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Psychotherapy: Selection,
Assessment, and Focus

For some of those seeking therapy. experiences that are a normal part of Life, such as
bereavement, pregnancy and childbirth, changing jobs, difficulties in personal
relationships, marriage, or divorce, have served to reveal the limits or precarious-
ness of their previous ways of going about their lives. Such patients are best treated
while the crisis is recent or current, support being combined with therapy aimed at
correcting the fzulty assumptions or strategies that led o the difficolty. For others,
the decision to seek therapy is based on the recognition that their physical
symptoms are psychologically caused. or follows their experience of prolonged or
repeated depression and anxiety, or the recognition of their inability to control
aspects of their lives. Others, again, may feel more generally that life in some
important way is not procecding well, or that something is missing

It is the responsibility of the professionals to whom such people go to be sure that
the patient who asks for therapy is an appropriate case for it, and, if he is. to offer
the best available kind. In suitable cases, decisions must be made whether to treat the
individual on his own. in his natral group {couple or family), or in a therapeutic
group. Only individual therapy is being considered in this book. Approaches o
group therapy and to marital therapy are reviewed in Ryle (1976 and 197%9¢). If in-
dividual therapy is indicated, it is an unfortunate fact that the type ol treatment
offered will depend much more upon the predelictions of the professional than upon
the nature of the patient’s problems. In an ideal world this would not be the case,
and the period of assessment would be devoted to deciding upon the method most
appropriale for the particular case. In the integrated appioach being described in
this book, which aims to get closer to this ideal, the decision whether to olfer
therapy and, if so, in what form, is usually left to the end of the two-to-four sessions
of the assessment period

SELECTION FOR PSYCHOTHERAPY

The first purpose of assessment is to exclude from treatment people too well to need
help, people able to get enough help {rorm the assessment peried to proceed on their
own, and people suffering from conditions not amenable to therapy. This tast group
may include those sulfering from organic illnesses producing psychological symp-
toms, such as thyreid disorders, as well as those too emotionally disturbed to
be able to make use of therapy. The second purpose of assessment is to determine
what kind of help wo offer. given the available resources and the nature of the
patient's difficulties,

The process of excluding unsuitable pattents is. unfortunately, less easy than it
might appear, because some patients with severe difficulty can make good use of
therapy, while others with quite minor problems can prove very difficult to help. It
is, however, certain that the risk of harming the patient (and of exhausting the
therapist) is far greater where the patient has extensive difficulties, where his
current relationships with others are markedly impoverished, or where there i1s no
history of any remembered good figures from childhood or of any sustained good
relationships since, In addition, patients with serious addictions or with personalities
marked by much envy and destrucriveness are difficult to help. The magical
dependency. or the disappointed fury, provoked by psychotherapy in unsuitable
cases of this sort can destroy what capacity the individual may have achieved for
managing some kind of life in the world. Drug therapy, institutional care, and other
forms of management may enable same of these sicker patients to use therapy later,
and a few can make use of therapy that is very carefully limited, both in scope and
durauon. Only a few intrepid workers atiempt psychotherapy with schizophrenics;
in manic depression, on the other hand, psychotherapy may be helpful, although #
is not possible during markedly depressed or manic phases.

STARTING THERAPY

As far as possible, patients should be seen in a reasonably comiortable room that is
free from interruption, and the seating arrangement for patient and therapist should
he al the same height, the most comfortable angle between the chairs being about
15", which avoids both eyeball-to-eyeball confrontation and parallel staring into
spitce: that is to say, it leaves eye contact possible but not compulsory. At the first
eeling, the wme and duration of firture appoinumnents should be speb out clearly, If
une has prior knowledge of the patient from the referring soucce, this should be
indicined at the start of the first session. [nitial meetings will be for assessment, and
this 100 should be made clear on the understanding that discussion will take place
abonr plans at the end of this period. The therapist working privately will spell out
Ins expuectations about fees at this point. and patients may indicate the extent of
then insurance cover or other resources. If individual therapy is offered and
aceepted after assessment, further discossion will then rake place which will ontline
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the proposed upprosch, sgree on A lbse ol tieget issues, and will either set a
termtatsan dute or arrange tmoconsider that dote al some syreed podne. The
therapist may also at this time tell the patient about any anticipated breaks in
treatment. I{ patients need weatment other than individual work, then
arrangements for referral will be made. Any changes in practical arrangements
should be communicated in a businesslike way, in the recognition that, if an
important transference relationship develops, such changes may be felt as conveying
miesnimey that will need o be discossed

Most patients knnw, of discover tar pliemmeeives, e wny i e thie s M.I'
imatially, some need encoursgement. I the therapisr 5 @ doceor, the patient s
wpsumpzions may ke formed by his experience with doctors treating fum for physical
tHnrriehers ard he ookl expect the intervievs to be highly soructured. 1 the therapis
i gerimg @ patient who b not heen assessed psychistrally, be will need 1o nl4zin
an scdequatedy full pocoont of the phtient’s history 2nd present prychistric staius. To
get this history withour setting wp e miedical mterviewing stereotype, especially
when patients have beer relerl for therapy and are probably sultabli, obe b
hegin with usatructured interviewing, in which the patent is encouraged 10 give his
cwn sccount of T troohbe, history, and expectstions for treatmint with' mimbod
prompting. This account can then be supplemented by direct questioning in thiase
areas not covered. In the course of this unstructured interviewing. the thirapist can
both abserve the putient’s style and begin to shape the conversation towards a
concern with meanities uisd feelings as well as facts, and towards the acknowledge-
ment of mixed feelings, a process that will be aided by his conveying a non-critical

coepnce. o what s said, The generul imseroction fo " say. Wharcyer comes Wto
v fmind”” seeme o Htle value w0 me, and even in mtetdve peyohoena e
treatment i omust e Bonsured misre i the breach than m the olbservance

However. by attending to hesirancies or non-sequitors, by noting connections
between apparently disjointed communications. and by mviting the patient to pause
and think more about the meanings and implications of particular statements, the
therapest can enabie the patent 1o gealize the wabie ol souch assocletive thinking
In tho comrae of the-assessment period, the theespise nesds e lormea prelmmary
by porthisls abeait the prtlent™s diffaculiies, snd wo offer & problem ariented necount of
then Lo the pationt, Dhecien thete frst sessions, the patient i declrmg his trouhles
undd the therapist s offering 2 5_1|!|T5.'|.|_- nf his warew At the vl o the msessmend
period both should be imos positiog W0 dgree zhoart whinl pight be sttempted
topether. This disoyssicm will | belleve, be cloarer where the theragst phiures his
gmumnismiss. and methods exphcitly with the panent There can be no omiversy
srratogy for these mestings but, for the mot part, the therapist shicaild - I ihe
patien w talk in His own lecms, intevening onky b prompe of claribe amd omly
oecasbomally making e owe oomtribnion This conpribvaiicn w, however, wTy
pmpoetant: # Has one gin o make ol whon the patient bas said somethmg (ETEITIR
ihit 18 b miy, somakehing that the patlent did ot knee (o disl e ko thae b
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knew). If the therapist can do this, and if the patient can hear what he says and see
that it is of value, then therapy can usually proceed.

During these sessions, and those that may follow, the therapist will not, however,
be solely dependent upen his ability to get things night. A great deal of his impact is
due to the situation and is common to therapists of many different attitudes and
beliefs, and doubtless also to witch-doctors, selicitors, clergymen, and many others
The experience of being carefully attended to by someone regarded as an expert
produces, in the patient, a renewal of hope, an increase in self-esteem, a sense of
being permitted, and often relief from loneliness and the sense of failure and shame.
These effects, often called non-specific yet in reality specific but common to many
approaches, are of genuine help, offering containment w the patient which relieves
his disabling anxiety and enables him to think more clearly about his difficulties.
They are the result of any attention that is genuine (people will soon see through
rittial gestures, however) and to some extent they continue to operate throughout
therapy , but they may include elements of magical hope and the hidden wish ta
band over responsibility and control to the therapist, which must be countered if
regressive dependency is to be avoided.

By the end of the assessment sessions, the therapist will have discerned how far
his patient has realistic hopes of, and 2 genuine motivation for, the process which he
can provide

GOALS OF THERAPY: GENERAL AND SPECIFIC

The general goals of interpretive psychotherapy can be summarized as follows,

fa) That the patient should know the meaning of his life and his history
accurately, as opposed to accepting the atcributions or versions of others, as opposed
to denying his own feelings and intentions or to translating them into symptoms,
and as opposed to states of numbness or confusion

{b) The patient should have satisfactory control over his acts, as opposed to
feeling powerless or to repeatedly acting contrary to his intentions

{c) The patient should have realistic and appropriate beliefs abour himself and his
social reality, as opposed to negative or inaccurate beliefs or 2ssumptions

(d) The patient should take realistic responsibility for himself, as opposed to dis-
claiming responsibility on the one hand, or omnipotently claiming it on the other

{e) In his emotionally significant relationships with others, the patient should be
capable of mutuality and openness, as opposed to being limited by, or feeling
preaccupied with, questions of control or defensiveness.

() The patient should be able to live his life according to his desires and
intentions rather than by evasions, restrictions, or compulsions,

The achievement of these goals involves both “*destructuring’' and the elabora-
tion of new precedures. Destructuring involves the questioning and abandonment
of ineffective understandings and strategies of living, and must precede the
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development of new and more satisfactory modes. It is accompanied by anxiety and
confusion, and can only be faced if the patient can sense that the therapist, as a
person and through the understandings he conveys, is with him. Restructuring
demands the acquisition, in the context of this human experience, of new under-
standings and new ways of acting. Psychoanalytic approaches have paid most
atrention to the destructuring process, while behavioural and cognitive approaches
have emphasized restructuring. The [ocused, active, integrated therapy proposed
here, which may be labelled, after its origins, cognitive-analytic therapy, attempts to
combine the strengths of both,

While the general goals discussed above serve o indicate the direcuon of change
that is desirable, in formulating the detailed goals of an individual therapy one is
more concerned with the identification and eradication of the oéstacles to these
general goals. We do not usually have to tell our patients how to live, although to
indicate that perhaps they might live more fully is helpful; but we are always
concerned to help them overcome the ways in which they are currently stopping
themselves from living, The individual goals drawn up at the end of the assessment
of a patient need to describe the aims of therapy in terms of these obstacles, and to
define the obstacles as far as possible in ways indicating possible alternatives or
necessary changes. The aims of therapy will, therefore, include overcoming blocks
or distartions on perception or understanding. assisting [uller access to leelings and
personal meanings, changing negative self-referrant assumptions and judgements,
describing self-identity and strategic scripts of which the patient is not aware, and
identifying traps, dilemmas, and snags. In discussing therapy in these terms with the
patient, one is explicitly offering him access to the model of his difficulty which one
is using in the conduct of the therapy; this reinforces his self-understanding and his
self-control, and diminishes the likelihood that he will seek to hand over all
responsibility to the therapist. It is usually helpful to discuss explicitly both the aims
and the model at an appropriate level of detail. and I personally prefer 1o write the
goils down

Target problems described in this way provide a conceptual framework for
therapy and also serve as a basis {or rating progress at intervals. Formulated in this
way. they point empharically to the ways in which the patient’s patterns of belief,
conceptualization, and action are responsible for his difficulties, and they show him
that, to lase symptoms and to alter his experiences and increase his control, he must
revise his underlying procedures, Such revisions may be encouraged by many
different means, including explanation, instruction. confrontation, the encourage-
ment of dilferent forms ol behaviour. teaching forms of self-chservation and self-
control, and the interpretation of the transference. Tn addition to these methods, 1
believe that the act of sharing the concepts and the model with the patent is itsell
therapeutic. Kuhn (1962), by describing how scientific progress is held up because
of the reluctance of scientists to discard old, familiar, but restrictive paradigms,
offered to scientists a chance to become more aware of, and (o puard against, this
reluctance, which reflects the universal human need to maintain v more or less
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stable representation of the world, and an understandable unwillingness to discard
understandings which have served in the past. By formulating the general goals of
therapy in terms of changing assurnptions and strategies, the psyvchotherapist can. in
the same way, {ree his patients from their restrictive paradigms and help them
elaborate more adequate ones

The task of making sense in this way of the patient's account of his difficulties
and of reformulating them varies in complexity The recognition of negative
assumptions or of a conditional or precarious sense of self-esteem is usually quite
evident from the patient’s story and also from his demeanour during the early
sessions, although patients will often present themselves in these respects as il they
were describing their personalities rather than their difficulties, and the therapst
may need to identify these aspects of sell-description as problematic and potentiatly
changeable. Difficulties over experiencing and expressing feelings, and defensive
strategies, may or may not be easy to detect; attention must be paid to whar is not
said and done as much as to what is, and much will depend upon the human style
and sensitivity of the therapist A full discussion of which treatment method to use,
and how to combine them, is deferred to Chapter 10, by which time different
therapeutic procedures will have been described

THE INFLUENCE OF THE SETTING

The decision about whar method of treatment to use cannot be taken solely in terms
of the patient’s problems; it must aiso take into account the therapist's skills and
setting, In a formal psychotherapeutic sitvation, this will be relatively simple, but
much valuable counselling and therapy takes place in other contexts with profes-
sional workers whose roles are more general. General practitioners and social
workers are easily accessible to troubled people, and they are therefore frequently
their first resource. Many of them accept counselling and therapy in some form as
being an aspect of their work. Traditionally, the main response has heen a
supportive one, through the provision of a [riendly ear and the offer of encourage-
ment through difficule times. In many sitwations this is an appropriate and adequate
response but it is not always helpful. Just as the long-term use of tranquillizers and
anli-depressants to treat symptoms of emotional stress is, [ believe, harmful, in that
it provides a pseudo-medical label for lile problems, so in some cases the provision of
long-term supportive care can be equally habit-forming and equally irrelevant to the
solution of the patient's problems. Most doctors and social workers will. of course,
carry a few patients in their care whose lives are so troubled and whose personalities
are so lragmented that leng-term supportive care 15 appropriate; but, even for some
ol these, and certainly for the far more numerous ordinary troubled or moderately
neurotic people, and for those struggling to adjust to everyday losses and stresses, 1
helieve a brief. more explicit psychological intervenuon, aimed at extending the
patienc’s skills and capacities. would often be preferable.

Such an approach involves the setting aside of encugh time to make a proper

S
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initial assessment; but the understandings so gained allow Tater interviews to be brief
and focused. The form ol explanatory framework affered in this book, describing
problems in terms of aims, procedures, assumptions, defences, traps, dilemmas, and
snags, is a suitable one for work in these contexts, although the focus of the inter-
vention will often be more restricted than would be the case in 4 formal psychother-
apeutic situation. For example, if psychotropic drugs are being prescribed to control
symptoms such as anxiety attacks or depression, the patient can also be given
written instructions on self-monitoring his mood changes (see next chapter). This
procedure aids diagnosis by adding information about the circumstances of the
attacks, and it can also incresse control of symptoms, Other symptoms or problems
may respond to simple behavioural methods, and many people, given clear descrip-
tions of their problems in terms of the concepts of traps, dilemmas, or snags, can
manage their lives better without much [urther support being reeded.

A more problematic question arises in respect of the translerence, and the use of
transference interpretations as a means of therapy (see Chapter 9). If strong feelings
develop in the patient’s or client’s relationship with a doctor or social worker (and
this can happen where long-term support is given) or if such transference feelings
are made the main focus of treatment, then 1t 15 very difflicult to provide general
medical care or to carry out starutory social work responsibility, because the real
and the metaphoric aspects of the relationship will become inextricably entangled
For doctors, moreover, the possibility of highly emotional and sexual feelings deve-
loping in the translerence would make physical examination of the patient inappro-
priate. An understanding of how transference may be manilest is therefore of
umportance to all professionals, not least because it can occur in situations other
than a psychotherapeulic one; but therapy based upon its encouragement and inter-
pretation should only be carried out in an explicit and exclusive contract, which
means that other forms of care must be carried oul by somebody else

CASE HISTORY EXAMPLES

Both David and Anne were given written instructions in the form of the *‘personal
therapy file’” (see Chapter 14), which consists of descriptions of how to consider and
list symptoms, how to recognize unwanted beliefs and behaviours, how to monitor
unhelpful thought patterns and how to recognize traps, dilemmas 2nd snags Anne
and David had also done repertory grid tests (see Appendix); these will not be
further discussed here, but the completion of them and the discussion of the analysis
of their grids probably served to heighten their awareness of patterns in their
relationships At the end of this assessment period, their thoughts, as provoked by
these procedures and the first sessions, and as recorded by them in their personal
therapy file, and mine, as formed in the course of the sessions and [rom the results
of the test procedures, were the basis upon which we drew up a list of treatmem
goals These goals were recorded and formed the basis of rating scales, as follows
Each problem or issue, as it was at the time of the first consultation, constituted the
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mid-point of a verrical visual analogue rating scale, Subsequently, at points
indicating the date, deterioration or improvement were recorded by making marks
on a =20 mm vertical line, labelled at the bottom ““worse’". and at the top with the
treatment aim. These goals are described succinctly in terms of symptoms, beliels or
assumptions, traps, dilemmas, and snags

Dauvid

David’s list of problems read as follows:
1. Depressed mood; aim, to be normally cheerful and energetic.
2. Not feeling in control of my life; aim, to have a sense of appropriate control over
my life
3. Nort able to work; aim, able 10 work effectively
4 Sfidness and anger over Patricia; aim, to complete the mourning process
5. Trap (a version of the placation trap) seli-uncertainty, leading to adoption of a
helpful, placatory role, leading to a sense of my own needs being unmet, leading to
resentment or childish reactions, leading to feeling bad about myself; aim, to assert
my own needs while recognizing those of others
6. Dhlemma: either guilty and submissive gr amiably controlling in relation to
others; aim, more mutual terms
7. Dilemma: #f dependent, ¢ber not in control; aim, able to control by adequate
autonomy and mutuality, while risking some dependence on others
8. Dilemma: {f submitting to others, £her not cross; aim, able to assert own needs
and delend them if necessary
9. Snag: diminishing my own life a5 i needing to expiate lor my parents’ divorce
and father’s depression; aim, able to take control over life without guilt

In the session at which this problem list was assembled and discussed, the last
point, already raised in the second session, as reported in Chapter 4, and discussed at
other times, was discussed once more, as follows

AR About the snag, I fell that operating very strongly when you were talking abourt
your work [ had the feeling that you were giving away in advance any chance of a
good degree. which didn’t seem a realistic prediction of the effects of one term’s
impatred work. It secrned to me to be a way of saying, ‘‘I"'m not going to claim that™’,
which implies the possibilily that you would feel guilty of things seemed 10 be going
well. Now, | know it’s very hard, if you don’t sort of immediately {eel that’s right, to
know whether it is.

DAVID: Well, I've actually thought along lines like those before, especially recently, hut
before too, T mean, trying to work out why something’s gone wrong, when the
capability was there to make it go completely right, and I wanted to know why

AR: Mayhe the ““why’’ was because you arranged it that way?'’

DAVID: Well, once these sort of pitlalls started becoming apparent time after time after
time, you are bound to think like that

Anne

Anne’s list of target problems was as follows:
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1. Preoccupied with the fear of nervous breakdown; aim, to be no longer scared
2. Suffering from depression and hopelessness at tmes; aim, a normally hopeful
mood (this description was unsatisfactory, for at the first rating she felt that she was
feeling her depression more, while feeling Zess hopeless)
3. Tnability to trust others; aim, able to trust appropriately
4, Compulsive carelaking; aim, to be able also to be dependent in 2 mutual way
5. Unhelpful thought cycles with depressive origins and depressive outcomes; aim,
control over depressive thinking
6. Social isolation trap: being self-isolating, keeping distance from others, leading to
perception of others as being unfriendly, leading to further self-isolation; aim, to be
able to extend friendships and social contacts.
7. Trap: self-deprivation maintained as a means of relieving inappropriate guilt;
aim, proper self-care and self-permission
8. Dilemma: #f feeling helpful and effective, ¢#en imagining the future death of one
or other parent, with the responsibility for the survivor, leading to guilt and depres-
sion; aim, a more realistic view of responsibilily for parents
9. Dilemma: either helpful and controlling {the preferred role for self) or dependent
and potentially crazy; aiin, murtunlity in relationships.
10. Dilemma: if loved. then fecling trapped and guilty: aim, able to accept love and
care without feeling the loss of freedom or guilt
11. Dilemma: if striving for perfection, then stressed; if not striving, then guilty;
aim. to be able to work from interest, ambition, pleasure, and for realistic ends.
12, Snag: avoiding fully achicving. enjoying, claiming, or having, a life, as if own life
i5-af the cost ol my mother 't oam o e able woocliom oy e

This role ol |:;||I|._1|||I priilt celief evadinp I M [y, wid 12, was deacribed by
Anne on her therapy file as lollows

| el guilry and 1 feel | do ot desvive beve and affection when everything woeTsiA fo1 he

golne well; when | lsave all, or amy, ar these | destroy if e leel miserable, usloved,

alone, and tha evorvihimg o gong belly, it 1 leel comb st that | b jpat whial |
deserved, and feel my guilt disappearing.

These lists of aims for David and Anne represent bald summaries of the work of
the first sessions, work consisting essentially of elaborating on their presenting
surmotoms and trandoeming dwem o descripoons thar (dentify the inderiving
,.:,-5.-.....|;.|iur.n__ pattermy of action, traps, dilersmas, and snags. We can now conaider
how these translitiong are related to the busle madel of the procedural script, imd
how they provided the basis for planning treatment

David

In David’s case, his depressed mood and work difficulty were linked together,
constituting one potentially self-maintaining process, whereby negative assump-
pioms, aegative predictoms, sod negative  retrospective eviduations of hin et
firrmanite Hie ksl 0 his mivine on trving. with the development of catastropli
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predictions about the future effects of this state. When he was first seen, he had
already missed some weeks of work, and he had failed one assessment exercise. so
there was a serious issue in reality. This was tackled from the first interview by:

{a) arranging to write te his tutors. The discussion of this revealed some aspects
of David’s self-deprecation; he had dismissed his past good grades as undcserved., he
was reluctant to expose his weakness to them, and he felt that my ceriificate ol
impairment would constitute an unfair advantage However, after discussion. 1he
offer was accepted;

(b) he was encouraged to plan 2 work programme which was initially minmmal,
and to record his progress on this, increasing the requirements only when he had
achieved the set tasks appropriately;

{c) he was encouraged to visit tutors and plan with them the best use of his
hmited current capacity;

{d) T argued with him that his estimation of the long-term effects of his present
state was unrezlistically gloomy

These steps were intended to forestall and reduce any possible negative reaclions
from tutors, and to help him plan tasks which he could achieve, and from which
therefore he could begin to rebuild some positive evaluation of his capacity, and
meanwhile help him deal realistically with the implications of his current state.

The issue of being in control of his lile was far-reaching in its implications, In
relation to this one, he had written as follows, in his personal therapy file.

Foidor ot evvitteod ary onién Bl s maich i sommie poaple agmeur 1o coneral shelr) Basbcally, |
can’t cate ahoul thae, though. the potat here & thar by my own scaiwdards | don't con
nider Whidl Liks enimghe. D don "t hefieve Inomysell sossngh o do b D dont ofien pet snors
wath myll, thooggh, bt | useally snd ope by Teslimg sad ghome i1, 1 don’'s emean Rl mow

Emear by [ bond oo thisk that T lave o hove o resson for dolog dhisga, 10 theee ln'i
w sufficesn feen | s deyphean, or lind b2 viery sddfieialy, | weims Biive e Hisre o 18
| tond s think that, unless | cin benels oilien by whar T ddo, whaciver 1 adoom fiss

valuable; T doubr, and T think 1 have always doulted, myself so strongly. I[ the only
person who will benefil from an action s me, then [ doubt che value of it

From this account. it is clear that David’s procedural scripts were based upon
negative self-judgements. and upon eliciting validation from his relarionship with
others.

His sadness 2nd anger over Patricia’s loss was, in part, an appropriate response 1o
a loss, and to the unkind way in which it had occurred. The sense of it having
““happened to him’’ increased his depressive passivity, although he also recognized,
with hindsight and self-blame, thar he had contributed to the event. The depth of his
response suggesied that the implications were wider; it was seen as being linked
with his general dependence on others for his self-definitions and this, in wrn, led to
a consideration of the possible implication of his separation, at the age of lour, from
his mother. It was as if he had assumed, from that first experience, that *if you
depend on orhers, they will leave you’’. This prediction was confirmed when his
ficst important relationship ended, but he had rapidly replaced 1that one wit))
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Patricia. At the strategic level of his relationship scripts, David recognized how the
options open to him in relationships were limited to those summarized in the
dilernmas listed as Nos. 6, 7 and 8 As regards No. 7 in particular, he felt very
unhappy at being incompetent and needy. and he had not been able to seek the
support of any of his close friends, although for many of them he had, in the past
been a heiplul perscn

In plannisg [ivsd’s treatment, Lhe control of the depression in the way described
above wis chelirly the first priority. The other issnes were more extensive in their
implications, hiit the [ormulations made of them served to link together the two
isses which htowghr him into treatment: the problem of not being m control of his
Hiv, und the problem of his extreme reactieh o Pairicin™s depirture. A tedatmiest
nlan way trade o the hasis of his early Tormulstions, determined dls by the Lace
it cirthy @ livdeesd amonne of me was available for bim o see me, A conmc) was
inle |1..| thie |-.'ri“l:| {irieker 11 moaths) daring whith he was i'|.'|:i'|."’|‘| E ] Teigacic [NES
it ferinbghtly inteevals These imtorvals were determined m part by my availabihivy
but reflected also my feeling that David needed to experience coping on his own. It
was hoped that this treztment plan would enable David to control his depression. o
resume work, and to start some exploration of the wider issues. In view of the
exrent. and long-term nature. of these. | also suggested that he should subsequently
join a therapeutic group In the event, he did not do this, and I saw him individually
for a few spaced-out sessions after a gap of 5 months.

Anne

Anne soughit belp with teo probletna: o biee of @ heevous bgeakdoan ang depres
s, She wsed seli-pomdforing o understand and control ber degressive thinking,
with good effect. She had not redlized bedore the exirnt and exagperied nanive of
smany. ol the thongheswhich socompanied her lipses: into anxiety or depression, Ton
Follkgwing are exumples of puch thoughts lisoed i hér persinal theapy Rl thicy
were collected over a period of one week.

1. | get sudden, or sometimes continuous, physical symptoms to do with anxiety,
usually these are located in my right temple; as tension develops, I feel that my
brain is disintegrating and splicting up, being hammered or beaten. This develops
into feeling that 1 am having a nervous breakdown. | associate these moods with my
mother’s breakdown; this thought then leads to more fears and the feeling of
actually having a breakdoem,

2. When [ haven’t kel anv tension for a while, I wonder if I can stili remember
what it's like This produces a mood change and ] get some comiort out of this,
because 1 feel worried if I go for periods without the tension, feeling 1 am under-
going some other physiological change, which is also symptomatic of a nervous
hreakdown That makes me depressed because it indicates how pervasive and time-
consuming my fear is; then I think I'm a hopeless case, and T wonder how T’
sucvive ife if 1 continue in this fashion,
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3. Any thoughts about my family produce z mood change
4. I feel a bump on my head and I imagine it’s cancer and feel tense,
5 Feeling tired, I tell myself I should go to bed. The thought of sleep makes me
think of mother’s last breakdown. which occurred in the night
6. 1 hear an ambulance and immediately think of mother being 1aken off to
hospital.
7. [ clean my teeth and look at myself in the mirror and I wonder il [ look strained
and old and think about myself.
8. Often, watching a film on television, I can become depressed or anxious; usually
where the people are free and happy and everything is marvellous. | feel lonely and
scared that I can never be like that.
8. Quite often, having thoughts like this leads me to think that to think in such a
distorted way 15 to lead to a nervous breakdown, therefore I cannot win

Anne’s difficulty in trusting and its manifestations in therapy have already been
discussed in Chapter 3, and was related also to the social isolation trap (problem 6),
The description of her compulsive caretaking represents my summary of her pre-
terred role; it describes an inferred, restrictive relationship script. The dilemmas
listed as problems 9 and 10 reler 10 the same issue. Basically, Anne preferred giving
to receiving because, in her terms, to receive implied powerlessness and guilt. In
terms of the PSM, her repertoire of available means was limited to dichotomized
role alternatives. Problem No. 11, her perfectionist work attitudes, describes a
characteristic which she herself had regarded in the past as normal and virtuous or,
at least, necessary, but which I saw as being related to the effects of an unduly harsh
and critical self-judping script. The description of her snag (No. 12} and of the
associated dilemma (No. 7) gave her an explicil understanding of her guill and
negative actions which she had not had previously

As in the case of David, therefore, the work of the early sessions had converted a
passive state of suffering intc a preliminary understanding of the underlying issues,
Anne’s relatively severe distress and her clear ability to work effectively in therapy
made her a suirtable case for treatment, and she was offered weekly sessions for a
period of about 8 months. the extent and exact duration being left for later discus-
sion. In the event, after a 5 month gap, a second period of weatment was piven.

The emphasis in this chapter, and throughout the book is on focused therapy.
with goals or aims agreed between therapist and padent, after initial assessment
meerviews. 1 believe this to be a suitable model for most therapies, particularly for
bricf ones. It is clearly an improvement on the totally undirected approach carica-
tured in the comparison made between psychoanalysis and Columbus’s voyage to
America: namely, when he left he did not know where he was going; when he got
there he did nat know where he was; when he returned he did not know where he
liel been; but he knew he had had an experience. However, it must be said at this
jwini that, [or some people, the need is for just such an uncharted voyage, and for
them the premature impesition of focal aims would be inappropriate. I am not
cerlain whether T can describe clearly how one can recognize these patients.
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altheugh in procvice | usually Bed it obvios during the first hour or 30 ol contac! I
think there are two factors beres the patients themselyes are usially people whie leel
incompletc in some way, out of touch with, but aware of, something v:lllluhi-.- in
themsclves, perhaps as the result of a failure to mourn for the loss of an unpertant
peeraiin, perhaps from some early semne of hoving **gone undergroand”™ doe (o ot
heing recognized for whoi they were. The secomd faetor 18 i e way they nae the
early sewwons, and (s o tramsberence o tPAnsleiehl elernmterirjneference  nani
festation {see Chapter ). These patieaty svem to understand right swiy (he
mstapharic posibifites of the simaron. All they sant is to be allowed 1o be, in
reliting o the therapint, in wiys that inclode the doit o submerged sspects of thesr
patages: ey watit to be known an thai phey can know theimselves. This process of
wettisge i touch with the sell s, 16 Some degres, on axpect of most theraples, bt for
s gronp of posents it is the only ome, and an emphass upon “doing’, which is
implied by a problem-oriented approach, would be unsuitable,

DISCUSSION

Selection

There is no clear agreement about the criteria of suitability for brief psychotherapy.
Sifneos (1972) quotes the following positive factors about the patient.

His wapacity f, recopnise the peychalopical satre ol bis sympeoers, ba-abiliy
introspect hionescly ubout emational ditflculnes, his coriosity alam hiseell, s willisig
ness ko change himnaedd, bis reafistic expronnome of thersgry, aral lizs wiliimgness o make
reasonahle sacrifices of Lime or money for fees,
In miy wiew, this represerms @ wmewhat Weal Ust, wt least for an unsophisticated
puitierit ol first peesentution, althoogh & good thespes would hope o achieve st
2 £ -1 ] G
ol those criterla in bk 1_-\.J_'|||7|7|1. |l:|| the pid ol the goeesumeil !:ll.'lll.ij M.ll.ln |'}.-l:|.l_|
quotes the following as exclnding criteria

A himeiry of smicide Wl deup sdrdicrion, eonvineed homaumtoality, kng-term bosal
ibinfi. more ihon oo ot of clertroootivibehve herapy, chromie aldabslsm,
imcaracitating phohic or ofmessional s, destroctive oF sell-desreoive actmgg ot

This list seems a somewhat mized bag and unduly excluding in some respects. In
my own view, trentment with the propossd inwegrated approsch might well be
offpered tiv some people moall those prougm spart (eom the eoog addicted oroalcuhoby
ahthoagh additionnl treatment methods might be resuired Suirsdal brhasisir sl
i ricrive icting-out are bath commorploco, prodibems 15 paye hiatric pracrice, and
while detg therapy miy have some purt oo play i such cases, most could be Felpid
Iy st pychotherapy; the chosce will mually be betwdon belel paychotherapy and
none at all, In my experiencs, Socused, active methods cun be effective 0 sech cises,
pven though siwequent [ongterm woek, either gromp oe individul, may be the

ideal,
Some of the fifteen cases described in a recent paper (Ryle, 1980}, concerning the
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application of focused, integrated, active therapy, would be excluded on Malan's
criteria but were, in fact, helped by brief therapy. Two cases ol anorexia with binge—
vomit cycles (Cases 3 and 9), one case of repeated self-injury (Case 8), and one case
with powerful suictdal urges (Case 1) showed definite gains [rom brief therapy. The
exclusion of homosexuvals, except where the treatment is directed at changing sex-
orientation, seems quite unnecessary. Severe phobic and obsessional cases may need
to be treated behaviourally in the first instance, but the majority will need, and be
suitable for, briel interpretive therapy therealter.

| remain personally unclear about the criteria distingnishing those who need a
long and intensive treatment as opposed to brief psychotherapy. Some patients with
major drfficulties do very well with brief therapy, and some less ill patients do rather
badly in long-term and intensive therapy. As the latter s, in any case, beyond the
financial means of most patients or services, an initial period of brief focused
therapy would seem to provide the best option; on the experience of this a
proportion may well proceed to further individnal or group therapy.

Therapists of the cognitive and behavioural schools pay remarkably little
attention to diagnosis and selection, as a sympathetic reviewer (Kovacs, 1979) points
out in discussing treatments for depressive disorders. In the case of the more
extreme behaviourists, a reluctance to consider issues of sell other than as a
**medizting process’” does not encourage attention to issues of personality structure
and integration. This simple approach engenders a certain therapeutic optimism,
however, and does at least lead to attention being paid to what may be capable of
modification

The focus of treatment

Behavioural therapists restrict their therapeutic endeavours to observable
behaviours, and plan their therapies in terms of explicit programmes, leading to
discrete goals, The definition of a focus for treatment is therefore an essential
clement in such therapies. For therapists of the psychoanalytic persuasion, on the
other hand, the preference for time-unlimited, open-ended therapy has only slowly
vielded to the idea of time-limited, focused work, even though there is by now a
long tradition of heresy (see Wolberg, 1965). More recent authors (reviewed by
Malan, 1976b) show some agreement about the nature of the facus, although there
are still areas of dispute. Mann (1973) instituted a rigorous 12-session limit on all
therapies; he put emphasis, from the beginning, on the relationship of the patient’s
problems to issues of independence—dependence, activity—inactivity, self-esteemn
and unresolved grief as provoked in the transference by the time limi:. This single
eniphasis seems unduly restricted.™ Sifnecs {1972) uses a confronting anxiety-
arousing technique, emphasizing the interpretation of ambivalence and resistance in
the translerence and its relation to past history, especially to oedipal issues His

' it Mann, ] and Gokdman, B in **A Caschonk in Time-limited Psychotherapy '™ (McGraw-Hill,
1982) deseribe clearly the definition of “*central theory
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approach (see Davanloo 1980} can seem confronting to the point of provocation For
Malan (1976a and 1976b} the focus represents the therapist’s choice of a
psychodynamic theme. Such themes may represent a nuclear conflict of deep
signilicance, or a less central issue. The therapist maintains the patient’s involve-
ment with this theme by selectively attending to. and interpreting. only those issues
related to it. Malan reports thai the patient’s willingness to work with this kind of
interpretation, the therapist’s ability to maintain a local approach in this way, and
the linking of feelings about parents with the transference in relation to these focal
themes were the three factors associated with successful oulcomes in the cases
treated with brief psychoanalytic therapy by him and his colleagues. [t should be
noted, I think, that these themes are clearly the ones with which they would have
been most comfortable in view of their theoretical predilections.

The process of agreeing explicit goals, described in this chapier (and in Ryle,
1979z and Ryle, 1980) is similar to the cognitive/behavioural approach in so far as
goals are spelt out very clearly. However, target problems, dilemmas, traps, and
snags represent a more complex description of mental and behavicural processes
and assumptions than do the target symptoms and behaviours of cognitive/beha-
vioural therapists. In the emphasis on cognitive issues — assumptions, beliefs, and
processes — these goals are relerring to **dynamic’” issues of the sort described in
different terms by psychoanalytic therapists. They represent. in effect, hypotheses
about the sources of difficulty, described in terms of “‘curreni procedures™
although often informed by historical material They may include. but are not
exchusively concerned with, aims and beliefs and procedures of which the patient is
not, or has not been, aware Their accuracy and relevance will be tested out in
subsequent therapy and the applicaticn of the ideas in the patient’s life, The explicit
sharing of these concepts at this stage distinguishes the approach 1 propose from
psychoanalytic methods, the patient being given an idea of the therapist’s model and
of its application to his problems. He is in this way invited to be his own problem-
solver, and the use of any particular procedures will be understood by him n the
context of this general picture. The inclusion in these hypotheses of descriptions of
procedures that are inflexible and no longer relevant, but are not necessarily the
result of dynamically repressed issues, is another point of dilferentiation from the
focus as described by Malan. Where the limitations of time or the extent of the
patient’s difficulties are such that only some issues can he dealt with, a decision as to
which to attend to will be made in terms ol the overall understanding and of the
accessibility to change of the different problems. These siraregic decisions will be
more fully discussed in Chapter 10, after other therapentic methods have been

considered

8
Active Methods in Therapy

S wre have seeh, the chnppoostic wisd seplorarory focus of 1he asessmicn b ol
therapy does not rulecun the ntreduetion of comments ond preceduees desipnsi] 1o
initnte chanje. b the same way, the smphasis ispien ehange during the active
process of cherapy does ot tmply thai rie explanuiry concess dor |:||.'.I.|h-|_'I io he

early stages may not be modified and extended. In time-limited therapy, however, it
18 important to identily the main goals carly and to proceed primarily along the lines
determined by those goals In every case there will be continued discussion of the
central issues, namely the adequacy of the patient’s grasp of the reality of his
experience, his maladaptive beliefs and assumptions, the nature and possible
restrictiveness of his self-identity and strategic scripts, and the blocks on his
changing—described in terms of traps, dilemmas, and snags. The understandings
encapsulated in these ways can be applied to the patient’s history, Lo his current life
situanion, and to his relation to the therapist. For many patients, this process of
grasping and using new ways of looking at their problems is all that is required, and
the therapist's role is to bold him to this task, to be alert to the ways in which older
patterns of thinking continue to be manifest, and to help him form realistic
evaluiteiy Of his proferess, Revesid ghis, howevor, pratierits may b fielpiad by fwo
rither ditferent methogdy on the ope hand by vireenss actve sporifE i |:||:|r|-:. il
on the other through the experience of the developing relationship with the
nerepist. In this chapter. we shall consider the use of active techniques, leaving the
guestion of the relationship with the therapist w be discussed fully in the next
chaprer.

In using active methods. the therapist is attempting to modify, by instruction,
encouragemeni and puided experience, the self-monitoring, self-judging, and self-
trmird exercrcd by the patlent (FSM Stages 4 snd 6] and to exrend hiy okills (PSM
Stage V), 20 thot he con benen to recagnize wnd namie his fevlmgs more accurpisly. i
siticherstmmid and control he symproms, o sbier his onwsnies| patterns 4l ':|1.-|:.|-|-|.u.||

nd 10 modlify unhelpful ways of thinking (PSM Stages 7, 1. and 2) Behavioural and
9l




