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approach (see Davanloo 1980) can seem confronting to the point of provocation. For
Matan (1976a and 1976b) the focus represents the therapist’s choice of a
psychodynamic theme. Such themes may represent a nuclear co‘nﬂjct f)f deep
significance, or a less central issue. The therapist maintains the patient’s m\'rolve-
ment with this theme by selectively attending 10, and interpreting. only those issues
related to it. Malan reports that 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 outcomes in the cases
treated with brief psychoanalytic therapy by him and his colleagues. It should be
noted, 1 think, that these themes are clearly the ones with which they would have
been most comlortable in view of their theoretical predilections

The process of agreeing explicit goals, described in this chapter (agd in Ryle,
1979a and Ryle, 1980) is similar to the cognitive/behavioural approach in so far as
goals are spelt out very clearly, However, target problems, dilemmas, rraps, and
snags represent a mere complex description ol mental and behavioural. processes
and assumptions than do the target symptoms and behaviours of cogmtl‘vefbeha-
vioural therapists. In the emphasis on cognitive issues — assumptiots, bel:e‘fs. aqd
processes — these goals are referring to *‘dynamic’” issues of the sort described n
different terms by psychoanalytic therapists. They represent, in efiect, hypolheser:
about the sources of difficulty, described in terms ol ‘‘current procedures’
although often inlormed by historical material They may include, but are not
exclusively concerned with, aims and beliels 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 application of the ideas in the patient’s life. The explicit
sharing of these concepts at this stage distinguishes the approach I propase from
psychoanalytic methods, the patient being given an idea of the theraplst’s maodel and
of its application to his problems He is in this way invited to be his ownlprolblem~
solver, and the use of any particular procedures will be undersiood by him in the
context of this general picture, The inclusion in these hypotheses of descripti.ons of
procedures that are inflexible and no longer relevant, but are not ne'cessanly the
result of dynamically repressed issues, is another point of dilferentiation {rom 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 be dealt with, a decision as to
which to attend o will be made in terms of the overall understanding and of the
accessibility to change of the different problems. These strategic decisions will be
more fully discussed in Chapter 10, after other therapeutic methods have been
considered

8
Active Methods in Therapy

An we have arem the ciugnostic pmd exporafory focuy of the sssessment fdhire of
therajiy does not rube ot thee inceodugten of canmaemis and procrdures desipned to
e changs, I e SimE way thie & |'.||l||.|l_,|:_ {apfaiely K ||_|-|-|_|:\..-_- I ring thi ictive
process of therapy does not imply that the explanatory concepts formulated in the
carly stages may not be modified and extended. In time limited therapy. however, it
s important to identify the main goals early and to proceed primarily along the lines
dJetermined by those goals. In every ciose there will be continned discussion of the
rentral issues, namely the adequacy of the patient’s grasp of the reality ol his
experience, his maladaptive bebefs and assumptions, the nature and possible
1ostrictiveness of his self-identity and strategic scripts, and the blocks on his
+hanging—described in terms of traps, dilemmas, and snags. The understandings
encapsulated in these ways can be applied to the patient’s history, to his current life
siluation, and to his relation to the therapist. For many patients, this process of
eeasping and using new ways of looking at their problems is all that is required, and
the therapist’s role is to hold him 1o this task, to be alert to the ways in which older
patterns of thinking continue 1o he manifest, and to help him form realistic
cvaluations of his progress. Beyond this, however, patients may be helped by two
rather different methods: on the one hand by various active specific procedures, and
on the other through the experience of the developing relationship with the
therapist. In this chapter, we shall consider the use of active techniques, leaving the
question of the relationship with the therapist to be discussed fully in the next
¢ hapter.

In using active methods, the therapist is attempting to modify, by instruction,
envouragement and guided experience, the sell-monitoring, self-judging, and sell-
vontrol exercised by the patient (PSM Stages 4 and 6) and to extend his skills (PSM
Stage 3), so that he can learn to recognize and name his feelings more accurately, to
niderstand and control his symptoms, te alter his unwanted patterns of behaviour,
il 10 modify unhelpful ways of thinking (PSM Stages 7. 1, and 2). Behavioural and
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cognitive therapists operate exclusively in these ways, but in the integrated
approach suggested here, these methods would always be applied in the context of a
more general understanding, based upon the PSM, and would usually be combined
with interpretation of the transference and the use of non-directive exploratory

methods.

SELF-MONITORING

The most useful active intervention consists of instructing patients in forms of self-
monitoring; 2 method which owes much to the work of Beck (1976). Its application
in the cases of Anne and David have been reported in the last chapter. The essence
of this methods, and its purpose, can be conveyed by written instructions (see
Chapter 14}, )

The rationale for self-monitoring is that many symptoms, mood changes, or
unwanted acts are provoked or accompanied by mental images or thoughts which,
while accessible to awareness, are not attended to. Subjects can be taught to attend
deliberately to their thoughts and to record them in writing; in doing this, they
come to understand better the reasons for their altered states and are usually able to
achieve some distance from their irrational, exaggerated, or catastrophic thinking
This, in turn, leads to early recognition of and, In time, control of, subsequent
episodes of such thinking In terms of the PSM, monitoring enables one to discard
distortions during Stages 2 and 4. The following case provides an example of this.

Michae!

Michael, 4 male student, aged 20, had been an obese adolescent and was now
slightly underweight, with a marked preoccupation with thinness, He spent much
effort in controlling his food intake, and he felt guilty after eating, at Limes resorting
to the use of laxatives. He was also aware that he frequently became quite cut off
from his feelings, something which | observed during sessions, and he smiled
compulsively, especially when discussing painful events, In order to understand the
feelings and meanings which, at the time, he was not able to stay in touch with, he
was asked to monitor the occasions on which he became preoccupied with questions
of food or thinness. After one week of monitoring his food preoccupations he
reported that the associated thoughts seemed to be confined to worrying about
fatness, promising himsell not to eat, or leeling guilty for having eaten. During the
second week, he saw more clearly thal there was also a self-depriving aspect to his
eating habits. At the next session, which followed a month’s gap, he reported much
less food preoccupation, but he had had some sharp recurrences, and he had been
able to see that these had been associated with the planning or carrying out of
assertive acts. Assertiveness was something which he had always found difficult and
which tended o make him feel guilty. At this stage, he was able to accept 4 more
general construction about how his attitude to food had acquired inappropriale
“‘moral’’ meaning. Nol eating implied being in control, not being stuffed {by hus
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greedy self, historically by his mother); it was also a punishment for the fact that he
did want to eat and, as he now saw, for assertiveness

Chariotie

A second example of the use of self-monitoring in a patient with a more fully
developed eating syndrome (bulimia} is that of Charlotte, 2 young woman who was
much preoccupied with control of her food intake, and who went through phases of
binging and vomiting She was invited to menitor these urges and oceasions to see if
she could understand better the situations and feelings associated with them. She
produced the following in diary form.

Wednerday Got 2 letter from Judith [her sister] today It made me feel jealous,
confused and a bil ashamed. Jealous because she sounded really happy and somehow it
fedt shw il mote al 2 grenoiney capecity o love than mio, Confused becmese ©oeor loaking
foir mrstives m oy fewn doelings, like why dyl T el nnbappy for ber happines? Do enly
thrive on others’ misiortunes? But at the same time I really did feel happy for her and
so I felt ashamed for crying and [celing sad. Anylway, the garbled confusion led to
anxjety, 7 hunger, stomach pains, and T sort of knew I might be going to binge, Well I
ate more than usual for breaklast but did not carry on and vomir. Conversation with
myself: What do you really want to do now. in this frenzy of emotions? Answer: Talk to
Judith. so write her a letter. And that’s what I did

Tonight at a party: 1 usually binge and vomit at parties because of the excess of food
and drink available and because i is 2 convenient way of not talking to people, and also
of feeling distinctly unatrractive I ate a ot again but I did not throw it up, and [ made a
poiciouy et éo examime my motives, Comversanon wath miysells why are wog fusi
‘IEI'IIiI'IE hl":rl"' '."?'lr.lﬂE:'l I'"IF'_"'-'r'!.'I H’E'l’.lll:‘i'.' IE 1% a2 weEry preterstings r"III'||.I ||.rI|| 1 III;H.II_ il.Jl_l
enough of trivial smalltalk. If you’re not enjoying it any more why don’t vou go home?
Because I'm scared 1'1] just go back and carry on binging What do vou wanr to do? I'd
like to polish my shoes and read my book. So, do that, walk home, it’ll sober you up and
you'll feel better in the morning. So ! walked home, polished my shoes and read my
book. Very nice

Thursdey: Rebecca (2 flat-mate, also a food-obsessed woman), came in tonight and
sail she felt bad I asked her what was the matter, and she said he had been
ioinpudsively suffing shis wiek We explored the regsons toperthes and shared ashamed
iood experiences of this ot week: Itwas very mioe Becanse e helpad to disgel the myth 1
hiave of her helmg sach m incredible purst with whom 1 feel | moss commiete, :

Friday: Wakie up Jeeling |, Reberra’s over-mieern syimnpurhy, il coditmaoos “ el
you rnust just make sure you eat well and you’ll ger rid of it*” made me so tense that
after Evirg in bed until the afrernoon 1 s went downo and soolisd misl, | kepir it dawy
thosgh. Wit on festing ruther (] ond teroe, In the evening my best (Hiend, Emily, canie

it 1 fole sty miore relosed, Here was pare of ashe sl e thee didn 't caee i pepila
-:|‘-_'\:I'I.-1‘:1'J v it oo didn’n She-come o see me, and thee's whar mansssd, 1 oo
ummasciiively the conitrast m the way: Bsbecen and | pebsbed and the way 1 el =ith

Fipiily. Relecos aiwoys iskes, “"How e Yodi# How did tie doy pod Whar have you
oo Whor are you going o do? Thl wo enpay ilp" r-'n_m;_":;]h when there are
ymmplarms 10wk about end eoncememte on, Yoo muos et well dear, Toes of o i
i, Later, aftor Bebeoen bl béenin i ialked agein, Bty sail, 0% not tha Fm
not sympathetic about your sore throat or that I don't care, it’s just that I don’t feel it
necessacy to keep asking about it."” I suppose 1 feel good with Emily because it’s just

e ——
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that T don’t see her as a threat because she doesn’t make me feel like it’s my
scroampbishmromias that até importand, caler sy persoadily.

| sl fiidEng diffenite generully iy Istenang to-pacple and fabemn things i, 1 serin
i clrifr olt lote chedishil shout sl hings, i, plooming tme, actiote. s fosr
trach of wehint-thiyre siving. s | leel gunly awd stpicd hecmse Poe not gapbe ol
[EoCEsT ||*xun|:|lzlul ar rpoctant inbormetaon, v i --:ulilhm:_-_uul thiry | fifud i
bnrd Ao express dny foefings. When I naline e Lo I luive drifued off eoens U
—nveraalien | k=t even lista ublie ton oitormld b L b, erie] o] e e nibring

myaelk. . -
Stonaatiy 1 st Uhrew up | ew | was pomg w Alter Emily Belt | fele teally st 2

aphiappy, | know k. mech mare fed | foel agouri her thun iinong other |:i.'1||1|l.'._l rah
pesstfiens, illps, Toite Ly, | gtariesd to plan time oeg i e ke oot cookimg Tunch
jomE oy, v ot sl pepng ansions. | sort ol ke | s iy 1o bunge arel jri'd
s [ wnmdod e wfii] tsin 1o throay noail up sppiriod Tike 3l wonkl ks IP.I"‘L el eHectiye
sy ket rind of ull the chaos | was frelmyg inaide. Bilore T domwiy w1 iichen
{ wunesd topo ol Tulk 1o the other peophe nest doors e | el thie wiidd o " waitl nie
gndl | worihl b zn amtroder, T kpew. wheo Belieoi cane hiock vaghi | winkl hoen o
il Tl gilvinian thie weskemel i b finy shrot i, e i, @l 1 wanld e ook
bt aheaat ber weskisiie] unid- 1 wenikln' really b imteresiad ui all, _

Lager e in the dap: Ol binge mel waouif his s stacted o whiale supdssiomg "-'-’|'-'-1'I_|
b empthed from the vomit § el soured umef anxioos so ] oat, vorml aga, g4, vami
apir, anl s )

Alaray: | wrke up this morning s it diuhily dispusted with mysill, deprissed
jired anaoo [ eonhln’e il whiether T hungry-la § ibooghe chis oo kd _It.. wiiar |
pimiprie] el ot puesienday, I looked cold onadi, stowizeg, wnil Tl divny feel very
weellnllsoh T ke 1w st Wtiin] o sk and sheuld gowo the bbey, Thee
thioights mude 1o el mon: paxioos and | wareed to get 3 aorvoos tensicn "'_-""“"“'"
il This Eind . ol siomech-acdys aleys mokes i ponkc and 1ofink msylbe- il | ol
sornethinig it will ga away, o since | am never seiually hungry, jst lense sd Bsous,
foooif vy choes iy wooodds T junt met e and more, and b sy, W b Bl e
throw it up That’s what I did this morning."’

Charlotte is described further in the next chapter.

Another form of seli-monitoring, also described by Beck, can be used by patients
tev heldp correct their hlankess jodgemests ghoirt by they are living thelr Bves, One
wli-perpetunting wspect of depresision (s the negstive retrospective evalaation of
achievemen. Sometimes the patient's evaluatloms of sctivity are borme out by
monitoring, but even then it serves to provide a realistic basis [or therapy by
making self-judgements more accurate and discriminating,

Cora

Cara wiis a youny woman whe spenl s geeat dedd of dine Marranging’’ ned torado the
thiigs she necded and wunted 1o do. She waa helped to recogride this by keemmyan
st -Da-For et ||[ .:|L'|J'|l'|!:|'- which ";|1l," then l.'\.-dt"'d a5 rther Hifl.'IIJiﬂH_" f'-ll-'lw.l'll
mcint '-.-.rwki:m or getting on with the ordipery businesses of [de) ar “enjoymg

and alsa o third cotegeey that we fulled limba'', which was o suspinded stle
exemphifed, lor example, by lyving in bed. drinking endless cyps of eoffes, or making
aeedless dormys to the shops. She was bl fo lear oy the gae ol this dary buth
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how often she had under-reported those things that she had done effectively, but
also how much of each day she did in fact make null and void. (This tendency was
linked in ler case to an cxtensive underlying snag, and with the common dilemma
summartzed as “‘if I feel I must, then I can’t or won’t’")

Some workers add o these forms of self-monitoring, which serve to make patients
aware of how their self-evaluations are unrealistic and negative, an explicit training
in more adaptive and realistic self-instructions. In my experience, most patients
develop their own self-instructions on the basis of their own more adequate
introspection, and from the discussions of the results of monitoring which teke place
with the therapist

BEHAVIOURAL METHODS

Monitoring techniques play an important part in the planning of behavicural forms
of treatment

Sally

Sally suffered from panic attacks in many situations. Monitoring these situations for
a week enabled her to list the hierarchy of difficulties, from the most to the least, as
follows:

(2) Public situations when seated away from the exit

(b} In company in any kind of formal situation where she felt observed and could

not get away,

(c) Out of doors, in crowds,

(d) Alone in her room for long periods.

fe} Being with a close friend.

Under this last condition she very seldom felt any anxiety Her symptom was an
expression ol a pervasive over-dependency upon the judgements and validations
vilered by other people of her existence. Related to this, she was controllingly
tlependent upon her boyfriend, and acted in ways which neither he nor she liked,
Sally was advised, on the basis of this, to try two dilferent ways of controlling her
panic. The first was the behavioural approach of rehearsal in imagination, and
praded exposure. She was told to enter the easier situations first, and to rehearse
hefore going there. To do this she was told to get herself as relzxed as possible, and
Ihen Lo imagine in a3 much detail as possible how she would feel in the situation,
while mainraining her relaxation. However, when she tried to do this, she suffered
unacceptable levels of anxiety. Supervised sessions of relaxation and rehearsal might
have been effective, but in fact she obtzined rapid contrel of her panics by the
lechnique of paradoxical intention

[n paradoxical intention, the patient is instructed to try to produce the symptoms
‘I'he rationale in the case of panic attacks would seem to be that the essence of the
symplom is one of loss of control, and that by attempting to produce it deliberately
one s inevitably asserting control. More generally, paradoxical intention may help
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to control any symptom which is maintained by performance anxiety. By
instructing the patient not to attempt to control the symptom, the anxiety about not
being able to stay in control is dissipated. Sally obtained rapid reliel of her panics by
this means and treatment was discontinued after five sessions. Most of the
treatment time had been devoted tu discussing her controlling dependency on her
boyfriend, that is to say with the hypothesized underlying self-identity and strategic
scripts At follow-up, 3 months later, she reported no further panic symptoms, and
said that her tendency to be contrelling, both of her boyfriend and of her other
friends, was much diminished. At a casual encounter 2 years later she reported
that she was “‘fine’”

For patients with variable, situation-dependent symptoms, paradoxical intention
can be tried out in combination with instructions in sell-monitoring. The patient is
iold to enter the situations where symptoms occur and to try to experience the
symptoms as fully as possible, with the aim of recording an accurate account of
what has happened, There gre three possible responses to this instruction: the
patient may discover that he cannot produce the symptoms, and he can then be told
to use the instructions as a means of control in the future; he may carry out the
instruction but still suffer the symptoms, in which case the menitoring aim is still
being fullilled; finally, he may fail or refuse to carry out the instructions, in which
case one is left with the need to explore further the reasons for his refusal or failure,
a situation which occurs not uncommonly when behavioural methods are used.

Behavioural techniques depend essentially upon the careful analysis of symptoms
or difficulties as behavioural sequences in relation to situations. In terms of the
PSM, the emphasis is on Stages 4—6 of low-level, tactical scripts. When strategic
issues are being treated, such as marital difficulties or problems like shyness,
behaviourists will focus upon the sequence of small-scale acts and situations through
which the larger problems are manifest, seeking to generate a change in detail, and
then to generalize from this. The specific and commonsense nature of this approach
is appealing and offers the possibility of accurately evaluating the changes produced.
One can accept the effecuveness of the methods nsed, without accepting the
adequacy of the underlying theory. In terms of the PSM, it is clear that extending
control at tactical levels can lead to a revision of negative self-efficacy assumptions,
but not clear that this is always the full extent of change needed. To this neglect of
the wider meanings which are commonly, although not always, attached to
symptoms must be added the tedium involved for patient and therapist in carrying
out behavioural treatments Moreover, though it is commonly believed that
behavioural techniques are quicker than interpretive ones, this is not necessarily so,
as the following case illustrates,

Bridpet

Bridget consulted at the age of 22 because of depression and a phobia Her phobi:
had started when she was it school, and had been present, with variable intensity,
for 10 years It consisted of a panicky dread of being sick or seping someone clse be
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sick, and it had led to avoidance of situations where there were many people
present. If such situations were entered, she had to sit by the exit. Bridget chose to
combine interpretative therapy with a behavioural approach to this phobic
symptom, She prepared a hierarchy of difficult situations and enlisted # friend’s co-
operation with the aim of getting the friend to talk about, and later to mimic,
vomiting, However, before she embarked upon this programme, she realized, as a
resllt of her rellectiony following her fiest thror aesessment seasions, that the plickna
of theiwing up was lnked with o forbidden wdsh o “throw # all mp’. The
symptom expressed symbolically a major problem in her relationship to others. In
terms of the PSM, self-acceptance was conditional upon her evaluation of herself as
being clever, good, under control, and not angry. She could give hersell no per-
mission to do other than work hard and compliantly, and her symptom had served
as 2 means of evading this strict requirement but also of punishing her. Once that
war understood. symprom reliel was rapld, and the extenuve and personalls
important issues were deadl with i the conrse of, and afier, her subsequent ||-||-.-'u=n.:

Smple cognithe aml behaviours) opproaches can ofben be imcorpsrnted m
tregtment with mimmal supervizon, ind writken imiroctions 220 co1 dovn the Time
needed to apply. them (see Chapter 147 Sel) monitniving i easily lenmed and patiends
are quick tosee its the value. Most people can tinderstand the dencepts of rebearsal,
gruded expeauire, step-hy-siep chinge, relniorcement and extineson, and i vonerol
of symptoms can be achieved by these means, confidence is restored, and time and
energy wie lelt 5 artend fo other matters. Lonp-escoblished and severe phobisy, and
elaborate and porvasive olwessive—compullive disorders, are best frested by
specialise belisvionr therapists to the first instanse: the former by wrided -~_~.-p_15||r.e
to ‘the leared situation, under the control of the pativmt: the Lntres I expromae
i -'I‘Il-]ur.'d with some lerm of response presentom. Mowesver, in-is my rm dpinlen
thiat sctive methods shoubd slways be applicd kn the comest of 2 1_“._",:,-,1.,-,, appiraach
which gives conpderation m the full eatige o meaniongy of the patreni s ditfcnltes

nd 1o the implications of his chinge. .

DISCUSSION

Recent years have witnessed the evolution of a spectrum of behavioural and
ingoitivistehivmuril therapies. The porest, o msost excreme; foem, @8 hosed L
ihe princples o operane condioning and specifically excludes ar forbidy afiention
to cognitive processes which are seen to have no initiating or causal role in the
determination of behaviour. The main therapeutic methods used by this school are
the application of reinforcement or punishment to influence carefully analysed small
units of behaviour. The main application is to subjects under the control of others,
that is to say adults or children in institntions, or chidren in families and schools.

Many behaviourists applying classical stimulus—response (S—R} ideas to the
freatment of neurotic problems allow complex mediational processes to perch upon
the hyphen hetween the *'S°° and the “‘R’', but even though rehearsal in
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imagination is one of the common techniques employed, the use of the word
““cognition"" is not encouraged, and the attempt is always made to refer treatment
to principles based upon laboratory experiments with animals, a position
quixetically identified by the protagonists as being scientific.

Social learning methods of therapy, as described by Bandura {1977a), incorporate
the full range ol behavioural techniques, and edge into the consideration of

copenttion, Behevioor, mcludiog sympoomais Bebovasir, s soen booresiile elther
fram o eespoiise f0can environmenta] sumulus or as un mstemental sct shiped by
the tonsmjuences of the act, or a8 being determibned by central " mediational
proceses’” where such learmng i seored-as hypotheses, rules. sirawegies, ic [T
weld is froquently referred o, but is defion) rather seldom; in peracular, much

attention has been paid recently to the question of sell-elficacy and its relation to
performance (Bandura, 1977b) In this model, therapy is made up of a number of
discrete, highly-specified acts. Modelling, which is the most specifically social aspect
of the theory, represents the modification of the existing respanse patterns through
the observation of another’s performance of the act, in which the other performs
differently, with different consequences. Modifications of behaviour based vpon
modelling need to be reinforced for the individual by direct positive outcomes

et |.‘||:|| vrithier by ==H or otlier Saiich ITll""E"‘"I-'i:'_l.: T BRen D OCUr IR LRy
nterpersanal and sectil relitinaship, net alwaps helphilly. Bandura argoes thie
therapmt shotld ke cure o geovide thie paient with s meodel of sell-exposare a!
pegsomul  poropnisblbity,  Ulowanied  behiviows  gre alierel. by cunceolling
4.|-|r|:|||r.l.'|'.lll.1'_l: o that desleed behavionrs bre rewaesded (coaastioeiag) and cimfeti e

behaviours ace either not rewarded (ex¢fnction) or are met by aversive conditioning
in which pumisiring vultomes are provided. Tn cosridrconditioniog, aniely or
other urwuriad efferts are replaced by, incomparible responses during o prooess ol
centrolled graded exposure, vither tn the sctusl lrared situnmon or symbals of 5. In
e casis this must be supplemented with taining in appeopriote copng skilla. In
aversive counter-conditioning, used especially in the treatment of alcoholism and
sexual deviation, control over deviant acts is developed by associating the acts, or
the stimuli leading to the acts, with punishing outcomes.

In this model, consciousness, or awareness, is seen to enhance, but not to be
essential to. the process of learning. although *‘individuals eventually infer, from
observation of their behaviour and its differential outcome, the correct
reinforcement rules which partly control subsequent responding'”. The main
feature of Bandura’s model can be incorporated in the PSM but the emphasis on
cognkting it the PSM s not accepted by socinl lewrming theonsiz. The stremjgth of
st Tearming thenry Ties in its specificity and i husis in reasonubly well controlll
and otserved experiment. s main deficiency & in s noglece of scli-evatuation and
self-judgment; these issues receive only one out of more than 600 pages in
Bandura’s book (19772). One can only agree with the following observation, while
wondering why it has not been given mare consideration in practice:
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Since the person’s own selt-demands and sell-respect serve as his main guides and
determinants, behaviour that is under the lutter form of self~contral is apt to be less
affected by variations in specific situational contingencies

As Bower (1978} argues, the distinction between social learning theory and 2
basically cognitive psychology seems difficult to maintain. This convergence is also
exemplified in Mischel’s (1973) sociul learming theory of personality, which
emphasizes personfsituation interaction, and sces the relevant variables in the
individual as being his competence in constructing schema, his mode of
categorizing, his outcome expectancies, the subjective values he attaches to possible
outcomes, and his self-regulatory systems,

In terms of the PSM. operant and S—R based Lreatments aim to intervene at the
tactical level: they influence the individual's retrospective evaluation of his acts by
manipulating the consequences in ways that serve to alter subsequent predictive
l.:*valuations, so that different acts can be selected. It is inevitable, however, that
higher level sell-identity and self-efficacy assumprtions should be influenced by the
non-specific factors operaling in any treatment situation and by abservation of the
changes produced.

Accounts of paradoxical intention are 1o be found in Haley (1963) and Cade
{1979). These authors emphasize the use ol the technique to cutwit the patient who
is using his symptom controllingly, an approach 1 [eel 10 be somewhat manipulative,
although Cade delends himself againsi the charge. Ascher and Turner (1980) report
that a straightforward account of the rationale behind the procedure is as
satisfacrory a method as one in which the description is adjusted to match the
patient's beliefs. Paradoxical intention operates at the stage of predictive evaluation
of performance, by circumventing the cycle of negative prediction followed by
confirmation by failure: once control iy established, sellelficacy assumptions will
also be revised

Treatment based on cognitive or social learning approaches is consistent with the
PSM, as we have discussed aircady. Different approaches under these headings show
variations in the particular focus of concern. The rational-emotive therapy of Ellis
(1962) seems to consist largely of bullying the patient into agreeing that many of his
beliefs and assumptions are silly, In Beck (1976), self-menitoring and self-evaluation
of thoughts not normally attended to serve to illustrate the irrationality and
cmotional  significance of wunderlying thoughts and beliefs. Other writers
{Meichenbaum, 1974; Mahoney, 1974; and Goldiried and Goldfried, 1975} pay
more attention to teaching problem-sclving strategies and, in particular, to the
explicit teaching of more effective modes of seli-instruction.

The best evidence for the eflicacy of behavioural and cognitive treatments is
lound in methods involving direct exposure, nolably to feared objects or situations
in phobias or obsessions (Gelder, 1979 Emmelkamp and Wessels, 1973). The
vvalpation of narrowly focused treatments in terms of observable behaviours is, of
course, much easier than the evaluation of treatment with more complex aims, and
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it remains uncertain how often such trealments are adequate on their own, The
behavicurist literature reports only rare examples of ‘‘symptom-substitution’
following successful behavioural treatment. but the concept of symptom-
substtution is a very narrow one, and ignores the many possible effecis of
behaviourally-induced change on other aspects of life. The narrow definition of
neuratic difficulty employed by behaviourists inevitably determines the range ol
phenomena to which they attend and, hence, changes in patterns of relationship or
in subjective experience are neglected or conceived of as unrelated to the
symptomatic behaviour’”” When a wider focus is employed, wider effects are
noted. Hafner {1977 and 1979}, lor example, showed how the cure of agoraphobia
in housebound housewives produced jealousy or morbidity in a proportion of their
husbands. A more serious indication of the narrowed atention of some workers in
this field is given by Bayer (1972), reporting the successful behavioural treatment ol
compulsive hair-pulting (trichotiliomania) in a depressed young woman. To
therapists interested in the self, this symptom is expressive of an angry attitude
towards the salf, and the comment that '‘treatment was interrupted Iyy the patient’s
untfortunate death in an automobile accident’’ would have been less baldly
presented. In terms of the PSM, it seems quite possible that the removal of the
patient’s self-attacking symprom might have led to an increase in guile and, hence,
to increased risk-raking or risk-seeking, so that the accidental nature of the death
was not entirely beyond question. This is not to suggest that behavioural methods
are not apropriate for symptoms of this sort; they are clearly effective, but their
relation to more serious and extensive difficulties must be attended to. An example
of **symptom substitution’” is given in Chapter 12,

Wilson (1978) takes the evidence for the superiority of direct exposure over
rehearsal in imagination and other cognitive approaches, as providing evidence for
the redundancy of any cognitive concepts in therapy However, the efficacy of
direct exposure is as consistent with the PSM or other cognitive models as it is with
the behavioural one, for clearly one most elfective revision of negative predictive
evaluztions of performance is to observe the self perlorming satisfzctorily. Wilson
concludes his discussion of this issue as follows:

Another advantage of social learning theory is that the concern with copnitive
mediating processes is deliberately tied to overt action. This interdependency between
cognitions and behavionr underscores the fact that, whertess cognitive mechanisms may
underlie behaviour change, they are not the treatment targets per se

This represents a statement of faith or, more critically. the sell-imposition of tunnel
vision. Changes in cognitions seem to me to be important and appropriate atms of
therapy, and | have reported how one can define desirable cognitive changes at the
start of therapy and demonstrate that they have been achieved ar the end, using
repertory grid techniques (Ryle, 1979a; 1980),

Even in the hands of humanly open and genercus-minded therapists, the various
behavioural and cognitive approaches described in this chapier fail 10 attend 10 a
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number of sssues which are comonplace and important in the work of any therapist
who is less confined in his attention, notably those concerned with personality
structure, and with the question of intrapsychic conflicc and the pervasive
importance of guilt and guilt-avoidance in maintaining nevrotic difficulties. In the
PSM, the crucial role of sel-deflining and self-judging scripts is acknowledped, and
the defensive strategies (psychoanalytic defence mechanisms restated cognitively)
e acoommicdatel. Moreover, while the PSM eaplains the el of therapeuitic
methods thur sct upon ooly pant of the system, o also points 1o wider e and 1o
the implications of change achieved by such local interventions.




