DEVELOPMENTS IN CBT
SOME BASIC PRINCIPLES
“Cognitive therapy is an approach based on the underlying theoretical rationale that an individual’s affect and behaviour are largely determined by the way in which he structures the world.”         Beck
“Men are disturbed not by things but by the views which they take of things.”                     Epictetus

CBT proposes:

· Rather than an event or situation, it is our attitudes and assumptions which largely determine    our emotions and behaviour.

· The same situation can evoke different emotions in different people.

· The aim in counselling is to work with the client’s idiosyncratic ways of appraising situations, affect, behaviour, physiology.

SOME FACTS ABOUT CBT
· A good therapeutic relationship is essential.

· Client and therapist work collaboratively (using ‘guided discovery’) to see if there are alternative ways of perceiving things.

· CBT does not discount the past.

· Counselling is structured, problem oriented and evidence based.
· Homework is an important facet.

· CBT has a normalizing emphasis.

· CBT has a wide range of applications and is effective with individuals, couples, groups and families - and different levels of education, age-groups etc.

· There is an emphasis on ‘self-help’ with the client learning to become his/her own therapist.
SOME MISCONCEPTIONS ABOUT CBT
· No account is taken of early experiences/childhood.

· CBT is not concerned with emotions.

· CBT is about thinking more positively.

· Only the most intelligent clients will benefit.

· CBT is prescriptive and directive.

· CBT is a ‘quick fix’.

· The therapeutic relationship is not important.

(NB. CBT recognizes the relevance of Rogers’ conditions of therapeutic personality change, especially acceptance, congruence and empathy. While they might not be seen as ‘sufficient’ they are absolutely necessary!)
OVERVIEW

· Assessment is an important part of the therapy.

· Use a specific example to introduce the cognitive model using the ‘hot cross bun’.

· Use guided discovery/Socratic questioning.
· Conceptualisation is key – develop a hypothesis with the client – keep developing.

· Work at 3 levels of belief, interweaving between past and present:

Automatic thoughts


Underlying, conditional assumptions


Core beliefs (schemas)

· Use cognitive and behavioural interventions to help explore/challenge/develop new beliefs.

· Work with client on ‘relapse management’.

ASSESSMENT

From the beginning of an assessment session we are developing the therapeutic relationship and starting to hypothesise about a conceptualization/formulation. 

If appropriate, explore suitability for cognitive therapy, introduce cognitive concepts and help the client identify realistic, measurable goals.

KEY AREAS OF ASSESSMENT

1. Problem-focused information:

    a. 
Presenting difficulties - negative emotions, automatic thoughts, problematic behaviours*.   

    b.  Baseline measures - frequency, duration, intensity.

    c.  Triggers - external and internal triggers to the difficulty.

2. Broader background information: 

     a.  Family

     b.  Life stresses

     c.  Vulnerability factors

     d.  Medical history

     e.  Previous therapy

3. Interpersonal information:

     a. View of self, others and the world.

     b. Hopes and fears for therapy.

* Physiology?

COLLECTING SPECIFIC DATA

Can you think of a time recently when x happened to you? What/where/when?

Try and put yourself back in that situation. 

     *  On a scale of 1 – 100, how would you rate the anxiety (for example) you were feeling    

         at that moment?

     *  What was running through your mind?

     *  What were you telling yourself?

     *  What pictures did you have in your mind’s eye?

     *  What were you feeling in your body?

     *  Anything else you were aware of?

GUIDED DISCOVERY

An investigative process whereby the client and the counsellor work together in a collaborative way to see if there is a different way of seeing things. It involves asking questions in order to understand the client’s point of view and help the client to discover alternatives. 

The Socratic method is the key method of guided discovery, which uses systematic questioning and inductive reasoning.

CONCEPTUALISATION (FORMULATION)

A cognitive conceptualization or formulation represents an overview which is a hypothesis open to testing and verification. It drives the therapy and helps the client answer such questions as: ‘Why me?’ ‘Why now?’ ‘Why doesn’t the problem go away?’ ‘How can I get better?’

PURPOSE

· Helps the client understand and explain experiences and reactions from a compassionate perspective (i.e. ‘We all do things for a reason…’). 

· Helps the therapist understand the client experience from the ‘inside out’.

· Reveals choice points for change.

· Can be used to make predictions about the outcomes expected for interventions and experiments.

FEATURES

· Identifies key cognitive factors that maintain problems (automatic thoughts, underlying assumptions and core beliefs).

· Links beliefs, behaviours, emotional reactions, life experiences, physiology.

· Collaboratively developed with the client:


*  Derived in session.
            *  The client provides the information.
            *  Constructed, discussed, tested and modified, based on client data and experience.

A TYPICAL SESSION FORMAT

1. Review of client’s mood/brief update.

2. Negotiate/agree agenda.

3. Review last homework assignment.

4. Session target/s. The main part of the session, using therapeutic skills and cognitive techniques.

5. Devise/agree new homework assignments.

6. Session feedback – what was helpful/unhelpful/what s/he will take from the session.

DIFFERENT TYPES OF COGNITIONS

AUTOMATIC THOUGHTS

The most immediately accessible thoughts which run through our minds automatically and involuntarily. 

The ‘downward arrow technique’ helps unpack the meaning of negative thoughts:

· What’s so bad about that?

· What does that mean to you?

· What does that say about you?

· What would others think of you?

· What does that say about your life/your future?

· What is the worst that could happen?
UNDERLYING ASSUMPTIONS

‘If …then’ operating principles or rules which generalize across situations.

· Achievement: ‘If I don’t do everything perfectly then I’m a failure.’

· Acceptability: ‘If I smile when I am angry then people won’t get upset.’

· Trust: ‘If someone disagrees with me they don’t like me.’

· Control: ‘If I attack others then they’ll keep away and I’ll be safe.’

They bind us to maladaptive patterns, maintain therapeutic impasse, and blind us and our clients to the possibility of change.

CORE BELIEFS

· Helpless core beliefs: I am powerless/weak/needy/a failure/not good enough.

· Unlovable core beliefs: I am unlikable/unattractive/bad/bound to be rejected/alone.

CORE BELIEFS

         I am…        Others are…         The world is…               The future is…

DEPRESSION

‘The common cold of psychiatry.’ (Seligman) There is a 50% probability of relapse after one episode; 70-80% after 2-3.  Among the severely depressed, 15% eventually commit suicide. 50% of depressed patients also have an anxiety disorder.

CLASSIC COGNITIVE THERAPY MODEL (BECK)

· At the core is the idea that vulnerability to depression develops through the acquisition of cognitive schemas concerning stressful or traumatic events in childhood.

· When a person is subjected to situations reminiscent of the original traumatic experiences s/he may then become depressed.

· Once activated the system colours the process and content of thinking in such a way as to perpetuate low mood and other symptoms of depression.

· Beck’s ‘cognitive triad’ is a central feature: negative and distorted views of self (‘I am useless.’); of the world (‘Nothing ever goes right for me.’); and of the future (‘It will always be like this.’).

· The vicious cycle of depression:

                                     Negative thoughts

   Low mood                                                            Reduced activity

PROCESSES WHICH MAINTAIN DEPRESSION

· Perceptual bias – noticing and recalling information congruent with depressed mood; screening out information which is inconsistent (the brick in the wall!).

· Attributional bias – negative events are attributed to oneself; positive events are attributed to external factors.

· Memory processes – reduced ability to recall specific incidents from the past; reduced access to positive memories; high frequency of intrusive memories of past traumas.

· Information processing biases – rumination*; lack of metacognitive awareness (i.e. the ability to see thoughts as thoughts rather than reality) poor concentration; indecisiveness; slowed thinking; memory deficits.

· Strategic maintenance processes - Elaboration, e.g. rumination, worry, preoccupation

                                                                 -Avoidance, e.g. distraction, keeping busy, suppression

* Rumination: depressed clients report spending 50-75% of their time ruminating, often in the form of ‘Why?’ questions and evaluative (judgement) rather than process-focused (how/what).  To them it appears beneficial and necessary in order to understand:

What caused their depression.

Bad things which have happened.

How they could have done better.

How to solve problems.

How to prevent future mistakes and failures.

N.B. Exercise and WAS are the first ports of call before considering thoughts.

Making the Most of WAS: Useful Questions for Therapists

· At what points in the day does the client feel best? Worst? 

· What activities are associated with ups or downs in mood? 

· How much time is given to potentially “P” activities? Is life all work and no play?

· Conversely, are there signs that things that need to be done are not being 

     done?

· How wide a range of activities is reported? 

· Is there a mixture of obligations (e.g. work, childcare, domestic tasks), social activity, physical activity, relaxation?

· Is there a balance between nourishing and depleting activities?

· How does the day compare with the pattern before the patient became depressed? What has been dropped? Or become less satisfying? What are the reasons for this?

· Are there discrepancies between what might be expected and what the patient records (e.g. activities which might be expected to have good A or P ratings but don’t)?

· If so, how come? 

· What can you pick up about the patient’s thinking/assumptions/beliefs?
Take into account:

* pattern of activity (e.g. no time for self)




* ratings (e.g. only using the extremes)




* self-judgement (e.g. “I didn’t do enough”)



* reactions to the task (e.g. apologising for handwriting)

ANXIETY

ENVIRONMENT

Threat                                                       COGNITIONS

                                                     e.g. self – in danger/unable to cope 
                                                            others - threatening 

 world - unpredictable

BEHAVIOUR                                                                                                         PHYSIOLOGY                   

e.g. avoidance                                                                                                          ‘fight, flight or      hypervigilence                                                                                                                freeze’
                                                                                                                          e.g.  adrenalin surge

AFFECT/EMOTION
                                                             e.g. fear

PANIC ATTACKS

People who suffer from panic attacks tend to do so because they misinterpret bodily sensations as indicative of imminent physical or mental catastrophe. Safety behaviours and selective attention maintain the disorder. The aim is to remove this tendency to misinterpret symptoms.

1. Identify catastrophic interpretations of bodily sensations.

2. Generate alternative non-catastrophic interpretations of bodily cues.

3. Test out the validity of catastrophic and non-catastrophic interpretations by discussion and behavioural experiments.

GENERALISED ANXIETY DISORDER

The typical worrier with GAD worries about the possibility that something ‘bad’ could happen (What if…?). They tend to seek reassurance, depend on others for support and attempt to keep themselves safe from perceived risk. Comorbidity with other disorders is common.

Type 1 Worries: Focused on external daily events

Type 2 Worries: Worry about worry (e.g. ‘I could go crazy with worrying.’)

TECHNIQUES TO STOP WORRYING

· Identify the worry. Be specific. Is there anything I can do? If yes – do it. If no – accept this and use techniques to stop worrying.

· Interrupt the process of worrying – distraction/activity/shift focus of attention.

· Write down the worries.

· Count the number of worrying thoughts rather than becoming involved in their content.

· Use worry-busting images – bin them, file them, put them in a bubble etc.

· Have a planned worry time each day.

· Invent new endings for old worries.

· Practise mindful meditation – learn to observe the worries without judging them or taking action: thoughts are just thoughts.

SOCIAL ANXIETY
Social anxiety has many variations, is equally prevalent in men and women, and often begins in late adolescence. It can lead to low self-esteem, depression and substance abuse.

THOUGHTS IN SOCIAL PHOBIA

· Concern about what others think.

· Concern about social performance.

· Attribution of responsibility for failures to self.

· Thoughts about escaping from social situations.

· Thoughts about physical manifestations of anxiety: e.g. blushing, shaking, sweating.

CRUCIAL FACTORS

· Decreased attention to the social environment.

· Increased self-focused attention and imagery.

· Information biases towards negative evaluations, exaggerated or catastrophic interpretations.

· Underestimation of own performance compared with that of others.

STAGES OF TREATMENT 

· Derive idiosyncratic model.

· Carry out behavioural experiments (see below).

· Shift attention to observation of others.

· Interrogate social environment.

· Deal with anticipatory anxiety and post-mortem.

· Construct a veridical social self-image.

· Deal with remaining assumptions.

BEHAVIOURAL EXPERIMENTS

Behavioural experiments are planned experiential activities, based on experiment or observation, which are undertaken by clients in or between sessions. Their primary purpose is to obtain new information to help test the validity of existing beliefs and construct and/or test new beliefs. They contribute to the development and verification of the cognitive formulation.

· Active experiments: The client takes the lead role, deliberately thinking or acting in a different way in the problem situation. The client is both ‘actor’ and ‘observer’.

· Observational experiments: The client is an ‘observer’ or data gatherer. This is useful when the thought of action is too anxiety provoking or when more information is required before planning an active experiment.

SELF-ESTEEM

At the heart of low self-esteem lie negative beliefs about oneself. It is not an emotional or personality disorder but rather an element of many different presenting problems. Resolving a presenting problem (e.g. depression/eating disorders/social anxiety) without addressing the underlying negative sense of self may leave the client vulnerable to future difficulties. 

Low self-esteem may be viewed on a continuum of difficulty. At one extreme lie people who experience occasional, relatively mild self-doubt, often in specific situations such as interviews. At the other extreme lie people who experience constant self-flagellation. More positive and realistic beliefs about the self may not just be currently inaccessible but non-existent.

The essence of low self-esteem (the ‘bottom line’) may be understood as a schema – a cognitive representation of the self, which is derived from specific experiences and guides subsequent information processing and behaviour.

CHARACTERISTICS OF CORE BELIEFS

· Global statement of ‘fact’

· Absolute

· Persistent

· ‘Evidence’ based

· Overgeneralised

· Relatively inaccessible

· High affect

· Resistant to change

AND A CORE BELIEF ALSO:

· Is an idea – not necessarily a ‘fact’.

· Is testable (because it is an idea).

· Can feel as if it is true but may be largely or wholly untrue.

· Is rooted in childhood and was the child’s way of making sense of their experience at that time.

· Is maintained by the client in adulthood. He/she recognizes data which supports the belief and ignores or discounts data which disconfirms the belief. (Brick in the wall!)

· Can be changed.

IDENTIFYING UNDERLYING ASSUMPTIONS

In cognitive therapy we are interested in identifying the rules that bind us to maladaptive patterns, maintain therapeutic impasse, and blind us and our clients to the possibility of change.

The basic form of the underlying assumption:

If………………………………………………. then …………………………………………..

They can be seen in our ‘rules for living’ – which may have made a lot of sense when first developed but may not be realistic or helpful in the present, e.g. ‘If I trust then I’ll be hurt.’
RULES FOR LIVING

What are your rules for living?
Think about each of your rules and write down how each one helps you in your life.

Now write down how each rule restricts you in your life.

OUR RULES FOR LIVING
· What words describe the rule, stated as ‘If ……, then ……….’?

· In what way has this rule affected me and what areas of my life have been affected?

· Where has the rule come from? What experiences contributed to its development?

· What have been its advantages? How has it helped me? 

· What would I risk if I gave it up?

· What are its disadvantages? How has it hindered me?

· What would I gain in giving it up?

· What would be a more helpful and realistic rule that would give me benefits but avoid the disadvantages?

· Is there another way of seeing things that is more realistic and helpful in the present (even though the rule may have made a lot of sense when it was first developed)?

· What do I need to do to change the rule?

· How can I test out whether this a new rule is a better one by which to live my life? 

· How would my assumptions change if my rules changed? 

SELF-ESTEEM

1. What do you say to yourself when you are being self-critical?
2. What names do you call yourself when you are angry and frustrated?

3. What were the words people in your life used to describe you when they were angry or disappointed in you?

4. What messages about yourself did you pick up from your parents, other members of your family, friends and other people?

5. If you could express how you feel about yourself in a single statement what would it be?

(Remember that however powerful and convincing this statement might seem, it is usually biased and inaccurate because it is based on a child’s eye view.)

BIASED PERCEPTION

When our self-esteem is low we tend to be quick to notice anything about oneself that we do not like. In comparison it may be hard to recognise anything positive about oneself. 

Think back over the past few weeks and write down three occasions when you focused on what you see as a weakness or failing.

1. 

2.

3.

Now thinking back over the same period of time, write down three occasions when you ignored a strength.

1.

2.

3.

Notice how ‘biased thinking’ reconfirms our core negative beliefs and keeps us thinking that they are facts rather than beliefs.
MINDFULNESS
Mindfulness:  ‘The awareness that emerges through paying attention on purpose, in the present moment, and non-judgementally, to the unfolding of experience moment to moment.’                                                                                                                                                                                                                                                                                                  
                                                                                                                              Jon Kabat-Zinn 

Mindfulness-based Cognitive Therapy (MBCT) is about moving from (for example) ‘Fighting our depression’ to ‘Look – how interesting – here’s one of those thoughts…’

Key practices include

· Mindfulness of the body,

· Mindfulness of routine activities,

· Mindfulness of the breath,

· Mindfulness of thoughts and feelings,

· Mindfulness of physical and emotional difficulties.

It is instruction not therapy.

It is not about relaxation (often being quite the opposite).

It is not about thought-stopping (quite the opposite).

It is not about distraction (quite the opposite).

It is about turning towards what we find difficult: ‘It is not an escape from life but a preparation for it.’

THE ESSENCE OF MINDFULNESS

· ‘Being’ rather than ‘Doing’.

· Non-striving vs striving.

· Approach vs avoidance.

· Thoughts as thoughts vs thoughts as ‘reality’.

· Direct experience vs indirect experience.

· Intentional vs automatic.

CHECKING  OUT ANXIOUS  PREDICTIONS

KEY QUESTIONS TO HELP YOU FIND ALTERNATIVES

What is the evidence to support what I am predicting? 

Do I always expect things to go wrong? Is this a habit?

What is the evidence against what I am predicting?

Am I jumping to conclusions?

What alternative views are there? What evidence is there to support them?

Am I falling into the trap of assuming that only one view is possible? 

Am I exaggerating the true importance of the event/situation?

What is the worst that can happen?

What additional information do I need to arrive at a realistic evaluation?

What is the best that can happen?
Am I coming up with an answer which is just as positive as my worse scenario is negative or are my answers skewed?
Realistically, what is most likely to happen?

Am I being realistic or am I discounting some evidence?

If the worst happens, what can be done about it?

Do I underestimate the resources available to me? 

What personal assets and skills do I have which would help me cope?

What other past experiences do I have of dealing with threatening events?

What can I do to change the situation itself? 

Are such changes being blocked by other negative predictions? 

CASE  STUDY
Alice is a pretty, slightly-built woman in her early 30s. She has a pale complexion and rather lank dark hair. She is wrapped in layers of warm clothes even though it is a mild day.

Alice believes she had a normal childhood. Her father was a long-distance lorry driver so often away. Nevertheless in the home he still expected things to be done his way and became angry if crossed. Her mother was often unwell but didn’t believe in giving in to illness. 

She has 2 brothers: Roger, 5 years older; Jack, 2 years younger. As children, the boys got into trouble but Alice was praised for being a ‘good girl’. She (but not her brothers) was expected to help with chores. Her mother was fond of saying, “A woman’s work is never done!” Alice thinks this is how she came to grow up into “a bit of a perfectionist”.
When Alice was almost 15 her mother was diagnosed with terminal cancer and Alice was kept home from school to care for her and the home. Roger moved to London. When her mother died Alice never returned to school, although she was academically bright. Her father found her a job in a local shop. 
Roger returned home briefly and Alice met his happy-go-lucky friend, Bobby, feeling flattered when he paid her attention. “He could have had his pick of any girl.”  She became pregnant at 16 and her father insisted she married Bobby who moved into the family home. The baby was born prematurely and lived for only 2 weeks. She felt numb but believed she coped well and quickly got back to work and looking after the house. “You’ve got to get on with things.” 
When she was 18 she was “devastated” when Jack left school and joined his brother in London. She felt that everything she loved was being taken away from her and she was terrified of losing Bobby. She became depressed and struggled to cope over the next few years. When her father decided to remarry, she and Bobby moved into rented accommodation. “It felt like a new start.”
For the next ten years “life went on”. Alice was disappointed not to become pregnant again. She suspected that Bobby had affairs but did not pursue this. She did a number of courses and gained some qualifications. Eventually she moved from shop work to being a learning support assistant which she loves. In school she volunteers for anything – “It’s nice to be appreciated.”

In early 2006 she had flu, which was hard to shake off. Her GP said it would go in time. Last September she had another infection and the flu-like symptoms returned. She feels tired all the time “even when I’ve done nothing”; her concentration has started to let her down; there are other “weird symptoms”. Test results showed nothing. “I have wondered if I’m going crazy.” 

Her GP diagnosed depression; “But I had depression before and this feels different.” Bobby is irritable because she doesn’t have the energy to go out except to work, and the housework is not getting done except when she has a better day and tries to catch up. Anti-depressants don’t seem to be helping but she is reluctant to stop taking something her doctor recommends. 
A different doctor has now diagnosed chronic fatigue syndrome/ME and suggested signing Alice off work. She doesn’t know whether this is a good idea or not. “I don’t like letting people down.” She has agreed to a referral for counselling.  “He thinks CBT might be worth trying.”
WHAT IS YOUR FORMULATION?

COGNITIONS      AFFECT      BEHAVIOUR      PHYSIOLOGY

WHAT ARE WE TALKING ABOUT?

CHURNING

STIMULATED

BOTHERED

IMMUNE

ENERGETIC

POISONED

SETTLED
WEIRD

FULL UP

ON FIRE

PARALYSED

SENSITIVE

LOST

WEARY
IRRITATED

AWFUL

SICK
HUNGRY

STARTLED
STRONG

DIFFERENT TYPES OF COGNITIONS

1. AUTOMATIC THOUGHTS

The most immediately accessible thoughts which run through our minds automatically and involuntarily. The ‘downward arrow technique’ helps unpack the meaning of negative thoughts:

· What’s so bad about that?

· What does that mean to you?

· What does that say about you?

· What would others think of you?

· What does that say about your life/your future?

· What is the worst that could happen?

2. UNDERLYING ASSUMPTIONS

We pay selective attention to ourselves and the world around us according to our underlying assumptions or rules for living, which often operate out of awareness.

They are formed mainly from our early experiences and may or may not become revised in the light of experience.  

Often they are conditional and expressed as: ‘If… then’. 

· Achievement: ‘If I don’t do everything perfectly then I’m a failure.’

· Acceptability: ‘If I smile when I am angry then people won’t get upset.’

· Trust: ‘If I trust anyone then I’ll get hurt.’

· Control: ‘If I attack others then they’ll keep away and I’ll be safe.’

3. CORE BELIEFS

Also called schemas, these are the deepest level of cognition, underlying both automatic thoughts and assumptions. They are often expressed in absolute terms.

· Helpless core beliefs: e.g. I am 

weak

needy

a failure

not good enough.

· Unlovable core beliefs: e.g. I am 

unattractive

bad

bound to be rejected

alone.

Core beliefs are not only about the self but about other people, the world and the future.

They tend to be rigid and resistant to change.

GUIDED DISCOVERY:  EXAMPLES  OF  SOCRATIC  QUESTIONING

What do you mean when you say x?

What went through your mind?
What does that say about you?

How did you feel about that?

What was it about the situation which made you feel x?

What memories or images do you have in this situation? 

What did you feel in your body?

Is there anything else you were aware of?

How did you behave?

What else did you think?

What are the advantages/disadvantages of thinking that?

What is the evidence that x is true/ that x is not true?
If x were true, what would it mean to you?

What might you say to a friend in this position?

What is the worst that could happen?


What is the best that could happen?

What does that say about your future?

Is there something you could say to yourself which would be helpful?

How might someone else view you/the situation?

What might you do differently next time?

What would you like to change to make things better for you?

CHALLENGING  DISTORTED  THINKING 

Do you ever find yourself thinking in any of the following ways? These are examples of thinking errors which will have an impact on both our mood and behaviour.

BLACK AND WHITE THINKING

Do you tend to see things in ‘black and white’? For instance, do you see yourself either as a total success or a total failure? If one thing goes wrong does this mean that everything is wrong? This can be seen as ‘all or nothing’ thinking, e.g. “If I can’t do this perfectly then it’s no good.”  Check this out by looking for the evidence, for example, that everything is wrong or that nothing is right. It may be true that some things are wrong or that some improvement could be made in some situations. This is not the same as saying that everything is wrong or nothing is right. Reality is made up of thousands of shades of grey – you (and other people or other things) are not all good or all bad, all right or all wrong.
OVER-GENERALISING

In a similar way do you allow one bad experience to colour other parts of your life? If you fail at something or make a mistake do you think, “I never get anything right”? But just because you fail at one thing it does not mean that you will fail at everything. Perhaps you quarrel with someone and tell yourself that no-one cares about you. This is another example of over-generalising. Where is the evidence? While it may be true there is a problem, it is unhelpful to generalise from one situation. Try to tell the difference between things which are really unpleasant and those which you have ‘coloured black’ by over-generalising.

MENTAL FILTER AND DISCOUNTING THE POSITIVE

Most things which happen in life are not all bad or all good; they are made up of good and bad bits. Do you tend to ‘filter out’ anything positive? If you were making coffee which would you keep and which would you throw away – the coffee grounds or the liquid? In comparison, in life do you focus on the bad bits and ‘filter out’ the good? An example might be: “My life has been just one problem after another.”

In building a wall would the builder choose only damaged bricks and ignore or discount those which are sound or a beautiful colour? If this happened what would the eventual wall be like?  Do you do something similar in your life by focusing on bad experiences and ignoring or discounting anything positive? For example, “Someone paid me a compliment - so what? He was only being kind and didn’t mean it.” This kind of thinking is likely to lower our mood and contribute to depression. 

JUMPING TO CONCLUSIONS or CRYSTAL BALL GAZING
Sometimes we may predict certain things even though there is no supporting evidence, e.g.  “I’ll never be able to do that.” “Everyone is fed up with me.” How is it possible to be so certain? Jumping to conclusions is a very common error; instead we need to look for the evidence or check things out. It is not enough to say, “Well I just know!” Can you really foretell the future or read people’s minds?

CATASTROPHISING
Most of us tend to exaggerate. If something goes wrong you might say, “This is a total disaster and there’s nothing I can do”. You may well be magnifying the problem - as if you were holding a magnifying glass over it. At the same time you underestimate your own ability to deal with the situation - like looking at your own abilities down the wrong end of a telescope. Another example is: “I’ll never get over this.” (Notice the words underlined; language often indicates catastrophising. ‘Everybody’ and ‘always’ are worth looking out for too!)  Search for the evidence. How bad is it really? Is it really the worst thing which could happen? Can nothing really be done? Make a list of things you might at least try.
EMOTIONAL REASONING
Beings human, our hearts can rule our heads! We need to watch that ‘emotional reasoning’ does not lead to problems. Examples might be: “I feel guilty so I must have done something wrong.”  “I can’t prove it but I feel that it’s true.”  Then we need to look for evidence to support or challenge what we feel. And we have a choice: we can continue to feel guilty (or whatever) without good reason or try to work out how else we might be feeling. 

SHOULDS AND MUSTS (and other ultimatums!)
“I should be able to pull myself together.”  

     Such thoughts as these make great

“I must always appear cheerful.”


     demands upon us emotionally and

“I ought to be there for people.” 


      have been described as a ‘tyranny’.

“I have to be the best.”                                                     We can set ourselves up for failure.

This kind of thinking can lead to us feeling inadequate or guilty if we don’t obey. It is more helpful to consider using words like could (I could do it) or choose (I have a choice in what I do). It is also a good idea to forgive ourselves for being human and less than perfect!

LABELLING and NAME CALLING

When things go wrong you may begin to label yourself. For example, having a quarrel with someone means you are a ‘rotten person’. Make a mistake and you become ‘hopeless’ or ‘useless’. Feeling apprehensive makes you ‘a wimp’. But how do you know you are completely bad, or that you won’t succeed the next time around? And your behaviour may be understandable. It can be hard to remember the real person behind the label. 

PERSONALISATION

This error involves thinking that ‘everything always happens to me’! It will, however, refer to unpleasant not positive things. You may think that an accident, for example, is down to your bad luck or is, in some unspecified way, your fault. If someone is upset it must be because of something you said or did. Unless you can prove to yourself – by pointing to the evidence – that what has happened is indeed your fault, then you are making the error of personalisation. You are tricking yourself into thinking that things always happen to you or ultimately must be down to you. This simply is not true; nobody is that important or powerful!

CHECKLIST FOR CHALLENGING DISTORTED THINKING

Do you:
Think in all-or-nothing terms? 








Pay attention only to the negative side of things?                                               

Concentrate on my weaknesses and neglect my strengths? 
Jump to conclusions? 
Mind read? 

Predict an outcome instead of experimenting with it? 
Exaggerate the importance of events? 
Overestimate the chances of disaster? 

Assume that I cannot do anything to alter the situation? 

Totally condemn myself (or someone else) on the basis of a single event? 
Let my heart rule my head to an unwise degree?

Use ultimatum words (musts/shoulds etc) in my thinking? 
Take things personally that have little or nothing to do with me? 

Blame myself for something that is not really my fault? 
Assume my view of things is the only possible one? 

Pose questions that have no answers? 

Expect myself or others to be perfect? 

Use a double standard? (e.g. Other people are OK; I’m not OK.)

Fret about how things ‘should be’ instead of accepting and dealing with them as they are? 

Make sweeping statements? (e.g. ‘The world is…’ & ‘People are…’)

Follow a ‘rule for living’ that might be outdated? (e.g. ‘If I trust anyone then I’ll get hurt.’)

If the above apply, what effect do these repetitive thoughts have on your mood?
SOME BASIC PRINCIPLES
“Cognitive therapy is an approach based on the underlying theoretical rationale that an individual’s affect and behaviour are largely determined by the way in which he structures the world.”                        A. T. Beck
“Men are disturbed not by things but by the views which they take of things.”        Epictetus                                                       

CBT proposes:
· Rather than an event or situation, it is our attitudes and assumptions which largely determine our emotions and behaviour.

· The same situation can evoke different emotions in different people.

· The aim in counselling is to work with the client’s idiosyncratic way of appraising    

            situations



affect
      
behaviour



physiology

SOME FACTS ABOUT CBT

· A good therapeutic relationship is essential.

· Client and counsellor work collaboratively (using ‘guided discovery’) to see if there are alternative ways of perceiving  things.
· CBT does not discount the past.

· Counselling is structured, problem oriented and evidence based.

· Homework is an important facet.

· CBT has a normalizing emphasis.

· CBT has a wide range of applications, is effective with individuals, couples & groups also different levels of education, ages etc.

· There is an emphasis on ‘self-help’ with the client learning to become his/her own counsellor.
SOME MISCONCEPTIONS ABOUT CBT

· No account is taken of early experiences or

    childhood.

· CBT is not concerned with emotions.

· CBT is about thinking more positively.

· Only the most intelligent clients benefit.

· CBT is prescriptive and directive.

· CBT is easy to do.

· CBT is a ‘quick fix’.
· The therapeutic relationship is not 
 important.

(N.B. CBT recognizes the relevance of Rogers’ conditions of therapeutic personality change, especially acceptance, congruence and empathy. While they might not be seen as ‘sufficient’ they are absolutely necessary!)

A POSSIBLE FRAMEWORK
Some basic principles, facts, misconceptions.
Assessment

Conceptualisation (Formulation)

The  A  

       B                     C        Model

The H+B: a model to integrate
· Cognitions

· Affect

· Behaviour

· Physiology

Working with

· Negative automatic thoughts

· Underlying assumptions

· Core beliefs

Restructuring of dysfunctional assumptions and beliefs  -  through cognitive techniques 

                        and behavioural experiments.

OVERVIEW

· Assessment is an important part of therapy 

· Use a specific example to introduce the 

   cognitive model using the ‘hot cross bun’.

· Use guided discovery/Socratic questioning.

· Conceptualisation is key – develop a 
   hypothesis with the client – keep 
   developing.
· Work at 3 levels of belief, interweaving  

   between past and present:

Automatic thoughts


Underlying, conditional assumptions


Core beliefs (schemas)

· Use cognitive & behavioural interventions to explore/challenge/develop new beliefs.
· Work with client on ‘relapse management’.

A TYPICAL SESSION FORMAT

· Review of client’s mood/brief update.

· Negotiate/agree agenda.

· Review last homework assignment.

· Session target/s. The main part of the session, using therapeutic skills and cognitive techniques.

· Devise/agree new homework assignments.

· Session feedback – what was 
* helpful 

* unhelpful 

* what s/he will take from the session.

DIFFERENT TYPES OF COGNITIONS

1.
AUTOMATIC THOUGHTS

The most immediately accessible thoughts which run through our minds automatically and involuntarily. 

The ‘downward arrow technique’ helps unpack the meaning of negative thoughts:
· What’s so bad about that?

· What does that mean to you?

· What does that say about you?

· What would others think of you?

· What does that say about your life/your   

 future?
· What is the worst that could happen?

DIFFERENT TYPES OF COGNITIONS
2.
UNDERLYING ASSUMPTIONS

We pay selective attention to ourselves and the world around us according to our underlying assumptions or rules for living, which often operate out of awareness.

They are formed mainly from our early experiences and may or may not become revised in the light of experience.  

Often they are conditional and expressed as: ‘If… then’. 
· Achievement: ‘If I don’t do everything 
   perfectly then I’m a failure.’
· Acceptability: ‘If I smile when I am angry 
   then people won’t get upset.’
· Trust: ‘If I trust anyone then I’ll get hurt.’
· Control: ‘If I attack others then they’ll 
   keep away and I’ll be safe.’

DIFFERENT TYPES OF COGNITIONS

3.
CORE BELIEFS

Also called schemas, these are the deepest level of cognition, underlying both automatic thoughts and assumptions. They are often expressed in absolute terms.
· Helpless core beliefs: e.g. I am 
weak
needy
a failure
not good enough.
· Unlovable core beliefs: e.g. I am 
unattractive
bad
bound to be rejected
alone.

Core beliefs are not only about the self but about other people, the world and the future.
They tend to be rigid and resistant to change.

DEVELOPMENTS IN CBT

SOME BASIC PRINCIPLES
“Cognitive therapy is an approach based on the underlying theoretical rationale that an individual’s affect and behaviour are largely determined by the way in which he structures the world.”         Beck

“Men are disturbed not by things but by the views which they take of things.”                     Epictetus

CBT proposes:

· Rather than an event or situation, it is our attitudes and assumptions which largely determine    our emotions and behaviour.

· The same situation can evoke different emotions in different people.

· The aim in counselling is to work with the client’s idiosyncratic ways of appraising situations, affect, behaviour, physiology.

SOME FACTS ABOUT CBT
· A good therapeutic relationship is essential.

· Client and therapist work collaboratively (using ‘guided discovery’) to see if there are alternative ways of perceiving things.

· CBT does not discount the past.

· Counselling is structured, problem oriented and evidence based.

· Homework is an important facet.

· CBT has a normalizing emphasis.

· CBT has a wide range of applications and is effective with individuals, couples, groups and families - and different levels of education, age-groups etc.

· There is an emphasis on ‘self-help’ with the client learning to become his/her own therapist.

SOME MISCONCEPTIONS ABOUT CBT
· No account is taken of early experiences/childhood.

· CBT is not concerned with emotions.

· CBT is about thinking more positively.

· Only the most intelligent clients will benefit.

· CBT is prescriptive and directive.

· CBT is a ‘quick fix’.

· The therapeutic relationship is not important.

(NB. CBT recognizes the relevance of Rogers’ conditions of therapeutic personality change, especially acceptance, congruence and empathy. While they might not be seen as ‘sufficient’ they are absolutely necessary!)

Making the Most of WAS: Useful Questions for Therapists

· At what points in the day does the client feel best? Worst? 

· What activities are associated with ups or downs in mood? 

· How much time is given to potentially “P” activities? Is life all work and no play?

· Conversely, are there signs that things that need to be done are not being 

     done?

· How wide a range of activities is reported? 

· Is there a mixture of obligations (e.g. work, childcare, domestic tasks), social activity, physical activity, relaxation?

· Is there a balance between nourishing and depleting activities?

· How does the day compare with the pattern before the patient became depressed? What has been dropped? Or become less satisfying? What are the reasons for this?

· Are there discrepancies between what might be expected and what the patient records (e.g. activities which might be expected to have good A or P ratings but don’t)?

· If so, how come? 

· What can you pick up about the patient’s thinking/assumptions/beliefs?
Take into account:

* pattern of activity (e.g. no time for self)




* ratings (e.g. only using the extremes)




* self-judgement (e.g. “I didn’t do enough”)



* reactions to the task (e.g. apologising for handwriting)

OUR RULES FOR LIVING
· What words describe the rule, stated as ‘If ……, then ……….’?

· In what way has this rule affected me and what areas of my life have been affected?

· Where has the rule come from? What experiences contributed to its development?

· What have been its advantages? How has it helped me? 

· What would I risk if I gave it up?

· What are its disadvantages? How has it hindered me?

· What would I gain in giving it up?

· What would be a more helpful and realistic rule that would give me benefits but avoid the disadvantages?

· Is there another way of seeing things that is more realistic and helpful in the present (even though the rule may have made a lot of sense when it was first developed)?

· What do I need to do to change the rule?

· How can I test out whether this a new rule is a better one by which to live my life? 

· How would my assumptions change if my rules changed? 

COGNITIONS      AFFECT      BEHAVIOUR      PHYSIOLOGY

WHAT ARE WE TALKING ABOUT?

CHURNING

STIMULATED

BOTHERED

IMMUNE

ENERGETIC

POISONED

SETTLED

WEIRD

FULL UP

ON FIRE

PARALYSED

SENSITIVE

LOST

WEARY

IRRITATED

AWFUL

SICK

HUNGRY

STARTLED

STRONG

DIFFERENT TYPES OF COGNITIONS

1. AUTOMATIC THOUGHTS

The most immediately accessible thoughts which run through our minds automatically and involuntarily. The ‘downward arrow technique’ helps unpack the meaning of negative thoughts:

· What’s so bad about that?

· What does that mean to you?

· What does that say about you?

· What would others think of you?

· What does that say about your life/your future?

· What is the worst that could happen?

2. UNDERLYING ASSUMPTIONS

We pay selective attention to ourselves and the world around us according to our underlying assumptions or rules for living, which often operate out of awareness.

They are formed mainly from our early experiences and may or may not become revised in the light of experience.  

Often they are conditional and expressed as: ‘If… then’. 

· Achievement: ‘If I don’t do everything perfectly then I’m a failure.’

· Acceptability: ‘If I smile when I am angry then people won’t get upset.’

· Trust: ‘If I trust anyone then I’ll get hurt.’

· Control: ‘If I attack others then they’ll keep away and I’ll be safe.’

3. CORE BELIEFS

Also called schemas, these are the deepest level of cognition, underlying both automatic thoughts and assumptions. They are often expressed in absolute terms.

· Helpless core beliefs: e.g. I am 

weak

needy

a failure

not good enough.

· Unlovable core beliefs: e.g. I am 

unattractive

bad

bound to be rejected

alone.

Core beliefs are not only about the self but about other people, the world and the future.

They tend to be rigid and resistant to change.

GUIDED DISCOVERY:  EXAMPLES  OF  SOCRATIC  QUESTIONING

What do you mean when you say x?

What went through your mind?
What does that say about you?

How did you feel about that?

What was it about the situation which made you feel x?

What memories or images do you have in this situation? 

What did you feel in your body?

Is there anything else you were aware of?

How did you behave?

What else did you think?

What are the advantages/disadvantages of thinking that?

What is the evidence that x is true/ that x is not true?

If x were true, what would it mean to you?

What might you say to a friend in this position?

What is the worst that could happen?


What is the best that could happen?

What does that say about your future?

Is there something you could say to yourself which would be helpful?

How might someone else view you/the situation?

What might you do differently next time?

What would you like to change to make things better for you?

CHALLENGING  DISTORTED  THINKING 

Do you ever find yourself thinking in any of the following ways? These are examples of thinking errors which will have an impact on both our mood and behaviour.

BLACK AND WHITE THINKING

Do you tend to see things in ‘black and white’? For instance, do you see yourself either as a total success or a total failure? If one thing goes wrong does this mean that everything is wrong? This can be seen as ‘all or nothing’ thinking, e.g. “If I can’t do this perfectly then it’s no good.”  Check this out by looking for the evidence, for example, that everything is wrong or that nothing is right. It may be true that some things are wrong or that some improvement could be made in some situations. This is not the same as saying that everything is wrong or nothing is right. Reality is made up of thousands of shades of grey – you (and other people or other things) are not all good or all bad, all right or all wrong.
OVER-GENERALISING

In a similar way do you allow one bad experience to colour other parts of your life? If you fail at something or make a mistake do you think, “I never get anything right”? But just because you fail at one thing it does not mean that you will fail at everything. Perhaps you quarrel with someone and tell yourself that no-one cares about you. This is another example of over-generalising. Where is the evidence? While it may be true there is a problem, it is unhelpful to generalise from one situation. Try to tell the difference between things which are really unpleasant and those which you have ‘coloured black’ by over-generalising.

MENTAL FILTER AND DISCOUNTING THE POSITIVE

Most things which happen in life are not all bad or all good; they are made up of good and bad bits. Do you tend to ‘filter out’ anything positive? If you were making coffee which would you keep and which would you throw away – the coffee grounds or the liquid? In comparison, in life do you focus on the bad bits and ‘filter out’ the good? An example might be: “My life has been just one problem after another.”

In building a wall would the builder choose only damaged bricks and ignore or discount those which are sound or a beautiful colour? If this happened what would the eventual wall be like?  Do you do something similar in your life by focusing on bad experiences and ignoring or discounting anything positive? For example, “Someone paid me a compliment - so what? He was only being kind and didn’t mean it.” This kind of thinking is likely to lower our mood and contribute to depression. 

JUMPING TO CONCLUSIONS or CRYSTAL BALL GAZING
Sometimes we may predict certain things even though there is no supporting evidence, e.g.  “I’ll never be able to do that.” “Everyone is fed up with me.” How is it possible to be so certain? Jumping to conclusions is a very common error; instead we need to look for the evidence or check things out. It is not enough to say, “Well I just know!” Can you really foretell the future or read people’s minds?

CATASTROPHISING
Most of us tend to exaggerate. If something goes wrong you might say, “This is a total disaster and there’s nothing I can do”. You may well be magnifying the problem - as if you were holding a magnifying glass over it. At the same time you underestimate your own ability to deal with the situation - like looking at your own abilities down the wrong end of a telescope. Another example is: “I’ll never get over this.” (Notice the words underlined; language often indicates catastrophising. ‘Everybody’ and ‘always’ are worth looking out for too!)  Search for the evidence. How bad is it really? Is it really the worst thing which could happen? Can nothing really be done? Make a list of things you might at least try.
EMOTIONAL REASONING
Beings human, our hearts can rule our heads! We need to watch that ‘emotional reasoning’ does not lead to problems. Examples might be: “I feel guilty so I must have done something wrong.”  “I can’t prove it but I feel that it’s true.”  Then we need to look for evidence to support or challenge what we feel. And we have a choice: we can continue to feel guilty (or whatever) without good reason or try to work out how else we might be feeling. 

SHOULDS AND MUSTS (and other ultimatums!)
“I should be able to pull myself together.”  

     Such thoughts as these make great

“I must always appear cheerful.”


     demands upon us emotionally and

“I ought to be there for people.” 


      have been described as a ‘tyranny’.

“I have to be the best.”                                                     We can set ourselves up for failure.

This kind of thinking can lead to us feeling inadequate or guilty if we don’t obey. It is more helpful to consider using words like could (I could do it) or choose (I have a choice in what I do). It is also a good idea to forgive ourselves for being human and less than perfect!

LABELLING and NAME CALLING

When things go wrong you may begin to label yourself. For example, having a quarrel with someone means you are a ‘rotten person’. Make a mistake and you become ‘hopeless’ or ‘useless’. Feeling apprehensive makes you ‘a wimp’. But how do you know you are completely bad, or that you won’t succeed the next time around? And your behaviour may be understandable. It can be hard to remember the real person behind the label. 

PERSONALISATION

This error involves thinking that ‘everything always happens to me’! It will, however, refer to unpleasant not positive things. You may think that an accident, for example, is down to your bad luck or is, in some unspecified way, your fault. If someone is upset it must be because of something you said or did. Unless you can prove to yourself – by pointing to the evidence – that what has happened is indeed your fault, then you are making the error of personalisation. You are tricking yourself into thinking that things always happen to you or ultimately must be down to you. This simply is not true; nobody is that important or powerful!

CHECKLIST FOR CHALLENGING DISTORTED THINKING

Do you:
Think in all-or-nothing terms? 








Pay attention only to the negative side of things?                                               

Concentrate on my weaknesses and neglect my strengths? 
Jump to conclusions? 
Mind read? 

Predict an outcome instead of experimenting with it? 
Exaggerate the importance of events? 
Overestimate the chances of disaster? 

Assume that I cannot do anything to alter the situation? 

Totally condemn myself (or someone else) on the basis of a single event? 
Let my heart rule my head to an unwise degree?

Use ultimatum words (musts/shoulds etc) in my thinking? 
Take things personally that have little or nothing to do with me? 

Blame myself for something that is not really my fault? 
Assume my view of things is the only possible one? 

Pose questions that have no answers? 

Expect myself or others to be perfect? 

Use a double standard? (e.g. Other people are OK; I’m not OK.)

Fret about how things ‘should be’ instead of accepting and dealing with them as they are? 

Make sweeping statements? (e.g. ‘The world is…’ & ‘People are…’)

Follow a ‘rule for living’ that might be outdated? (e.g. ‘If I trust anyone then I’ll get hurt.’)

If the above apply, what effect do these repetitive thoughts have on your mood?

ASSESSMENT

MAIN AREAS TO COVER: 

Inc. predisposing, precipitating and perpetuating factors 
Problem-focused information

What is the problem? 

Recent example (environment/thoughts/feelings/body/behaviour)

Precipitating factors (triggers)

Perpetuating factors
What keeps the problem going?

Coping strategies (inc. safety behaviours)

Developmental history
Early life history

Educational and occupational background

Relationships

Significant life events

General health issues

Medical history 

Psychiatric history

Drug use

Expectations of counselling 
Hopes and fears

Key problems to work on 

Goals

Suitability for short-term CBT

Can access automatic thoughts

Able to distinguish emotions

Can understand the rationale for this approach
Able to form a working alliance

Accepts responsibility for change (inc. between sessions tasks)
Safety behaviours (e.g. avoidance/intellectualizing) are not going to get in the way
The problems are not too severe

Practical issues
Contracting

H+B EXAMPLE

Explain model inc. down arrows. 
Event/trigger: Pressure at work (in a bank) Been signed off with stress. 
Could be EAP work or a GP referral.
C: It’s stupid to be like this. I should be able to cope.

On a scale of 0% – 100% where 100% is coping perfectly, how well do you believe you are coping?         

20%

And when you say ‘It’s stupid to be like this’ what do you mean by ‘like this’?

C: I feel like it’s all too much; it all builds up.

What exactly is it that builds up?
C: The demands and the pressure. There are customers waiting to be served and not enough staff to do it. 
So when you’re in that situation what are you thinking?

C: I’m worried I can’t do it; to be accurate as well as quick.

So the feeling is worry and the thought is ‘I don’t think I can be accurate as well as quick’?

C: Yes.

What else do you feel in this situation?
C: I get frightened of making a mistake. And then I can begin to panic.

When you’re feeling frightened and panicky what’s going on in your body?

C: I’m not sure. I know I get hot and my heart pounds.

Anything else?

C: I can feel breathless.

So when you’re hot and breathless and your heart is pounding, what is going through your mind?

C: I’m wondering what’s wrong with me. I try to smile to hide it from the customers. I don’t want them to think I’m useless.

Is that what you think, that you’re useless?

Yes.

And you try to hide it from the customers. How else do you behave?

C: I try to hurry as much as I can. 
How well do you manage to do that?

C: I go all fingers and thumbs! And this last time I started to shake.

What was going through your mind when that happened?

C: I was telling myself not to be so stupid. The customers are always in a hurry and impatient. I’ve got to get on and do it.
How were you feeling?

C: In a panic. I could feel it building up like a pressure cooker.

So you felt it in your body?

C: Yes. Somehow I managed to get through the day but then I went off sick.
Have you ever had a similar experience?

C: I don’t think I’m a very relaxed person. I’m always hurrying. And I hate getting things wrong.

I’m wondering how you learned to be that way.

C: I had to be that way when I was little. There were 5 of us and I was the eldest. My mother expected me to do things. I didn’t want her to shout at me.

So when you were little you learned to be quick and accurate so that you weren’t shouted at. It sounds like you are still trying to live by that rule.

C: I don’t want to lose my job.

Is that the worst thing that could happen?

C: I think so but I’ve got to the point when I dread going in to work. 
What do you say to yourself when you feel that dread?

C: I know it’s going to be awful. I don’t think I’ll be able to do it. I don’t know if I’m going to be able to go back and that worries me.

What is the best that could happen?

C: That I’ll stop being so useless! 
Is there something you could say to yourself which would be helpful?
Exploration of what the H+B tells the client.

Alternative ways of looking at the situation.

SCAT TRAINING

Introductions (acknowledge sources/confidentiality/responsibility/books)

Awareness exercise

Flip
Their understanding of CBT

Flip
What they want from the 2 days
OHP
A possible framework (explain Formulation – to practise p.m.)

Flip 
Developments diagram

OHP
Some basic principles 
OHP
Some facts about CBT

OHP
Some misconceptions about CBT

FLIP
Assessment

Flip
A - B - C
Cognitions/Affect/Behaviour/Physiology exercise

W/B
H+B example

Guided Discovery – Socratic Questioning

H+B practice

Discussion

OHP
Different types of cognitions – NATs/Assumptions/Core beliefs – spotting them in the H+B example
Rules for living exercise

Conceptualisation case study

FLIP
Other formulations: vicious daisy/Tarrier

WAS homework

Debrief

Relaxation ?

SCAT TRAINING Day 2



Feedback from last week (inc. WAS homework)
OHP

Overview

W/B

H+B – Beginning to develop a Formulation/Conceptualisation

  What then?



e.g. Panic attacks
- Education: F/F/F





- Sensory awareness (attention outwards)




- Relaxation, esp. breathing




- Safety behaviours (Vicious Daisy)





- Behavioural experiments





- Cognitive rehearsal


e.g. Depression
- Exercise





- WAS





- Thinking errors





- Thought record I (cp. H+B)





- Thought record II

Flip
Underlying assumptions – Rules for Living


Reality checking
Flip

Mindfulness

Thought monitoring with Compassionate Mind Training

MINDFULNESS
Mindfulness:  ‘The awareness that emerges through paying attention on purpose, in the present moment, and non-judgementally, to the unfolding of experience moment to moment.’                                                                                                                                                                                                                                                                                                  
                                                                                                                              Jon Kabat-Zinn 

Mindfulness-based Cognitive Therapy (MBCT) is about moving from (for example) ‘Fighting our depression’ to ‘Look – how interesting – here’s one of those thoughts…’

Key practices include

· Mindfulness of the body

· Mindfulness of the breath

· Mindfulness of routine activities

· Mindfulness of thoughts and feelings

· Mindfulness of physical and emotional difficulties

It is instruction not therapy.

It is about ‘being’ rather than ‘doing’.

It is not about relaxation (often being quite the opposite).

It is not about thought-stopping (quite the opposite).

It is about thoughts as thoughts rather than thoughts as ‘reality’.

It is about approach rather than avoidance so is not about distraction (quite the opposite).

It is about turning towards what we find difficult.

It is not an escape from life but a preparation for it.

Allen and Knight in Gilbert (ed.) 2005: ‘Compassion’, (p. 245-7):
“The practice of mindfulness allows a person to be aware of what is happening at the present moment, rather than being caught up with thoughts that are often projections of the future or analyses of the past. The key element of mindfulness is to be attentive without responding.” 
Mindfulness requires a non-judgemental state of mind which is different to the state of mind through which most of life is experienced. This has been characterised as two mental modes: the ‘doing’ mode which is goal driven, and the ‘being’ mode, in which thoughts or feeling are observed and allowed simply to pass through the mind without being responded to.

“Mindfulness practices are designed to provide a means to change these mental modes, by choosing what one is going to attend to, and how (i.e. in which mode) it will be attended.”
The practice of mindfulness offers the chance to:

*
Experience living in the present

*
Observe how certain states of mind lead to certain reactions, both physical and mental.

*
Identify the pattern of thoughts, feelings and bodily sensations that characterise a particular state of mind.

*
Identify the consequences and utility of one’s responses.

