “self-sacrifice”, “mistrust” or even “grandiosity”. The last one may not sound too bad, but please consider the conflict potential with all the other people on this planet who refuse to acknowledge your grandiosity.

A main part of the therapy consists in clarifying which past events led to the development of the schemas, and which basic human needs weren’t satisfied at that time. In little role plays, the therapist takes on the role of an optimized father or mother, and gives his patient what previously was missing - e.g., encouragement, or even a comforting hug. This kind of intense emotional care is called “reparenting”. Some imagination is required if the reparenting therapist is 30 years younger than his patient.
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Schema therapy uses a special technique which has its origin in Gestalt therapy: “chair work”. A client takes a seat in front of one or more empty chairs, and visualizes that a specific part of his personality was sitting there. These facets of the self are called “modes” in schema therapy, and have names like “angry child”, “inner critic” or “compliant surrenderer”. Then a conversation with the imagined selves takes place, with the schema therapist leading the discussion. This exercise is supposed to help in better understanding the own feelings and behaviors, and to increase the inner distance to those troubling psychic entities.


Acceptance and commitment therapy (ACT)

This therapy is usually talked about only in its abbreviation as well. Like in the case of CBASP, you don’t speak out the single letters, but say it as one word. Founder is the American psychologist Steven C. Hayes - it’s the man who chose to divide the history of behavioral therapy into three waves.

ACT can be thought of as a kind of mindfulness training, in which cognitions play a role as well. But there’s an important difference to the cognitive therapies of Beck or Ellis: in ACT, it’s not the specific content of a thought that is of interest (“Nobody loves me” - what would be an argument that this is true?). Instead, it’s about how to mentally deal with an annoying thought (“Nobody loves me” - what to do when this sentence pops up in the mind?). The goal: achieving a non-judgmental attitude.

ACT therapists often communicate in a very pictorial language. As an illustration of the ideal mindset, it is often suggested to watch the own thoughts like leaves floating by in a river. There are variations: in the next ACT office one floor up, you might be instead instructed to watch them like clouds passing by in the sky, or cars driving by on a highway. The message always stays the same: thoughts come and go - you don’t necessarily have to react to them.

In the therapy sessions, the philosophy of ACT is taught by a number of little stories. A classic one is the “person in a hole” metaphor. It’s about someone standing in a pit, wearing a blindfold, being unable to climb out, and having a shovel in the hand. This foolish guy now starts digging, because that’s what you do when having a shovel, isn’t it? And, of course, this doesn’t work at all. The point of the story: this silly person is you. Because you always hold on to ineffective strategies when trying to solve your problems. The solution: accepting that you are in trouble and ending all that blind, senseless actionism. If you are having difficulties with that, maybe more ACT sessions might help.

Another ACT story is about a bizarre situation like in a James Bond movie. You are sitting tied up in front of a cage full of poisonous snakes, while a sensor on your body registers even the smallest signs of anxiety. The single rule of your sadistic kidnapper: if the measuring device detects any arousal, the poisonous snakes are released on you. At this point, please imagine the ACT therapist winking at you with a knowing smile and asking: “What do you think will happen now?” The point of this story: thoughts cannot be suppressed. Because of that, you better have some kind of James Bond gadget in your pockets, or you’re snake food. By the way, in the original version from Steven Hayes, you simply have a pistol pointed at your head.

As you can see, ACT is a psychotherapy with an above average entertainment value. As a patient, you should express your enjoyment here and there, so the ACT therapist also stays motivated to fire off the next story.

Many ACT offices have a long rope in the therapy room, so the therapist may challenge his clients to a round of “tug of war”. Ideally, a client isn’t able to win, even with full use of his strength, because, this gives the ACT therapist the opportunity to deliver the point of this exercise: not all fights have to be won - this struggle can also be ended by just releasing the rope. However, transporting this message becomes a bit problematic when a massive client easily hurls the ACT therapist across the room.

In ACT, clients are supposed to learn to not take their own thoughts all too seriously. There’s even a special word for it: “defusion”. To achieve this, the therapy offers a variety of exercises, such as loudly singing a troubling thought, or saying it 20 times with a silly Mickey Mouse voice. Unlike many other third-wave techniques, these exercises in some cases are not 100% suited to being done in public.
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Instead of occupying oneself with the constant output from this “word machine” in the head, ACT recommends to focus on the more important things in life: values. There are exercises, in which you invent a text for your own gravestone, describe your hypothetical life as a lottery millionaire, or simply choose a goal from a collection of suggestions like “unfolding my spirituality”. However, talking about values is not unique to ACT. This fundamental topic appears in almost every other psychotherapy as well - from depth psychology to “second wave” - CBT.

Should you now be interested in watching some therapy scenes - a video series called “ACT in Action” shows Steven Hayes in sessions with his patients. Some short clips can be found on YouTube.


CBT today



Therapists à la carte

Let’s make a jump to the year 2020 and have a look into a typical CBT office. What will we find? A device for applying electro shocks to patients who are late? Trained pigeons that are serving cold drinks on little trays? One thing that might be disappointing to some: there’s probably no couch. And if there is one, you are supposed to just sit on it. 100 years of Hollywood movies have established the image of the lying patient, who reveals his secret inner to the sitting psychotherapist. However, this scene pictures the classical therapeutic setting of psychoanalysis, but not of behavioral therapy. In a CBT office, you usually sit on a chair. The comfort of those varies greatly from therapist to therapist, ranging from IKEA model “Martin” (which is quite similar to those seats that children sit on in the kindergarten), up to the expensive leather armchair with integrated massage function. A little personal research, which basically consisted of looking at hundreds of pictures of CBT offices online, revealed that IKEA’s “POÄNG” is probably the most popular chair of behavioral therapists in Germany.
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The therapists themselves are as diverse as their furniture. There are young ones, who, right after having left university with a master’s degree in psychology, start their psychotherapeutic career at the age of 25 in a CBT ambulance. And there are older ones, who, at the age of 80, still don’t plan to retire and continue to invite patients. The number of female therapists greatly exceeds the number of male ones - at least in Germany. There’s …

… the “teacher”-type, who likes to explain things on the flipchart and asks his patients to fill out worksheets.

… the empathic listener, who looks at you patiently with a warm smile, and doesn’t talk much by himself.

… the “third wave”-guru, who always has some raisins in his desk.

… the provocative therapist, who may be charming and humorous, or just a rude weirdo.

 … the “What exactly do you want from me?”-therapist, who welcomes concrete suggestion about what to do in the therapy sessions.

… the excellent therapist, that all patients are enthusiastic about, although no one can tell what exactly it is that makes him so good.
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The teacher: at the beginning of the session, the homework is checked. Then comes a short test about the Kiesler model of complementary interaction - the topic of last week’s discussion.






When you enter a CBT office for the first time, the therapist maybe does a little small talk like “Did you have problems finding a parking spot?”, offers something to drink like a cup of fruit tea, or asks you right away to sign a therapy contract, in which you agree to pay a high cancellation fee for sessions that you didn’t call off in time. Afterwards, he or she starts the discussion with questions like: “What can I do for you?”, “What brings you here?” or “How can I help you?”. However, now and then you will run into a therapist who just sits there, looks at you silently, and - as some kind of psychodiagnostics - waits for your reaction to this strange situation.

When you are in the midst of talking about your problem, you may observe a behavior in your therapist that is called “active listening”. Here, he makes those special therapist sounds which are supposed to signal patients, that all attention is fully focused on them. These range from a simple “M-hm!” to longer versions like “Oh, my goodness!”.
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One might think that basically everybody would be able to do “active listening” - even without having studied psychology or having received special psychotherapeutic training. But, at least in Germany, CBT training institutes often play it safe and run communication workshops, in which this “technique” gets taught. Please visualize a bunch of future therapists in their late twenties, sitting together in pairs, and practicing timing and timbre of their personal feedback vocalization.

A more advanced version of “active listening” is to give back what just has been said in a slightly altered form. This is also called “reflecting” or “paraphrasing”. Its simple form is manageable even for the less eloquent therapist - here, a sentence is returned one to one as a question.
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However, when communicating in such a way, the other side will get bored very quickly. This technique is excellent for scaring away annoying conversation partners at parties - just become one yourself. 

The more difficult form of this technique: preserving the meaning of a sentence but putting it into your own words. This proves to the other that you have mentally processed the content of what has just been said.
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The expert form of “active listening” includes a feedback about the emotions, desires and pleas that you think are expressed in a statement.
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But, as said before: behavioral therapists are as diverse as their furniture. Therefore, the statement “I just can’t stop drinking. This is my problem.” may also evoke completely divergent reactions …

[image: ]

[image: ]

[image: ]

[image: ]

[image: ]

[image: ]

The typical length of a CBT session varies from country to country. In Germany, it’s usually exactly 50 minutes. Since new patients arrive at every full hour, there are only 10 minutes left for therapists to write a protocol, prepare the next session, and take a short deep breath in their POÄNG chair. What makes things even more complicated: there is the mysterious phenomenon, that patients, in the very last minute of a session, like to bring up a topic of enormous magnitude that overshadows anything of the previous 49 minutes. Maybe you have a psychological theory to identify the reason for this.


Diagnostics

In the first sessions of CBT, a therapist is looking for specific information, and will ask many questions. A very important aspect to identify is which “symptoms” are there. A symptom is a single, specific, problematic entity, such as “inability to experience pleasure” or “strong fear of being in locations where no hospitals are in range”. Symptoms have such a relevance to a behavioral therapist, because he or she intends to make a diagnosis. These have unique names and letter-number-codes, such as F32.0 “mild depressive episode” or F45.2 “hypochondriacal disorder”. The good thing about diagnoses is that they summarize complex symptom combinations into a single word. The less good thing about diagnoses is that they sometimes suggest being the causation of a problem, instead of a word that describes it. This is a more difficult matter than it may appear at first glance. Do I fear the height because I suffer from height phobia? Or do I fear the height, and this phenomenon goes under the name “height phobia”?

The assessment of mental disorders is based on 2 books which basically every behavioral therapist has in his office: “International Classification of Diseases” (ICD-10) of the World Health Organization (WHO), and “Diagnostic and Statistical Manual of Mental Disorders” (DSM-5) of the American Psychiatric Association (APA). Anyone can buy these books - so grab one yourself and tell your family and friends what signs of mental illnesses you can identify in them. Your social environment will love you for this.

One thing should never be forgotten when talking about psychiatric diagnoses: the differentiation into “pathologic” and “normal” is just a decision made by psychiatrists and psychologists. It is based on research as well as the zeitgeist. Until 1974, for example, homosexuality was considered as a mental disorder, and the diagnosis was part of the DSM-II. As a response to public pressure, it was taken out in a later version of the DSM-III. The current version of DSM-5 is under criticism because, here, some new diagnoses seem to pathologize “normal” things in human life [23]. Examples are the “disruptive mood dysregulation disorder” for kids with irrational outbursts of temper, or the “mild neurocognitive disorder” for elders with slight difficulties in memory and concentration, but no dementia.

Based on the ICD-10, diagnosing a depression would be as follows. First, the presence of depressive symptoms is checked, which are divided into 3 core symptoms and 7 additional symptoms. At least 4 of the 10 symptoms must have been present almost constantly over the last 14 days, and 2 or more of them must be core symptoms.






CORE SYMPTOMS


	Depressed mood to a degree that is definitely abnormal for the individual, present for most of the day and almost every day, largely uninfluenced by circumstances, and sustained for at least 2 weeks.


	Loss of interest or pleasure in activities that are normally pleasurable.


	Decreased energy or increased fatiguability.









ADDITIONAL SYMPTOMS


	Loss of confidence and self-esteem.


	Unreasonable feelings of self-reproach or excessive and inappropriate guilt.


	Recurrent thoughts of death or suicide, or any suicidal behavior.


	Complaints or evidence of diminished ability to think or concentrate, such as indecisiveness or vacillation.


	Change in psychomotor activity, with agitation or retardation (either subjective or objective).


	Sleep disturbance of any type.


	Change in appetite (decrease or increase) with corresponding weight change).









The severity of a depression (mild, moderate, severe) is then determined by the total number of symptoms, with a special focus on the number of core symptoms. In addition, some “exclusion criteria” must be taken into account, such as whether there are also episodes of abnormally heightened mood, a brain disease exists, or the person recently consumed any drugs. Finally, how often the depressive episodes occur is observed, as well as how long they usually last. When the diagnostician has all this information, he can use it to make a diagnosis. Or he may come to the conclusion that the analyzed person does not meet the criteria for any psychiatric diagnosis.

Behavioral therapists also like to use psychological tests in their diagnostics. Unfortunately, the entertainment value of those is usually far below the tests of other therapy schools. One of the things you will probably never encounter in a CBT office is the famous Rorschach test. Here, your task would have been to say what you see within this strange thing in the next picture.
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What is it? The joke answer: “an ink blot” probably won’t earn you much laughter from your diagnostician.






The disadvantage of this test is obvious: the “correct” answers can be found all over the Internet. With those, even a psychopathic serial killer can disguise himself as the boring average guy. The last picture, by the way, is most commonly seen as being an animal hide on the ground. But don’t worry if for you it’s a groundhog lying on its back, having mutilated arms and a dragon head coming out of its butt. That doesn’t mean there’s something wrong with you. While this test in Germany and many other countries is used only rarely, it seems that it is still a big thing in Japan [24].

Another beautiful diagnostic which you unfortunately hardly ever see in a CBT office, is the Rosenzweig Picture-Frustration Test. Here, you look at single cartoons of people in a conflict situation. The speech bubble of one character is already filled in - finding the text for the other person now is the task. One of the cartoons, for example, shows a couple in front of their car. The man is searching his trouser pockets, while the woman is harshly complaining to him about apparently having lost the keys. What do you want him to answer? Maybe a defensive “I’m so sorry!”, or a more confronting “If you’re picking on me, I won’t find them any faster!”, or maybe even a daring “This is all your fault, you stupid nut!” By means of a very complicated scoring procedure, the frustration tolerance of a person is determined.

The original set of pictures dates back to the 50s, what makes some situations look a bit outdated. One situation, for example, is about a man in a public telephone box, who gets into trouble because of the telephone exchange making a mistake. If you now want to try out the test yourself, then here’s a conflict situation from our times. What do you want the other person to answer?
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Now let’s have a brief look at the tests that you are more likely to see in CBT offices. In most cases, it’s questionnaires about the individual biography, somatic and psychic symptoms, objects and places that trigger anxiety, frequency and intensity of problematic behavior, or the personal belief system. For example, in the last category you may be asked how much you agree to statements like “Asking a question is a sign of inferiority” or “It’s possible to earn the respect of others even without having any special talents”.

A very popular test is the “Beck Depression Inventory” (BDI-II), which asks you about the extent to which 21 depressive symptoms (such as self-hate) have been present within the last 2 weeks. If you scored 50 points at the start of the therapy, and three months later the score is down to 3 points, then a behavioral therapist may draw the conclusion that you are feeling better now. But hopefully, your therapist doesn’t need the help of a questionnaire to recognize this.

For the diagnosis of personality disorders, many cognitive behavioral therapists like to use a test called “SCID-II”. This “Structured Clinical Interview for DSM-IV Axis II” is based on the older DSM, but is still widely used worldwide. Your task is to answer 117 questions like “Do you often find yourself ‘coming on’ to people?” in a questionnaire with “yes” or “no”. There are interesting differences in the languages: the German version of this question is about if you like to dress sexy even when only going to work or to the grocery store. But don’t worry if you should heavily agree to this. In order to be suspected of having a “histrionic personality disorder”, more statements of this kind must be agreed to. Furthermore, this self-report is only the first step in the whole diagnostics - it is followed by an interview, in which all “yes” answers are checked as to whether a personality disorder criterion really has been met. The crucial point here is the large room for interpretation. The “coming on” / “sexy outfit” - questions both aim at the criterion “inappropriate sexual, seductive or provocative behavior when interacting with others”. What kind of cleavage was a sign for a pathological tendency to seduction will be judged very differently from therapist to therapist. The diagnosis of personality disorders has a high degree of subjectivity, despite having defined criteria. Diverging diagnoses regularly occur.

There are countless different psychodiagnostic tests, some of which are surprisingly expensive and cost more than 1000€. Their usage differs greatly among cognitive behavioral therapists. Some will give you such a big pile of paper that you will need a whole afternoon to fill it all out, while others never use any questionnaires and simply ask directly what they want to know.


The question “why?”

Once a diagnosis has been made, the next topic of interest is usually the question: “Why do I have this psychic disorder?” A very general answer exists, that is often given when no other is at hand: the “biopsychosocial model”. The basic idea here is that a mental illness is the consequence of several negative factors coming together.

Bio = physical factors, such as genetic vulnerability, damage to the brain, hormonal disturbances, etc.

Psycho = mental factors, such as personality, belief system, automatic dysfunctional thoughts, inner conflicts, etc.

Social = environmental factors, such as family relationships, social integration, traumatic experiences, etc.
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But technically, this model doesn’t really provide an “explanation” about how psychic disorders develop. It only states that all sorts of things could be relevant, and that there are probably multiple ways by which it might happen. But how exactly?

What originally caused this time-consuming obsessive urge to count all things on the street in Mrs. X, because of which, she always comes much too late to her appointments? Trying to reconstruct something like this is like having a difficult crime case to solve. Detective Columbo always looks for three things in his murder cases: the motive, the opportunity, and the method. The behavioral therapist also looks for three things: the disposition, the trigger, and the maintenance.

( 1 )   DISPOSITION

Besides genetics, it’s about the question, which life experiences had a very strong influence on a person, so that he or she later developed a psychic disorder. In CBT, the focus usually is on central beliefs that were the consequence of those past occurrences. For example, the belief “I must never say ‘no’ to a request, otherwise I’m a terrible egoist”, can lead to living a very stressful life. Those who rigorously follow such an idea are often exploited and overwhelmed with the fulfillment of countless requests - with burnout being a common result. The analysis of the biography now either reveals crucial events which may function as a plausible explanation for this absolutist thinking - or not. If not, then the behavioral therapist may take all those little information snippets, form them into a creative story, and hope that no one will ask too many critical questions.

( 2 )   TRIGGER

“Trigger” means the critical event that directly starts a symptomatology. In some cases, it’s not very difficult to identify, such as when a person barely survives a plane crash, and afterwards develops symptoms of post-traumatic stress disorder (PTSD). Such a causation usually seems plausible to most people. But unfortunately, these things are rarely that obvious.

Let’s take people who suddenly get panic attacks on a regular basis - seemingly out of nowhere. This is a very common phenomenon, and it always raises the question: why is this happening at this exact point in time, and not 2 weeks earlier or a year ago? What is the immediate trigger? In most of these cases, neither a plane crash nor any other traumatic event preceded this. The common answer of CBT to this mystery may seem a bit disappointing and general - it’s: “accumulation of stress factors”. And if there should come a person with panic attacks, who actually lives a very calm and stressless life, then a certain explanation for this can sometimes be heard in CBT offices, that (for the convenience of the therapist) cannot be disproved: “unconscious stress”.

( 3 )   MAINTENANCE

The next question is: why do psychic disorders not simply go away by themselves, but persist for months or even years? A few things that maintain such problems - from a CBT point of view - you have already encountered. 

Depression: social isolation and passivity, which leads to a lack of positive reinforcement. Social skills deficits, which makes contact to other people troublesome and unsatisfying. Self-harming automatic thoughts, which causes events to be seen in a negative light.

Anxiety: avoidance and security behavior, which prevents the observation that specific things are not as dangerous as they subjectively appear.

In most cases, however, the “reinforcement” of symptoms must be determined individually to find the maintaining factor. So, what exactly makes it so hard for the anorexic girl to eat a blueberry muffin? What is the “gain” of refusing to eat and losing weight? Those motives are usually more complex than just “being thin and looking pretty”.

One additional thing is also true: sometimes, symptoms unexpectedly just dissolve. After quitting the horror job with permanent overtime and a devilish boss, quite a few people with depression recovered even without undergoing cognitive restructuring or some other CBT magic.


Therapy goals

A special feature of behavioral therapy is the definition of specific goals. When a therapist asks a patient in the first session about his or her wished-for therapy results, the answers are often: “better sleep”, “no more anxiety” or “greater self-esteem” - very plausible things.

However, in his sweetest fantasies, the behavioral therapist dreams about answers like this one:
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In behavioral therapy, goals are considered as “good”, when they are precise, achievable, reaching them depends only on yourself, and the progress is measurable.
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Good: precise, measurable, and under the own control. The desired outcome: being less anxious in the future.
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Being happy unfortunately isn’t a thing that’s directly under the own control, but can only be achieved indirectly. However, what would have to change in life to make one feel better? 
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Good: a cognitive goal, where it’s about changing the usual automatic thinking. Although, it might be more difficult here to measure the progress as in the case of behavioral goals, it is quite typical for CBT.
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The problem with this goal is not your gigantic nose. It’s the unfortunate fact that you only have direct control over your own behavior, but not over the feelings you evoke in others. But how about another goal: getting better at making contact with women, and being able to act assertively? What … that’s not enough, you say?
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Good: precise goal, with the progress being measurable.
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Well, whether this is a realistic goal or not may be debatable. There are mothers out there, who would make even Buddha himself freak out. Why not plan something a little easier first?






In his office, a behavioral therapist is confronted with all kinds of different issues. Sometimes, there comes a wife who basically just wants to rant about her husband, or a husband who basically just wants to rant about his wife. Those people often hope for nothing more than an official confirmation from the “expert”, that their partner is completely nuts. Every now and then, men show up who recently cheated on their girlfriends, got caught, and were forced by their partners to go to a psychotherapist. Here, the interest in other women is expected to get exorcised, and the cheater to be transformed into a loyal male. However, the motivation for undergoing psychotherapeutic treatment is mostly exclusively on the side of the betrayed. In many cases, there’s a desperate guy sitting nervously on his chair, whose face silently expresses the unmistakable message: “Help me! Please let me go, friend!” There indeed are many instances, where behavioral therapy may not be the best solution to a problem.






[image: ]

[image: ]

[image: ]

The punishment for the Tinder affair with Maria: off to the expert for crazy behavior! Why couldn’t it just have been a simple slap in the face?






There also exist people who have great difficulties in defining a precise goal for their psychotherapy. In such cases, therapists like to ask the “miracle question”. It goes like this: “Imagine that a fairy comes at night and performs a miracle. By this, the psychic problem, that led you to this psychotherapeutic office, was dissolved. However, you didn’t notice it because you were asleep. The next day: what are the things that make you realize that your problem has disappeared?”

If things go well, then this question inspires people to develop ideas for worthwhile changes in their lives.

However, if the answer is “I realize the miracle by not needing a therapist anymore”, then the question didn’t bring much progress.


Interventions

Once the therapeutic goals have been set, there remains the question of how they are to be achieved. For this, a behavioral therapist will suggest certain therapeutic techniques - “interventions”. These are often tailored for specific problems, like for example, “exposure and response prevention” for the treatment of OCD, or “worry exposure” if someone suffers from a generalized anxiety disorder. The CBT classics, that you will meet most often, you already know by now: confrontation of anxiety-provoking stimuli, cognitive restructuring, training of social skills, relaxation and mindfulness exercises.

But this is only the tip of the iceberg. Let’s have a brief look at some of the things with which therapists came up in the last 50 years.

IMPLOSION

Implosion is flooding, but with one difference: the phobic situation is only confronted in the fantasy. The imagined scene is drastically enhanced, so there’s not only a spider shower, but it’s more akin to “I’m a Celebrity...Get Me Out of Here!” - spiders and other scary creatures crawling into every opening of the body while being trapped in a coffin. The enhancement is the compensation for the fact that you can do this exercise while comfortably sitting on the chair in the therapist’s office.

THOUGHT STOPPING

Technique for interrupting rumination. Clap your hands and shout “Stop!” to give yourself the signal that this senseless brooding has to be over now. Experts don’t have to shout anymore, but stop themselves just by visualizing a “Stop”-sign.

METACOGNITIVE TRAINING

Made in Germany: classical cognitive therapy under a new trendy name. “Metacognitive” means “thinking about the thinking”. The special target audience: patients with psychosis or depression.

PROBLEM-SOLVING THERAPY

This is a kind of guided brainstorming about how an undesired as-is state could possibly be transformed into a desired should-be state. For the therapist, this can become hectic - he or she stands at the flipchart and has to quickly write down all the voiced ideas.

ASSOCIATION SPLITTING

Another German thing - a relatively new technique for treating OCD. The aim is to weaken mental association chains like “red - blood - HIV” by training the brain for new, harmless associations such as “red - love” or “blood - orange”. This is done by reading those word connections over and over again, and visualizing them.

SYMPTOM PRESCRIPTION

Also called “paradoxical intervention” or “reverse psychology”. The therapist directs a patient to perform the problematic behavior. For example, students with procrastination issues are not allowed to learn at specific times. In theory, this ban now raises the desire to bite into the forbidden fruit. If it doesn’t go as planned, then this official extra-time gives birth to a whole new generation of World of Warcraft characters.


CBT in Germany

What happens in CBT might be quite similar from country to country. But the circumstances vary, such as how easy it is to find a qualified therapist. If you like to compare the therapeutic care of where you live with another region, then here is a brief description of how it is in Germany.

If you are interested in getting a CBT treatment in Germany, you are basically in a good spot. This is because in this country you usually don’t have to pay anything for it as it’s covered by public health insurance. The downside of this is that “free therapy” sounds very good to a huge number of people, which leads to a serious shortage in available appointments. Many patients tell within the first phone call, that they have already contacted more than 20 psychotherapists, all of whom had told them they would have to wait for several months to start a therapy. Since people usually seek out psychotherapy in times of crisis, even 2 weeks of waiting time can feel like an eternity.

A few years ago, the results of a survey were published in Germany: according to this, the average waiting time in 2017 was 20 weeks [25]. While in big cities you only had to wait for about 3 ½ months, in some rural areas it was more than half a year (fewer psychotherapists live there). These numbers are not CBT exclusive and also include other psychotherapies, such as psychoanalysis.

There’s an everlasting conflict in Germany about this issue: psychologists, psychiatrists, health insurance companies and politicians argue about what might be the true reason for those enormous waiting times. The most common criticism towards the psychotherapists is that they would conduct too few therapy sessions per week, would give preference to patients with minimal problems to the disadvantage of the seriously ill, and would eternally delay the end of therapies, instead of quickly taking on new patients.

However, from the point of view of many psychotherapists, the problem lies in the fact that there are too few “Kassenzulassungen”. Imagine these as some kind of German certificate, which enables the therapist to get paid for conducted psychotherapy sessions by the public health insurance companies. But these certificates are limited in number - every city or region has its fixed maximum. That means: one psychotherapist (often older in age) first has to return his Kassenzulassung to the pool, then another therapist (often younger age) can get one - the amount of available psychotherapy stays the same. The argument now is that if more of these certificates would be given out, then more offices could offer psychotherapy, and therefore the waiting times would be lower.

The opposite of free therapy is paid therapy. This clearly sounds less attractive, but that is what can be offered by all those psychotherapists who didn’t succeed in getting a Kassenzulassung, even though being highly trained professionals. Therefore, in most German areas you will meet two types of therapist’s offices: those offering “free” treatment to patients, with the downside of them having to wait for an eternity for it to start, and offices where you have to pay for it yourself, but with the advantage of getting an appointment maybe as early as the next day. Since a single session of CBT in Germany costs about 100€, for the majority of people, this isn’t really a choice.

A unique thing in Germany is that it’s allowed for nearly everybody to offer psychotherapy. All you have to do to get permission is to pass a 28-item multiple choice test about health basics, providing proof that you haven’t been a criminal in the past, and have a public health official certify that you don’t seem to pose a threat to the health of the German population. Therapists of this kind often have very well-designed homepages. Because of that, it can be very hard for patients to distinguish between experts and non-experts. Maybe the phone number you just called belongs to a therapist who finished university with an academic title, spent hundreds of hours in CBT training workshops and supervision sessions, and finally passed the difficult German state exam for psychotherapists. However, it could also belong to a person who only watched some CBT videos on YouTube before creating a professional homepage and offering this service to the public.


A little CBT story

How does it feel to work as a cognitive behavioral therapist? That probably depends on many different things, such as the kind of patients that typically come to your office, and their individual expectations. Recently, a CBT colleague from Munich wrote a little text about his subjective impressions from work. His intention was to tell his friends how wrong their views about psychotherapy are. Here is a translated version:

THEY DON’T COME FOR TALKING

[image: ]When I occasionally get into a conversation with non-psychologist about psychotherapy, I am often amazed at their fantasies about what happens in such an office, and who are the men and women that go there. The views on patients are sometimes grotesque as if being taken directly from a bad joke. For example, that it’s people who think they are Napoleon - or a chicken. People who sat down on the office floor, and with loud clucking trying to lay an egg. Cartoonic weirdos.

You also meet many other stereotypic views, like that patients usually were very lonely, and would visit a therapist for the single reason of having at least one “friend”. Another of those views is, patients would come to have a place for crying. Since family and friends could no longer stand the constant whining, patients at some point would want to switch over to a professional listener, whose most important qualification in this scenario it is to not run away.

How I wish all this was true! That the only expectation of me as a psychotherapist was to take the role of a silent muppet with the single task to sit around and watch people “let it all out”. It would probably be the most easily earned money in the whole health sector.

The reality in my CBT office is quite different. Often, a patient within the first minutes already lists all the symptoms that he wants to have removed by the expert. For example, the constant feeling of being close to suffocating, what apparently isn’t caused by any kind of physical illness. His doctors didn’t know what to do anymore, and praised CBT as a true wonder therapy that will heal him in no time. Or a student with the wish to be cured from his long-time procrastinating. On the Internet he read that CBT was a “scientifically based method with high effectiveness” for virtually all psychic problems. The psychotherapist is now expected to transform the unmotivated into a well-oiled learning machine. 

After having stated what is wanted, and maybe already having placed the payment of 100€ on the table, a patient takes a relaxed state in his therapy chair, and silently looks over as if to say: “Please start the treatment now, doctor. I am ready. If it should be necessary for you to obtain further information about me, I am willing to answer the questions you might want to ask.” Occasionally, however, you can meet the clear statement that one doesn’t want to give any info about his private life and wishes for the conversation to be limited to the absolutely necessary medical aspects.

When I watch Hollywood movies in which patients in a psychotherapy are pictured, it all seems so different. It always looks like these are desperately longing for a place to talk about their life, irrespective of any possible symptoms. When the therapist after 50 minutes taps on his wristwatch to indicate the end of the session, they seem to be very satisfied, as if it was exactly that what they hoped to experience - and a bit sad, because they now have to wait for a full week to continue telling their story.

Let's jump back into the reality of my daily work. A businesswoman, around 50, comes to the office and tells that she was lacking energy and motivation for the last few months. Her doctor told her to go see a cognitive behavioral therapist. She straight out admits that she has a very low opinion of psychotherapists in general, but since these symptoms interfere with her work, she sees no alternative but to follow the orders of her doctor. She asks for a precise specification of what “is” the therapy, that is, what will the exact content of those 50 minutes every week be, and by what mechanism that is supposed to make her depressive symptoms go away. Neither the vague description that an individual therapy plan based on an analysis of her life situation has to be created, nor a detailed overview on CBT methods in general may convince her. Unfortunately, there’s also no apparent wish to “just talk and let’s see where it takes us”. At the latest after saying the words “cognitive restructuring of dysfunctional thoughts” it is clear that this woman will never come back.

A therapist in my neighborhood - a female psychoanalyst - once told me about a lady who has already come to therapy sessions for over 10 years. In therapy, they chat about politics, philosophy, men - and this lady just loves it so much that she probably will come for another decade. This story suggests that patients of this kind do exist somewhere. In my CBT office, people at the end of the very first session are sometimes astonished that at minimum a second session would be necessary for them to make progress in solving their problem. Didn’t the Internet say “short-term therapy”?

In their CBT training, young therapists in Germany often get told by their supervisors, that the first 10 sessions of therapy are basically there for getting to know each other. Up to this point, not much therapeutic change has to have happened. This message sounds very good to trainees, and is thought to reduce the inner pressure that is quite common among them. The problem, however, comes from the fact that their later patients don’t know about this “10-session”-rule, and often come with a different expectation. It’s getting even more difficult, when patients have to pay for their therapy themselves. 5 minutes of a session cost a solid €10, which is why the personal progress is sometimes watched very critically during the discussion: “Do I feel any better already?”, “Did I get any important insights worth the money?”. People who have their Euros flying out of their wallets with every passing minute often appear less interested in slowly establishing a “therapeutic relationship”, and rather ask for precise instructions about what to do to reduce their symptoms. But what instructions could that be?

People often come to my office like pilgrims in search of a guru, who they assume to have a mysterious secret knowledge, and whom they now want to ask an important question. For example: “How do I get rid of my binge eating attacks?”, “How may I stop these terrible thoughts from showing up in my mind?”, or “Why do I become totally awake again when I lie down in my bed?”. Since there is rarely a really good answer to questions likes these, the visit often leads to disappointment. If the psyche was a car, and you would look into a random CBT textbook for a guide about how to replace a defective injection pump, the preciseness of the instruction would often go like this: “Initiate the replacement procedure. Use tools that are suited for this task. Evaluate your progress.” Then the chapter ends.

How less stressful all this would be if my role as a therapist was indeed just to listen to stories about egoistic husbands and wicked wives, and here and there join in with an empathic “Oh, my goodness!” - just like my friends are imagining it. But as long as there’s the omnipresent advertising message: “CBT - highly effective techniques for defeating psychic problems”, many come to meet a mechanic for a quick-fix, and not somebody to talk to.


The future of CBT

“We must slowly come to an end.” That which applies to a session of CBT also applies to this book. Have a nice week, see you next time.

Oh, you want to hear something about the future of CBT? Well, here’s a picture with a cautious guess about how therapy may look like in 10 years from now:

[image: ]

At first glance, a psychotherapy without the necessity of a human psychotherapist would have a lot of advantages: lower costs (or even none at all), availability 24/7, and the option of skipping the search for a parking spot in the therapist office’s neighborhood. The idea isn’t new: already in 1966, the German-American computer scientist Joseph Weizenbaum created ELIZA, a simple computer program that does conversation in the style of a Rogerian psychotherapist. It basically only asks questions or encourages its discussion partner to keep talking. When asking “how do I get rid of my depression?”, ELIZA suggests “have you asked somebody else?”. Although this answer might be a bit disappointing, at least it’s free of charge.

Today’s dominant fantasy about automated therapy unfortunately isn’t a genius therapist AI anymore. It’s less spectacular: psychoeducational software (e-health) that provides information about mental illnesses, instructs CBT techniques like correcting dysfunctional automatic thoughts, while letting users protocol things like the actual mood or amount of self-harming behavior. Examples for software like this are “Deprexis” in Germany, or “Beating the Blues” in the UK. Even if this, at the moment, isn’t thought to completely replace the visit at a real human therapist, some influential people in the health sector already dream about this being the case within the coming decades. 

Another question regarding the future of CBT is: “will there be a fourth wave?” A critic could ask: “was the third one still CBT?” Maybe yes, because several third-wave therapy schools include cognitive and behavioral techniques. Or maybe no, because it’s central concept of mindfulness is so vague that it collides greatly with basic principles of the original philosophy, such as measurability, or putting a focus on behavior. In one very speculative scenario, disappointed first-wave-CBT oriented therapists start a revolt and declare the fourth wave to be a renaissance of the first one. The first symbolic act probably would be to throw tons of raisins into a river.

But maybe the best guess is that in the near future nothing big will change in CBT. Because - why should it? Since nearly all you read about the therapy expresses a general satisfaction with it, a revolution is not on the horizon.
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