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1  Formulation in Action: An Introduction
Every individual experiences a complex array of events, situations, and circum-
stances within their lifetime that influence their psychological development and 
sense of personhood. Previous relationships and attachments, social roles and 
expectations, formative experiences and contexts, education, gender, culture, and 
countless other factors influence how we perceive ourselves, the world, and those 
around us. The nexus between our personal characteristics and experiences is where 
our individuality and relationality lie, and – from a psychological perspective – our 
preferences, biases, behaviours, peccadillos, hopes, and fears are forged within this 
complex milieu.

Psychological formulation (and its derivatives: case formulation and case concep-
tualisation) is the dynamic framework used by many psychological practitioners, in 
a range of applied contexts, to manage and understand this complexity. While opera-
tional definitions vary subtly between different theoretical approaches, formulation 
in mental health settings can be broadly understood as the process – and product – of 
applying psychological theory and concepts to understand the aetiology, meaning, 
and maintenance of the psychological difficulties we, and others, experience, and to 
identify ways in which these difficulties may be managed (see Corrie & Lane, 2010; 
Johnstone & Dallos, 2013, for a comprehensive overview of definitions).

When individuals seek psychological support, formulation helps to guide iden-
tification of the processes, mechanisms, patterns, and so forth that appear to be con-
tributing to the individual’s difficulties, assisting the psychological practitioner – and 
the individuals they are engaged with – to look through the complexity in order to 
recognise the latent factors and processes that appear key to understanding the dis-
tress and its maintenance. In this way, formulation can be thought of as the process 
of looking past the ripples and waves in order to understand the underlying currents 
and how best to navigate or harness them. Formulation is therefore considered central 
to the role of many applied psychological practitioners (e.g., American Psychological 
Association, 2005; Division of Clinical Psychology, 2010), facilitating the idiographic 
application of established psychological principles, and thus providing the essential 
bridge between psychological theory and clinical practice (e.g., Butler, 1998; Division 
of Clinical Psychology, 2010; Kuyken, Fothergill, Musa, & Chadwick, 2005). Figure 
1.1 below depicts how formulation is informed by both inductive (information that is 
specific to the client) and deductive (broader psychological theory) processes. Impor-
tantly, there is a reciprocal influence between client-specific information and how a 
theoretical framework is applied, enabling idiographic responsivity (Persons, 2008).
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Figure 1.1: In principle, formulation is constructed, validated, and adjusted through ongoing pro-
cesses of deduction (drawing from, and applying, theory) and induction (grounded in data). Dashed 
lines indicate that theory informs assessment of case-specific information, and case informa-
tion informs how theory is applied. Through case-based abstractions, case information also has 
potential to inform theory-building. While the above represents an idealised model of the reciprocal 
relationship between theory and practice, idiographic practitioner factors (e.g., experience, biases, 
etc.) are likely to influence how theory is deduced and applied in practice

The theoretical landscape that underpins applied psychology and therapy is con-
stantly developing and evolving, informed by advances in basic theory, clinical 
observation, research, data, politics, and fashion; and individual practitioners are 
trained and embed their practice within different theoretical schools, traditions, and 
models. The process of formulating, or ‘applying theory to practice’ within a disci-
pline as diverse, critical, and factional as applied psychology can therefore often 
seem unclear – particularly to students and trainees who are developing their own 
competencies in this area and who might be anxious to ensure that they apply the 
‘right’ theory ‘correctly’. It is this process of applying psychological theory to clinical 
practice that is the central interest of the current volume.

The current volume has a strong applied focus and aims to demonstrate how a 
single case presentation (‘Molly’ – described in Chapter 2) can be formulated from a 
variety of theoretical perspectives. A single case description cannot capture the com-
plexity, diversity, and dynamic processes of real-word clinical practice. However, by 
conveying multiple conceptualisations of a single client presentation, the salient fea-
tures and unique aspects of each particular approach become more apparent – thus 
facilitating direct comparison and contrast between applied approaches. In this way, 
we wanted chapter contributors to illustrate how they apply psychological theory 
to their clinical practice, and to show their ‘working out’ – highlighting their initial 
thoughts and hypotheses, the case factors they consider salient and why, and how 
these issues sit within their approach – demonstrating ‘formulation in action’.
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Given the issues related to applying the ‘right’ theory ‘correctly’, outlined above 
and elsewhere (e.g., Eells, 2011; Sturmey & McMurran, 2011), we also wanted to stim-
ulate a critical dialogue between psychological practitioners of different theoretical 
positions. In this way, we aimed to further augment the compare-and-contrast function 
of each chapter, but also to demonstrate that all psychological formulations are open 
to critique – that the process of focussing on specific, theory-aligned factors within 
a case will inevitably entail the holding or over-looking of others – and to evince the 
multiple perspectives that practitioners have and how these can be debated.

There are a number of very useful resources currently available that critically 
examine the nature, function, validity, reliability, and utility of formulation within 
applied psychology (e.g., Bruch, 2015; Corrie & Lane, 2010; Eells, 2011; Eells, Lombart, 
Kendjelic, Turner, & Lucas, 2005; Flinn, Braham, & Nair, 2014; Johnstone & Dallos, 
2013), consider its role within the profession more broadly (e.g., as an alternative 
to psychiatric diagnosis; Division of Clinical Psychology, 2013; Johnstone & Dallos, 
2013), and demonstrate how various cases may be conceptualised from different per-
spectives (e.g., Sturmey, 2009). While individual chapter contributors address some 
of these broader issues, the current volume aims to build on the strengths of these 
existing resources by focussing on the applied and critical aspects of psychological 
formulation in action.

1.1  The Current Volume

Recent estimates indicate that there are now over 400 psychotherapy models, with 
varying levels of evidential support (Wedding & Corsini, 2013). The current volume 
describes a selection of psychological approaches commonly employed in contem-
porary clinical practice. This selection reflects broader trends over recent decades 
within psychological practice in that, further to more established ‘pure form’ models 
(e.g., behavioural, cognitive, and psychodynamic approaches), it includes a number 
of integrative and hybrid approaches that ‘build on’ aspects of these traditional 
models. Approximately one third of practitioner psychologists now identify their 
primary ‘theoretical’ orientation as ‘eclectic’ or ‘integrative’ (Prochaska & Norcross, 
2010) – suggesting that the adherence to ‘pure form’ models is losing ground to a more 
pragmatic, intermixed approach to therapy. While pragmatic approaches may allow 
for flexible application of evidence-based techniques according to the needs of indi-
vidual cases, this may come at the expense of testability, depth, clarity, coherence, 
and theory development (Gilbert & Orlans, 2011). Similarly, when new approaches 
are developed that appropriate and incorporate empirically-established principles 
and techniques, it can become very difficult to discern whether the therapy is effec-
tive because of the new or old components, or a combination of both – compound-
ing existing difficulties in identifying theory-specific versus common mechanisms of 
effective therapy. The current volume attempts to capture these tensions through the 
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inclusion of traditional, contemporary, and integrative therapeutic approaches, and 
by eliciting critical dialogues between advocates of each.

1.2  Chapter Structure

1.2.1  Model Overview and Application

Chapter contributors were asked to provide an overview of their particular theoretical 
approach – highlighting the origins, central tenets, key principles, evidence for effec-
tiveness, and common criticisms that are made of the approach – before proceeding to 
apply their specific theoretical approach to the case material presented in Chapter 2.

In these sections, the contributors were encouraged to show their ‘working out’ or 
‘formulation in action’: demonstrating their initial understanding of the information 
provided, highlighting the issues that – from their theoretical position – are immedi-
ately salient and form key foci, and explicating how formulation interacts with these 
factors and processes. Finally, contributors were asked to outline potential interven-
tion objectives, how these are underpinned by their theoretical approach, and how 
intervention effectiveness would be determined – a key area of debate within applied 
psychology settings.

1.2.2  Critical Commentary and Author Response

In order to foster debate and to highlight how particular approaches to formulation 
and therapy may be critiqued, we invited contributors of other theoretically-aligned 
chapters within the volume to critique the formulation and theoretical approach 
outlined in each chapter. To maximise variability, we aimed to pair psychological 
approaches that – at a theoretical level – should offer the most distinct contrasts: for 
example, pairing Intensive Short-term Dynamic Psychotherapy (hypothesising intra-
psychic mechanisms of change) with Systemic Family Therapy (largely hypothesising 
extrapsychic mechanisms of change). These commentaries are designed to demon-
strate the advantages, disadvantages, and broader issues with respect to adoption 
of any particular approach to formulation and therapy. Finally, all contributors were 
provided with a ‘right to reply’ in order to address, where possible, the issues raised in 
the critical commentary, and to reflect more broadly on issues of theoretical similarity 
and dissimilarity.

As editors, one of our primary aims has been to stimulate critical consideration 
and debate in relation to how psychological theory is applied in clinical practice. In 
addition to the issues highlighted and addressed within the critical commentaries, a 
number of authors have recommended criteria for the evaluation of applied theories 
(Cramer, 2013; Patterson, 1983; Prochaska, Wright, & Velicer, 2008; Sharf, 2015) – and 
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we consider that these are applicable to both the (general) psychological models and 
(specific) formulations outlined in each chapter (although the relative importance of 
individual criteria may be considered to vary according to the epistemological posi-
tioning of each approach). The box below provides a synthesis of some of these crite-
ria and associated questions: We recommend that readers hold these in mind when 
critically appraising case formulations and the psychological theories from which 
they are derived – both within this volume and in their own clinical practice.

Criterion Indicator questions 

Clarity and Parsimony • Is the model understandable and internally consistent?
• Is the model needlessly complex or convoluted?
• Are key concepts discrete, specific, and non-redundant?

Precision and Testability • Are concepts operationally defined and measurable?
• Is the model too broad to have explanatory precision?
• Does the model produce testable hypotheses?
• Are propositions and inferences falsifiable?
• Does the model allow for the clinician’s assumptions to be discon-

firmed?

Empirical adequacy • Can the model account for available evidence?
• Are model-based predictions demonstrably accurate?
• Are the posited mechanisms or processes within the model empiri-

cally validated?

Comprehensiveness and 
Generalisability

• Is the model holistic?
• Does the model apply across a range of contexts and clinical phenom-

ena?
• Does the model transfer to different situations and occasions?

Utility and Applied value • Does the model provide a useful conceptual or heuristic framework for 
practice?

• Does it facilitate shared understanding and workability?
• Do interventions based on the model demonstrate effectiveness?
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2  Case Description
The following case description provides the base material for each of the clinical case 
formulations in subsequent chapters. An overview of the client’s history, experiences, 
and current circumstances is provided in a chronological, narrative form. Given that 
different psychological approaches prioritise, highlight, and attend to specific factors 
and client experiences differentially, we attempted to avoid imposing a structured, 
theoretically-aligned format on our contributors in order that their subsequent formu-
lations could be aligned with their own ways of working. Direct quotations from the 
client are provided in quotation marks and provide insight into her own perceptions 
of her experiences and difficulties.

2.1  Introducing Molly

Molly is a 29-year old single woman who currently lives alone in a new, modest, rented 
apartment close to the city centre. Although she has one long-term close friend (Eve), 
and a number of casual acquaintances, she tends not to socialise a great deal as she 
finds it “difficult to be (herself) in larger groups”. Instead, she uses social media to 
keep up with people and will talk to Eve on the telephone once every week or so. 
Molly works 30 hours a week at the city library close to her home, and until recently, 
enjoyed her job.

In her spare time, Molly likes to read, watch TV, cook, and browse online shops 
and auction websites for antique porcelain dolls. She also runs errands for her parents 
who live nearby, and although they are relatively young, Molly feels that they make 
excessive demands on her time and can make her feel guilty if she does not meet those 
demands.

2.1.1  Childhood and Early Adolescence

Molly has one younger sister, Ella, who is currently studying for a PhD at university. 
Although Molly is very close to Ella and has always relied on her for support, she 
feels that life has been easier for her sister and that their parents “love Ella more than 
(her)”. Molly feels that Ella was “spoiled” as the youngest child and did not have to try 
as hard to earn their parents’ affection.

Molly feels that her home life “lacked warmth” when she was growing up. Her 
parents lived quite separate lives within the same household; each had their own 
bedroom and sitting room where they would spend most of their time, but although 
Molly’s mother would be verbally critical and dismissive of her father, there were no 

This work is licensed under the Creative Commons Attribution-NonCommercial-NoDerivs 3.0 License
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direct confrontations. In contrast, Molly was considered “overly emotional” and “dra-
matic” by her parents as she would become tearful and would fight with her sister 
over “little things”.

In contrast to other family members, Molly also had more contact with the family 
GP, frequently complaining of nausea and constipation. More recently, Molly was 
diagnosed with idiopathic pelvic pain and Irritable Bowel Syndrome (IBS).

At school, Molly was well-liked by her teachers but found it difficult to form and 
maintain relationships with the other children. She describes herself as being “too 
controlling” and “emotionally demanding” of the few friends she had, although “one 
or two girls put up with (her)”. Molly’s mother had high academic expectations and 
conveyed that Molly should be able achieve without relying on help from others; at 
times when Molly did not achieve as well as expected, her mother would express her 
disappointment by “giving one of her ‘looks’”.

2.1.2  Early Adulthood

From a young age Molly had always wanted to train as a teacher. She achieved good 
grades in her exams at school and college, and successfully obtained a teacher train-
ing position at university. However, although she was initially excited about start-
ing university, the training programme involved many role-plays, presentations, and 
class discussions which made Molly feel “stressed” and “exposed”, and she began to 
avoid classes and assignments that involved direct participation. Consequently, she 
started to fall behind with her work, became less integrated with her peers in class, 
and due to her absences, was not invited to as many social occasions as other people.

Molly’s move to university was the first time she had been away from home for an 
extended period and she initially found not living with her parents difficult; although 
her fellow students seemed to embrace the freedom that university life offered, Molly 
found the experience somewhat overwhelming. However, her housemates were 
friendly and would cook, eat, and socialise together, but Molly would only join them 
if she was asked directly because she did not want to “impose” on the group.

One of the housemates, Jack, showed an interest in Molly, and after spending 
an afternoon drinking together, they went to Molly’s room to have sex. During the 
encounter, three other housemates charged into Molly’s room and teased the couple 
for being in bed together; although Jack laughed along with them, Molly felt acutely 
embarrassed and ashamed.

After her encounter with Jack, Molly tried to spend more time with him over the 
next month, but he appeared not to be interested in her anymore and accused her of 
being “clingy”; Molly believed he was purposefully ignoring her, was speaking badly 
about her to others, and “laughing” behind her back. Consequently, Molly began to 
withdraw further, and during her second term, dropped out of university altogether 
and returned home to live with her parents.
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2.1.3  Adulthood

After leaving university, Molly worked various temporary jobs, mainly in administra-
tive support and general office work. Although she obtained a position as a classroom 
assistant, this was a temporary position and the contract was not extended further. 
Molly felt that if she had “fitted in more” with the teachers and other staff members 
then perhaps they would have made her a fulltime member of staff.

After her period at university Molly lived intermittently with her parents until 
she was 27. During that time, she also lived briefly with a boyfriend (Danny) and her 
sister Ella. Although Molly and Ella lived together for a year and spent a lot of time 
together, they would frequently argue because Molly felt Ella had too many casual 
boyfriends, stayed out too often, and did not help enough around the house. When 
Ella was offered a funded PhD in another city, Molly returned to her parents’ home as 
she could not afford the rent alone.

Molly’s relationship with Danny was short-lived. Molly met Danny through a 
friend of her sister during a rare occasion when she had agreed to go out for a drink. 
Molly felt “very much in love” with Danny and was sure “he was the one”, and moved 
into his flat with him around a month later. However, Danny ended the relation-
ship the month after following an argument, telling Molly to move out of his flat, 
and accusing her of being “emotionally demanding” and of having moved in without 
“fully asking” him. Molly was devastated when Danny ended the relationship and 
felt ashamed at having to move back with her parents, particularly as they had told 
her that the relationship was “moving too fast” and would not last. A few weeks 
later, Molly discovered that Danny had been seeing other people when he was with 
Molly; shortly afterwards, Molly was admitted to hospital following an overdose of 
painkillers.

Molly was transferred to an acute psychiatric ward for two weeks. During that 
time she openly talked about feeling worthless, and nursing records report that Molly 
started to “copy” the behaviour of other individuals on the ward, including minor 
self-cutting, and that nursing staff felt Molly was “histrionic” and that her problems 
were “behavioural,” “manipulative”, “attention seeking”, or due to a “personality 
disorder.” However, other staff members felt they established a positive relationship 
with Molly and expressed sympathy that she did not receive any visitors during her 
admission.

Following discharge from hospital Molly returned to her parents’ home. Although 
she had been advised to seek a referral for psychological therapy from her GP, Molly 
felt that any further contact with mental health services would add to the stigma her 
parents already felt by having a “daughter who had been in the madhouse”. Molly felt 
that she “had to pull (herself) together” and that she had been “stupid to have such a 
reaction to a breakup with a boyfriend”. She made extra effort with her parents, per-
forming errands and chores for them, and obtained her job at the library after seeing 
the position advertised when returning some books for her mother.
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After starting work, Molly moved out of her parents’ home into her flat. She found 
her new independence markedly different from her time at university; she “enjoyed 
having a cleaning routine after work”, became very “house proud”, and started to 
enjoy baking cupcakes and brownies for her work colleagues.

More recently, another woman, Amy, started working at the library. When Amy 
first started, Molly “took her under (her) wing” and “showed her the ropes”. The pair 
got on well for a month or so until Molly thought she heard Amy making a joke about 
Molly’s clothes to another colleague. Molly did not confront Amy about the comment, 
but started to spend less time chatting with her colleagues and began to worry that 
they did not like her; she started to decline invitations for after-work drinks and 
stopped taking baked items to work.

2.1.4  Current Difficulties

Around this time, Molly started to have trouble sleeping; she would think about con-
versations she had had at work, what her colleagues had said to her, what she would 
have liked to have said to them, and would find it difficult to stop her “mind churning 
over the nonsense of the day”. She would find it difficult to sleep and started staying 
up late during the week, often snacking and watching TV. Molly started to feel “con-
stantly tired” at work, found it difficult to motivate herself to tidy her flat, felt she had 
little energy to do anything other than work and sleep, and previous hobbies gave her 
much less pleasure. Molly’s weight also started to increase, and she would attempt 
to control this by not eating during the day, but would then feel very hungry in the 
evenings and would snack or order takeaway food.

Due to her sleeping difficulties, Molly requested help from her GP and was pre-
scribed sleeping medication. However, although the medication helped Molly sleep, 
she found that she woke feeling very tired, remained lethargic throughout the day, 
and found it difficult to concentrate at work. In a further consultation with her GP, 
Molly reported that the medication was not helping her, that she was gaining weight, 
and that she often had “butterflies in (her) tummy” that frequently made her feel like 
she needed the toilet. After further prompts, Molly disclosed that she felt “miserable” 
and “stressed at work”; she became tearful and stated “there is no point in going on”. 
She denied feeling suicidal but told her GP that she “just wanted help to sort (herself) 
out”. After some initial protestation from Molly, her GP referred her for psychological 
therapy.

2.1.5  Psychological Therapy

Due to local demand for services, Molly was on the waiting list for psychological 
therapy for four months before she had an initial assessment. In her first session, 
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Molly appeared physically tense and sat very still and upright; her breathing was 
shallow and her gaze fluctuated markedly between the therapist and the door. She 
expressed anger at the therapist for having to wait so long to see someone, was 
confrontational and critical when the therapist attempted to explain the wait, and 
became overtly emotional – frequently sobbing and irritably snapping at some of 
the therapist’s questions – but then apologising and expressing frustration for not 
“keeping (herself) together”. Molly told the therapist that she felt “totally useless”, 
and although she is “not stupid” she had “let everyone down” and felt that she had 
no real “role or importance to anyone special”. Molly described her parents as “com-
pletely obsessed with themselves” and that they were “not really there” for her during 
her childhood. She told the therapist that “She [mum] would have loved to say I was a 
teacher” but that her parents must now see her as “a freak show”.

Molly found her initial session with her therapist emotionally demanding but 
agreed to continue therapy; she has now had three sessions in total. As the sessions 
have progressed, Molly has told the therapist that she feels that she is underachiev-
ing at work, feels that others are losing patience and are critical of her, and that she 
is “weak and useless” because she is tearful and depressed. She refers to herself as 
“an irritation”, “an embarrassment” and suggests that she has “never been enough” 
or “interesting”.

In her second session, Molly alluded to “past traumas” but withheld from dis-
closing further information, instead stating that she “should be able to pull (herself) 
together and ought to be able to get on with things”. However, in her most recent 
session, Molly disclosed that she was sexually abused when she was nine years old 
over a period of two months. She has never informed anyone of the experience, stating 
that her family would think she had “made up the allegations for attention”, that it 
would “wreck the family”, and that “you just have to get on with it”. She presents as 
very reluctant to discuss the matter further.

Molly also informed her therapist that she believes Danny, her “first real boy-
friend”, finished their relationship because she was unable to be consistently sexu-
ally intimate with him. Although she reports having sexual thoughts and responses, 
and engages in occasional flirting, Molly worries about it “going too far” and feels 
“dirty” when she experiences a physical sexual response. She states that she feels 
“unattractive”, “frumpy”, and that she “couldn’t believe that Danny had liked (her)” 
and that she is “not going to get that lucky again”. She explains that there is “no point 
in having another relationship”, because if she does not have sex with her partner, 
then he will “go elsewhere for it” and will “abandon (her) like Danny did”. When 
telling her therapist this, she becomes visibly annoyed and states that she hates 
“being so needy”.
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2.1.6  Therapeutic Goals

Molly has found it difficult to clearly identify her goals for therapy. However, as the 
sessions have progressed, she has informed her therapist that she wants “to get 
better”, “feel the opposite” of how she feels now, “feel more confident”, and that she 
would “really like to make everyone proud in some way”.
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3  Clinical Behaviour Analysis
Within this chapter, we formulate the case of Molly using the principles of Clinical 
Behaviour Analysis (CBA). At its core, CBA is the application of empirically estab-
lished behavioural learning principles to the clinical domain, providing a framework 
for the systematic analysis of a person’s historical and current contexts, in terms of 
the personal learning that has occurred through interaction with those contexts, and 
using this information to understand the function and maintenance of an individual’s 
clinically-relevant behaviour.

Unlike other established approaches to formulation and therapy, CBA is often 
misunderstood by individuals who are unfamiliar, or only partially familiar, with the 
central tenets of the approach. Common charges levied against CBA (and its variants, 
such as applied behaviour analysis, ‘behaviourism’, ‘behavioural approaches’, etc.) 
include: the apparent dismissal of thoughts, feelings and emotions as unobservable 
and therefore unimportant to the clinician or analyst; the use of aversive techniques 
and punishment to change behaviour; and the reduction of the complexity of individ-
ual experience into simplistic behavioural units. While these criticisms may be valid 
for some forms of mechanistic behaviourism or misinformed individual therapists, 
they do not apply to the radical behaviourism of B F Skinner (Skinner, 1974) – the 
behavioural philosophy that underpins our approach.

3.1  Defining Features

The key principles of radical behaviourism are that behaviour is: (a) functional – that 
is, it serves a purpose within the context in which it arises; (b) elicited through the 
interaction of a person’s specific biology, learning history, and current context; and 
(c) selected, shaped and maintained by the contextual consequences of the behaviour 
itself. Before examining these principles in closer detail, however, it is first important 
to define what is specifically meant by the term ‘behaviour’ within this approach.

From a radical behavioural perspective, everything a person does is behaviour 
and can be subject to a behavioural analysis. Some behaviour is conspicuous, overt, 
and observable, and this form of behaviour is perhaps most frequently considered 
the chief interest of behaviour analysts. However, radical behaviourism is also con-
cerned with private behaviours – such as thinking, planning, and feeling – that are 
only available to the individual who is engaged in them. While it is accepted that such 
behaviours are difficult to observe and measure, such difficulties do not constitute a 
rationale for excluding them from a CBA:

 © 2015 David L Dawson et al
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“Radical behaviourism...does not insist upon truth by agreement and can therefore consider 
events taking place in the private world within the skin. It does not call these events unobser-
vable, and it does not dismiss them as subjective. It simply questions the nature of the object 
observed and the reliability of the observations” (Skinner, 1974, p. 17).

The classification of cognitions, emotions, and other interoceptive events as ‘private 
behaviour’ is more than a simple taxonomic sleight of hand, and alludes to one of 
the key defining features of radical behaviourism. Unlike other psychological theo-
ries, and more in line with the natural sciences, ‘cognitions’ – from this perspective, 
private verbal or visual behaviours – do not have primacy, and are thus classified as 
dependent, rather than independent, variables.

This demarcation is central to radical behaviourism and bears closer scrutiny. 
Within CBA, a holistic approach to the individual is adopted and cognitions and emo-
tions are treated as important, complex responses (blends of overt, private, and phys-
iological behaviour) that arise in a specific context; however, they are not the causes 
of the behaviour. An individual who experiences anxiety in a busy supermarket, for 
example, may experience visible signs of physiological arousal, and will likely experi-
ence private verbal behaviour with respect to the perceived threat (“I have to get out 
before something really bad happens to me”). However, within CBA, these experi-
ences are epiphenomenological in the sense that they are the felt experience of inter-
acting with a specific environmental context – they are not the cause of the anxiety, 
but a collection of complex responses to the supermarket as a contextual discrimina-
tive stimulus. Nonetheless, they are important responses – they provide the analyst 
with information regarding the personal meaning of particular stimuli (in terms of 
the learning that has previously taken place in relation to the stimuli), the salience of 
the stimuli (the strength and range of responses the stimuli elicit), and what conse-
quences may be helping to maintain the behaviour (for example, escape behaviours 
may be maintained by resultant reductions in feelings of threat).

CBA therefore necessitates an idiographic, collaborative, and person-centred 
approach to therapy; the therapist is required to understand how an individual’s 
unique learning experiences have led to the person’s difficulties, and crucially, to 
understand how any therapeutic intervention may interact (favourably or unfavour-
ably) with this prior learning. This emphasis on contextualising emotional experience 
is highly congruent with recent critiques of the Diagnostic and Statistical Manual of 
Mental Disorders (DSM) system (Brown & Gillard, 2015) which, given its structural-
ist underpinnings, tends to decontextualise difficulties and thus negate the personal 
meaning of the experience for the individual.

The key to understanding and working therapeutically with an individual within 
a CBA approach is through the production of a functional analysis – essentially a 
hypothesis (or series of hypotheses) about the acquisition, instigation, and mainte-
nance of an individual’s behaviour. The analyst aims to understand how an individ-
ual’s learning history has led certain antecedent stimuli (such as events, interactions 
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with others, verbal comments, etc.) to elicit specific behaviours, and how these 
behaviours, and different habits of approach and avoidance, have been shaped and 
maintained by their consequences through the mechanisms of reinforcement and 
punishment (outlined below). A functional analysis of a specific behaviour is there-
fore often delineated using a standard A:B:C: (antecedent, behaviour, consequences) 
framework. It is important to note the colons within the A:B:C: analysis: these serve 
to highlight that, as we are necessarily working with the retrospective recall of clients, 
we cannot always reliably determine that A caused B, and that B was maintained by 
C. However, we can establish that these events appear to follow each other in reliable 
ways, that changes in behaviour are consistent with learning theory principles, and 
that the analysis is congruent with current behaviour. In this way, functional anal-
ysis is underpinned by a pragmatic rather than positivistic epistemology (Biglan & 
Hayes, 1997).

In keeping with the scientific origins of CBA, the hypotheses generated about 
the maintenance of current behaviour should be both supported by the available 
data and testable (although this may not always be possible when analysing historic 
accounts of the acquisition of behaviours, as here). The ultimate goal of functional 
analysis from our perspective is to be able to predict and influence future behaviour 
with precision, scope, and depth (see Biglan & Hayes, 1997; Hayes, 1993).

3.2  Historical Origins and Key Principles

CBA is embedded in learning theory and can trace its origins to the late 19th and early 
20th centuries, and the empirical work of Pavlov (1927; conditioned reflexes and clas-
sical conditioning); Thorndike (1931; trial and error learning and connectionism); 
Watson (1919; the formulation and fixation of habits and methodological behaviour-
ism – specifically redefining psychology as the study of observable behaviour); and 
Skinner (1974; operant conditioning and radical behaviourism).

Within CBA, the primary interests of the analyst are the development of behav-
iour (through learning) and the function (rather than form or topography) of the 
behaviour (in terms of the consequences of the behaviour on the environment). The 
major learning theories that inform our approach are classical conditioning (often 
associated with Pavlov) and Skinner’s operant conditioning. Although it is beyond 
the scope of this chapter to give a detailed account of the principles of classical and 
operant learning paradigms (see Pierce & Cheney, 2013, for an excellent overview) it is 
nevertheless necessary to articulate how we understand and use some of the key prin-
ciples associated with these theories. At the simplest level, these approaches share 
the principle of temporal contiguity: Behaviours that are preceded by a stimulus can 
come to be elicited by that stimulus (classical conditioning), and behaviours that are 
followed by specific stimulus (consequence) can be reinforced and maintained by 
that stimulus (operant conditioning).
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Many psychological models of clinical problems are in essence based on ‘two 
factor theory’ (e.g., Mowrer, 1956) in which clinically problematic behaviours initially 
develop through classical conditioning. An event – often something which induces 
fear or nausea, for example – becomes associated with a more neutral stimulus (such 
as a supermarket), and consequently, the supermarket comes to elicit a fearful or 
nausea-inducing learned response, in much the same way that a bell came to elicit 
salivation for Pavlov’s dogs. However, unlike in Pavlov’s original experiments with 
animals, when a neutral stimulus is associated with aversive, painful, or fear-induc-
ing stimuli in humans, the association will often persist, and the strength of fearful 
response to the previously neutral stimulus may actually exceed the response to the 
original stimulus – a phenomenon known as “incubation” (Eysenck, 1968).

In two factor theory, however, the fearful behaviour is also maintained by operant 
processes. In operant theory, behaviours are effectively selected, shaped, and main-
tained by the influence they have on the environment; behaviours that have positive 
consequences for the individual, or which reduce the severity or probability of nega-
tive consequences, are maintained (reinforced), while those that are less effective in 
meeting their goals are reduced or abandoned (extinction). This process is analogous 
to the process of Darwinian natural selection, and Skinner highlighted the similarities 
between the environmental selection and shaping of biological processes at the level 
of the species, and the process of environmental selection and shaping of behaviours 
at the level of the individual within their own lifetime (Skinner, 1974).

Continuing our example above, if an individual experiences fear when entering 
a supermarket (possibly due to classical conditioning), that individual may leave the 
situation in an attempt to manage experienced anxiety; if this behaviour is success-
ful and the individual’s anxiety reduces, the avoidance/escape behaviour is likely 
to reoccur in the future – the behaviour has been negatively reinforced through the 
successful removal of the threat and will therefore be drawn upon again in similar 
circumstances.

Whereas reinforcement is defined as any consequence that increases the prob-
ability that a behaviour will reoccur in the future, punishment is the term given to 
any consequence that functions to reduce the likelihood of a behaviour recurring. 
However, in anything but extreme cases (such as immediate danger to life), and in line 
with Skinner’s own views, punishment should have no place in therapy. Aside from 
the moral and ethical issues of using punishment within a therapeutic environment, 
such strategies generally function to merely suppress behaviour, often temporarily, 
rather than to eliminate it. Furthermore, by definition, punishment is experienced as 
highly aversive; can unintentionally result in other, undesired behaviours (such as 
anger or anxiety) becoming more salient; and only informs the punished individual 
about what not to do – it does not provide guidance or learning regarding what to do 
(i.e., punishment does not foster alternative functional behaviours):
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“In the long run, punishment, unlike reinforcement, works to the disadvantage of both the puni-
shed organism and the punishing agency. The aversive stimuli that are needed generate emo-
tions, including predispositions to escape or retaliate, and disabling anxieties” (Skinner, 1953, 
p. 183).

Unfortunately, punishing behaviour can be very reinforcing for the punisher given 
that it can often result in immediate, albeit temporary, cessation of an unwanted 
behaviour, and perhaps explains why punishment can become part of the culture of 
any institution which has power and control over less-powerful individuals.

Due to common misunderstanding, however, it is important to note that rein-
forcement and punishment are functionally defined – they are defined by their effect 
on behaviour, not their topography. For example, public praise may act a positive 
reinforcer for one individual (it may increase a desirable behaviour by functioning 
as a ‘reward’), but could function as a punisher for another individual (it may be 
experienced as embarrassing and decrease the likelihood of the targeted behaviour 
recurring). Similarly, what appears to be a punishing stimulus, such as the infliction 
of pain, may actually function as a reinforcer for some individuals in some contexts 
(e.g., individuals who enjoy masochistic sex practices).

In addition to reinforcement and punishment – the frequency and temporality 
of the delivery of such consequences (or ‘schedule of reinforcement’) is also crucial. 
Behaviours that are always reinforced in predictable ways are much easier to extin-
guish than behaviours that are subject to intermittent or unpredictable schedules of 
reinforcement – these latter schedules are very successful at maintaining behaviour 
over long periods, and are the types of schedules most frequently encountered by 
clinicians in the therapy room. A classic example of an intermittent schedule is found 
in gambling – the individual does not know how many times they need to gamble 
in order to win, and consequently, the gambling behaviour can be very resistant to 
extinction; the gambler may ‘chase’ losses, expecting reinforcement (winning) to 
occur at any time, and thus the behaviour continues.

Radical behaviourists also take full account of the role of language in learning 
and influencing behaviour; people are verbal beings living in a verbal community, 
and language can shape and influence behaviour by changing the abstract value and 
relative importance of stimuli and reinforcers, or by verbally specifying the conse-
quences of a particular behaviour or course of action (termed ‘rule governed behav-
iour’ within radical behaviourism). In this way, individuals not only learn by direct 
experience (e.g., through direct contact with the environmental consequences of their 
own behaviour) but also through verbal means such as rules, instruction, and culture 
(Hayes, Barnes-Holmes, & Roche, 2001; Skinner, 1974).

Finally, within CBA, the analyst is also interested in the identification of behav-
ioural conflicts which emerge through competing appetitive (positively reinforced) 
and/or aversive (negatively reinforced and/or punished) histories of reinforcement. 
Examples include: (1) approach/avoidance conflicts – ‘I want to eat the chocolate bar 
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(appetitive) but if I do I may put on weight (aversive)’; (2) avoidance/avoidance con-
flicts – ‘I don’t want to write this essay (aversive) but if I don’t I may fail my course 
(aversive)’; and (3) approach/approach conflicts ‘I want to go to the concert (appeti-
tive) but I also want to stay at home and take a bath (appetitive)’. While these exam-
ples illustrate the phenomenon, more significant conflicts can result in stress, indeci-
sion, and important clinical presentations.

3.3  Empirical Evidence

The mechanisms underpinning behavioural approaches are amongst the most 
broadly applicable and empirically-supported in the whole of applied (and experi-
mental) psychology. Strong evidence for the effectiveness of behavioural approaches 
to therapy can be found in a myriad of meta-analyses across a range of presenta-
tions and populations, including: depression (e.g., Cuijpers, van Straten, Andersson, 
& van Oppen, 2008; Cuijpers, Van Straten, & Warmerdam, 2007), anxiety disorders 
(e.g., Deacon & Abramowitz, 2004; Feske & Chambless, 1995; Kobak, Greist, Jeffer-
son, Katzelnick, & Henk, 1998), autism (e.g., Eldevik et al., 2009), attention-deficit 
hyperactivity disorder (Fabiano et al., 2009), chronic pain (e.g., Morley, Eccleston, & 
Williams, 1999), insomnia (Smith et al., 2014) and many others (for an overview, see 
Kazdin, 2013). Indeed, Pierce and Cheney (2013) state that the principles underpin-
ning behavioural approaches are so broadly applicable “because the world actually 
operates according to these principles” (p.399) and the effective components of other 
therapies are often found to be those that rely on behavioural principles (e.g., Wein-
berger & Rasco, 2007).

3.4  Critique

The approaches of Watson and other early methodological behaviourists, predicated 
on logical positivism, have historically been somewhat conflated with Skinner’s 
radical behaviourism. This erroneous assumption has led to any approach using the 
term ‘behaviourism’, including radical behaviourism, to be seen as simplistic, mecha-
nistic, punitive, and dismissive of the roles of language and cognition, regardless of 
Skinner’s own writings to the contrary (e.g., Skinner, 1974, 1989). However, Skinner’s 
early accounts of therapy, language, and verbal behaviour are certainly not beyond 
critique, and Skinner’s primary writings on these subjects (e.g., 1953, 1957) were ini-
tially based on extrapolations rather than solid data. However, radical behaviourism-
informed approaches have continued to make significant data-driven advances in 
psychological theory and practice, leading to the development of Relational Frame 
Theory as a coherent behavioural account of language and cognition (Hayes et al., 
2001), and radical behavioural-informed therapeutic approaches such as Acceptance 



 Formulation in Action   21

and Commitment Therapy (Hayes, Strosahl, & Wilson, 1999; see Chapter 5) and Func-
tional Analytic Psychotherapy (Kohlenberg & Tsai, 1991). 

In addition to the general criticisms of radical behaviourism as a model of human 
functioning, negative perceptions of behavioural approaches are found amongst cli-
nicians, healthcare professionals, and the general public more broadly. These appear 
to arise for a number of reasons:
1. Behavioural approaches have good ‘common sense’ face validity and can there-

fore appear both simplistic and mechanistic. Consequently, inexperienced prac-
titioners can assume an expertise on the basis of very limited basic training, 
understanding, and supervision, leading to problematic and non-person-centred 
delivery of the approach with clients.

2. Behavioural approaches are very effective at reducing clinical behaviours when 
correctly applied, but if misapplied, can result in a strengthening of those behav-
iours or the development of other problematic behaviours.

3. Within some settings, inexperienced and poorly supervised healthcare profes-
sionals have at times developed ‘behavioural programmes’ based almost exclu-
sively on punishment schedules that are highly reinforcing for staff members 
– they change behaviour quickly within the short-term – at the expense of a posi-
tive, helpful, and therapeutic experience for the client.

4. The term ‘behavioural’ has become somewhat of a stigmatising term when 
applied to clients by some healthcare professionals, where presentations or dif-
ficulties that seem purposeful are dismissed as ‘behavioural’ (deliberate), with 
the erroneous implication that these behaviours require less understanding or 
intervention.

Given that few other psychological approaches are as consistent as radical behaviour-
ism with the scientist-practitioner philosophy prevalent in modern clinical psychol-
ogy, or are as holistic in their attempts to balance all of the components of human 
experience (including emphasising the role of context), why have these criticisms 
remained? Skinner (1974) observed that the person with whom we are most familiar 
is our self and, before we come to study psychology, we typically have many years of 
being reinforced for explaining our own behaviour in terms of mental and emotional 
causes: change is often difficult, even for psychologists.

3.5  Formulation in Action

When working with Molly from a CBA perspective, our assessment would focus on 
(1) developing a functional analysis/formulation of her current behaviour (including 
private behaviour) in relation to her specific learning history (e.g., exploring what 
behaviours have been conditioned, reinforced, punished, and shaped historically); 
and (2) examining the function and consequences of her current behaviour in relation 
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to her reported difficulties and therapeutic goals. Given our functional underpinnings, 
the classification of Molly’s behaviour in terms of diagnosis would not be a priority.

The case material provided already contains some of the information we would 
attempt to elicit during an assessment and we can therefore begin to make provi-
sional hypotheses. However, the information provided does not facilitate the iden-
tification of discrete behavioural chains or provide us with a means to examine the 
specific consequences of what appear to be key learning events. This somewhat pre-
cludes a traditional A:B:C: analysis, and consequently our formulation is tentative 
and the analysis provisional. In contrast to our usual clinical practice, wherein we 
would work with the client to refine the analysis, the formulation presented below is 
necessarily somewhat assumptive and accordingly loses some precision.

3.5.1  Initial Formulation

The working hypotheses outlined below are based on our reading and abstraction 
of events from Molly’s self-report and presentation within therapy. We identified a 
number of areas that appear to be adversely impacting on Molly and would aim to 
explore these further in line with her therapeutic goals (see intervention objectives 
below). We have clustered these into three broad domains: (1) sex and relationships; 
(2) depression; and (3) social interaction. Given that we are unable to undertake a 
comprehensive functional analysis without further detailed information, we examine 
each of these domains in turn utilising a narrative framework (based on behavioural 
principles) to highlight salient events, learning, and behavioural mechanisms that 
appear relevant to understanding how Molly’s difficulties may have developed.

3.5.1.1  Sex and Relationships
There is evidence from Molly’s self-report that she may be experiencing difficulties 
with respect to her sexual functioning, and her ability and willingness to form and 
sustain relationships. Regarding sex, Molly reports feeling “dirty” when experiencing 
a sexual response, worries that if she doesn’t have sex with a partner they will leave 
her, intimates that she is “not going to get that lucky again” (in finding a partner), but 
also worries about sexual encounters “going too far”. Sexual stimulation and access 
to intimate partners are typically strong appetitive reinforcers and are important 
aspects of psychological wellbeing (e.g., Laumann et al., 2006; Laumann, Paik, & 
Rosen, 1999). However, in Molly’s case, her history of rejection and humiliation within 
sexual relationships (such as her encounter with Jack at university) appears to have 
led to sexual activity becoming associated (conditioned) with aversive consequences.

Most of Molly’s familial and social relationships appear to have been similarly 
marked by disappointment, rejection, and potential abuse, incrementally consolidat-
ing learning that relationships are generally difficult and hurtful. We would therefore 
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hypothesise that these experiences have led to the development of a significant 
approach/avoidance conflict: meaningful relationships and intimacy are strongly 
desired but are unsafe and to be avoided.

3.5.1.2  Depression
Molly’s self-report contains numerous references to low mood and factors commonly 
associated with ‘depression’1. She is tearful and tense in her sessions with the thera-
pist, she discloses feeling “miserable”, “useless”, “depressed”, and “unattractive” – 
among other negative self-evaluations – and reports sleep disturbance, poor motiva-
tion, poor concentration, changed eating habits, and a lack of pleasure in previously 
enjoyed activities.

From a behavioural perspective, an individual experiences depression when a 
significant reduction in response-contingent positive reinforcement occurs, such as 
separation from a long-term partner, or as their behaviour becomes subject to increas-
ing levels of aversive control (e.g., Ferster, 1973; Lewinsohn, 1974), such as having to 
perform excessive duties to avoid negative consequences (see Kanter, Busch, Weeks, 
& Landes, 2008, for an overview). Although most people will experience such changes 
in contingencies periodically within their lifetime, for some individuals, depressive 
behaviour can become more entrenched. This may occur through a lack of established 
adaptive behaviours that can help an individual to re-establish positive contingencies 
(such as social skills – see below), or through excessive avoidance behaviour, which 
functions to reduce imminent distress but at the cost of reducing the probability of 
contact with future sources of positive reinforcement.

Molly’s avoidance of relationships is reducing her access to a number of strong 
primary reinforcers, such as sex, love, intimacy, social support, and safety. We would 
hypothesise that the series of events Molly has reported (and others which she has 
not yet reported) have led to a reduction in response-contingent reinforcement: many 
previous sources of positive reinforcement (such as work, baking, socialising with 
work colleagues, etc.) have subsequently become punishing through their associa-
tion with humiliation, rejection, and failure. As a consequence, instead of actively 
approaching aversive situations or managing conflicts, Molly avoids activities and 
opportunities that may lead to positive reinforcement (such as socialising) in order to 
reduce potential near-term distress; this functions to maintain her behaviour through 
the mechanism of negative reinforcement.

1  We use ‘depression’ cautiously here as an umbrella term for a number of behaviours (overt and 
private) that commonly occur together when an individual is poorly reinforced by their environment. 
Within a behavioural analysis, depression is not something a person ‘has’ that causes these behavi-
ours, but is simply a shorthand term for those behaviours.
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Much of Molly’s current and historical behavioural activity also appears under 
aversive control: her academic achievements, and university and career ambitions, 
appear to function to reduce her parent’s “disappointment” rather than being aligned 
with her own personal values, and she reports running errands and meeting her 
parent’s “excessive demands” in order to assuage feelings of guilt. Aside from con-
tributing to low mood, another common consequence of such aversive schedules of 
reinforcement is anger and frustration, and there is evidence of both within Molly’s 
self-report and therapeutic presentation. From a behavioural perspective, anger is 
typically considered to function as an energising/invigorating response to facilitate 
escape from an aversive environment, and Molly’s occasional outbursts, both towards 
others and within therapy, provide us with important information about the domi-
nance of negative reinforcement and punishment within her current context.

3.5.1.3  Social Interaction
There are indications from Molly’s self-report and her presentation within therapy 
that she may have difficulties with social interactions. She describes herself as “too 
controlling” and “emotionally demanding” within most of her previous social and 
romantic relationships, and communicates feelings of social uncertainty (e.g., “not 
fitting in”, not wanting to “impose” on other people at university, etc.). While Molly’s 
difficulties in this domain may simply be bad luck (e.g., not meeting the right type of 
people), we would want to explore this further and have three (overlapping) tentative 
hypotheses at this stage:

(1) It is possible that Molly has not had sufficient opportunity to develop mature 
social interaction skills and her difficulties in this area may indicate a skills deficit. 
Some information within the case description is supportive of this hypothesis. Her 
parents do not appear to have modelled appropriate interaction behaviour – they are 
dismissive, avoidant, and critical of each other, and do not appear to have fostered 
sufficient “warmth” within the family home where the development (reinforcement) 
and refinement (shaping) of good social skills could occur. Similarly, any expression 
of need from Molly appears to have been labelled “dramatic”, “clingy”, and “histri-
onic” by her parents, partners, and even healthcare professionals during her hospital 
admission. These punishing consequences fail to provide Molly with opportunities 
to learn how to meet her needs in more socially acceptable ways and simply function 
to confirm her negative views of herself as an “irritation” and a “disappointment”. 
Given that Molly’s self-report indicates that her sister Ella has developed good social 
skills, however, we would want to examine this issue further: perhaps Ella was more 
favoured, or perhaps the alleged abuse is an important consideration here.

(2) Given Molly’s reported history, we would also hypothesise that she has devel-
oped a need to tightly control the parameters of her relationships. She describes being 
“too controlling” and “emotionally demanding”, and her behaviour in this regard 
– if these descriptions are accurate – may function as an attempt to minimise the 
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probability of harm (punishment) from potential relationships. Given that almost all 
of the relationships Molly has disclosed have resulted in distressing consequences 
for her (conditioned association), “clingy” and “controlling” behaviours are perhaps 
being maintained through perceived threat reduction – the more she controls her 
relationships, the more in control and less threatened she feels (negative reinforce-
ment). However, the undesirable consequence of her controlling behaviour is that her 
relationships are more likely to breakdown given her difficult behaviour within them; 
this leads to the eventual removal of strong appetitive reinforcers (likely to contribute 
to low mood) and maintains (through a strong intermittent negative reinforcement 
schedule) her controlling behaviour in future relationships.

(3) Related to the above hypotheses, we would also want to explore the func-
tion of Molly’s self-report and presentation during therapy. When first encountering 
Molly’s history and the words she uses to describe herself, our first reactions are sym-
pathy and compassion. However, while her report of her difficulties may well be accu-
rate (and we would not aim to explore this further until a firm therapeutic relation-
ship had been established), it may also be the case that the self-report itself, or more 
accurately, the style Molly uses to convey her history, is a prima facie indication of her 
social interaction difficulties. This is by no means to diminish Molly’s distress, but 
her style of interaction may function to elicit sympathy and associated comfort from 
others, including the therapist. This would be congruent with the above hypotheses, 
perhaps suggesting limited skills for achieving intimacy in other, less demanding 
ways, and/or a behavioural style that aims to influence other people’s emotional con-
sideration towards her. While such an interaction style may be positively reinforced 
in the short-term, the long-term consequences may again be frustration and rela-
tionship breakdown as others start to consider Molly “emotionally demanding” and 
begin to avoid her: maintaining her problematic interaction style while also reducing 
her opportunities for long-term positive reinforcement through more subtle positive 
social interaction.

3.5.2  Intervention Objectives

When working with a client from within a CBA framework, our broad intervention 
objectives are: (1) to determine the nature and meaning of the client’s therapeutic 
goals; (2) to establish the therapist and the therapeutic relationship as a robust source 
of positive reinforcement and a non-punishing context (this should occur at all stages 
of the assessment and intervention); (3) to undertake a detailed assessment leading to 
the production of an agreed formulation; (4) to use the formulation with the client to 
identify and understand helpful and unhelpful current behaviours (defined pragmat-
ically as those that move the client closer to, or further away from, their therapeutic 
goals), and the reinforcement schedules that are maintaining or reducing them; and 
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(5) to develop with the client techniques, strategies, and behavioural experiments 
that facilitate therapeutic learning and behavioural change.

From a radical behavioural perspective, behaviour change (regardless of thera-
peutic modality) is effected through a limited number of processes. When working 
therapeutically with a client, we would therefore be guided by the principles that (1) 
desired behaviours are most successfully developed, shaped, and maintained through 
positive reinforcement (initially using a direct 1:1 ratio schedule where possible, before 
moving to intermittent ratios to ensure resilience); (2) problematic behaviours (those 
that have consequences that lead the client away from their therapeutic objectives) 
can be reduced through differential non-attendance on the part of the therapist when 
they occur, and can often be replaced through reinforcement of alternative behaviours 
that have a similar function (they meet the client’s needs but without the previous 
negative consequences – termed differential reinforcement of alternative behaviour); 
(3) previously entrenched responses to specific stimuli, including those underpinned 
by rule-governed behaviour, can be disrupted and new learning take place through 
techniques such as structured exposure and desensitisation. Below, we describe how 
we would bring these elements together when working with Molly, the difficulties that 
may arise, and how we might assess the effectiveness of the intervention.

3.5.3  Intervention Plan

When working directly with clients we would always ensure that therapeutic goals 
are clearly stated in terms of measurable change, and would spend considerable time 
helping clients to identify and articulate these before beginning any intervention. We 
would use questions such as: ‘if you were to achieve that goal, how would I know you 
had achieved it?’; ‘how would other people know?’; ‘if you managed to change that 
aspect of your life, what would you be doing differently?’ The purpose of these types 
of questions is for the therapist and client to have a shared understanding of the spe-
cific nature of the behaviours the client wishes to change or develop, and importantly, 
provides a more concrete basis against which therapeutic gains can be evaluated.

Given Molly’s history, we would expect her to have difficulties in specifying her 
therapeutic goals, and this seems to be the case; a great deal of her previous and 
current behaviour appears to have been orientated towards avoiding disapproval 
from others (negatively reinforced), and identifying goals for herself is likely to be rel-
atively novel and therefore difficult. We would consequently spend time within initial 
sessions focussing Molly’s attention on this issue, and using functional analysis to 
examine the function of her stated therapeutic goals: who are the desired changes 
for? What might the long-term consequences of those changes be? Are the changes 
likely to lead to more positive feedback from the environment, or just less negative 
feedback? Do the proposed changes look similar to previously problematic behaviour 
(in terms of function), or do they open up new possibilities?
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Concurrently, we would also focus on building the formulation and developing 
the therapeutic relationship by positioning ourselves as a source of positive reinforce-
ment and non-punishment. We would be attentive to and increase the types of com-
ments, actions, and behaviours on our part that appeared to increase Molly’s feel-
ings of trust, safety, and openness, and would reduce behaviours (at the beginning 
of therapy) that had the opposite effect. Our behaviour here would again be based on 
function and not topography: for example, what we may consider a positive comment 
or behaviour may be experienced by Molly as condescending or dismissive. The thera-
pist is therefore required to track the impact of their behaviour on the client to ensure 
that the therapeutic context is functioning to increase desired behaviour while reduc-
ing the frequency of undesired behaviour, in line with the client’s therapeutic goals. 
From a behavioural perspective, everything that happens within the therapy room 
(including the therapist’s own behaviour) can be subject to a functional analysis, and 
the negotiation of therapeutic goals and the development of the therapeutic relation-
ship are no different.

As Molly became more comfortable within therapy (that is, following repeated 
experiences of direct response contingent positive reinforcement), we would begin 
to examine her history, presentation, and difficulties in closer detail, collaboratively 
building the formulation and developing functional analyses of her current behav-
iour. We would expect that Molly would become more tolerant of challenges from the 
therapist, given that such challenges, and her responses to them, would not neces-
sitate withdrawal of positive reinforcement, and this initial foundation would be used 
to frame the whole therapeutic process.

It is important to note here that within CBA, the processes of assessment and for-
mulation are not always clearly demarcated; what happens within the therapy room 
(and outside, during homework tasks and behavioural experiments) will impact on 
the formulation, more details are likely to be shared as the therapeutic relationship is 
developed, and the aims of therapy may change once understood within the context 
of the client’s broader history. However, as noted above, before the principal interven-
tion can proceed it is imperative that the client’s therapeutic goals, and criteria for 
determining whether they have been achieved, are clearly established.

We cannot negotiate intervention targets directly with Molly and therefore we 
must make some assumptions regarding her therapeutic goals. Based on our pro-
visional formulation, we would initially focus on Molly’s social interaction and her 
depressive behaviour. We would expect that focussing on these components would 
have secondary benefits for the other domains of Molly’s life (e.g. relationships) by 
providing her with skills to express and meet her needs in ways that are less problem-
atic and that facilitate greater opportunity for positive reinforcement.
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3.5.3.1  Social Interaction
We would use a combination of functional analysis, within-session interactions, 
and behavioural experiments to help Molly develop more adaptive social interaction 
behaviours. Using functional analysis, we would outline how certain events (such 
as comments from colleagues) appear to elicit specific behaviours (e.g., rumination, 
avoidance, etc.) and identify the consequences of these behaviours – in terms of 
whether they move Molly closer to, or further away from, the type of life she wishes to 
lead. We would hope to demonstrate to Molly that her behaviour (generally avoidance 
and isolation), although seemingly beneficial in the short-term, has significant long-
term consequences for her. Through this process, we are attempting to undermine 
the learned associations and rule-governed behaviour that impact on Molly (e.g., ‘the 
only way to cope with hurtful experiences is to avoid them’) and to begin to introduce 
and reinforce alternative considerations (e.g., ‘the cost of avoiding all difficult situa-
tions is having few friends and not being valued’).

Using the therapeutic relationship as a basis of support, we would also strongly 
reinforce Molly’s socially adaptive behaviour within the therapy session (such as 
appropriate, assertive expression of her needs; using more positive and less deroga-
tory self-referential terms; challenging the therapist in an appropriate and socially 
skilled manner, etc.) and would attend less to any inappropriate (again, functionally 
defined, in terms of therapeutic goals) social behaviour. Although other approaches 
may refer to this process as ‘non-specific factors’, we would highlight the purposive 
use of differential reinforcement and shaping here to help develop Molly’s social 
skills set.

Through the above, we would hope that Molly would begin to understand the 
potential (unintended) consequences of her previous interaction behaviours, to 
understand (at least in principle) that avoidance behaviours can have detrimental 
long-term consequences, and to have developed, through practice with the therapist, 
more adaptive ways of communicating her needs.

At this stage, we would want Molly to experience putting her new skills into prac-
tice, and would collaboratively develop behavioural exposure tasks for that purpose. 
Although the specific nature of the task would depend on Molly’s therapeutic goals 
(for example, initiating a conversation with her work colleagues), the function of the 
task would be for Molly to experience direct, positive contingencies for her differ-
ential behaviour (in this case, tolerating rather than avoiding social discomfort), in 
order to promote and consolidate alternative, adaptive learning (in this case, through 
the process of exposure and habituation).

3.5.3.2  Depression
Behavioural activation is an effective behavioural approach for depression that aims 
to increase response-contingent positive reinforcement and reduce the occurrence of 
aversive control within an individual’s life (Jacobson et al., 1996; Jacobson, Martell, 
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& Dimidjian, 2001; Martell, Addis, & Jacobson, 2001). Similar to the process of expo-
sure for anxiety-related behaviours, ‘activation’ encourages individuals to engage in 
activities that they have been avoiding, in order to disrupt entrenched schedules of 
negative reinforcement and increase the opportunity for response-contingent positive 
reinforcement.

In line with behavioural activation, we would work with Molly to create a rank 
order of potentially reinforcing activities, and construct a schedule and structure for 
these activities (including planned frequency, intensity, and duration). Molly would 
then be encouraged to work through the agreed schedule between sessions, engaging 
in tasks in a graded manner (increasing activity over time, in order of task difficulty). 
Given that the aim of the procedure is to increase positive reinforcement and reduce 
aversive consequences, it is important that the tasks identified by the client are per-
sonally meaningful and are achievable. It is therefore judicious to start with readily-
attainable, but personally salient tasks, so that the client has immediate experience 
of success, helping to maintain (positively reinforce) the approach behaviour for the 
remainder of the hierarchy, and consolidating learning. When engaging in a specified 
activity (for example, baking cakes for her colleagues again), Molly would be asked 
to rate each activity in terms of pleasure, mood, and mastery; these ratings would 
be discussed within subsequent therapy sessions, highlighting and reinforcing the 
relationship between activity and positive mood (and avoidance and negative mood).

We would expect that through the above interventions, Molly would become 
readily aware of the role of negative reinforcement in the maintenance of many of her 
difficulties; accordingly, we would expect Molly to become less avoidant and more 
approach-focussed in her response-style, and would therefore anticipate secondary 
positive effects in other areas of Molly’s life that we have not directly targeted (such as 
her familial and sexual relationships).

3.5.3.3  Evaluation
The effectiveness of a behavioural intervention is determined pragmatically by 
whether the targeted behaviour(s) have significantly changed (e.g., increased or 
decreased) in line with the therapeutic goals established during the initial stages of 
therapy. To assess change in these behaviours, a combination of observation, self-
report, and idiographic outcome measures are typically used, and the therapist may 
employ single-case methods (such as visual analysis of plotted data, reliable and 
clinical change statistics, etc.; Barlow, Nock, & Hersen, 2009; Hageman & Arrindell, 
1999; Morley, 2013), in addition to the client’s self-report, to ascertain intervention 
efficacy. Such methods allow for an idiographic but empirically-grounded approach 
to outcome assessment, and would underpin our work with Molly.



30   Clinical Behaviour Analysis

3.5.3.4  Potential Difficulties
Behaviour change is difficult, and it is likely that we would encounter a number of 
problems when initially working with Molly. Given her apparent tendency to avoid 
challenging situations (particularly social situations), her mistrust of relationships, 
her experiences of parental disapproval, and her possible limited social interaction 
skills, we would expect the beginning stages of therapy to be marked by a similar 
approach-avoidance style as her broader relationships. Consequently, frequent dis-
plays of emotion, followed by withdrawal and negative self-appraisals might be 
expected, as perhaps would be over-reporting on baseline measures of distress (given 
her limited ability, at that stage, to communicate her distress in other ways) – and 
this would need to be taken into account when attempting to measure therapy out-
comes. We would aim to strike a balance between validating Molly’s distress (in order 
to create a safe therapeutic space, to develop the therapeutic relationship, and to 
reduce the likelihood of premature therapy termination) and inadvertently reinforc-
ing her problematic behaviours (making it more difficult to challenge those behav-
iours in the future). As therapy progressed, we would be optimistic that this gentle 
shaping process would reduce Molly’s approach-avoidance conflict and would facili-
tate a strong, therapeutic relationship that would form the foundation for the above 
intervention.

Roger Bretherton & Rachel Sabin-Farrell
3.6  CBA Formulation: Critical Commentary

Reading the opening of this chapter was surprisingly pleasant, like taking a nostalgic 
trip down memory lane. Clinical Psychologists trained over the last few decades have 
been drilled and skilled in behavioural therapy and its derivatives as part of their 
training, and behavioural theory is therefore inseparable from the history and iden-
tity of Clinical Psychology in the UK. The principal hurdle to be overcome in critiqu-
ing this chapter is the strong sense of familiarity it is likely to induce in any Clinical 
Psychologist who reads it. In addition, more integrative approaches, such as Body-
Centred Psychotherapy (see Chapter 9), openly acknowledge influences from behav-
ioural theory among others.

It is therefore difficult to strongly assert that CBA is wrong per se. The early theo-
retical sections of the chapter state the principles of behavioural learning, most of 
which are undeniably true: we learn, animals learn, classically, operantly, two-fac-
torly…and so on. But there is a point in this discourse where it turns from stating what 
is self-evidently true to what is unreflectively speculative. The main weakness of this 
chapter and the application of CBA to Molly’s case is therefore not so much that the 
basic principles of CBA are wrong, but that they are overextended and narrow.
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CBA bears all the marks of attempting to be a ‘theory of everything’ – a psycho-
logical approach, the basic principles of which can render a complete account of the 
essence of all human experience. ‘Theories of everything’ are closed and inflexible 
in their doctrines and therefore less open to development and consideration of new 
ideas. An approach such as CBA, as a theory of everything, not only has to demon-
strate that it is clinically effective but it also has to show that other conceptualisa-
tions are not. Or, it has to account for the clinical effectiveness of other approaches by 
asserting that they are really just crypto-CBA – behaviourism in disguise. It therefore 
leans towards intolerance of alternative systems of thinking – an intolerance that will 
no doubt be demonstrated in the critique of our BCP chapter. Ironically, exclusive 
adherence to learning theory leads to a curious inability to learn from other theories.

In addition, while the writers of the CBA chapter are keen to stress that radical 
behaviourism is neither mechanistic nor reductive, simply stating the fact does not 
make it so. It seems likely that CBA at least qualifies as a conceptually reductive 
system of thought. CBA, it would appear, asserts that when push comes to shove, 
everything is behavioural contingency. Ultimately though, CBA is not an approach 
that allows any external critique. Skinner, it would appear, considered psychologists 
who detracted from behaviourism to be suffering the unfortunate consequences of 
having their introspective meanderings inappropriately reinforced. This is a good 
example of what social psychologists call an intra-textual hermeneutic, the way in 
which a social group closes itself to information outside of its borders – otherwise 
known as fundamentalism.

All of the above is likely to impact on the therapeutic practice offered by CBA. The 
central feature of which seems to be the excessive and unnecessary need to translate 
everything that happens into the language of behavioural contingencies. Take, for 
example, the description of Molly’s growing comfort with the therapeutic situation. 
A behavioural account of this gradual acclimatisation to a novel environment is per-
fectly acceptable, but the language of relationship is surely much more appropriate 
to denote this development. Whereas other approaches would frame this in terms 
of increasing trust, rapport, collaboration, or empathy, the authors of this chapter 
prefer the heart-warming phrase, “repeated experiences of direct response contingent 
positive reinforcement”, with the therapist a “source of positive reinforcement and 
non-punishment”. The authors’ reactions to Molly’s history are “sympathy and com-
passion”, but seemingly pathologise “her style of interaction” functioning to “elicit 
sympathy and associated comfort”, with a “behavioural style that aims to influence 
other people’s emotional consideration towards her”. Surely this is a fundamental 
part of human to human interaction, so of course Molly’s behaviour aims to influence 
other people in this way.

More hearteningly, later in the chapter, the phrase “a basis of support” is used to 
describe the therapeutic relationship. However, during therapy, the therapist would 
presumably decide which “socially adaptive behaviours” to reinforce and which 
“inappropriate” behaviours to attend less to. This represents a balance of power in 
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favour of the therapist, which is further reinforced by phrases like “at this stage we 
would want Molly to...”. It is acknowledged that there is likely to be difficulty in estab-
lishing goals, due to Molly avoiding disapproval from others. One wonders therefore 
how pressing on with specifying goals would seem to the client who is likely to want to 
avoid disapproval from the therapist, and how they would ensure that the goals were 
from the client and not imposed by the therapist. It is stated earlier in the chapter that 
there are professional and public negative perceptions of behavioural approaches, 
and reinforcing the power imbalance by the use of such terminology is unsurprisingly 
likely to maintain these perceptions. It is helpful to acknowledge the potentially dam-
aging result of the misunderstanding and misapplication of behaviour theory but it is 
also easy to see how this could occur.

Our final comments centre around the use of the word “holistic” to describe 
CBA. Despite claiming to be a theory of everything, the physical aspect of Molly’s 
experience has largely been ignored in this formulation, or dismissed as a ‘response’. 
However, as we discussed within our chapter, physiological experience (e.g., IBS, 
pelvic pain, butterflies, etc.) is an important part of Molly’s presentation, as are the 
‘past traumas’ which Molly alludes to being unable to move on from. It seems that 
these aspects of her experience would be largely ignored amongst the goal-focused 
behavioural work, potentially dismissing aspects of Molly’s experience which make 
up the ‘whole’. Therefore it is doubtful whether CBA can truly be described as holistic, 
as the whole of the client is not embraced in therapy; rather, aspects of their experi-
ence are rejected when they don’t fit with the theory.

David M Gresswell, David L Dawson & Nima G Moghaddam
3.7  Author Response

As behaviourists, although we would argue that CBA is not a “conceptually reduc-
tive system of thought”, we do not find the allegation particularly aversive. The use 
of phrases such as “trust, rapport, collaboration, or empathy” when talking about 
relationships is of course perfectly reasonable, but as scientists, we want to explore 
these constructs in more depth, and this deeper level of analysis requires a differ-
ent, more precise form of understanding and language – language such as that used 
(and critiqued) in our chapter. When we understand the mechanisms that underpin 
constructs such as ‘collaboration’, ‘trust’, ‘rapport’, etc., we can identify how to facili-
tate these more effectively. It is of course important that the client feels safe and con-
tained within the therapeutic vehicle – but if that vehicle breaks down, we need to 
understand the underlying mechanics and components so that we can get the vehicle 
running and back on the road again.

As CBA practitioners, we aim to be explicit and transparent about potential power 
imbalances, negotiating measurable goals in therapy, using methods of intervention 
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that have been empirically derived and tested, and evaluating our effectiveness as 
therapists – we do not fear exposure or obscure the mechanisms of our practice 
through the use of vagaries. By contrast, our BCP critics look to achieve goals “that 
are difficult to put into words”.

It is true that, by and large, we take the view “all other approaches are really just 
crypto-CBA”. Radical behaviourism is indeed a theory that accounts for all of human 
behaviour – including the bodily experiences focused on by our BCP colleagues. This 
does not mean we cannot learn from other theories, including BCP, although as sci-
entist-practitioners, we are inclined to wait for an evidence-base to develop before 
taking their concepts on board uncritically.

Finally, behaviourists have sometimes been accused of lacking a sense of humour, 
but we cannot help but relish the irony of being accused of not “embracing the whole of 
the client” by “Body-Centred Psychotherapists”. In fact, for us, the strength of CBA is 
that it acknowledges that human responses are complex multi-component processes, 
and that if we want to make credible attempts to understand them, we also need to 
consider and analyse the contexts that have shaped our responses, and how those 
contexts elicit and maintain our responses. Our view remains that no other approach 
is as balanced, explicit, evidence-based, holistic, or transparent in its methods and 
goals as CBA – consequently we are surprised when our critics attempt to punish our 
democratic stance. As CBA therapists we find working in this open way reinforcing, 
and consequently find the prospect of being less collaborative with our clients and 
not putting our goals “into words”, highly aversive.
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4  Cognitive-Behavioural Therapy
In this chapter, the case of Molly is formulated within a cognitive-behavioural therapy 
(CBT) framework. CBT is a generic term, encompassing both: (1) approaches under-
pinned by an assumption that presenting emotional and behavioural difficulties are 
cognitively mediated (A. T. Beck, 2005) or moderated (Hofmann & Asmundson, 2008); 
and (2) atheoretical bricolages of cognitive and behavioural techniques (Fennell, 
1989). This latter category may include effective therapeutic packages (perhaps acting 
through mechanisms articulated in the first category) but, when theory is tacit, it 
becomes harder to make analytical generalisations or to extrapolate principles that 
could guide idiographic formulation and intervention. In contrast, the first category 
of approaches posits that presenting difficulties may be formulated from an assess-
ment of individual cognitive content (thought processes and underlying beliefs) and 
implies that we can bring about change in presenting difficulties through change in 
associated cognitions.

Within the expansive category of theory-linked CBT approaches, however, there 
remains a great deal of heterogeneity. Beyond a broadly shared assumption about 
the influential role of cognitions, we find that variants and developments of CBT 
place differential emphases on (for example): level of analysis (e.g., situational 
versus individual); levels of cognition (e.g., immediate thoughts versus underlying 
core beliefs); problem-specificity (e.g., trans-diagnostic versus disorder-specific); the 
relative contribution of ‘non-cognitive’ variables (e.g., overt behaviour, emotional 
experience, social context); and the particular mechanism of cognitive influence (e.g., 
mediational versus interactional), with some variants hypothesising complex inter-
relations, involving pathways between multiple cognitive ‘systems’. Recent incarna-
tions of CBT seem to place less emphasis on direct cognitive change (i.e., targeting the 
content, occurrence, and believability of thought processes) and greater emphasis 
on changing how people attend, relate, and respond to cognitions (i.e., second-order 
change; Hayes, Villatte, Levin, & Hildebrandt, 2011) – one such model is discussed in 
Chapter 5 of this volume.

Given the diversity of ‘CBT’ approaches, and the potentially divergent implica-
tions of selecting one model over another, it is important that we specify the particu-
lar framework that we will use for the purposes of this chapter. We primarily base 
our approach and formulation on the theoretical model articulated by A. T. Beck 
(1976). This model is internally coherent and led to the development of a cohesive 
system for case formulation (J. S. Beck, 1995; Kuyken, Fothergill, Musa, & Chadwick, 
2005). Beck’s theory seems to offer a broadly applicable and logical account of func-
tioning, and therapy based specifically on this account has been effective (Knapp & 
Beck, 2008). Notwithstanding these strengths, we will go on to critique the model, 
and question some of its fundamental assumptions about mechanism of change and 
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‘active ingredients’ of intervention. Nonetheless, we will argue that the theory has a 
number of strengths that make it a useful model (in a pragmatic sense) for the pur-
poses of formulation – particularly in view of the current state of evidence for psycho-
logical case conceptualisation.

4.1  Beckian CBT

Beck’s CBT model distinguishes between cognition (thoughts, appraisals, and 
beliefs), emotional experience, and overt behaviour – and emphasises the primacy 
of cognition: suggesting that our feelings and actions are largely determined by our 
belief-based appraisals of events (A. T. Beck, 1976; A. T. Beck, Rush, Shaw, & Emery, 
1979). A logical implication of this is that when people present with feelings of dis-
tress or problematic patterns of behaviour, we can target the way that they think about 
(appraise) events and other aspects of their life in order to effect therapeutic change. 
It should be stressed that Beck did not posit cognitions as ultimately causal or aetio-
logical (exogenous) variables, but saw cognitions as a pragmatic point of entry for 
understanding and intervention. At the point at which a client may present clinically, 
we do not observe the origins of the problem; rather, we are working with a cross-
section of current difficulties, which may be informative about proximate influences 
and maintaining factors without affording insight into ultimate or distal causes. Beck 
identified cognitions as the first amenable target within a logical sequence of situ-
ational responses (cognitions, emotions, and behaviours) that reflect and perpetu-
ate presenting difficulties. This logical sequence supports practicable understanding 
of difficulties, although evidence for affective primacy and automaticity (Rachman, 
1981; Storbeck & Clore, 2007) suggests that the actual sequence of responses to a given 
situation may be different, and difficult to discern. In essence, the disaggregation of 
cognitions, emotions, and behaviours into discrete analytical units is largely prag-
matic rather than ontological.

As might be expected from the foregoing discussion, CBT treatment focuses on 
‘here and now’ problems and the factors that maintain them; but, importantly, current 
difficulties are also typically understood to reflect broader, enduring belief systems 
with origins in earlier experiences. Beck’s model posits that developmental experi-
ences produce core beliefs, with contingent beliefs and assumptions that are com-
pensated for by various behavioural and cognitive strategies. Crucially, even where 
developmental experiences are considered negative (e.g., being abused by others), 
and are seen to produce potentially maladaptive core beliefs and secondary assump-
tions (e.g., others cannot be trusted; to get by, I must depend on myself), we may 
not see any ‘problem’ as long as compensatory strategies (e.g., self-reliance, avoid-
ance of others) are working. Difficulties are expected to emerge when critical incidents 
(stressful events or contexts) occur that ‘activate’ the maladaptive belief system, but 
also negate the effectiveness of previously engaged compensatory strategies; in our 
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parenthetical example above, this might be because the individual is forced into a 
position of dependence on others (e.g., due to a deterioration in health). Theoreti-
cally, once activated, maladaptive beliefs produce negative thoughts and apprais-
als – often inferences about a current situation, but also cued expectations about 
the future or remembrances of the past – with negative emotional and behavioural 
sequelae. Within the model, maladaptive beliefs are purported to bias attention and 
interpretations (e.g., selective focus on information that ‘confirms’ negative beliefs 
about others; discounting of contradictory information) and thus become somewhat 
self-sustaining and resistant to change.

The simplicity of the model belies its explanatory and therapeutic potential. The 
notion that people’s experiences are shaped by idiographic and enduring beliefs 
allows us to account for differences between individuals (i.e., why two people may 
appraise and respond to a similar situation in starkly different ways) and consisten-
cies within individuals (i.e., why a person may act in similar ways across different 
contexts and occasions). Furthermore, this notion highlights the possibility of achiev-
ing lasting, cross-situational changes if we can modify implicated beliefs.

Although Beck’s model implies that we should target beliefs directly, it also sup-
ports the use of emotion-focussed or behavioural techniques to facilitate cognitive 
change. For example, preliminary work around emotional tolerance may be needed to 
enable engagement with cognitive techniques; and behavioural experiments – which 
proffer the opportunity for direct environmental feedback – may provide the most 
convincing evidence against irrational and maladaptive thoughts. Within Beck’s CBT 
model, we would expect the most enduring change to arise from shifts in beliefs and 
thinking patterns, but these shifts may be contingent on changes in emotional or 
behavioural experiences.

4.2  Historical Origins

Beck’s seminal theory was primarily developed on the basis of clinical observations 
of depression, rather than from research evidence (A. T. Beck, 1976); and knowledge 
of this development may help us to understand both strengths and weaknesses of the 
model. The face validity and clinical practicability of CBT would seem to follow from 
its basis in clinical experience; conversely, there are limitations in the research bases 
for CBT – in particular, a lack of evidence in support of the central theorised mecha-
nism (cognitive mediation) and separation from broader developments in cognitive 
science – which likely reflect the fact that research endeavours have been secondary 
to clinical insight and effectiveness. Empirical studies have provided support for some 
aspects of Beck’s theory (e.g., identifying the presence of expected cognitive themes 
and biases in particular presentations; A. T. Beck, 2005), but further work is needed to 
test assumptions regarding the underlying model of change (discussed later).



 Defining Features   39

In terms of wider influences, Beck drew on the proximal work of other cognitive 
theorists (including Albert Ellis and George Kelly), and was inspired by a (then) recent 
turn within behavioural psychology towards considering intra-organismic variables 
or private behaviours that might mediate or moderate responses to the environment 
(A. T. Beck, 2005; A. T. Beck et al., 1979). Philosophically, Beck linked the tenets of 
CBT to phenomenological interests in subjective experience and traced them back, 
for example, to the writings of Greek Stoic philosophers, such as Epictetus and (later) 
Marcus Aurelius, who observed that people (1) are disturbed by their judgements of 
events, rather than the events themselves, and (2) have the power to change these 
judgments and their responses to the events that befall them. Indeed, as Robertson 
(2010) has observed, the original Stoic writings have a practically instructive and ther-
apeutic focus, which would readily fit with CBT and other modern psychotherapies 
(such as ACT; Chapter 5).

Beck led a shift away from a focus on behaviour change, which had characterised 
foregoing behavioural therapies, towards a focus on cognitive change (Hayes et al., 
2011). Subsequent years have seen the emergence of a range of cognitive theories and 
therapies – some of which explicitly draw and develop upon Beck’s model (Persons, 
2008).

We choose to ground our approach to CBT in Beck’s seminal cognitive therapy, 
and have focussed our account of historical origins accordingly. However, it should be 
acknowledged that the origins of CBT can be linked to the work of other theorists, and 
traced back empirically to foundational work in behavioural psychology (see Hawton, 
Salkovskis, Kirk, & Clark, 1989, for an informative overview). Moreover, CBT can be 
seen to have been conceptually and practically prefigured by ‘rational’ approaches to 
psychotherapy in the early twentieth century (which also took inspiration from Stoic 
philosophy; Robertson, 2010).

4.3  Defining Features

Both the theory and practice of CBT are typified by a focus on cognition (Longmore & 
Worrell, 2007). In a review of psychotherapy practices, Blagys and Hilsenroth (2002) 
identified that CBT treatment activities were distinctively characterised by efforts 
to identify and change problematic thinking. Other distinguishing features of CBT 
included: (1) provision of information about the treatment rationale and presenting 
difficulties (psychoeducation); (2) an emphasis on structured and methodical session 
activity; (3) an onus on the client completing tasks outside of sessions (‘homework’); 
and (4) development of coping skills to support functioning, both now and in the 
future (Blagys & Hilsenroth, 2002). Taken together, these features seem consistent 
with early distinctions made by A. T. Beck et al. (1979), who identified CBT in terms 
of collaborative empiricism, working with mental processes, and orientating towards 
current and future experience. For example, the principle of collaborative empiricism 
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– working with the client to rationally and systematically investigate current difficul-
ties – is evinced in the open sharing of information and psychoeducation, a struc-
tured and methodical approach to session activity, and the client’s role in collecting 
evidence outside of sessions.

Notwithstanding the above, we should acknowledge here again that the prolif-
eration of CBT approaches has resulted in diversity, such that it has become difficult 
to isolate defining features (Hayes et al., 2011) or to critique ‘CBT’ as a single, coherent 
approach. One symptom of this is the recent publication of a Delphi study (Morrison 
& Barratt, 2010) aiming to identify a consensual view of core CBT components (for a 
single treatment target). The identified need for consensus-building is indicative of 
the multiplicity of approaches and understandings that are collectively categorised 
as ‘CBT’. Moreover, the study’s reliance on practitioner agreement tells us something 
about the state of evidence for ‘active ingredients’ in CBT: If we had strong evidence 
that particular components were associated with therapeutic outcomes (efficacy), the 
need for a consensus-based method would be largely negated.

4.4  Empirical Evidence

The efficacy of CBT has been the subject of extensive investigation: A recent compre-
hensive review identified 269 meta-analytic studies of CBT (Hofmann, Asnaani, Vonk, 
Sawyer, & Fang, 2012) encompassing a broad range of clinical presentations and pop-
ulations. The review attested to a generally strong evidence-base for efficacy, but this 
summative conclusion is subject to various qualifications when disaggregated (i.e., 
specific applications of CBT differ in observed effect sizes or quality of evidence) and 
there are notable difficulties in pooling findings across a literature of such breadth 
and heterogeneity.

Further to variability in presentation and population, the magnitude of effects 
vary according to comparison condition – i.e., whether comparisons were treatment-
treatment or treatment-control, and whether controls were passive (e.g., waiting list) 
or active (e.g., treatment-as-usual) – and these were multifarious. Similarly, evidence 
was stronger for some presentations (e.g., anxiety disorders) than others (e.g., dis-
tress related to medical conditions).

We might be more confident in our ability to integrate the CBT evidence-base if 
we are assured that, at minimum, there is theoretical consistency across intervention 
studies – i.e., that we are accumulating evidence for the same model of therapeutic 
change (irrespective of superficial differences in techniques used to deliver, measure, 
or analyse the hypothesised processes of interest, or in the targeted problems or client 
groups). However, the heterogeneity of approaches categorised as CBT (beyond basic 
assumptions) makes it difficult to interpret such evidence as supportive of a singular 
and distinctive model (i.e., Beck’s seminal theory).
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4.5  Critique

Strikingly, there is (currently) limited evidence to suggest that findings favouring CBT 
efficacy are accounted for by putative mechanisms of change. In a comprehensive 
review of component studies, Longmore and Worrell (2007) identified a lack of empir-
ical support for the central CBT assumption of cognitive primacy. Specifically, studies 
to date suggest that (1) cognitively-focussed strategies may not contribute to effec-
tiveness over and above behavioural components of CBT (e.g., behavioural activation 
in depression; Jacobson et al., 1996) and (2) there is little evidence that therapeutic 
effects of CBT are mediated by cognitive changes. We might expect cognitive change to 
accompany broader therapeutic change, to the extent that cognitions are interdepen-
dent with other (e.g., behavioural and emotional) outcomes of interest (e.g., Persons, 
2008). However, even if we assume interdependence (an assumption challenged by 
evidence for desynchrony between cognitive, emotional, and behavioural responses; 
Rachman, 1981) this broader conceptualisation potentially relegates cognitive change 
to an epiphenomenal (versus influential) role (see Chapter 3).

In practice, component and mediational research may be limited by, for example: 
(1) the extent to which important cognitive changes are measurable (e.g., accessible to 
self-report) and the quality of available measures (Jacobson et al., 1996); (2) the extent 
to which cognitive changes are separable from other changes; and (3) the extent to 
which CBT can be dismantled into separate components (e.g., purely cognitive versus 
behavioural strategies) without losing important synergies of the ‘whole’ approach.

Caveats aside, the recurrent finding of equivalence between various intervention-
strategies – within CBT (Longmore & Worrell, 2007) and across psychotherapies more 
broadly (e.g., Ahn & Wampold, 2001) – may be taken to support the argument that 
clinical improvements are chiefly accounted for by ‘common factors’. If we proceed 
with this in mind, we may still consider CBT formulation useful in so far as it pro-
vides a plausible basis for the development of these non-specific components – i.e., 
formulation may support improvements through facilitation of (for example): client 
expectancy, therapist confidence and perceived self-efficacy, and an alliance built on 
shared understanding and goals. At minimum, it would seem important for there to 
be a clear and credible rationale for engagement in the tasks of therapy, and we would 
argue that CBT formulation may have particular (potential) strengths here in terms of 
comprehensibility, simplicity, and face validity.

Our suggestion above is that, in the context of limited evidence for mechanisms 
hypothesised by the CBT model, the case for formulating on the basis of this model 
may depend on more pragmatic and consequentialist arguments. However, there is a 
surprising paucity of empirical research examining whether the process of formula-
tion relates to outcomes in CBT. Here again research is limited by complications in 
measurement and design. It is likely difficult to capture the relationship between for-
mulation and outcome whilst accounting for the myriad variables that may be impli-
cated in intermediary or confounding roles. Efforts to implement more controlled 
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designs have restricted some of the dynamics of formulation in practice (e.g., collab-
orative development over time, hypothesis testing and reformulation in response to 
refutational feedback, etc.; Kuyken, Padesky, & Dudley, 2008) and may consequently 
afford restricted understanding.

4.6  Formulation in Action

Working within the Beckian CBT framework, our approach to formulation is guided 
by the basic logic of cognitive mediation. At the situational level, this suggests that we 
can understand emotional and behavioural responses to a given event by identify-
ing the individual’s thoughts about the event, and inferring its personal meaning (in 
terms of the individual’s underlying assumptions and beliefs). Thus, we might start 
by identifying an emotionally salient incident for Molly (beginning with either the 
emotion or the eliciting situation) and then seek to understand the emotional salience 
of that situation (i.e., bridge from situation to response) by identifying the interced-
ing thoughts and associated (‘activated’) beliefs. We would normally accomplish this 
through discussion with Molly, using inference chaining to move from initial thoughts 
about the situation to underlying meanings and more fundamental beliefs: Here, we 
are looking to identify beliefs commensurate in content and power to the form and 
intensity of the emotional responses displayed or reported by the client, and would 
continue to ‘ladder down’ until we see a ‘good fit’ between cognitive and emotional 
components. This process (in itself) should help to engage Molly with the tenets of 
the model. For example, by encouraging Molly to discriminate inferences and evalu-
ations about an event from the event itself; and to consider how her responses to a 
situation reflect her particular interpretations, with the implication that a shift in per-
spective might lead her to feel and act differently. To foster recognition of this latter 
implication, we may begin to explore how different interpretations of the same event 
might have produced quite different reactions. Interactive formulation and guided 
discovery around implications of the model are consistent with the core CBT principle 
of collaborative empiricism: intended to inculcate client ownership and self-efficacy, 
and thereby potentiate other processes of therapy (although the model-specific ratio-
nale for this ‘motivational’ component is not well-specified; Ryan, Lynch, Vansteen-
kiste, & Deci, 2011).

A parallel process occurs at the developmental level. Again, we are attempting 
to explain a process in terms of interceding cognitive variables; in this case, we wish 
to understand how an individual’s current problems might be linked to earlier expe-
riences, in terms of the particular beliefs that have been formed from these experi-
ences. In cases where there is a clear ‘critical incident’ leading to referral, we would 
seek to comprehend the ‘critical’ nature of the precipitating incident through our 
developmental understanding of the beliefs that it may have activated: We would 
expect to find that the critical incident is analogous, in terms of meaning, to earlier 
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belief-formative experiences. We would normally identify implicated core beliefs at 
the situational level of formulation (as described above); clients may find it difficult 
to report on core beliefs (Lemmens et al., 2014) and situational analyses may enable 
collaborative discovery of these by grounding the inferential process in data from 
specific experiences. However, it is possible (and sometimes necessary, as here) to 
identify recurrent patterns of thinking in clients’ accounts of their broader history 
and general in-session talk. We might begin to infer beliefs on this basis, later check-
ing inferences for resonance with clients, and testing for triangulation in subsequent 
situational analyses.

In Molly’s case, we are unable to build our formulation directly with her, and the 
following initial formulation is predicated on the material available in Chapter 2. With 
limited situational detail to draw upon, and given the historical narrative of Molly’s 
case, we place greater emphasis here on the developmental aspect of formulation. We 
use Judith Beck’s (1995) case conceptualisation diagram for developmental formu-
lation as it provides a clear, understandable account of case presentations (Kuyken 
et al., 2005) based on the Beckian model. Molly’s beliefs and strategies are inferred 
from the documented developmental history and analysis of described problem situ-
ations/critical events, with attention to Molly’s own words where available. At the 
situational level, our approach to formulation is adapted from Ellis’ ABC (Activating 
event, Beliefs, Consequences) model (Chadwick, Birchwood, & Trower, 1996; Ellis, 
2004). Working within the CBT model, we are sensitive to our own susceptibility to 
bias and how this may influence formulation: Through a collaborative empirical 
approach, we would remain open to disconfirmation of initial hypotheses and revisit/
revise formulation in response to on-going information-gathering.

A question that arises when applying CBT formulation with a particular case is 
whether to use a problem-specific model. It may be possible to identify that the client 
presents with a particular clinical problem or ‘disorder’ (e.g., depression) and select a 
template approach that is specific to that problem/disorder. Such templates typically 
adapt the generic Beckian model to identify problem-specific cognitive profiles and 
other characteristics. Problem-specific models have been used to develop manual-
ised CBT treatments, which have demonstrated efficacy (Dudley, Kuyken, & Padesky, 
2011), and some have argued that the most defensible approach to case formulation 
is to apply a problem-specific template (Grant, Townend, Mills, & Cockx, 2008) – if 
one is available and has been used in an empirically-supported treatment protocol. 
Against this, as discussed above, we lack evidence that treatments work because of 
their problem-specific components, or that template-based formulations contribute 
to efficacy. As clinicians, we also consider it problematic to make assumptions based 
on topography (apparently similar presentations may have divergent causes/underly-
ing cognitions) and ‘fitting’ clients to prototypic formulations may lose the potentially 
idiographic and cross-diagnostic strengths of the broader model (and potentially 
undermine ‘collaborative’ principles). Moreover, in practice we commonly see mixed 
presentations that may be ill-served by a problem-specific framework.
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4.6.1  Initial Formulation

4.6.1.1  Early Life
Theoretically, early experiences shape core beliefs that may be activated by analo-
gous experiences in later life (A. T. Beck et al., 1979); thus, examination of childhood 
and other historical data may facilitate a developmental understanding of current 
problems.

Molly described her home life as lacking ‘warmth’: She experienced her parents 
as distant (from her and from each other) yet controlling, and strived to attain their 
affection (reduce this distance) by meeting perceived demands (e.g., in terms of attain-
ment and self-reliance). However, Molly’s salient recollections are of times when she 
seemed to fall short of (her mother’s) standards and a sense of being unfavourably 
compared to her sister Ella. Of particular significance for Molly’s development, we 
would hypothesise, was learning that emotions should not be expressed or dealt 
with directly. Molly’s parents were seemingly critical and invalidating of her feelings 
(conveying that she was “overly emotional” and “dramatic”) and modelled emotional 
avoidance in their own behaviour. Further to suppression of negative emotions, there 
is a notable absence of positive emotion in Molly’s account of her early life.

Compounding learning from home, Molly experiences difficulties in forming/
maintaining relationships at school, and again understands this as a rejection of her 
“emotionally demanding” behaviour.

Molly’s experience of sexual abuse may have influenced conceptions of self (as 
vulnerable and shameful/“dirty”) and others (threatening/untrustworthy; e.g., Rieck-
ert & Möller, 2000). Her tacit, isolative response to the abuse likely reflects early famil-
ial emphases on self-reliance and emotional inhibition/non-confrontation – and may 
have contributed to the formation of compensatory strategies that would later prove 
problematic (e.g., attempts to control, escape, or avoid emotions). However, we would 
be cautious about over-interpreting the role of the abuse experience at this stage: 
There is considerable correlational evidence for links between childhood abuse, dys-
functional cognitive development, and psychological difficulties in adulthood (Trick-
ett & McBride-Chang, 1995), but a cognition-predicated formulation should place 
abuse (and any other potentially salient experience) within a broader (idiographic) 
developmental perspective, and prioritise the personal meaning/implications of the 
experience for the client, rather than the a priori assumptions of the therapist.

4.6.1.2  Core Beliefs
It is possible to infer fundamental beliefs emergent from Molly’s early life experiences.

My feelings are unacceptable and dangerous. Such a belief may develop 
from Molly’s early experiences of expressed feelings being invalidated (chiefly by 
her parents) and the perceived isolative consequences of being “overly emotional” 
(i.e., the impression that others withdrew from her because she was too “emotionally 
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demanding”). The notion of feelings as dangerous may have subsequently been 
strengthened by adult experiences of coping difficulties – e.g., Molly’s overdose and 
self-cutting may have been attempts to escape from overwhelming feelings of distress. 
This inferred belief reflects cognitive themes of both responsibility (there is some-
thing in me that is ‘faulty’) and vulnerability (sharing my feelings and showing my 
‘faults’ is unsafe).

I am “weak and useless”. Molly’s early experiences may have contributed to 
self-perceptions of vulnerability and ineffectualness, reflected in Molly’s descrip-
tion of herself as “weak and useless”. Molly perceived that she was expected (by her 
mother) to do well without support (i.e., to function with high self-efficacy); thus, 
any difficulties/failures experienced may have been interpreted by Molly as per-
sonal weakness (here, weakness includes a sense of the self as lacking competence 
or, in Molly’s words, “useless”). Molly’s perceived inability to control her emotions 
may also support a belief in the self as weak. In this way, failure to compensate for 
one belief (unacceptability of emotions) may have strengthened the development 
of another belief (I am weak and vulnerable to my emotions). Molly’s experience of 
being abused may have further contributed to a belief in the self as weak/vulnerable 
to exploitation by others.

I don’t deserve love. Molly described her childhood home as lacking “warmth” 
and had a strong sense that she was less loved than her sister. Evidence suggests 
that children are less able to modify/correct egocentric interpretations of experiences 
than adults (Epley, Morewedge, & Keysar, 2004). It follows that Molly may have taken 
personal responsibility for her parents’ cold distancing: parsing these experiences as 
indicative of the self as undeserving of love or affection. Molly’s difficulties in forming 
friendships at school may have served to strengthen the development of this belief.

Others are critical, rejecting, and unsafe. Molly perceived her parents to be 
critical and rejecting (a perception recurrent in other close relationships with friends 
and partners) and alleges sexual abuse: The people she depended on hurt her/failed 
to protect her as a child, and this may have shaped a view of the world/others as cruel 
and unsafe – closely linked to a belief in the self as vulnerable.

4.6.1.3  Conditional Assumptions
Theoretically, conditional assumptions may facilitate coping with painful core beliefs, 
but the rules and compensatory strategies that they prompt often prove maladaptive 
(J. S. Beck, 1995). A number of conditional assumptions (or subsidiary beliefs) may 
arise from the core beliefs posited for Molly; some possible conditional assumptions 
are described below:

If I depend on myself, I won’t be able to cope AND If I depend on others, 
then I will be taken advantage of and/or abandoned. The putative core beliefs 
held by Molly may produce conflicting assumptions around dependency/relating to 
others. A belief in the self as weak/useless may undermine self-efficacy and suggest 



46   Cognitive-Behavioural Therapy

the need to rely on others. However, Molly has other beliefs – others are dangerous 
and she is unlovable – suggesting that she cannot afford to trust or depend on others 
(given her inherent vulnerability): people will take advantage of her (they are unsafe) 
and/or they will eventually reject her (she is undeserving of love). Another assump-
tion relating to a belief in the self as weak/incompetent is:

If I cannot function alone, then I am weak and useless. Molly learned from her 
mother that she should succeed independently, such that struggles and failures may 
be assumed to confirm perceived weakness.

If I express/have emotions, I am weak. Given a belief in emotions as unac-
ceptable, failure to suppress/avoid emotions (i.e., to uphold personal rules) may be 
interpreted as personal weakness, and strengthen the core belief ‘I am weak’. More 
simply, each emotional episode appears to confirm beliefs that emotions are danger-
ous (uncontrollable) and that Molly is vulnerable.

If I feel strong emotions, then I must do something to get rid of them. Such 
an assumption derives directly from a belief in the unacceptability and dangerousness 
of feelings (and prior learning, from her parents, that emotions are unacceptable). 
This assumption might be implicated in Molly’s overdose and self-cutting behaviours, 
which could be understood to function as attempts to escape overwhelming feelings 
of distress.

If I cannot meet others’ standards, then I don’t deserve love. A core belief in 
the self as undeserving of affection may establish and augment monitoring of accept-
ability to others, with each perceived slight or rejection processed as confirmatory 
evidence for this belief. Potentially, such a conditional principle could support self-
worth: If Molly perceived that she was meeting others’ standards she might challenge 
the core belief that she does not deserve love. In reality, the condition is too strin-
gent (and Molly’s other rules and beliefs likely bias her perceptions of attainment and 
what is expected of her), such that the core belief will be strengthened – and Molly 
may become increasingly vigilant/frantic in efforts to gauge and modulate her rela-
tionships with others.

4.6.1.4  Compensatory Strategies, Presentation, and Maintenance
Molly appears to use various cognitive and behavioural strategies to manage stress-
ors that relate to, or activate, her beliefs. These strategies may have served to trigger 
her presenting problems and represent important maintaining factors for her distress 
(preventing disconfirmation of dysfunctional beliefs). The cumulative ineffectiveness 
of these strategies may contribute to a general sense of hopelessness (supporting 
Molly’s depressive presentation) and related tension.

Attempts to control, avoid, or escape emotions. Molly uses a number of 
extreme strategies to manage her emotions (Coggins & Fox, 2009). These strategies 
likely developed in response to a core belief that emotions are endangering and 
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unacceptable, and subsidiary beliefs that showing emotion is a weakness and feel-
ings cannot be tolerated.

Molly attempts to control or inhibit her emotions; however, this strategy may 
have paradoxical outcomes (rebound effects) and ultimately reinforce Molly’s belief 
that her emotions are dangerous and unacceptable. Molly likely finds that her emo-
tions ‘build’ – efforts to suppress emotions and associated thoughts may ironically 
increase salience/preoccupation and amplify emotional intensity – and (eventu-
ally) overwhelm her control. When emotions surface after suppression, they tend to 
be expressed explosively (as observed within the first therapy session) – alarming 
and embarrassing Molly, and provoking negative reactions in those who experience 
her outbursts (evident in accounts of Molly as “histrionic”, “overly emotional”, and 
“attention-seeking”). The apparent unpredictability of such expressions and the 
interpersonal difficulties they generate motivates Molly to try harder to control her 
emotions, increasing her frustration and maintaining the cycle. Molly attempted to 
use emotional control strategies as a child, learning that emotional expression at 
home would not be tolerated. Although the strategy may have temporarily helped 
her to cope in that context (and was an understandable response to invalidation 
and apparent abuse), it meant that Molly did not learn how to safely experience and 
express emotion. From early experiences (e.g., at school) to now, this strategy of over-
control appears to contribute to interpersonal difficulties and unstable relationships 
– a presenting issue of concern for Molly.

Molly may also compensate for her beliefs around emotion in an avoidant manner. 
We see this, for example, in her tendency to evade communication with others when 
this may involve contact with difficult feelings or emotional confrontation. Relat-
edly, recently developed habits (e.g., cleaning, TV watching, and snacking) may also 
function to avoid and distract from emotional experiences. We would be interested in 
exploring Molly’s help-seeking for medical complaints and wonder whether this has 
been compensatory: Enabling Molly to attain some support whilst avoiding implica-
tions of acknowledging emotional needs.

Molly’s overdose may also be understandable as an attempt to escape from emo-
tional pain; similarly, her self-cutting behaviour whilst in hospital may have enabled 
respite from contact with distress (by changing her interoceptive focus to physical 
pain). Recent fasting behaviour could serve an analogue function, in that physical 
discomfort replaces psychological discomfort, but may also be understandable as a 
means of attaining perceived standards of others (Molly seems to consider herself too 
“frumpy” to deserve a partner).

Attempts to control, avoid, and escape emotions should therefore be understood 
as a linked repertoire of compensatory strategies for emotional regulation. Unfortu-
nately, the self-invalidating nature of this repertoire functions to increase her emo-
tional dysregulation, making it harder for Molly to recognise/track her feelings and 
modulate her behavioural responses to them.
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Depending on others/Mistrust and isolation. Molly uses conflicting strategies 
in relating to others: she is dependent on others but also mistrusts them. These strate-
gies likely developed in response to beliefs around personal weakness/incompetence 
(dependence) and others as unsafe and rejecting (mistrust; augmented by intermedi-
ate rules and assumptions about the value of self-reliance and being “able to get on 
with things”).

Being dependent on others is understandable as a strategy to compensate for 
perceived vulnerability, but also limits the ability of an individual to develop per-
sonal strength or self-efficacy (i.e., challenge personal perceptions of weakness). This 
might not be too damaging if Molly could consistently rely on others to protect her, 
but the dependent strategy is undermined by another strategy: mistrust and isola-
tion. Again, this may have been functional in protecting against perceived external 
dangers (established by early experiences of criticism, rejection, and abuse – in a 
context where caregivers were “not really there” for her), but it undermines the possi-
bility of developing genuine reciprocal relationships. Molly’s relationships are desta-
bilised by the push and pull of contradictory compensatory strategies: We can see 
how strategies adopted to aid coping have broken down and may now contribute to/
perpetuate presenting difficulties.

Vigilance for, and efforts to avoid, rejection. In response to perceived threats 
(others as unsafe), and a sense of self as weak and unlovable, Molly seems to be 
hyper-vigilant for signs of danger. This strategy closely relates to mistrusting others 
and is, again, understandable in the context of Molly’s early experiences and emer-
gent beliefs. However, the negative expectations that drive this strategy are likely to 
become self-fulfilling: Either because Molly is overly sensitive in her interpretations 
– finding ‘proof’ of her beliefs in ambiguous experiences – or because her guarded/
withdrawn behaviour provokes negative responses in others (‘confirming’ her con-
cerns – a pattern observed in her experiences at university and as a classroom assis-
tant). Molly expects to be rejected (undeserving), and is sensitive to any cue that she 
is not fully acceptable to others – often withdrawing pre-emptively in a manner that 
prevents disconfirmation. It is possible to see that Molly’s threat-focused strategy/
bias feeds itself and ultimately isolates her from others, with likely consequences for 
reinforcing negative core beliefs and the manifestation of anxiety and depression.

Further to pre-emptive withdrawal, Molly sometimes strives to avoid rejection 
through efforts to appease others (a strategy evident from childhood) – compensating 
for notions of the self as undeserving of affection, and others as critical and rejecting, 
by attempting to meet perceived conditions for affection. It is notable that many of her 
concerns and goals are expressed in other-directed terms – she worries that she has 
“let everyone down” and wants to “make everyone proud” – and that she subjugates 
her own suffering (experiences of abuse and hospitalisation) to concerns that she will 
“wreck the family”. Currently, Molly performs errands and chores for her parents in 
an apparent attempt to atone for her ‘failure’ to uphold their expected standards.
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Figure 4.1: Developmental CBT formulation

4.6.2  Situational Formulation

It should be possible to analyse a number of situations in Molly’s current/recent 
experience and find evidence of the maintaining factors and underlying beliefs 
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responsible for her on-going distress. One specific situation is examined here, on the 
basis of information available.

As previously stated, situational formulation follows a basic ABC structure 
(Chadwick et al., 1996), with consequences explicitly sub-divided into emotions and 
behavioural/other outcomes (so as to foster the client’s ability to discriminate these, 
functionally related but discrete, sequelae; Trower, Jones, Dryden, & Casey, 2011). To 
make the distinction clear, we implement an extended ABCO sequence: Specifying 
the Activating event, Beliefs (about A), emotional Consequences (of B), and ensuing 
behavioural or other Outcomes.

A recent critical incident for Molly is the event that precipitated her withdrawal 
from Amy and her work colleagues – analogous to earlier relationship patterns (shift-
ing from dependence to avoidance). Figure 4.2 presents an ABCO analysis of this 
incident.

Activating event Beliefs (thoughts and 
images about ‘A’)

Emotional Con-
sequence of ‘B’

Behavioural or other 
Outcomes

Distant laughter 
and conversa-
tion between 
friend (Amy) and 
another colleague

Inferences
They are laughing at me
They don’t really like me

Evaluation
I am not acceptable
I cannot trust others

Core beliefs (activated)
I don’t deserve love
Others are critical, 
rejecting, and unsafe

Shame
Anxiety

Withdrawal (protective 
but isolative)

Increased opportu-
nity for rumination 
(rehearsing and 
strengthening beliefs)

Decreased opportunity 
for disconfirmation of 
beliefs

Figure 4.2: Situational ABCO formulation

Within the cognitive model, problematic consequences (shame and isolative with-
drawal) are seen to arise from beliefs about the activating event rather than the event 
itself. In this case (A), Molly’s interpretation that her colleagues are ridiculing her (B) 
evokes shame (C), and motivates withdrawal (O) as a protective response. It’s not clear 
that Molly’s interpretation of the distant conversation and laughter is accurate; it may 
reflect a personalisation or self-referential bias – relating external events to the self 
without basis (A. T. Beck et al., 1979) – potentiated by vigilance for rejection. Whether 
accurate or not, Molly’s subsequent behaviour suggests overgeneralisation from this 
incident to conclude that her colleagues don’t really like her (regardless of her here-
tofore close relationship with Amy and other colleagues). Her evaluations are likely 
to be totalising negative judgements of herself and others, rather than appraisals of 
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the specific experience.In Figure 4.2, we contend that feelings of shame and anxiety 
could arise from appraisals of the same situation. However, we would help Molly to 
see these as different emotions associated with different beliefs: Shame pertains to 
the perceived exposure of personal inadequacy (self as undeserving/“an embarrass-
ment”), whereas anxiety relates to the impression that others are colluding against 
her (i.e., interpersonal threat/vulnerability – others as critical, rejecting, and unsafe). 
It may be preferable to present these as separate sequences for Molly: Indeed, we 
would generally limit the use of formulations that list multiple problem emotions (Cs) 
as these are generally not helpful in discriminating emotional experiences, or making 
logical sense of how different emotions might arise (i.e., understanding consistency 
between B-C connections).

Although withdrawal is protective in the short-term, it leaves Molly isolated and 
thereby reinforces her negative beliefs about self and others. By considering the reper-
cussions of her response to the situation (under O) we can see how Moly’s problems 
may perpetuate – for example, withdrawal reduces opportunities to contact exter-
nal events (e.g., positive feedback from colleagues) that might disconfirm negative 
thoughts arising from this incident and provide experiential evidence against broader 
beliefs.

4.6.3  Intervention Objectives and Evaluation

Intervention would be directed towards Molly’s goals, but these are currently quite 
vague and (as discussed above) framed in terms of others’ needs – we would wish 
to explore these further as stated goals may reflect, among other phenomena, con-
ditional beliefs about meeting others’ standards. We expect that collaborative goal-
setting may be initially difficult (given Molly’s history of subjugating personal needs) 
and may need to be revisited and revised as therapy proceeds and changes open up 
different ways of thinking about herself, others, and her future. To enable us to specify 
and prioritise Molly’s presenting concerns, and monitor progress towards addressing 
these concerns (in a manner consistent with our collaboratively empirical approach), 
we might use an idiographic weekly measure like the Simplified Personal Question-
naire (Elliott, 2002).

Further to idiographic monitoring and on-going qualitative feedback, we would 
likely use validated outcome scales pertaining to presenting difficulties (e.g., mea-
sures of emotional distress – providing that these captured outcomes relevant to 
Molly). An advantage of implementing such measures is that we can then use refer-
ence data on measurement reliability and population norms to evaluate the statistical 
reliability and ‘clinical significance’ of any changes that Molly reports over the course 
of therapy (i.e., whether changes are beyond what could be attributable to chance or 
measurement error, and whether change constitutes a shift from clinical to normative 
levels of distress; Jacobson & Truax, 1991).
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If we wish to evaluate whether any observed changes are attributable to theorised 
mechanisms, we need to measure hypothesised mediating variables. Within CBT, 
we might thus focus on monitoring change in targeted cognitions (e.g., believability 
of problem beliefs identified in Molly’s formulation). By repeatedly measuring both 
the proposed mediator (belief in targeted cognitions) and outcome (problem sever-
ity) over the course of therapy we can potentially evaluate formulated mediational 
hypotheses by establishing whether: (1) believability is related to problem severity, 
(2) our intervention changes believability, and (3) changes in believability precede 
changes in problem severity (Kazdin, 2009; Mumma, 2004).

Notwithstanding the above, we would be cautious about drawing conclusions 
based on self-report alone; we would be mindful of the function of Molly’s self-report, 
and would explore her presentation accordingly. Essentially, Molly’s responses may 
be subject to various biases (e.g., minimising difficulties and over-reporting therapy 
benefits, in accordance with a tendency to please others – or maximising difficul-
ties, to avoid termination of therapy, in accordance with dependent strategies) and 
we would look for evidence of improved functional outcomes and social validation of 
change (i.e., triangulation with external observations) where possible.

4.6.4  Intervention Plan

Initial efforts would focus on forming therapeutic engagement – through discussion 
of expectations of the therapy process, formulation sharing, goal-setting, and inter-
vention planning – interpolating experience-normalising psychoeducation around 
the CBT model, and establishing a collaborative relationship from the outset.

Central to intervention would be modification of the beliefs implicated in Molly’s 
presenting difficulties. We would agree on initial targets here and might use a range of 
strategies to facilitate a change in perspective (e.g., Trower et al., 2011):

(1) Verbal methods, including targeted Socratic, leading, and assumptive ques-
tioning to engage Molly in generating alternative ways of thinking. For example, we 
might explore the truth of her absolute (negative) evaluations of self and others in the 
light of exceptions (e.g., her longstanding relationship with Eve). It is notable that our 
initial formulation focuses on problems and perhaps neglects areas of extant strength 
(Kuyken et al., 2008). We think it is important to firstly understand (and validate) the 
difficulties that Molly has experienced, and expect that Molly would initially be dis-
missive of a ‘strengths-focussed’ formulation, but would also want to harness existing 
assets to enable Molly to dispute problem beliefs – attention to positives, disconfirma-
tions, and exceptions becomes crucial here.

(2) Behavioural methods, encouraging Molly to test targeted beliefs by acting 
in ways that contradict negative thinking, and assessing the outcomes of this. For 
example, Molly might be asked to approach situations that could lead to rejection 
or shaming (e.g., initiating conversation with colleagues), as opportunities to learn 
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that expected consequences may not occur, or (if they do occur), can be tolerated and 
do not have to be interpreted as totalising (i.e., having internal, global, and stable 
implications).

(3) Imagery-based methods, including practicing of alternative thinking to imag-
ined situations. For example, Molly may not find alternative ways of thinking con-
vincing when generated in the abstract, but may find behavioural tests too daunting 
(at first). Imaginal techniques could help Molly to make vivid contact with problem 
situations and sequelae, eliciting associated thoughts and feelings ‘in the room’ 
(experiential versus intellectual insight), before rehearsing alternative thought pro-
cesses and observing any change in feelings. Imaginal practice may help to catalyse 
cognitive methods and prepare engagement in behavioural methods.

Although intervention strategies may be discussed, modelled, and practiced 
within sessions, CBT places an onus on application outside of therapy such that 
Molly’s learning and alternative ways of thinking generalise beyond the therapy 
context.

Supplementary to strategies focussed on changing beliefs (i.e., the B in the ABCO 
sequence above) we may also attempt to modulate the occurrence of activating events 
(A). In terms of activating events, we expect that Molly’s behaviour (e.g., social with-
drawal) may increase the occurrence of events (being disregarded or criticised by 
others) that trigger negative beliefs (self as undeserving, others as rejecting/critical) 
and consequent distress. A focus here might be the development of behavioural skills 
for effective emotional expression: Molly has not had opportunity to learn how to 
communicate her needs directly, and we would hypothesise that this potentiates acti-
vating events. Development of skills around emotional communication and asserting 
personal needs should also help to challenge Molly’s beliefs about herself as ineffec-
tual and the unacceptability of emotions.

4.6.4.1  Potential Difficulties
We would need to be considerate of how Molly’s beliefs may influence her responses 
to therapy, and would explicitly tackle her thoughts in relation to the therapy process 
(with potential for more general impact). In this way, in-therapy problems can become 
important learning opportunities.

Molly may vacillate between dependence and distancing in her relationship with 
the therapist and, given previous patterns, there is a risk that she could withdraw 
from therapy in response to perceived ruptures (she is likely to anticipate abandon-
ment and be vigilant for signs of rejection) or experiences of being “exposed” within 
therapy (activating beliefs about being undeserving and unacceptable, with concomi-
tant shame and avoidance). Molly’s rules around self-reliance might potentiate any 
impulse to withdraw: She already evinces ambivalence around therapy and hates 
“being so needy”.
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CBT would place an onus on Molly to complete inter-sessional tasks and be an 
active collaborator in therapy: There is potential for this to prompt concerns around 
self-efficacy and ability to meet others’ standards, presenting both opportunities (to 
expose to and challenge such concerns) and threats (for consolidation of beliefs and 
disengagement). Given a putative belief around the unacceptability of her own emo-
tions (and related avoidant strategies), our primary concern would be with Molly’s 
ability to engage with and tolerate the emotional focus of therapy. It may be impor-
tant to do some initial work around emotion regulation and distress tolerance: Over 
time, we might enable Molly to manage her emotions through cognitive reappraisal, 
but we may initially need to rely on more ‘response-focussed’ strategies – i.e., chang-
ing behavioural outcomes (Os) of emotions when activated, through relaxation 
or response prevention – which would secondarily help Molly to challenge beliefs 
around the unacceptability and dangerousness of her feelings.

David M Gresswell
4.7  CBT Formulation: Critical Commentary

The authors offer a succinct review of the principles of CBT, along with a critical 
overview – stressing, in effect, that a CBT formulation is not a literal formulation of 
how the client functions, but a way of ordering information that helps the client gain 
access to their experiences. Although not the fault of Beck, the cognitive model seems 
to have taken on a life of its own in recent years, and it is not uncommon to see it being 
used as if it represents a coherent model of human action. In this chapter, the authors 
make the point that the evidence for the primacy of cognition (a central principle of 
CBT theory) is weak, and that what is helpful in CBT is the attempt to make sense of 
how certain events have acquired specific meanings – in specific contexts – and how 
those meanings affect emotional experience.

The ABCO model used by the authors for “the situational formulation” (Molly 
observing her colleagues laughing – Fig. 4.2) has the advantage over a conventional 
ABC approach in that it provides two triangulation points with respect to the inter-
nal validity of the formulation. Although the components of an emotional experi-
ence (private events, physiology, overt behaviours) are not always synchronised, they 
should be consistent in an ABCO analysis: the ‘B’ should match not only the ‘C’ (the 
emotion) but also the ‘O’ (the behavioural or other outcome arising from the emotion) 
in terms of both content and intensity. If the components do not match – e.g., the ‘B’ 
seems more consistent with an angry response than an anxious one, but the ‘C’ is 
anxiety and the ‘O’ involves a range of depressive behaviours – then this may indicate 
that the formulation should be revisited. Despite its advantages, the ABCO approach 
compounds the criticism that CBT awards spurious primacy to cognition, by addition-
ally giving primacy to emotion over behaviour. Indeed, in the example given in Figure 
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4.2, the authors appear to ignore the contextual consequences of Molly’s behaviours 
– clearly, as set out here, this model does not provide a coherent and holistic formula-
tion of Molly’s problems that matches with what we know about the reality of human 
experience.

The authors also make the fundamental mistake of including two emotional 
experiences (shame and anxiety) in the ‘C’ column – neither of which is clearly 
predicted by the ‘Bs’ that are hypothesised to precede them. The authors have not 
pursued inference chaining to a logical conclusion: why should “they are laughing at 
me” be linked to the core belief of “I don’t deserve love” or to the behavioural outcome 
(e.g. withdrawal) specified? The authors have not used the triangulation checks avail-
able: best practice in CBT is to follow one emotion at a time (rather than the pur-
ported core belief), and to be clear about whether inductive or deductive reasoning is 
being assumed. However, irrespective of whether inductive or deductive reasoning is 
assumed, it is not obvious why – if Molly believes she “doesn’t deserve love” and that 
“others are critical, rejecting and unsafe” – she should be prone to interpreting the 
laughter of others as being directed at her, or to reacting with shame or anxiety rather 
than with anger or depression. Something is missing from this analysis.

A related critique can also be levied at the developmental formulation described 
in Figure 4.1. The model follows a linear progression from childhood “data” (a mis-
leading use of the term “data” if ever there was one) leading to the formation of core 
beliefs, then to the extrapolation of conditional assumptions, and finally to the devel-
opment of compensatory strategies. In reality, when working with Molly, what we are 
most likely to see first are the “compensatory strategies”, then to hear Molly’s descrip-
tion of her childhood. In this model, there appears to be a real danger of the core 
beliefs becoming evidence to support Molly’s account of her childhood and vice-versa 
– this is all very circular and not very testable. We cannot observe Molly’s childhood 
and indeed there is some contrary evidence that her sister came out of virtually the 
same context psychologically intact.

Nevertheless, given their observations, the authors then set out to fill the gap 
between Molly’s account of her childhood and her current presentation – this endeav-
our produces some rather incoherent results. For example, if Molly actually fully 
endorsed the core belief “I don’t deserve love” then she could not also assume (con-
ditionally or otherwise) “if I cannot meet others’ standards then I don’t deserve love”. 
She either deserves love or she does not, and the corollary of this conditional assump-
tion is surely: “if I can meet others’ standards then I do deserve love”. Indeed, this 
corollary statement would seem far more consistent with Molly’s behaviour and her 
frustrations than the original statement. A similar critique can be applied to the other 
core beliefs and conditional assumptions – and, as phrased here, it would seem more 
likely that the “conditional assumptions” lead to the formation of the “core beliefs” 
than vice-versa – but perhaps the issue is one of nuance?

In summary, it can be seen that both the approaches to CBT formulation 
expounded here are flawed – the models offered are internally inconsistent; they 
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lack coherence with both mainstream psychology, human experience, and are largely 
untestable. The use of the construct “core belief” leads to the production of state-
ments that lack nuance and which appear incompatible with the conditional assump-
tions they allegedly produce. Finally, and perhaps most fatally, the interaction of the 
client with the outside world is largely ignored. Indeed, irrespective of what a few 
ancient Greeks had to say on the subject, some situations are intolerable and thinking 
about them differently won’t fix that – sometimes a little behaviour change is required 
and, that being the case, we need to pay more attention to context and observable 
behaviours in our formulations and less to hypothetical private events.

Nima G Moghaddam & David L Dawson
4.8  Author Response

We stated our openness to additional information and feedback, whether corrective of 
the data or our interpretations. However, we were not convinced that the offered cri-
tique had implications for refining our initial hypotheses. The commentary appeared 
to focus on details taken out of context of the broader formulation (selective abstrac-
tion?) and to make some arbitrary inferences that were contrary to available evidence 
(perhaps more reflective of the commentator’s preconceptions about the case mate-
rial and formulation model?).

Fragmentary reading of the formulation is suggested by the manner in which the 
‘situational’ and ‘developmental’ aspects of the broader formulation are critiqued 
separately, without consideration of their inter-connectedness. The commentator 
states that we have “not used the triangulation checks available”, but neglects that 
the situational and developmental levels of analysis are points of triangulation for 
each other, providing complementary insights.

For example, the commentator takes issue with the inference chain in Figure 4.2 
(questioning how laughter from others might connect to an underlying sense of the 
self as undeserving) but we would suggest that the linkage here is elaborated at length 
(and connected to earlier experiences) within the broader formulation and develop-
mental narrative (over-vigilance for rejection, and a conditional belief that rejection 
from others means she is underserving). Similarly, the commentator appears to read 
the figures as independent from the broader analytic narrative: the two are interde-
pendent, and the textual description should help to expound links within the (neces-
sarily reductive) figures – just as, in practice, we would not share a diagrammatic for-
mulation without elaborative discussion. For example, within the text accompanying 
Figure 4.2, we do acknowledge potential confusion that can arise from considering 
two emotional experiences together – and explicitly discriminate these in terms of 
their phenomenological correlates.
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In challenging our analysis, the commentator appears to draw less on the infor-
mation available than on expectations about how people ‘should’ respond in Molly’s 
situation. Returning to Figure 4.2: We might ask why Molly did not express anger or 
confront her colleagues, but the material tells us that she responded with withdrawal 
and worry, and that such responses are part of a consistent pattern of self-blaming/
tendencies towards shame and wariness of others. Of course, questions of exter-
nal correspondence remain (and would be examined in therapy with Molly) but we 
argue that the formulation is grounded in currently available data – and is internally 
consistent.

Putting aside our own reservations about the utility of core belief constructs2, 
the critique here seems to misrepresent their theorised role: To reiterate, negative 
core beliefs are not consistently active/manifest (or “fully endorsed”) and conditional 
assumptions or rules are developed to protect against their activation. The suggestion 
that external context is ‘largely ignored’ also seems misrepresentative: Analysis in 
CBT encompasses interactions with the outside world but deliberately focusses on 
how these come to shape and be understood through individual appraisals (Beck, 
1976). The commentator’s definition of ‘context’ appears somewhat constricted here 
– e.g., the suggestion that Molly and her (“psychologically intact”) sister emerged 
from “virtually the same context” seems to ignore salient differences in environmen-
tal feedback/relational context.
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Aidan J P Hart
5  Acceptance and Commitment Therapy
This chapter will outline the detail and process of conducting a case formulation in 
Acceptance and Commitment Therapy (ACT – pronounced as a single word). The 
chapter will begin with a short description of the ACT model. Following this, the 
case of Molly will be discussed, and a preliminary formulation and treatment plan 
presented.

ACT is part of the wider family of cognitive and behavioural therapies, and is 
often considered to be part of the third wave of behavioural therapies. ACT builds 
upon classical and operant conditioning through a contemporary behavioural analy-
sis of language and cognition (Relational Frame Theory; Hayes, Barnes-Holmes, & 
Roche, 2001). An account of the historical development of ACT can be found in Hayes, 
Strosahl and Wilson (1999) and a detailed introduction to Relational Frame Theory 
(RFT) can be found in Blackledge (2003) and Torneke (2010).

5.1  Defining Features

ACT rests on a small number of core principles: (1) psychological pain is normal and 
experienced by everyone; (2) pain and suffering are not the same thing; (3) we cannot 
deliberately get rid of our pain, and attempts to do so may actually amplify our suffer-
ing; (4) accepting pain is the first step towards reducing suffering; (5) psychological 
pain does not need to disappear in order to lead a life that one values; (6) distress is a 
function of context: There is nothing faulty, broken, or maladaptive ‘inside’ the client.

ACT makes a distinction between ‘pain’ and ‘suffering’: ‘pain’ is the normal emo-
tional distress that one experiences in the course of life; ‘suffering’, on the other 
hand, is the additional distress experienced as a result of attempts to avoid or control 
pain. Consider a person who experiences a fear of rejection. Consequently they avoid 
relationships in order to reduce their fear (pain). However, as a result of avoiding 
relationships, the person may experience loneliness, isolation, and a life other than 
the one that they want to live. In this case, the pain of the fear of rejection is being 
managed by avoidance of relationships, which leads to the suffering of loneliness 
and isolation. From an ACT perspective our target is reducing suffering and building 
a better life through the acceptance of pain.

Because ACT is not focused on reduction of pain per se, we are not primarily inter-
ested in symptom reduction either (although this may be a secondary gain). Instead, 
we are interested in ‘growing the person’ rather than ‘shrinking the problem’. While 
it is tempting to wish to reduce the person’s problems and/or symptoms directly, ACT 
aims to ‘expand’ individuals so that they are enabled to live a life characterised by 

This work is licensed under the Creative Commons Attribution-NonCommercial-NoDerivs 3.0 License
 © 2015 Aidan J P Hart



 Core Processes   61

whatever matters to them, whilst highlighting that one’s pain need not reduce or dis-
appear in order for a meaningful life to be lived.

5.1.1  Experiential Avoidance and Psychological Flexibility

Experiential avoidance is defined within the ACT model as an active unwillingness 
to experience certain private events, such as thoughts, emotions, and physical sen-
sations (Hayes, Wilson, Gifford, Follette, & Strosahl, 1996). ACT proposes that such 
avoidance not only amplifies those events but takes a person away from the life they 
wish to live. The ACT model makes a pragmatic distinction between helpful and 
unhelpful avoidance: If avoidance leads to an increase in pain, brings other problems 
into one’s life, or takes one away from the life that they want, then we would consider 
such avoidance to be unhelpful.

ACT seeks to replace experiential avoidance with psychological flexibility. Psy-
chological flexibility is the ability to connect with the present moment – fully, as a 
conscious human being – and to engage in behaviour that is consistent with person-
ally-identified values (Hayes et al., 1999). In a context where avoidance of psychologi-
cal pain has not worked, is not working, and will not work, ACT advocates acceptance 
as an alternative strategy that can help individuals to take action in accordance with 
their values. Therefore, ACT could be summarised by the three statements: (1) accept 
those experiences that you cannot avoid, (2) choose where you want to go in life, and 
(3) take action to that end.

This is of course not as simple as it sounds. In ACT, as in all therapeutic interven-
tions, we ask the client to go on a difficult journey with us, and this should not be 
underestimated or trivialised.

5.2  Core Processes

ACT proposes that there are six core processes that underpin psychological wellbe-
ing and flexibility: acceptance; cognitive defusion; contact with the present moment; 
self-as-context; values; and committed action. These processes are conceptualised 
as being interconnected: they are not considered to be standalone processes to be 
worked through sequentially. Due to their interconnected nature, it is not uncommon 
for a typical ACT session to focus on several of these processes.

5.2.1  Acceptance

Acceptance from an ACT perspective is not resignation; it is does not mean tolerating 
the intolerable or giving in – these are fatalistic and passive responses. Acceptance 
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also does not preclude obvious workable solutions to problems, such as making 
beneficial changes to one’s environment. Instead, acceptance refers to an active and 
engaging stance that is true to its etymological root meaning: “take what is offered” 
(Hayes & Strosahl, 2004). In this context, acceptance is a stance of actively and non-
judgementally embracing whatever thoughts, emotions, and physical feelings one 
experiences, when avoidance is not working. This is of course much harder than 
might be suggested by these few brief sentences. Often clients will come to therapy 
having tried for years to avoid painful thoughts and feelings. Some clients would 
rather be in abusive relationships than experience loneliness; some would rather be 
intoxicated or cut and burn themselves than think or feel. The difficulty of acceptance 
should not be underestimated.

Acceptance is fostered by helping clients to experientially contact the costs of 
avoidance. It is hoped that clients see that, with respect to private events (thoughts, 
feelings, and sensations), avoidance or control is often the problem and not the solu-
tion. Clients are encouraged to confront the unworkability or costliness of avoidance 
and control in an empathic and non-self-blaming manner. The futility of avoidance, 
suppression, and control is highlighted so as to create space for new possibilities. 
Simple brief exercises and metaphors such as ‘Tug of War with a Monster’ (Hayes 
et al., 1999; p.101) can be used to make these points effectively. This metaphor pres-
ents the client with the conundrum that they are engaged in a ‘tug of war’ with their 
psychological pain (the ‘monster’). No matter how hard they struggle, the monster 
pulls harder, prompting ever greater effort from the client. What we want the client to 
realise is that the first step here must be to drop the rope. This is to help create a space 
in which alternatives to struggling can be experienced. This metaphor is similar to the 
concept of ‘trying to dig yourself out of a hole’: It does not matter how you got there, 
digging further certainly does not help you to escape; the first step is to lay down the 
shovel. It is important to recognise that avoidance can often be effective in the short-
term, and clients may consequently have a strong reinforcement history for avoidance 
behaviour. Even for clients who recognise that their avoidance is not very effective in 
the longer-term, there may be a strong element of negative reinforcement at work in 
that their avoidance may be keeping larger threats and ‘scarier monsters’ at bay.

5.2.2  Cognitive Defusion

Humans have a tendency to respond to thoughts as if they are the ‘thing thought about’ 
as opposed to a verbal or visual representation of it. When remembering and thinking 
about a past negative experience, clients will respond (most likely at a lower level of 
intensity) in a manner similar to when they directly experienced the event itself (e.g., 
fear, anxiety, or shame), even though the tangible properties of the experience are no 
longer present; this phenomenon is known within ACT as cognitive fusion (for a more 
comprehensive discussion of this process from an RFT perspective, see Blackledge, 
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2003; Torneke, 2010). Thoughts are not problematic in and of themselves (Hayes & 
Strosahl, 2004), but may become a problem or a barrier to effective change if they 
are afforded weight or particular significance by the individual experiencing them. 
In ACT, we help the person to develop a different relationship with their thoughts by 
employing cognitive defusion exercises.

The purpose of cognitive defusion is to help clients view and experience their 
thoughts as not being ‘literal truths’ but rather psychological experiences that can 
be acted upon – or not. Whether the thought is ‘true’ is not considered to be the key 
issue; instead, the focus is on how one responds to the thought. In this regard, ACT 
is different from traditional forms of cognitive behavioural therapy (CBT) in that cog-
nitive restructuring is not used and the thought is not engaged with or challenged 
at the level of content. For example, a client might report to the therapist that they 
think that no one likes them. The therapist would not ask for evidence for or against 
the thought, but might instead ask the client “if you buy into that thought, if you 
respond as if it is true, where does that take you?” Here an ACT therapist is attempt-
ing to get the client to reflect upon the ‘life-narrowing’ implications of acting on the 
thought as if it were true. Cognitive defusion interventions may utilise ‘physicalizing’ 
and externalising exercises to promote a shift in the context and function of thoughts. 
For example, a client may be asked to take a negative self-referential thought or label 
and to imagine putting the thought out in front of them on the floor and to begin 
to describe its ‘physical’ properties. The function of such exercises is to loosen the 
client’s attachment to their thoughts, re-contextualising the experience of thinking, 
and to begin to create space between the person and their thoughts. A further way 
of changing the contextual experience of thoughts is to use a technique borrowed 
from Gestalt psychology. A word with eliciting properties is repeated over and over, 
faster and faster until the person notices a change in the sensations elicited. Other 
techniques might be to say the negative thoughts in a silly voice (a favourite of the 
late great Albert Ellis). It should be noted that such changes in function are likely to 
be temporary and the purpose here is not to elicit a permanent change in the response 
to thoughts, or to belittle or ridicule the client’s thinking, but to practice responding 
differently to thoughts whilst refraining from attempts to change their content.

5.2.3  Contact With the Present Moment

The purpose of acceptance and cognitive defusion is to enable a client to ‘show up’ 
to the present moment in the service of connecting to personal values and living in 
accordance with them. Contact with the present moment is strongly connected to the 
process and stance of acceptance in that it functions to promote effective and unde-
fended contact with whatever is happening in the ‘here and now’. This is important, 
because in order for a client to decide how best to respond to a given situation, the 
client must be present and in contact with it.



64   Acceptance and Commitment Therapy

Clients are helped to label and describe experiences without excessive and unhelp-
ful evaluation and judgement. Teaching clients to be present helps foster acceptance 
and to stay in the ‘here and now’ where workable solutions are to be found. This does 
not mean that clients are discouraged from remembering past events or from thinking 
forward to the future; it is when the ‘hold’ of such thinking takes the client away from 
living life in the present that it becomes problematic.

One of the main ways in which contact with the present moment is fostered is with 
a variety of mindfulness and orientation (or ‘noticing’) exercises. In such exercises, 
clients are simply orientated to whatever physical feelings, sensations, thoughts or 
emotions are showing up for them at a given time, without getting caught up in them.

5.2.4  Self as Context (Over Content)

Self as context is strongly connected to the process of cognitive defusion in that both 
processes contend with the literality of language and other private content. Self as 
context processes are designed to help clients distinguish and separate out from their 
conceptualised selves (i.e., self as content). Key messages in any self as context work 
are (1) that you are not your thoughts, your emotions, or your memories; and (2) that 
there is a you, a bigger you (the context), wherein such things happen (i.e., where 
private content occurs). We want clients to experience – if only for a moment – that 
there is a place from which such things can be experienced, a place where such things 
cannot hurt them. An ACT therapist will help a client experience self as context in a 
number of ways. For example, through the use of mindfulness exercises where clients 
are helped to experience their thoughts and feelings as an observer. The therapist 
might also use simple metaphors to help the client make a distinction between them-
selves and their content. Such metaphors may include: “you are the house not the 
furniture, the chessboard not the pieces, the sky not the clouds”.

5.2.5  Values

Clients in therapy are often stuck in patterns of behaviour that are about controlling 
and eliminating unwanted private events rather than leading a life full of personal 
meaning. ACT seeks to help clients regain this life-direction; however, it is impor-
tant to remember that many clients will not have given consideration to what they 
value or want out of life. Some clients arrive in therapy from a place where they have 
not been permitted to even think about such things, and some will therefore inevita-
bly struggle to think about them now. Despite this, it can often be useful to enquire 
about values early in assessment and treatment. ACT, like many other psychologi-
cal therapies, involves clients contacting experiences and physical places that they 
have been avoiding. Change is therefore difficult and there has to be some perceived 
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and anticipated benefit or reinforcement for making change. Whilst the client may 
be understandably focussed on reduction of symptoms, values work speaks to what 
this reduction is for (if you were to feel less anxious, what would you be doing then?). 
Values assessment also sends a message to the client that therapy will contain a space 
for the things that they love and care about, and a focus on how to begin having more 
of such things.

Values clarification in ACT takes place through questioning and experiential exer-
cises. Clients can be asked questions like “if you could have your life stand for any-
thing, what would you choose it to stand for?” Clients may also be asked to imagine 
a speech given about them at a ceremony honouring their life achievements; what 
would they like to hear?

It is important to make a distinction with clients between values and goals. The 
purpose of values is not necessarily the achievement of specific goals. Values can be 
thought of as signposts: A common metaphor used in ACT work is that living in line 
with one’s values is like traveling west. One never reaches ‘west’ as a destination, 
but can continue travelling west indefinitely. Many things can be experienced and 
achieved whilst travelling in ones chosen direction; it is the journey and not the desti-
nation that is important. From a behavioural perspective, values speak to the function 
of goals and give an idea to the therapist of sources of reinforcement for future behav-
ioural activation. One of the advantages of understanding such functions is that it 
can help the therapist guide committed action (see below) towards a variety of goals. 
It can also help a client find new goals should one become unavailable to them. An 
extreme example could be the loss of a job or a cherished role through injury. While a 
person may not be able to continue in their previous role, if we know the value – i.e., 
the function of their role, and what it was that made the role important – we can help 
the client find other ways to stay connected to that value.

5.2.6  Committed Action

ACT is at heart a behavioural treatment and as such the previous five processes above 
serve to elicit actual change in the client’s behaviour to serve valued ends. All other 
processes in ACT therapy lead to this point, and the client, knowing that avoidance 
is not working, and knowing what they want from life, has to decide to commit to 
change and to actively implement it. Living and acting in line with one’s values is the 
context in which acceptance is worthwhile.

Like most effective behavioural exercises, committed action starts with smaller 
goals, similar to graded exposure or graded behavioural activation. Once a client 
has started on their path of values-guided behavioural change, it is expected that 
natural reinforcement will occur to maintain the change. It is important at this stage 
to prepare clients for problems that may surface and barriers that may arise. Often 
when a client commits to valued living they may predict failure and experience 
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anxiety (loss of contact with the present), or they may believe they will fail because 
they are inadequate (cognitive fusion and self as context). Clients can be prepared for 
this, by letting them know that their mind will not want change and may fight back, 
or that their anxiety or depression will fight for its survival (this represents a defusion 
metaphor in itself). Clients are asked to consider questions such as “what pain would 
you be willing to have in order to do what you love and care about?”

5.3  Evidence Base

ACT is an emerging and developing therapeutic approach and over the last 15 years 
has strengthened its evidence-base considerably. To date, ACT has been used success-
fully in the treatment of depression, anxiety, OCD, chronic pain, diabetes manage-
ment, and psychosis, and its efficacy is discussed in a number of published positive 
reviews from Hayes, Luoma, Bond, Masuda, and Lillis (2006), Gaudiano (2009), Levin 
and Hayes (2009), and Ruiz (2010, 2012). More critical reviews have been published 
by Öst (2008, 2014) and by Powers, Zum Vörde Sive Vörding, and Emmelkamp (2009).

5.4  Formulation in Action

An ACT case conceptualisation will typically involve six activities on the part of the 
therapist (Hayes & Strosahl, 2004): (1) assess the scope and nature of the presenting 
problem; (2) identify the experiences that the client is attempting to avoid; (3) identify 
behaviours/methods that the client is using to facilitate their avoidance; (4) assess 
the factors that may be reducing motivation for change; (5) assess and identify any 
environmental barriers to change; and (6) consider factors likely to be contributing to 
inflexibility (e.g., fusion, self as content, domination of the past/future, values uncer-
tainty, low levels of committed action).

5.4.1  Assess the Scope and Nature of the Presenting Problem

Molly appears to have learned to avoid situations that elicit anxiety or other negative 
experiences. Her history with other people is also likely to have contributed to Molly 
developing negative self-labels, and importantly, to accept these labels as ‘true’ (self-
as-content and fusion). Her attempts to avoid situations that elicit anxiety or negative 
thoughts/self-labelling appears to be hindering her ability to live her life in a way that 
is meaningful to her (i.e., a lack of valued direction or valued action).

Molly states that she “wants to get better”, “feel the opposite of how she does 
now”, “feel more confident”, and “make everyone proud”. From an ACT perspective 
this is a mix of both appetitive and avoidance goals. I would be keen to know what 
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“getting better” means for her: what would she be able to do if she were better? This 
is similar to the ‘miracle question’ often asked in Solution Focused Approaches (i.e., 
what would the client’s life be like if perceived problems were no longer present; De 
Jong & Berg, 2012). It is likely at this stage that the issue of wanting to be “more con-
fident” would arise. In a similar manner, I would want to know what she would do if 
she were more confident and would hypothesise that Molly’s lack of confidence may 
manifest in predictions of future failure – indeed, she mentions twice that there is “no 
point” attempting to improve her situation. The anticipation of failure is likely to be 
emotionally distressing, and Molly may attempt to reduce her distress by eliminating 
the possibility of failure (e.g., by simply ‘not doing’). As these issues emerged during 
therapy, I would offer ACT-informed observations of Molly’s self-report. For example, 
if Molly describes an anticipation of future failure, I might respond thus:

Molly:   There is no point trying, it won’t work; it never does.
Therapist:  It sounds like every time you want something better or try for some-

thing better, your mind comes in and tells you it will be bad, not to 
bother. Then what happens?

Molly:  I begin to get worried, I feel anxious and scared and I think ‘what’s 
the point?’ so I don’t bother.

Therapist: So when you believe what your mind tells you and you do what it 
says where does that leave you?

Molly:  Well, I feel less worried about the future.
Therapist: But here and now?
Molly:  Here and now I just feel stupid and useless for not trying and I’m 

still stuck where I don’t want to be.

While in actuality, the above exchange rarely (if ever) happens so neatly, it hopefully 
illustrates the point. What I would be attempting to do through this process is to help 
Molly gain awareness of the cycle she is stuck in and the manner in which her avoid-
ance not only keeps her away from a future that she wants, but also makes her more 
miserable in the present. The use of language such as “your mind comes in and tells 
you” is deliberate and is designed to facilitate defusion at a later stage by beginning to 
encourage Molly to consider her mind as almost like a separate entity – and one that 
is not necessarily acting in her best interests.

I also get a sense that Molly might be playing a ‘waiting game’ with her emotions. 
She might be waiting for things to get better or for her to feel different before she can 
move on with her life. This is of course understandable, given her experience of the 
world to date. I would, however, begin to explore with Molly the possibility that the 
waiting game may not work. I would want Molly to begin to consider that, rather than 
waiting for these experiences to disappear before she starts living her life, she can 
begin to live and take these experiences along with her.
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5.4.2  Identify what Experiences the Client is Attempting to Avoid

Many of the experiences that Molly seems to be avoiding could be classified under a 
larger umbrella of fear of rejection/abandonment by her parents and her peers. Con-
nected to this, Molly is also troubled by thoughts and beliefs about her own unworthi-
ness, incompetence, and unattractiveness – and the expectation that she will fail at 
everything she does. She is also suffering from the impact of being sexually abused 
when she was nine years old. We would hypothesise that, due to the effects of clas-
sical conditioning, sex and sexual intimacy may now function as a conditioned aver-
sive. As such, it seems that she is now avoiding intimate sexual relationships. It is also 
likely she is ‘fused’ with the memories of the abuse to an extent where thinking about 
the abuse, or thinking about sex, may elicit distressing emotional and physiological 
responses.

5.4.3  What Behaviours/Methods is the Client Using to Facilitate Their Avoidance?

There are a number of ways in which Molly has avoided or attempted to avoid these 
negative experiences. Molly’s avoidance seems to be facilitated by physically avoid-
ing situations and contexts, and also by being overly compliant with her parents. It 
can be seen from the case description that Molly maintains a close proximity to her 
parents and does many things for them that they are capable of doing for themselves. 
I would hypothesise that, given her historical experiences within the family, Molly 
is attempting to avoid painful feelings relating to thoughts of being unlovable and 
taking second place to her sister.

Molly also avoids social contact with others and as a result lives a somewhat 
reclusive lifestyle. She has been let down by others in the past and fears their rejection 
and ridicule. As a result, she is likely to predict that other people will mistreat her or 
reject her in some way. Consequently, she avoids the anticipatory negative emotions 
by avoiding or minimising her social relationships; or by having them online where 
she may be able to maintain a larger degree of control over them. It is also likely that 
Molly’s avoidance of romantic and sexual relationships is a function of her sexual 
abuse experiences. Her descriptions of her relationship with Danny indicate that her 
difficulty in being intimate with him could be a function of her abuse experiences. Her 
reluctance to have further relationships could also serve the function of reducing her 
contact with these feelings.

5.4.4  Assess the Factors That May be Reducing Motivation for Change

While Molly gives indications of what she wants, there may still be factors inhibit-
ing her motivation for change; in particular, her predictions of future failure. Molly’s 
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descriptions of her past indicate a number of aversive experiences, which have arisen 
while pursuing apparent valued ends. University did not work out; similarly, her job 
as a teaching assistant did not progress, and her current role at the library is also 
not as she would wish. Similarly, her experiences of sexual and romantic relation-
ships have been negative. One of the biggest barriers to change for Molly will be her 
expectation that change is not possible or that she is not capable of change – and the 
anxiety and fear that this elicits. From an ACT perspective, Molly is heavily fused with 
her low opinion of herself and her expectations that she can only fail.

5.4.5  Assess any Environmental Barriers to Change

Superficially, Molly appears to have access to a number of resources, such as her job 
and her own accommodation, which may help to facilitate change. However, one 
external barrier to change for Molly is likely to be found in her relationship with her 
parents. If Molly is to make progress then it is likely that her relationship with her 
parents will need to change also. Despite being physically able, Molly’s parents have 
come to depend on her to run errands for them, and Molly reports that they make her 
feel guilty if she does not meet their demands. The reaction of Molly’s parents is likely 
to be an environmental barrier; from her description, I would predict that should she 
change the nature of her relationship with them (i.e., by doing less for them) then it 
is likely that they will put additional pressure on her to keep the status quo. In such a 
context, I would be mindful of the likely negative judgements Molly might make about 
herself, the feelings of guilt that might arise, and would target these in treatment.

5.4.6  Consider the Factors Contributing to Psychological Inflexibility

Factors contributing to inflexibility are presented in Table 5.1.
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Table 5.1: Sources of inflexibility for Molly

Source of inflexibility Presenting difficulties

Areas avoided Molly avoids socialising with others. She avoids contact at work (as she 
did her house mates when a student) and has few friends. She prefers 
to socialise online. Molly also avoids confronting her parents about 
their treatment of her and avoids telling them about her sexual abuse. 
Further to this, Molly avoids intimate sexual relationships and is no 
longer pursuing her dream of being a teacher.

Cognitive entanglement 
(fusion and self-as-content)

Molly believes that she is unlovable, unworthy, unattractive, and unable 
to succeed at what she wants. She also defines herself by her mental 
health problems: she is fused with the stigma of having been in the 
‘nuthouse’ and believes that her parents must see her as a ‘freak show’. 
Molly also feels ‘dirty’ and self-judgemental whenever she has sexual 
thoughts or sexual contact with another person.

Domination of the past/
future

There is some evidence from the information provided that Molly finds 
it difficult to remain in the ‘present moment’. For Molly the present 
moment and her current context seem to be dominated by aversive 
stimuli: She is relatively socially isolated, has negative relationships 
with her family, and is constantly reminded of past abuses (sexual 
abuse), rejections (boyfriends), and academic and occupational failures 
(university).

Values uncertainty There is some evidence that Molly identifies some personal values, 
but these appear fairly limited to a specific area (e.g. work/teaching). 
Although wanting to be a teacher is a goal rather than a value, it is likely 
to be directed by some core values, and this would be explored further. 
Molly also presents with behaviours that appear to be values-driven but 
which may not be: She undertakes a lot for her parents who are quite 
capable, and it is possible that this is driven by a need to feel useful 
and loved by them, or more accurately, a need to avoid feeling unloved. 
Whilst efforts to evade ‘feeling unloved’ are of course understandable, 
the risk for Molly is that she gives her life over to avoiding such feelings 
– to the detriment of what she wants for herself. It would seem that her 
relationship with her sister and her friend Eve is a potential area for 
development.

Low levels of committed 
Action

Molly appears to engage in little values-guided activity at present and 
this would be a key area for development.

5.4.7  Intervention Objectives

The following outlines areas for potential intervention; however, it is not neces-
sarily reflective of the order in which work would be undertaken, nor should it be 
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understood that the interventions would be implemented in a separate, serial manner. 
It is also worth remembering that the boundaries between assessment and interven-
tion may be more blurred in ACT, and that aspects of normalisation and values work 
are likely to come up at various times during the assessment. Likewise, having the 
client discuss difficulties and unworkable change strategies inherently involves ele-
ments of exposure, defusion, and movement towards acceptance, and these aspects 
would be visited, and revisited, throughout my work with Molly.

5.4.7.1  Normalisation
One of the first treatment goals or strategies I would introduce for Molly would be 
a normalisation of her experience. Molly seems stuck in a cycle of avoidance that is 
consuming her life to the extent that I do not have a full sense of where she wants 
to go: what she wants her life to ‘stand for’, in ACT parlance. Even though she will 
undoubtedly be experiencing many negative self-appraisals and be engaged in coun-
ter-productive avoidance strategies, I would want Molly to know that this is a normal 
response to her situation. I would begin to highlight areas of ‘fusion’ and begin to 
reflect these back using defusion techniques (e.g., ‘what is your mind telling you?’). 
In addition to normalising her experience, by beginning to talk about her mind in 
this way, we are attempting to create some distance between Molly and her ‘private 
content’. Whilst not advocating a dualist position, we are pragmatically helping Molly 
to separate out and step back from her psychological content, and I would deliberately 
speak in these terms throughout the assessment and intervention. The second aspect 
of the normalisation stage would be to consider the avoidance strategies that Molly is 
using. Again, I would have a discussion around the pull of avoidance, and how it is 
ultimately ineffective when it comes to our private experiences. I would be extremely 
careful that Molly does not feel blamed for being stuck, and this conversation would 
be had in the context of an understanding that avoidance is something that we all 
practice. The function of these discussions would be to highlight to Molly that she 
is not intrinsically or internally broken, but that she is currently stuck as a result of 
how she has been taught to ‘play the game’ (e.g. that aversive experiences need to be 
avoided or overcome before meaningful action can be undertaken). I would conclude 
by highlighting that, while the road ahead will be a difficult one, I will do everything 
I can to help her to get her life moving again.

5.4.7.2  Values
Whilst the majority of the work on values and associated behavioural activation goals 
would come later in therapy, I would typically also start to discuss values early on. 
When asked about ‘values’ early in therapy, many clients are unable to answer. This 
might be because they simply don’t know: They have been so busy surviving that they 
have not had the opportunity to think about it. In other cases, clients may have had 
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to subjugate their own needs to those of others; or may have an active history of being 
punished for attempting to live their own values. Most (if not all) of these experiences 
are likely to apply to Molly in some way, affording her little opportunity to clarify per-
sonal values. Consequently, Molly may be somewhat perplexed and resistant when 
asked about her own values. Despite this, my experience suggests that it is an impor-
tant area to explore at an early stage for the following reasons: (1) I want Molly to 
know that she has the possibility of a brighter future guided by the things that she 
cares about; (2) I want Molly to know that the difficult journey I am going to ask her 
to take is going somewhere important to her; and (3) I want Molly to know that, whilst 
therapy will involve discussion about and contact with things that are painful, there 
will still be space for the things that she loves, cherishes, and values.

5.4.7.3  Acceptance
When working with Molly, I would help her to contact and to appreciate the costs of 
her struggle, and the unworkability of avoidance. This should be done in the context 
of the normalisation described above. It is important that Molly is not blamed for 
being stuck; the message that she is doing as life has taught her comes to the fore, 
and there is no blame to be apportioned. This does not, however, preclude Molly from 
experiencing self-judgmental thoughts about her situation. In fact, the case material 
as presented would lead me to hypothesise that these experiences would occur for 
Molly. This is why the language of defusion should run though the assessment and 
the intervention, allowing the therapist to identify such negative judgements and to 
externalise them as the ‘mind’ being unhelpful. An important aspect of acceptance-
focussed work is to examine the larger cost of avoidance, in that it can take us away 
from our values and our goals. This is why I often find it useful to have the conversa-
tion on values early on; it creates a context in which there is a benefit to at least con-
sidering acceptance as a workable alternative to avoidance.

5.4.7.4  Contact With the Present Moment
There are indications that Molly’s ability to contact the present moment is under-
mined by the dominance of the past. She conveys the ongoing impact of previous dif-
ficulties – her relationship with her family, being seen as second best to her sister, the 
experience of being sexually abused, failed relationships, and problems with work 
and education. I get a sense that these past events have come to occupy Molly and 
interfere with her ability to take effective action in the here and now. Using mindful-
ness techniques, I would want Molly to be able to differentiate between ‘then’ and 
‘now’, in an attempt to lessen her fusion with the past, so as to foster values-consis-
tent action in the present.
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5.4.7.5  Defusion and Self-as-Context
This part of therapy is where ACT takes a more distinctive approach to other inter-
ventions within the broader cognitive and behavioural family. As mentioned in the 
summary above, the emphasis in ACT is on acceptance of private events rather than 
change or elimination of them. In this element of the treatment I would work with 
Molly to loosen the control that such experiences have on her. This would hopefully 
lead to Molly being able to see her thoughts ‘as thoughts as opposed to facts’. The 
content of the thought is not challenged or evidence tested, but Molly is instead asked 
to consider how useful the thought is for her life plan (this again points to the utility 
of developing knowledge of her values at an early point in therapy).

A large part of this work would focus on her experiences of sexual abuse and the 
negative judgements that she makes about herself in relation to these experiences. In 
this element of treatment, I would of course not be seeking to stop her thinking about 
the abuse, or even to reduce the occurrence of abuse-related memories, but more to 
reduce the impact of remembering when it does inevitably occur. We can see from 
her descriptions of connecting sex to labels such as “dirty” that there is a dominant 
impact of her abuse experiences in the present. At a purely technical level, the impact 
of these experiences would be tackled in the same manner as other negative private 
content. The scope and nature of the abuse would form part of the initial assessment, 
in as much as she is willing to discuss it, and it may be that such work is left to later 
in the treatment.

5.4.7.6  Goal Orientation and Committed Action
During this phase of therapy I would begin by returning to the concept of values in 
more detail. Molly has reported good relationships with her sister and her friend Eva 
and there is a strong sense that ‘being a teacher’ has been of value to her in the past. 
This in particular is evident from her working as a classroom assistant. However, as 
part of our assessment and treatment, we need to make a distinction between Molly’s 
own values and goals versus those that may come from her family’s expectations of 
her. If Molly pursuing a career in teaching was an example of the latter, then this may 
indicate a degree of aversive control and suggest that her aspirations in this domain 
may be more about avoiding the disapproval of her family.

It is unclear whether Molly wishes to have another romantic or sexual relation-
ship; however, the manner in which she discusses this area of her life indicates issues 
that require further exploration. She provides reasons as to why it would be ‘point-
less’ to pursue future relationships, rather than stating this is something she does not 
want or value. This seems to me to be the expression of a value or goal being blocked, 
as opposed to something that is not valued. In this phase of therapy, I would help 
Molly to identify goals in line with her values, and collaboratively build a graded hier-
archy of value-based activities for her to engage in during therapy.
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5.4.7.7  Treatment Summary
1. Normalise and contextualise her experience; highlight that she is not ‘damaged’ 

or ‘broken’, but rather ‘stuck’;
2. Identify and clarify her values and associated goals, and begin to identify the 

internal and external barriers to pursuing them;
3. Use cognitive defusion and self-as context strategies to loosen the control and 

dominance of private experiences;
4. Use mindfulness to facilitate exposure to private experiences and encourage 

present moment awareness;
5. Build patterns of committed action relevant to her values, employing skills train-

ing (e.g., assertiveness with her parents) where needed.

5.4.8  Measuring Effectiveness

Given that ACT as an approach is not focused on symptom reduction, how do we 
therefore measure the effectiveness of our interventions? Within an ACT model, we 
measure success by how much a client is reengaged with and living the life that she/
he wants, loves, values, and cares about. In Molly’s case, I would hope that she would 
be able to assert her needs with her parents, doing less for them and more for herself. 
I would hope to see spending more time in the company of others, and perhaps with 
her friend Eva in particular. I would also hope to see Molly happier in her current 
job, or pursuing a career more relevant to her personal values. A final area in which 
I would hope to see Molly make progress would be in respect to the impact of the 
sexual abuse on her life, particularly its apparent effect on her ability to form new 
intimate relationships. If developing a new relationship was identified as being con-
sistent with Molly’s values, then we would look for evidence of this when assessing 
therapeutic gains.

Kerry Beckley
5.5   ACT Formulation: Critical Commentary

ACT aims to pragmatically facilitate a person to cope in the here and now, by accept-
ing life as it is and building towards a more value-orientated future. The evidence-
base thus far appears to demonstrate moderate effect sizes for a range of less complex 
mental health problems. However, Öst (2008) conducted a meta-analysis of RCTs of 
third wave behavioural therapies and concluded that ACT could not be considered 
an empirically supported treatment. ACT has been criticised for not using diagnostic 
categories in half of the studies of clinical effectiveness, and some studies also appear 
to have less methodological stringency in comparison to more general CBT RCTs in 
terms of: reliability and validity of outcome measures, number of therapists and level 
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of therapist training, statistical analysis, presentation of results, equality of therapy 
hours, diagnostic adherence, and checks on treatment adherence.

The central tenet of ‘growing the person’ as opposed to ‘shrinking the problem’ is 
an attractive clinical prospect but it is not one which, by itself, is proven to be effec-
tive with more complex and sustained mental health presentations such as personal-
ity disorder. Arguably, this idea is not solely the domain of third wave behavioural 
therapies, and parallels can be drawn with the behavioural pattern-breaking aspects 
of Schema Therapy (ST; Young, Klosko & Weishaar, 2003) in the growth of the Healthy 
Adult Mode. Both approaches make use of meta-cognitive interventions to weaken the 
relationship between deeply rooted ideas of self and others. The approaches appear 
to differ most in terms of the assumed aetiology of the client’s difficulties, the impor-
tance of content and language in terms of creating opportunities for change, and the 
explicit use of the therapeutic relationship within therapy.

There is, however, a significant degree of similarity in the formulations of Molly 
presented from apparently opposing theoretical positions. ACT uses the term ‘avoid-
ance’ as an overarching concept which would encompass all three coping strategies 
seen in the ST model. Both approaches would view past experiences in terms of their 
reinforcing attributes; ST would place less assumption on Molly ‘knowing’ what 
she really wants, but would understand her schema-reinforcing actions as ways of 
sustaining a sense of self and other that is familiar. The use of defusion within the 
therapy exchange parallels the idea of separating the ‘Punitive/Demanding’ Parent 
Modes from the person; in contrast to ST, ACT uses this separation to enable clients 
to question and be more sceptical of their thoughts. However, it is not clear what 
happens next if this is not effective. ST would consider that intervention by the thera-
pist is crucial: the therapist would align with Molly to enable her to have an experi-
ence of someone standing up to her internalised critical self, whilst supporting her in 
weakening the influence it has on her.

Both formulations highlight Molly’s fear of abandonment/rejection, linked to 
her own sense of unworthiness and failure. The ACT formulation goes further in its 
consideration of the impact of sexual abuse. Although the hypothesised impact has 
merit, it may be premature in its assumption that Molly finds sex distressing, given 
the other factors which contribute to her avoidance of close relationships. Molly’s bar-
riers to change are formulated in similar ways: that her repeated experiences of failure 
have resulted in her predicting that her future holds more of the same. However, the 
ACT formulation extends further by explicitly predicting that Molly’s parents may 
present an environmental barrier to change (negative external feedback as she begins 
to do less for them). ST would place more emphasis on the development and main-
tenance of a stable sense of self and other, that is resilient to the demands placed on 
us by others.

Both treatments similarly take the form of a set of principles, rather than a set 
of interventions, which are undertaken in a linear fashion. Like ST, ACT attempts to 
normalise avoidance (given Molly’s history) and uses strategies to create distance 
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between Molly and her ‘private content’. The therapeutic language in both models, 
although different in content, is crucial in achieving this. The idea of being ‘stuck’ 
because of how she has been taught to ‘play the game’ parallels the ideas in ST of 
strategies which previously had protective value to survive trauma, but now continue 
as though the client was still in that set of circumstances.

The ACT formulation highlights the role of the therapist as facilitator, but there 
is far less emphasis on the therapeutic relationship. For individuals who have sig-
nificant difficulties in the relational domain, this appears to be a weakness of the 
outlined intervention. Molly’s template of ‘other’ as rejecting/uninterested is likely to 
permeate the therapeutic relationship and impede the aims of the intervention unless 
explicitly worked with.

ACT places emphasis on the space to consider values in therapy, which may 
differ somewhat from ST’s emphasis on unmet needs, but in essence they are aiming 
to achieve the same outcome. Those who work in an integrative way with both 
approaches have highlighted how this more explicit focus on ACT principles and 
interventions can augment aspects of ST: suggesting that, with more complex pre-
sentations, change-focused work may first be necessary, before acknowledging that 
some things cannot be changed and should therefore be accepted (Roediger, 2012). A 
strength of the ACT model is the importance of keeping Molly’s values central to the 
therapeutic narrative and how this can be utilised in developing value-based tasks 
for homework. It makes intuitive sense that a client would be more likely to engage in 
activities which aim to enhance enjoyment and purpose, than to directly work on a 
task which aims to reduce something they actively avoid. This is also true of the mea-
surements of success, which ultimately reflect Molly’s values rather than symptom 
reduction – which may or may not lead to improvements in her quality of life.

Aidan J P Hart
5.6  Author Response

This seems to a reasonably fair summary and critique of the model and formulation 
as presented in the chapter. There are two areas of the critique I would like to address: 
the issue of sexual abuse and the therapeutic relationship.

I would accept that the focus in the formulation on sexual abuse may indeed be 
premature, and I acknowledge that more information is certainly required. A formu-
lation is of course a working hypothesis that is always subject to revision. As such, 
it might be that the formulation is revised with respect to sexual abuse, if further 
exploration suggests that this experience does not appear central to Molly’s current 
difficulties.

In my experience of delivering ACT training, a question often asked is how an 
individual could be expected to simply ‘accept’ abuse. By including the sexual abuse 
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in the formulation, I was attempting to offer an example of how one might conceptu-
alise this experience within the ACT assessment, formulation, and treatment frame-
work. This is not to say that it would always be included in this manner, or indeed at 
all.

The main aspect of the critique I would like to address is the point about the ther-
apeutic relationship. ACT by no means minimises the importance of the therapeutic 
relationship in facilitating client change. From a pragmatic point of view, if the client 
does not trust or value the therapist, or if the therapist is experienced negatively, then 
therapy will inevitably be impeded. The therapeutic relationship is important, first 
and foremost, because if the client in not in the room with the therapist, and does 
not return for further sessions, then the therapist cannot help them. It is important 
that a humanising, supportive, and safe environment is created that helps maximise 
the client’s commitment to change whilst minimising any coercion on the part of the 
therapist (Hayes & Strosahl, 2004). This is not a new concept from a behavioural point 
of view, and can be found in the notion of the therapist as a ‘non-punishing audience’ 
(Skinner, 1953; see Chapter 3).

The importance of the therapeutic relationship is not just limited to keeping the 
client in the room, however, but is central to every aspect of the ACT process. The rela-
tionship in ACT is a fully collaborative one. A key message is that the therapist is not 
immune to the processes of experiential avoidance, fusion, etc. To that end, the thera-
pist will often talk about ACT processes with the client in the context of “we” rather 
than exclusively “you”. In an ACT intervention, the therapist will communicate hope 
and optimism for change, and a passionate interest in helping the client to pursue 
their values. The therapist will also use the context of the therapeutic relationship to 
model ACT-relevant processes – and experiential exposure in particular.

A final reason why the therapeutic relationship is important is connected to the 
fact that a large part of ACT is dedicated to breaking down patterns of avoidance and 
exposure to feared interoceptive and exteroceptive stimuli; this is often difficult for 
the client to engage in, and a meaningful and trusting therapeutic relationship is 
essential. In my experience, in the context of a strong empathic therapeutic relation-
ship, clients will go to the difficult places that are necessary as part of the therapeutic 
journey, and will forgive you most mistakes you may make along the way. Without the 
foundational bedrock of a good therapeutic relationship, then the rest of the model 
becomes largely unworkable.
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Kerry Beckley
6  Schema Therapy
Schema Therapy (ST) has evolved over the past 20 years to the point where it is now 
used both individually and with groups, with an emerging evidence-base for an 
increasing number of clinical presentations. It can be considered part of a broader 
trend in cognitive therapy which places a greater importance on information process-
ing that is not readily available to conscious awareness (Edwards & Arntz, 2012).

Developed by Jeffrey Young, ST is primarily aimed at treating those who have 
entrenched interpersonal and identity difficulties associated with a diagnosis of per-
sonality disorder (Young, 1990). Individuals with more complex difficulties require 
the therapist to draw upon a wider range of techniques. ST combines aspects of cog-
nitive, behavioural, psychodynamic, attachment, and gestalt models, and considers 
itself to be truly integrative, and continually evolving. Theoretical integration aspires 
to more than a simple combination of techniques, as it seeks to create an emergent 
theory that is more than a sum of its parts (Norcross & Halgin, 1997). Cognitive and 
behavioural techniques are still considered important aspects of treatment, but the 
model gives equal weight to emotion-focused work, experiential techniques, and the 
therapeutic relationship. Like cognitive behavioural therapy (CBT; see Chapter 4), it 
is structured, systematic, and specific, following a sequence of assessment and treat-
ment procedures. However, the pace and emphasis on particular aspects of treatment 
may vary depending upon individual need.

6.1  Early Maladaptive Schemas

Young (1990) defines Early Maladaptive Schemas (EMS) as self-defeating emotional 
and cognitive patterns that develop early in childhood and are strengthened and elab-
orated throughout life. Maladaptive behaviours are thought to be driven by schemas. 
According to the model, schemas are dimensional, meaning that they have different 
levels of severity and pervasiveness. The more entrenched the schema, the greater 
the numbers of situations that activate it, the more intense the negative affect, and 
the longer it lasts. It is assumed that all individuals can relate to at least some of the 
schemas described in the model, although these are typically more rigid and extreme 
in individuals who seek psychological treatment.

Eighteen EMS are proposed in the model (see Young, Klosko, & Weishaar, 2003). 
By definition, they are dysfunctional and result in psychological distress. They are 
thought to be the result of both a child’s innate temperament and early experiences, 
and are accumulatively strengthened through ongoing negative interactions with 
others. In adulthood, the person engages in a variety of cognitive, affective, and 
behavioural manoeuvres which enable the person to maintain, avoid, and adapt to 
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their schemas in order to avoid experiencing overwhelming psychological distress. 
These coping styles take the form of Schema Surrender (giving in to the schema and 
accepting that the resulting negative consequences are unavoidable); Schema Avoid-
ance (avoiding triggers internally and externally that may activate the schema); and 
Schema Overcompensation (acting as though the opposite of the schema was true).

6.2  Historical Origins of Schema Therapy

ST was Young’s attempt to address the needs of those for whom CBT was not found to 
be effective. The first form of the therapy, Schema Focused Therapy (SFT), was devel-
oped in the late 1980s and can be considered an adapted form of Cognitive Therapy 
(CT). SFT placed a greater focus on the childhood development of schemas (or core 
beliefs) and the therapeutic relationship, and included experiential techniques in 
order to target emotional change more effectively. The key principles of SFT were the 
identification of schemas, their developmental origins, and the coping strategies that 
develop in response to the presence of schemas. Intervention in SFT was based upon 
an understanding of how schemas and coping strategies impacted upon the person’s 
life and the therapeutic relationship.

By the mid-1990s, SFT was being applied to a wider range of clinical presenta-
tions, such as other personality disorders (Young & Flanagan, 1998) and eating dis-
orders (Waller, Kennerley, & Ohanian, 2007); the model consequently evolved into 
Schema Mode Therapy so as to accommodate broader clinical complexity. While EMS 
are trait-like entities, that is, enduring features of the personality, schema modes are 
considered the state-like, changeable manifestations of schemas. Schema modes (see 
Young et al., 2003) are defined as ‘self-states’ that temporarily come to the fore and 
dominate a person’s presentation, and are made up of clusters of schemas and coping 
strategies. In clients whose personalities are poorly integrated, schema mode states 
can shift rapidly from one state to another. The concept of schema modes enables 
therapists to work with these sudden and extreme emotional shifts more effectively. 
Schema Mode Therapy, now known most commonly as Schema Therapy, has become 
the primary model most commonly worked with today (Young et al., 2003). There can 
be confusion between ST and SFT, as SFT is still referred to in a number of the key 
research studies – although ST was the preferred term adopted by the organisation 
founded to provide training and certification of the model, the International Society 
of Schema Therapy (ISST), in 2006.

In the early 2000s, Group Schema Therapy (GST) was developed for females with 
Borderline Personality Disorder (Farrell, Shaw, & Webber, 2009) and male forensic 
patients (Beckley & Gordon, 2010). Key features of the group approach are the utilisa-
tion of group therapeutic factors (Yalom & Leszcz, 2005), the facilitators’ roles as ‘co-
parents’, and the group’s capacity to engage in experiential exercises which are both 
schema-activating and healing for all. Unlike some practiced forms of ‘group’ therapy, 
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GST is not simply individual therapy which the rest of the group observe; the group 
acts as an extended family, with members who are active in the intervention for each 
other as well as themselves.

6.3  Key Techniques

Whilst CBT aims to teach clients to manage their negative emotions through modi-
fication of cognition, ST uses experiential techniques to evoke affect as the thera-
pist tries to bring about change in an emotionally connected way. In the beginning 
of the therapy, experiential techniques such as imagery re-scripting (Arntz & Weert-
man, 1999) and chair-work (Kellogg, 2004) are used more frequently in order to access 
the person’s core emotional experiences; in the later phases of therapy, there is a 
greater inclusion of cognitive and behavioural strategies to facilitate pattern break-
ing. Imagery restructuring and re-scripting are techniques commonly used in CBT for 
certain clinical presentations such as PTSD, Depression, and Social Phobia (Edwards, 
2007; Grey, Young, & Holmes, 2002; Wild, 2009). Chair-work originates from the psy-
chodrama work of Jacob Moreno and is a key technique in Gestalt Therapy (Perls, 
1973). Therapeutic dialogues in chair-work take two forms. In ‘empty chair’ dialogues 
the person sits facing an empty chair and is asked to imagine a person in the oppo-
site chair with whom they wish to converse. In the second form, the person moves 
between two chairs (or possibly more when working with modes) in order to play out 
an inner conflict (Kellogg, 2012). In schema therapy, this conflict is most commonly 
represented in schema mode dialogues. These techniques can serve as both cognitive 
and experiential in nature but, in ST, the focus is mainly on increasing emotional 
intensity, in order to increase the impact of schema healing work.

In ST, experiential techniques are used to go much deeper into unmet child-
hood needs and to enhance the use of the therapeutic relationship as the primary 
vehicle for change. It is not claimed that ST is unique in this, and there is evidence 
of a greater recognition of the therapeutic relationship in other broadly cognitive 
approaches (Gilbert & Leahy, 2007; see Chapter 10). In ST, the key relational strategies 
are ‘Empathic Confrontation’ – validating the development and continued perpetu-
ation of schemas whilst simultaneously confronting the necessity to change – and 
‘Limited Re-parenting’ – providing what an individual needed but did not get from 
their parents as children, within the boundaries of the therapy relationship. The 
experience of childhood is always present in the therapeutic dialogue. Even when 
the focus is on current issues, the aim is to understand the present in the context of 
the past. When the person is unclear why they are acting out in a particular way, the 
underlying schema or mode is traced back to its function in early life to cope with 
‘toxic’ experiences, in order to facilitate understanding of the present.

A particular strength of ST is how easily the concepts are understood and emotion-
ally resonate with clients. The key message is that distressing emotions in response to 
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current issues are directly linked to early childhood experiences, and that the strate-
gies developed in order to cope in childhood are now problematic in adulthood. It is 
argued that the concept of schema is more effective at conveying emotional depth as 
opposed to a term like “core belief”, which does not capture the potency of the per-
son’s experience. Diagrammatic formulations are useful for conveying the therapist’s 
understanding of the client, and the inclusion of images to represent the different 
modes can be particularly effective. Making use of such diagrams in-session can facil-
itate both client and therapist understanding of what is happening in the moment.

6.4  Goals of Schema Therapy

The overall aim of ST is to develop the person’s Healthy Adult Mode, which is under-
stood as fundamentally changing aspects of personality functioning. This role is 
modelled by the therapist in the early stages of therapy, with the therapist gradu-
ally reducing their ‘active parenting’ over the course of therapy as the client devel-
ops autonomy in this regard. The goals of therapy are met when the client is able to 
achieve the following tasks:
1. Manage the emotional impact of early unmet needs, understood as the client 

being able to care for their own Vulnerable Child Mode.
2. Reduce the need for maladaptive coping modes, so that the client is able to toler-

ate connection with their emotional world without detaching or compensating 
for the effect of such connection.

3. Set limits upon the expression of anger or impulsivity in order to be able to 
express and assert their emotional needs effectively.

4. Reduce the intensity of self-punishment and criticism as conceptualised by the 
Punitive or Demanding Parent Mode, so that the client becomes able to hold onto 
compassion for themselves and others, has permission to make mistakes, and 
forms realistic expectations.

6.5  The Schema Therapist

The personal qualities of the therapist are of importance in ST. A good ST therapist 
should not be resistant to feeling personally affected by their therapy with clients, 
and emphasis is placed on their capacity to maintain a limited re-parenting stance. 
Limited re-parenting is considered the ‘heart’ of ST (Farrell, Reiss, & Shaw, 2014). Ther-
apists who are most comfortable with a structured, predictable protocol are usually 
not well-suited to ST. The approach requires constant adaptation and responsiveness, 
based on the formulation of the person whose presentation can change moment-to-
moment. To create a re-parenting bond, it is vital that the therapist can be openly 
warm and caring – i.e., comfortable in sharing these feelings with the client. Physical 
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touch is considered acceptable, but not essential; clearly its use needs to be carefully 
considered and may not be appropriate with certain clients or in specific settings. The 
ST therapeutic stance requires the person to have a clear understanding of their own 
emotional needs through the formulation of early experiences and schema develop-
ment. The principle of ‘complementarity’, the process by which an individual’s behav-
iour can ‘pull’ the other into a familiar pattern of interacting (Safran & Segal, 1990) 
is central. Within the ST model, this has been described as ‘schema chemistry’ and is 
understood as the interpersonal activation of schemas between individuals. This can 
impact on the therapist-client fit when the therapist’s own schemas become activated 
by the interpersonal schema-driven patterns of the client. Schema chemistry is also 
a very useful concept in understanding the patterns of interaction which take place 
within mental health inpatient environments (Beckley, 2011) which is an aspect of the 
case study presented here.

6.6  Who Does it Work for?

ST was initially developed for treating Borderline Personality Disorder (BPD), but it 
is now also being used with a wider range of clinical presentations – although the 
evidence-base for its application outside of BPD is in its infancy. Most of the evidence 
thus-far has been generated for clients with BPD. Initial evidence emerged from a 
single-case design series, showing a significant reduction in EMS as measured on the 
Young Schema Questionnaire-2 (Young & Brown, 1994) and improvements in second-
ary outcome measures (Nordahl & Nysæter, 2005). Limitations of the study included 
the lack of independent evaluators and difficulties of generalising to a larger group 
from a single-case design.

A multi-centre trial in the Netherlands found that ST led to recovery from BPD in 
about half the sample, with two thirds experiencing a clinically significant improve-
ment (Giesen-Bloo et al., 2006). ST was found to be approximately twice as effec-
tive as Transference Focused Therapy, and despite being a long term, high intensity 
intervention, ST was also found to be less costly and to have a much lower drop-out 
rate. The paper highlights the particular benefits of ST being: the transparency of 
the model, the re-parenting attitude of the therapist, clearly defined techniques, and 
the possibility to contact the therapist between sessions. A subsequent study demon-
strated that ST was as effective in clinical practice as the findings in the RCT, and that 
the availability of telephone contact with therapists out of hours was not essential 
(Nadort et al., 2009).

A recent RCT demonstrated that group-based ST was an effective treatment for 
women with BPD (Farrell et al., 2009). Those receiving ST had lower scores on mea-
sures of BPD and higher scores on assessments of global functioning; differences 
were clinically significant, and sustained at six-month follow-up.
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There is some evidence to suggest that ST can be useful in the treatment of Axis 
I disorders, particularly in the context of more complex presentations and where 
first-line treatments have proven unsuccessful. Ball (1998) developed Dual Focused 
Schema Therapy (DFST) for the treatment of substance abuse and comorbid personal-
ity disorder and evidenced its effectiveness in comparison with standard group coun-
selling in two small-scale RCTs (Ball, 2007; Ball, Cobb-Richardson, Connolly, Bujosa, 
& O’Neall, 2005), although those with more severe personality disorders gained more 
benefit from standard group counselling. There is also an emerging body of single-
case study evidence for ST across a range of clinical presentations (Bamelis, Bloo, 
Bernstein, & Arntz, 2012).

6.7  Criticisms of Schema Therapy

Perhaps one of the greatest limitations for ST in the UK, in the context of a resource-
limited National Health Service (NHS), is the length of treatment that the approach 
requires. However, research is needed to establish the economic benefits of providing 
longer term psychological intervention for those clients who, given the nature of their 
enduring difficulties, often require inpatient treatment, lengthy community mental 
health care, or welfare support – and may come into contact with the criminal justice 
arena. The additional ‘strain on the surroundings’ (van Asselt & Bloo, 2012) in terms 
of informal support from family or friends is a further cost which is not well under-
stood. Van Asselt et al (2008) were able to establish that ST was more cost-effective 
over a period of three years in comparison to treatment-as-usual. Studies comparing 
short-term psychological interventions (20 sessions or less) – which are most com-
monly offered to individuals with complex psychological difficulties – with longer-
term therapies, such as ST, may have a greater bearing on how treatment is offered in 
the most cost-effective way.

James (2001) outlined some specific concerns in relation to the increasing use of 
ST, mainly pertaining to unskilled therapists using techniques which were outside 
of their range of competence, and ST being used as a panacea for a range of Axis I 
problems where CBT has already evinced effectiveness. There is merit in the criticism 
that the model can appear deceptively simple in theory, but the delivery of ST with 
complex challenging clients requires a high level of expertise or supervision from a 
certified therapist (e.g., for those embarking upon training in the model).

To summarise, schema formulation involves the establishment of patterns 
between early unmet needs and current difficulties, conceptualised by schemas 
and modes. The aim is to understand the function of current coping strategies in 
this context, and how they maintain the underlying schemas, and repeatedly educe 
emotional distress or detachment. This enables the therapist to effectively target 
the core unmet needs of the client, with the aim of reducing schema intensity and, 
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consequently, the need for the coping strategies. The therapist looks for themes which 
persist over time and in different relational contexts to aid this process.

6.8  Formulation in Action

The case description conveys that Molly experiences a deeply-held sense of worth-
lessness (Defectiveness/Shame) and that she does not fit in anywhere (Social Isola-
tion). Molly infers that social groups make her anxious and she prefers indirect forms 
of communication. Perhaps most poignant, is the prevalent theme that she is not 
valid or important to others, and that her needs do not matter (Emotional Depriva-
tion). There is evidence of her feeling compelled to act in a compliant manner in rela-
tion to her parents (Subjugation), which suggests she is dissatisfied with her ability 
to assert her needs. This would be considered worthy of further exploration as the cli-
ent’s current relationship with her parents may be indicative of patterns of interaction 
established from childhood. Molly makes unfavourable comparisons with her sister, 
both in terms of her achievements (Failure) but also her sister being the favoured 
child (Defectiveness/Shame). Love and approval appear to be conditional within the 
family, particularly in terms of her mother.

Molly’s relational template is further influenced by her observation of her parents’ 
relationship. She portrays a significant emotional distance existing between them, 
with virtually all emotional interaction being supressed other than critical comments 
made by her mother. Molly appears to have a greater need for emotional expression 
than other members of the family; as a consequence of her parents’ response to this, 
her need is experienced as a problem, and leads Molly to internalise her distress (Emo-
tional Inhibition). Molly appears to have apportioned blame to herself for not meeting 
familial norms – with only fleeting evidence of her anger towards others. This would 
be an area for further exploration, as appropriate expression of anger appears to be 
an unmet need for Molly. Molly’s physical complaints may relate to her frustration in 
not being able to communicate her emotional needs, and so they manifest as physical 
problems which require attention and intervention. This is linked to her sense that 
her emotional needs are unimportant and that physical problems are more likely to 
receive a response from others.

Molly’s sense of herself as a problem and others as uncaring or uninterested 
is also evidenced in relationships outside of the family. In peer relationships, she 
describes herself as controlling and emotionally demanding. Further exploration 
would be needed to confirm the primary function of this, but her early history would 
suggest that this is a compensatory strategy which manoeuvres others into a posi-
tion of rejecting her; likely to be reinforcing of her underlying schemas of Defective-
ness/Shame and Emotional Deprivation. In ST, these schemas resulting from unmet 
needs represent the Vulnerable Child Mode, and they steer the direction and focus of 
therapy.
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Molly’s mother appears to be the primary attachment relationship from which 
the Punitive Parent Mode has developed. Love and praise were contingent on Molly 
behaving in ways acceptable to her mother, often with a focus on academic attain-
ment – and other aspects of her are ignored, dismissed or actively discouraged. It 
would appear that Molly was partially able to manage the expectations of her mother 
by making herself useful, not making emotional demands, and achieving academi-
cally. However, this was achieved to the detriment of Molly’s sense of personal worth 
– i.e., at the cost of being accepted for ‘who she is’ – and interaction with others 
created too much anxiety for her as to ‘how to behave’. There is a sense that Molly’s 
Punitive Parent Mode is very active at such times, berating her internally for being 
attention-seeking or a burden to others. Her father is somewhat absent in her narra-
tive and this relationship warrants further exploration.

In adulthood, Molly’s Detached Protector Mode comes to the fore when she 
expects to be criticised or ridiculed by others, representing a generalisation of her 
maternal relationship. This results in her socially and emotionally withdrawing in 
order to protect herself. She considers herself to be flawed and unacceptable to others, 
seeing herself as a “burden”, and so turns down invites to social activities. This in 
turn results in fewer invites being made, and reinforces her underlying schemas; it 
is seen as evidence to support her perception that others are critical of her, and that 
this is pervasive across familial, social, and work relationships. There is a repeating 
pattern of social avoidance in response to this perception. The incident with Jack is 
an example of this: she feels stupid, and perceives her housemates, including Jack, 
to be rejecting of her, and she experiences a high level of shame. Her relationship 
with Danny is indicative of an underlying Abandonment/Instability schema, where 
the person forms intense relationships which ultimately result in them being rejected. 
This is worth further exploration although her account of her early experiences indi-
cates that other (aforementioned) schemas could account for this relational pattern. 
It would be interesting to explore the reasons for Molly switching between avoidant 
and compensatory relational strategies in different contexts.

Exploration of Molly’s relationship with her sister Ella may prove useful. Ella 
is considered the ‘favoured’ sister in Molly’s mind, despite behaving in ways which 
one would assume their mother would disapprove of. Ella is one person that Molly 
is openly critical of, and it is possible that she is envious of Ella’s apparent self-
confidence and success – feeling inhibited from being able to ‘please herself’ in a 
similar way.

Molly’s time in hospital parallels her early experience of family. She is accused of 
being dramatic and attention-seeking in her expression of distress, alienating some 
of the staff. Her self-harming behaviours can be understood as attempts to commu-
nicate distress and elicit support from others, but her methods of doing so result in 
rejection and resentment from some staff. This is a common response to behaviours 
understood as ‘attention-seeking’, often because the staff themselves feel helpless 
and unable to provide adequate care. Other staff are able to connect with Molly’s 
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underlying vulnerability, and so relate to her in a more empathic manner. ST would 
understand these differential responses in schema-mode terms, as differential con-
nections with the modes or ‘parts’ of the person as if they were the ‘whole’ person. It 
is not clear which mode Molly was in when she took the overdose of pain killers. If it 
was an attempt to numb her emotional pain, it may represent an avoidance strategy; 
but, if her motivation was to seek care or attention from others, it might be better 
understood as an over-compensatory strategy. Certain nursing staff experienced this 
as a manipulation of them, rather than the behaviour being understood as a commu-
nication of Molly’s genuine emotional need, and so Molly is further invalidated by her 
experience of in-patient treatment.

Molly’s presentation at interview demonstrates very strongly the Vulnerable 
Child-Punitive Parent Mode interaction being played out. She initially presents in 
Angry Child Mode, where she is expressing her anger and distress at being ignored as 
she experiences it. This could be understood as evidence of a Punitiveness Schema, 
suggesting she sees herself and others as needing to be punished harshly for their 
mistakes. However, this cannot be assumed on the basis of her observed responses, 
as it may alternatively form part of a compensatory strategy: being critical of others 
as a way of receiving confirmatory criticism of herself as a response. Molly appears to 
revert back to self-blame very quickly and so the latter is likely to be the case.

Molly’s disclosure of sexual abuse would certainly be explored further and pro-
vides further evidence that Defectiveness/Shame is likely to be a key schema. She 
alludes to sexual problems being far more significant than is suggested previously. 
This may well be a core theme in her treatment but the therapist needs to be mindful 
not to assume which aspects of Molly’s early experience are of primary importance 
without careful exploration.

Molly’s goals are other-directed and vague. This is not unusual and collaborative 
formulation would assist with some further clarification. In ST, imagery techniques 
would be useful to help her connect with the core unmet needs which structure 
and drive the therapy process. If psychiatric diagnosis was considered important to 
Molly, we may initially conceptualise her difficulties as Avoidant Personality Disorder 
(American Psychiatric Association, 2013). In terms of Axis I problems, Major Depres-
sive Disorder may feature. However, further assessment would be required to clarify 
the core schemas at play, deepening the understanding of repeated patterns in differ-
ent aspects of Molly’s life, in order to fully appreciate the level of difficulty she may 
be experiencing. This is particularly important when considering whether somebody 
would meet the criteria for a diagnosis of personality disorder as, if the difficulties 
were in one domain of a person’s life, this would not be an appropriate conceptu-
alisation; that said, the information provided in the case description is adequate for 
developing an initial formulation from a schema perspective.
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6.8.1  Schema Formulation

Molly describes a childhood characterised by fear of abandonment and rejection by 
others, and a sense of herself as worthless and unlovable. The family environment 
can be described as emotionally inhibited, which exacerbated Molly’s sense that she 
was often in the wrong or in trouble for causing some form of irritation or inconve-
nience to her parents. These experiences are characterised by Defectiveness/Shame, 
Social Isolation/Alienation, Emotional Deprivation, and Emotional Inhibition. These 
Schemas are considered to represent her primary unmet needs and are conceptualised 
as the Vulnerable Child Mode. In response to these unmet needs it would appear that 
Molly may have felt anger towards others but that this anger was severely restricted in 
expression by the emotionally-inhibited environment and her fear of being rejected 
or criticised. There is a sense that her mother was the most powerful parental figure 
in the home, as the father is hardly mentioned – and only then in response to her 
mother’s treatment of him. Molly may have developed a more expressive Angry Child 
Mode had she been in different circumstances, but instead has suppressed her emo-
tional needs in response to the value that she sees others put upon them. This mode 
briefly appears on occasion. There is an absence of the Happy Child Mode in Molly’s 
narrative; it is not clear that she has had the opportunity to experience important 
social and personal development opportunities that we associate with a happy child-
hood, and this will be an important focus in therapy.

Molly has a well-developed Punitive Parent Mode which appears frequently in her 
own narrative; berating her for having emotional needs, for not being stronger, and 
for being a burden on others. This is likely an internalised experience of her mother’s 
treatment of Molly and there does not appear to be a protective paternal influence 
upon this, leaving Molly to cope with this herself.

There is evidence of Molly flipping between all three coping styles. Molly has tried 
hard to meet the expectations that her mother has of her – such as doing well aca-
demically, not creating a fuss, and managing her own problems – and this reflects 
her Compliant Surrender Mode. This mode represents Molly’s attempt to feel love and 
approval from her mother, but appears to be ineffective. Her most prevalent coping 
style is one of avoidance; she quickly tends to distance herself from peers and engage 
in solitary hobbies or activities in order to protect herself from further criticism and 
rejection. There are numbing or soothing elements to some of her preferred activities, 
such as cleaning and the use of prescribed medication, which may function to reduce 
the Punitive Parent-Vulnerable Child interaction in her mind. This is best conceptu-
alised as her Detached Protector Mode. Her goals are other-focussed and there is a 
likelihood that she does not have a clear sense of who she is or what she wants, indi-
cating an underdeveloped sense of self. Molly can also act in an overcompensatory 
manner, being overbearing and clingy in relationships. This appears to be most likely 
to occur when someone has shown an initial interest in her, which she is not able to 
tolerate due to suggesting she is worthy of love or attention, and so she acts in ways 
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which result in her being rejected or criticised, reaffirming the ‘truth’ of the underly-
ing schemas. Her attempts to control her eating can also be understood as a compen-
satory strategy: as an attempt to manage her sense of defectiveness. These strategies 
are ineffective in meeting her emotional needs, and so Molly’s sense of hopelessness 
and worthlessness increase and maintain her sense of self and others.

Figure 6.1: Diagrammatic Formulation

6.8.2  Intervention Objectives

Schema Therapy would begin with an extended assessment phase which would 
involve the use of experiential techniques in order to fully explore the links between 
Molly’s past and current issues. The formulation is used in conjunction with these 
techniques as a basis for understanding how the modes interact and relate to each 
other. Based on the material presented, the therapist would be paying particular 
attention to the Vulnerable Child-Punitive Parent interaction, to increase aware-
ness of this mode and its significant impact upon Molly’s sense of self. The therapist 
needs to create a safe space for Molly to start to express her needs, whilst actively 
working on minimising the ‘interruptions’ of the Punitive Parent and by acting as a 
good parent, through praise, encouragement and validation. Molly needs to be able to 
connect with the therapist in this way before the other modes can actively be worked 
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upon. Lockwood and Shaw (2012) highlight the impact of children who have been 
‘play-deprived’ and how therapeutic play can be incorporated into experiential work 
to give the client permission to explore their emotions safely. Examples of how Molly 
could be encouraged to connect with anger include popping balloons, drawing, or 
a tug of war game, all of which involve permission-giving, laughter, and praise for 
having an emotional presence.

Once the necessary safety and trust is established, Molly can begin to explore the 
key childhood memories and experiences which resonate with current difficulties. 
Every opportunity is taken to use language and techniques which provide re-parent-
ing interaction based on the unmet needs of the person. In Molly’s case this would 
require a focus on the validation of her own worth and support with the expression 
of her needs – and for these to be listened and attended to. In imagery re-scripting, 
Molly would use current issues to ‘track back’ to their childhood origins, where there 
is the opportunity to replay these memories in a way which directly addresses her 
needs in that moment. Similarly, a focus of imagery re-scripting would be to develop 
and encourage Molly’s Happy Child Mode, to provide repeated imagery experiences 
for Molly of having her needs both valued and met. Another experiential technique 
which may be useful with Molly would be to construct a ‘no-send letter’ to either/both 
parents in order to build her confidence in emotional expression.

The aim of this earlier phase of therapy is to build Molly’s resilience and confi-
dence, embodied by the Healthy Adult Mode. The repeated experience of experiential 
work aims to enable her to feel more able to deal with her current difficulties. As 
therapy progresses, the focus starts to shift onto the use of maladaptive coping modes 
in her adult life; continuing with the experiential techniques for this purpose, but 
also introducing cognitive and behavioural strategies to help Molly strengthen her 
Healthy Adult Mode outside of therapy. This can involve the use of diary cards, to 
track schema/mode-activating events, and the development of flashcards, to support 
Molly in remembering key therapy messages at times when her Vulnerable Child is 
most likely to be triggered. These cards could also serve as transitional objects to help 
Molly keep the therapist ‘in mind’ when the Punitive Parent Mode is active. Cognitive 
techniques can be useful in supporting the schema-healing process of the experien-
tial work. Homework features in Schema Therapy but its use depends on the needs of 
the client. Molly could be set tasks which require her to practice expressing her needs, 
being assertive with her parents, and, in particular, being compassionate to herself. 
Depending on the goals set regarding social and relational contacts, Molly would 
be supported to take gradual steps towards managing her coping strategies differ-
ently and to approach feared social situations. In contrast to shorter-term therapies, 
this behavioural pattern-breaking work is often left until the latter part of therapy, 
so as not to place too many expectations on the client to have a Healthy Adult mode 
that is capable of such tasks. A primary therapeutic message is that change needs 
to be aimed at meeting Molly’s needs and is not about pleasing others; helping her 
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redistribute and re-allocate a sense of responsibility – and even blame, where appro-
priate – equally to other people or events in her life.

6.8.3  Challenges in Therapy

A particular difficulty which may arise is Molly’s tendency to please others. Thera-
pists are often less aware of over-compliance than they are of conflict in therapy, as it 
can appear as if the intervention is going well. This would be openly discussed with 
Molly using the formulation, and both therapist and client would be encouraged to 
take responsibility for noticing the Compliant Surrender mode at play. Ways to con-
sider managing this include providing more than one option for intervention strate-
gies, being mindful in imagery re-scripting to offer choice, and to gradually increase 
Molly’s sense of autonomy and control over the direction of re-scripting when this is 
developmentally appropriate.

Molly is also likely to find it difficult to assert herself with the Punitive Parent 
Mode. For many clients, this mode is so intrinsic that they can find it hard to separate 
out the ‘inner critic’ from themselves. This is why experiential techniques such as 
chair-work can be particularly helpful, as this part of the person can be physically 
separated and distanced in the room. Once this has been achieved, Molly can be sup-
ported by the therapist to assert herself. It is important to distinguish this mode as 
originating from a critical or abusive parent, but that the mode is not actually the 
parent. Molly is likely to struggle with the concept of ‘banishing’ her mother, as she 
still has a relationship with her, and her mother is likely to have some positive influ-
ence in Molly’s life. However, it is necessary for Molly to be able to more accurately 
apportion responsibility for her current difficulties if she is to make progress in build-
ing her Healthy Adult Mode. An important aspect of therapy would be to enable Molly 
to express anger or frustration. The therapist can use naturally occurring events in 
therapy, for example, being late or making a statement which Molly finds invalidat-
ing, to encourage Molly to express such feelings, and to experience apologies from the 
therapist and affirmation that her needs are important. Molly is likely to find this very 
difficult initially but it is important to persist with this endeavour.

6.8.4  How is Effectiveness Evidenced?

Successful intervention is ideally based on a thorough analysis of the goals set at the 
start of therapy. Goal attainment scaling (GAS; Kiresuk & Sherman, 1968) can be a 
useful to monitor emotional, behavioural, and cognitive changes over the course of 
therapy. There is no measure of schemas that fully incorporates their multiple ele-
ments; the YSQ-L3 (Young & Brown, 2003) is the latest version of the Young Schema 
Questionnaire and mainly taps into the cognitive ‘core belief’ aspect of schemas. Other 
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tools include the Young Parenting Inventory (YPI; Young, 1999); Young-Rygh Avoid-
ance Inventory (YRAI; Young & Rygh, 1994), Young Compensation Inventory (YCI; 
Young, 1995) and the Schema Mode Inventory (SMI; Young et al., 2007); all of which 
purport to measure aspects of the person’s functioning in relation to the ST model. 
These measures are considered to complement a comprehensive clinical assessment 
and therefore have utility in assessing outcome. Sheffield and Waller (2012) provide 
a useful guide to the use of these tools in clinical practice and highlight that a reduc-
tion in scores on measures is not necessarily an indication of good clinical outcome.

In RCTs, effectiveness of particular interventions is sometimes judged on the 
basis of individuals no longer being considered to meet diagnostic criteria. However, 
diagnostic criteria and quality of life are two distinct constructs – and meaningful 
therapeutic benefits to quality of life may be achieved without any change in diagnos-
tic classification. Additionally, alternative measures, such as measures of self-esteem, 
may complement behavioural evidence for change. Primarily it is the view of Molly 
– and the positive changes she makes in terms of therapy goals – that is the most 
valid indicator of therapeutic success. Based on the formulation, one would hope 
to achieve changes in Molly’s ability to express and assert her emotional needs, to 
experience relationships with others as mutually fulfilling, and for her to experience 
occupational and social activities in more positive terms. Overall, from the material 
provided, Molly would be considered an ideal candidate for ST.

Aidan J P Hart
6.9  Schema Therapy Formulation: Critical Commentary

As I understand it, the Schema Therapy (ST) model places the origins of the client’s 
distress within Early Maladaptive Schemas (EMS) – which are unhelpful ways of 
interpreting the world – and how these manifest in unhelpful ways of being in the 
world (maladaptive Schema Modes). EMS are themselves contingent upon negative 
early life experiences.

On the face of it, from a behavioural perspective, this makes sense. Early nega-
tive experiences shape up particular behaviours via direct conditioning and indirectly 
through rule-governed behaviour. Within such contexts, a child may learn basic 
avoidance-based coping. Problems arise as they get older and encounter similar situ-
ations where previously conditioned responses are now elicited in the present (e.g., 
via stimulus generalisation). It is likely that such behaviours will be avoidance-based 
(i.e. negatively reinforced) coping strategies that bring immediate relief but also 
delayed aversive consequences. Due to a human propensity to be more influenced 
by immediate over delayed consequences, the short-term avoidance is more likely to 
remain a part of the behavioural repertoire. This keeps the client stuck in self-defeat-
ing attempts to escape their own distress.
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Whilst there are aspects of the model I can relate to, I did see what I thought were 
some limitations of the approach, pertaining to its inchoate evidence-base and focus 
on nomothetic categorisations/the concept of ‘schemas’. Moreover, I found myself 
questioning whether ‘schema’ or ‘schema mode’ constructs are actually necessary 
within the approach; what do they add to the formulation?

6.9.1  Evidence-base

The approach is primarily designed for clients with a personality disorder diagno-
sis, with some recent attempts to apply it to other diagnoses. Considering that the 
approach has existed in published form for over 25 years, I was surprised at the lack 
of published empirical research on either outcome efficacy or theorised mechanisms 
of change (component analyses, for example).

I was further surprised at the lack of recognition of limitations of available 
outcome research. Some studies cited in the chapter had been previously reviewed 
by Masley, Gillanders, Simpson, and Taylor (2012) and found to be of a good standard 
(such as Giesen-Bloo et al, 2006). However, others (such as Farrell, Shaw, & Weber, 
2009) drew more criticism; in particular, for failing to control for confounds between 
the ST and control (treatment as usual) groups. The lack of evidence, and the lack of 
recognition of limitations in the evidence-base, seemed to be a weakness.

6.9.2  Categorisation and the Concept of Schemas

Reading the chapter, I was struck by the pseudo-diagnostic categorisations and infan-
tilising jargon (‘punitive parent’, ‘vulnerable child’) that ran through the description. 
EMS were discussed as if they are real and tangible things that inhabit individuals. 
This seemed to shift the focus onto things that people ‘have’ at the expense of the 
things that have happened to them. Explaining behaviour through schemas (which 
are behaviours themselves) leaves us with the added question of what is the context 
(i.e., an interaction with the environment) in which schemas are formed, elicited, and 
maintained. This surely brings us back to a focus on what has happened to the client 
through their lived experience of the world. Whilst ST does appear to attend to this, I 
am unsure what pseudo-diagnostic categorisation adds to the process. In this regard, 
the concept of EMS seems an unnecessary level of complication and a distraction 
from the variables influencing the client’s distress.

Claims were made about the nature and prevalence of EMS that seemed to be 
unfounded and/or irrelevant to the model:
1. It is assumed that everyone to some degree has EMS. Despite the model existing 

in published form for over 25 years, there is no evidence that this is in fact the case 
and this assumption remains entirely untested and without foundation. Given 
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that Schema Theory originated as a model of personality disorder and research 
has found personality disorder to have a weighted population prevalence of 4.4% 
(Coid, Yang, Tryer, Roberts, & Ullrich, 2006) this seems like a fanciful claim.

2. A worrying implication of the ‘everyone has schemas’ assumption is that those 
who score minimally on a measure such as the Young Schema Questionnaire 
can be dismissed as being in some form of denial or protecting themselves via 
some form of Schema Mode. This seems to make any formulation based upon the 
model dangerously unfalsifiable, with no way to refute the therapist’s analysis.

3. Despite the concept of EMS and Schema Modes being central to the model, there 
is no evidence presented as to their relation to distress. The notion that schemas 
drive the very behaviours we use to infer the existence of schemas seems like 
circular reasoning.

4. There is confusion in the model in that the shift from EMS to Modes in ST clearly 
suggests that EMS are not of central importance, yet EMS still form part of the 
definition provided for Schema Modes themselves.

5. Schemas seem unrelated or unnecessary to the formulation of distress. It is one 
thing to highlight a history of abandonment in significant relationships and an 
expectation that this will be repeated, but there is little evidence to support the 
notion that a person has an ‘abandonment schema’ residing somewhere inside 
them and that such a notion adds anything to treatment.

6. Whilst it is well documented that early experiences are influential in human 
development, the concept of EMS seems to imply that there is a mythical stage 
where things are set in stone. While this seems like an attractive proposition, it 
leaves little room for considering the impact of later events on psychological well-
being and leaves the therapist to offer the unfalsifiable position that the reaction 
to later events is contingent upon the already identified EMS.

6.9.3  Comparison to ACT Formulation

Despite my concerns above, I was struck by the similarity in the formulations and the 
interventions across the two models. Both had an appropriate focus on what Molly 
had learned about the world and a focus on helping Molly break down ineffective pat-
terns of avoidance. The one difference I would note would be on ACT’s focus on Values 
and Committed Action. Whilst I could see this possibly fitting into the ST concept of 
the Healthy Adult Mode, the ST focus seemed to be dominated by avoidance goals 
(thinking and feeling less about the bad stuff) rather than appetitive goals (having 
more of what is wanted). Whilst the merits of either approach remain an empirical 
question, I was left wondering what happens when a client is in Healthy Adult Mode: 
does therapy focus on helping the client to grow further, or is it assumed that the 
client will do this for themselves now that they are a healthy adult and no longer in 
need of a therapeutic parent figure?
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6.9.4  Final Thoughts

I could relate to many aspects of the ST formulation and treatment plan – recog-
nising evident parallels with my own (ACT-based) formulation of Molly. However, 
what struck me most about the ST formulation was that there seemed to be a lack of 
obvious or necessary connection to the concept of schemas (either in the form of EMS 
or Schema Modes).

The question I was ultimately left with was: In order to be effective, does schema 
therapy really need schemas at all?

Kerry Beckley
6.10  Author Response

The reviewer suggests there is a lack of evidence for theorised mechanisms of Schema 
Therapy. There is evidence for components of Schema Therapy, in terms of schemas 
and modes, but it was not possible to include a thorough review within the confines 
of a formulation chapter. It is accepted that there are methodological weaknesses in 
the available research but, overall, this does not detract from the positive body of 
evidence which is accumulating for Schema Therapy.

The reviewer suggests that the concepts of schemas and modes are ‘infantilising’. 
It is not my clinical experience that either clients or professionals experience them 
this way, and the concepts provide a framework for developing a narrative that is 
often underdeveloped in clients with ‘toxic’ and traumatic early attachment experi-
ences. Schemas and modes are in no way ‘pseudo diagnostic’: modes in particular 
are terms that are developed in collaboration with the client to ensure personal reso-
nance – to represent these as distinct categories would be to misuse the model.

The reviewer appears to be suggesting that Schema Therapy considers the pres-
ence of schemas as evidence of personality disorder. Schemas are considered to be 
trait-like constructs that develop from unmet needs, and which help us to consider 
the function of peoples’ actions. Development of schemas is not considered to be ‘dis-
order’-specific: such consideration would detract from the goal of reducing an ‘us and 
them’ distinction from individuals who already feel isolated or different from others. 
A schema therapist does not formulate from the results of a psychometric tool in isola-
tion, and the suggestion that this is the case indicates a misunderstanding on the part 
of the reviewer. The reviewer also appears to have confused the concepts of schema 
and core belief in suggesting that there is no evidence linking schemas with distress; 
schemas have an inherent emotional component, which is activated alongside the 
cognitive, physical, and visual elements.

The model confusion alluded to in schemas and modes is a valid criticism and 
therapists less familiar with the model can sometimes underestimate the importance 
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of the thematic underpinnings of a person’s mode state, which results in the tech-
niques having less clarity in application. However, there is no mythical stage where 
schemas are ‘set’ just as there is no mythical stage when behavioural patterns become 
ingrained. Like other therapies, Schema Therapy aims to increase clients’ insight 
into their difficulties and applies a particular framework to guide movement towards 
therapeutic change: using the therapy relationship to develop a relational template 
that enables clients to interact with others in ways which results in their core needs 
being met. How we as therapists achieve this will forever be a source of debate, and 
the research repeatedly tells us that the key to achieving it is the quality of the thera-
peutic relationship. If formulations using apparently disparate psychological models 
can agree on the primary issues of the client, perhaps the differences in approach are 
somewhat irrelevant in delivering psychological therapy?
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Thomas Schröder, Angela Cooper & Rohan Naidoo
7  Intensive Short-term Dynamic Psychotherapy 
(ISTDP)
Intensive Short-term Dynamic Psychotherapy (ISTDP) is one of a group of modern 
psychodynamic therapies that have been developed over the past 50 years. While 
firmly rooted in psychoanalytic theory, they are briefer than analytic treatments and 
require a more active stance from the therapist. ISTDP is closer to the instrumental3 
than the relational4 view of therapy and nearer the intrapsychic than the interper-
sonal end of the spectrum.

Like other dynamic psychotherapies, ISTDP is based on the understanding that a 
patient’s presenting difficulties are adaptations to anxiety or psychic pain caused by 
intrapsychic conflicts (Coughlin Della Selva, 2004; Frederickson, 2013; Ten Have-De 
Labije & Neborsky, 2012). It is experiential, in that half of the therapeutic task is to 
contact the patient’s conflicted emotions as here-and-now bodily experiences, the 
second half being cognitive insight into how avoiding such experiences was the 
root cause of the patient’s difficulties (Davanloo, 1990; Malan, 2000). The approach, 
developed by Davanloo (Davanloo, 1990, 2001, 2005), is based on Freudian theory, 
but applied through a set of techniques he claims remove the problems of therapeutic 
resistance. Malan (1980) suggests that ISTDP is the most significant step forward in 
psychodynamic psychotherapy since Freud, concluding that “Freud discovered the 
unconscious; Davanloo has discovered how to use it therapeutically” (p.23).

Put simply, intrapsychic conflicts are defined as defences against painful hidden 
feelings, which evoke anxiety5 when approaching conscious awareness (Malan, 
1979). Within ISTDP, ‘hidden feelings’ are summarised as the mixed emotions arising 
towards a caregiver when the attachment bond is ruptured: initial love and con-
nection give way to protest and rage, then guilt about the rage, then grief and deep 
sadness about the loss of love.

Thus, the person is conflicted: one part of them wishes to contact and work 
through these anxiety-provoking attachment emotions, another acts to suppress 
them. The fundamental therapeutic task is to encourage the former as the path to 
therapeutic change, and help the patient disown the latter – the cognitive-behavioural 
patterns perpetuating their difficulties. It is a process of pressing toward emotion, 

3  The notion that personal change occurs through specific techniques delivered on the basis of a 
good therapeutic relationship.
4  The notion that personal change occurs through a good therapeutic relationship delivered via the 
medium of specific techniques.
5  This utilises Freud’s second theory of anxiety, where forbidden feelings and wishes stimulate a rise 
in anxiety; such anxiety acting as a signal for defences to be activated, which ward off the ‘dangerous’ 
emotions, and thus dampen anxiety (Erwin, 2002)
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regulating the anxiety evoked, and blocking the maladaptive defences that hinder 
this process, summarised by Malan’s triangle of conflict, which the Triangle of Person 
explains was formed in the past, and repeated in the patient’s current life, as well as 
in the here-and-now of their relationship with their therapist (see Fig. 7.1, adapted 
from Malan, 1979).

Figure 7.1: Left: Triangle of Conflict, illustrating the conflict between defence, anxiety, and hidden 
feeling. Right: Triangle of Person, illustrating that conflicts formed in the distant past generalise to 
current or recent and transference relations

A hallmark of ISTDP is the precision with which emotions, anxiety, and defence are 
operationalised and worked with (Coughlin Della Selva, 2004). For an emotion to be 
experienced, it must be:

 – labelled (e.g., guilt),
 – felt as a physical sensation (e.g., sinking heavy feeling in chest/upper stomach), 

and
 – its impulse explored in fantasy (acting to put the situation right).

Full experience often precipitates the next attachment emotion (e.g., anger leads to 
guilt, guilt to sadness, sadness to love).

Anxiety signals that such emotions are surfacing; and this experience is diagnos-
tic of how quickly painful feelings can be worked through. If the therapist observes 
striated muscle activity, this signals that the patient can bear the emotions being acti-
vated, giving a ‘green light’ for further pressure. Smooth muscle activity or cognitive-
perceptual disruption suggest easing off pressure toward feelings as this may be too 
anxiety-provoking for the patient (see Tab. 7.1).
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Table 7.1: Pathways of anxiety (adapted from Coughlin Della Selva, 2004)

Striated Muscle Anxiety Smooth Muscle Anxiety Cognitive-Perceptual Disruption

Hand clenching
Tension in arms, neck, shoul-
ders, and head
Sighing respiration
Abdomen, legs, feet tense, and 
fidgeting

Bladder urgency
Gastrointestinal – IBS
Vascular – migraine headache
Bronchi – asthma
Localised or generalised pain
Auto-immune disorders

Drifting, dissociation, confusion
Visual blurring/narrowing of 
visual field.
Fainting, freezing, fugue states
Hallucinations

Defences may be either tactical ways of avoiding interpersonal contact with the thera-
pist, or more formal character structures (Coughlin Della Selva, 2004; Frederickson, 
2013), as summarised in Table 7.2.

Table 7.2: Types of defence (adapted from Coughlin Della Selva, 2004)

Tactical Defences Formal (Character) Defences

Non-verbal Verbal Repressive Regressive

Avoiding eye contact
Arms and legs crossed
Smiling and laughing
Weepiness
Temper tantrums

Vagueness
Diversification
Sarcasm
Argumentative
Contradictory
Rate of speech

Intellectualisation
Rationalisation
Minimisation
Displacement
Reaction formation

Projection
Denial
Dissociation
Acting out
Somatisation

Davanloo conceptualised the Central Dynamic Sequence (discussed further below) as 
a systematic method for how, in an idealised therapeutic scenario, the therapist can 
help the patient overcome their defensive processes in order to contact their hidden 
attachment emotions (Tab. 7.3, adapted from Abbass, Town, & Driessen, 2013; Davan-
loo, 1990, 2001, 2005).

Table 7.3: The Central Dynamic Sequence (adapted from Davanloo, 2001)

1 Inquiry

Asking about client’s inner emotional difficulties, history of the difficulties, severity, signifi-
cant life events, goals; establish will to explore emotions.

2 Establish triangle of person

Focus on a specific example of when these difficulties were experienced; either in current life, 
transference relationship, or in past.
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3 Working triangle of conflict

Encourage client’s experience of feelings, block or restructure defences that prevent feelings 
from rising, regulate anxiety into striated pathway. Level of intensity rises to pressure, chal-
lenge, and head-on-collision as necessary.

4 Breakthrough

Unconscious therapeutic alliance and patient’s desire to experience emotions in transference, 
current, or past, overcomes the defensive parts of psyche that avoid emotion and perpetuate 
difficulties.

5 De-repression

As the unconscious is unlocked, there is a de-repression of freely associated memories, mean-
ings, and images that have dynamic significance.

6 Interpretation

Cognitive linking together of de-repressed material into a coherent more conflict-free narrative, 
that better makes sense of the client’s internal world. Focus on linking the triangle of person 
and conflict to build new insights.

7.1  Historical Origins

Davanloo’s method, built on over 40 years of analysing videotaped sessions (Abbass 
et al., 2013), is immersed in Freudian theory, addressing the unconscious and feared 
‘taboo’ emotions towards attachment figures, thus also owing a great debt to Attach-
ment Theory (Bowlby, 1989). It echoes with the short-term, body-oriented work of 
Alexander and French (1946), Ferenczi and Rank (1925) and Gestalt therapy (Smith, 
1976), and builds upon the short-term approach of Davanloo’s mentor, Peter Sifneos 
(1987). David Malan has been instrumental in the history of short-term dynamic psy-
chotherapies, and since the late 70s has been a great advocate for ISTDP (Gustafson, 
1986). Now, Davanloo’s work has inspired a broader range of Experiential Dynamic 
Therapies, in which many of his former students have blended his approach with 
their own. Examples include Accelerated Empathic Therapy (Fosha, 1992), Affect 
Phobia Therapy (McCullough et al., 2003), Experiential Short-Term Dynamic Therapy 
(Osimo, 2003), and Attachment-Based ISTDP (Ten Have-De Labije & Neborsky, 2012).

7.2  Unique Features

A first-time observer of ISTDP would see a number of distinctive features. Practically, 
there is an initial 2-3 hour ‘trial therapy’ session in which the therapist concentrates 

Table 7.3: The Central Dynamic Sequence (adapted from Davanloo, 2001) (continued)
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on intervention and assesses the patient’s response. Research indicates this as the 
best way to assess suitability for treatment (Gustafson, 1987), with factors such as 
diagnosis or severity of trauma having little predictive value. It is also likely that ses-
sions are videotaped, for the therapist to review and reflect on. Qualitatively, there is 
an unerring, moment-by-moment focus on the patient’s inner world – aspects which 
seek true expression and experience ranged against those parts that wish to hide 
from and avoid such deep contact with the ‘true self.’ The therapist’s interventions 
are highly active and at first glance confrontative, as ‘minimum respect’ is shown to 
the defences that inhibit the patient’s true self and perpetuate their suffering (Davan-
loo, 1990). Furthermore, attention is paid not just to the ‘conscious alliance’ of patient 
and therapist, but signals from the ‘unconscious alliance’ – such as the manner in 
which the patient delivers their words, double meanings, gestures, body language, 
signals of anxiety, physical symptoms etc. – that give the therapist clues to uncon-
scious emotions (Davanloo, 1990, 2001). Altogether, the observer may begin to see 
how ISTDP is distinctive by blending elements from other approaches into a range of 
interventions that cohere around Davanloo’s (2005) ‘metapsychology of the uncon-
scious’. Although this is underpinned by Freudian principles, Malan (2010) notes a 
sharp distinction between ISTDP and traditional analysis:

“Instead of allowing the client’s defences to operate and then offering interpretations at a time 
when the client is receptive, an ISTDP practitioner seeks to help the client confront and disown 
their defences as they are activated, facilitating the here-and-now experiencing of the emotions 
which they repress.”

This difference, he reflects, is justified by the finding that defences are less impen-
etrable, and the therapeutic relationship far stronger, than first thought.

7.3  Empirical Evidence

The empirical base for ISTDP is still developing. Abbass, Town, and Driessen’s (2013) 
review found 21 outcome studies pertaining to personality disorders, somatic disor-
ders, depression and anxiety disorders, and mixed samples that reference Davanloo’s 
method in their description of treatment. Of these studies, 13 (including 5 RCTs), met 
criteria for meta-analysis and used common outcome measurements. Effect sizes 
(Cohen’s d) ranged from 0.84 for interpersonal problems to 1.51 for depression, and 
for the 5 studies with follow-up data (general psychopathology and interpersonal 
problems), these effects were maintained at follow-up ranging from six months to 
ten years. More widely, a 2014 Cochrane Review (Abbass et al., 2014), updating an 
earlier review (Abbass, Hancock, Henderson, & Kisely, 2006), included 33 studies of 
short-term psychodynamic psychotherapy (STPP) for 2173 randomised participants 
with common mental health disorders, in which problems with emotional regulation 
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were purported to play a causative role. Across general, somatic, anxiety, and depres-
sive symptoms (plus interpersonal problems and social adjustment), there was sig-
nificantly greater improvement in the short and medium term (with the exception 
of somatic symptoms in the short-term) relative to controls. Although effect sizes 
increased at long-term follow-up, some effects did not attain statistical significance. 
More specifically, post-hoc tests revealed that effect sizes were significantly greater 
for those studies using Malan/Davanloo’s approach than other STPP methodologies. 
However, given the heterogeneity of samples, study types, and methodological limi-
tations of the original research, the authors advise caution when interpreting these 
promising results.

7.4  Critiques and limitations of ISTDP

Despite the above, empirical support for ISTDP is still limited. Although Davanloo’s 
techniques have evolved to include more ‘fragile’ patient populations (Abbass et al., 
2013; Whittemore, 1996), it is not recommended for those with poor impulse control 
or with active psychotic symptoms. However, suitability is largely judged on response 
to the initial trial therapy session. As an emotionally challenging approach, ISTDP 
demands great ability to tolerate intense emotion from both therapist and patient, 
and, for the therapist, awareness of counter-transference (Abbass, 2004). There is a 
danger of using specific ISTDP techniques without sufficient understanding, train-
ing, and supervision. To press on feelings when the patient is too anxious, or using 
regressive defences, can increase suffering. Applying specific factors too frequently, 
without paying sufficient attention to common factors, can also lead to misalliances 
(McCarthy, 2009). Furthermore, without reflective capacity, the abuse of therapist-
patient power differentials and the devaluation/idealisation of the model or the ther-
apist are potential risks; indeed, Gustafson (1986) caricatures Davanloo’s approach as 
akin to ‘revelatory religious experience’ – the ‘saviour therapist’ offering the promise 
of transformative experience to the suffering patient. More broadly, debate about the 
validity and utility of psychoanalytic thought remains; however, this is now modified 
by new evidence in the field of neuroscience (Johnston & Malabou, 2013). Neverthe-
less, there is sound evidence for ISTDP’s efficacy, consistent with trans-theoretical 
models, suggesting that intense emotional experience and cognitive re-appraisal are 
both necessary for therapeutic change (Ecker, Ticic, & Hulley, 2012).

7.5  Formulation in Action

The chronological narrative of Molly’s history and current predicament meshes 
well with the developmental perspective of a psychodynamic theoretical frame. The 
account appears much more structured then the story that a client would normally 
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tell, but, reading through it, our mental process is similar to that of listening during 
an assessment – organising and reorganising material as it emerges, noticing gaps 
and ruptures in the narrative, and trying to get empathic access to her experience 
while monitoring our emotional reactions.

Starting with her current circumstances, the first thing we notice is Molly’s rela-
tive dearth of intimate relationships (single, lives alone, one close friend whom she 
talks to once a week on the phone, use of social media, solitary hobbies). Her feelings 
towards her parents make us wonder whether she generally protects herself against 
demands she perceives as excessive (and might feel guilty about not being able to 
meet) by avoiding close contact. This leads to an initial dynamic hypothesis about 
withdrawal as an adaptation to (defence against) the anxiety arising from a conflict 
between a wish (to be close) and a feared reaction (to be taken advantage of). This 
preliminary understanding will be modified in light of subsequent information.

In considering her early personal history, we wonder about Molly’s ambivalent 
feelings about her sister Ella. It must be difficult for her, due to her agonising conflict 
between love and anger, to feel reliant on someone of whom she is jealous, possibly 
envious. When she allows herself to do so, she fears she might be unable to contain 
her aggressive impulses and end up hurting someone she loves. Here we notice that 
our emotional engagement changes – something of her distress arrives in us, possibly 
helped by the direct quotes. Now we need to ask ourselves whether her experience 
resonates with our own. Having excluded that potential cause for our reaction, we 
are left with the hypothesis that we have been invited into a complementary coun-
tertransference, providing in our minds something that meets Molly’s internal need.

Continuing, it seems that Molly learned a model of intimate relationships from 
her parents: where getting too close can be destructive and hostile feelings are best 
expressed at a distance. In their effort to modulate aggression, they may have con-
trolled affection too, leading them to perceive Molly as overly emotional, and Molly 
experiencing home life as lacking warmth. We also would assume that her emotional 
demands might have stirred up her parents’ mixed feelings, who would have defended 
themselves against their own ambivalence towards intimacy, first through criticism – 
to express their rage – and then guilty withdrawal to protect Molly from the conse-
quences of their feelings. We also find ourselves speculating that Molly perceived an 
absence of unconditional acceptance from her parents, notably her mother. Maybe 
the best way she could secure love and attention was by being a self-reliant high 
achiever, and could only safely express her dependency needs when being physically 
unwell. Having little confidence that others would give her freely what she needed, 
being controlling and demanding would appear a reasonable – and sometimes suc-
cessful – strategy.

From the account of her early adulthood it appears that Molly’s adaptation of high 
achievement initially worked well, but that she developed another adaptation – social 
withdrawal – to cope with the anxieties about mixed feelings created by exposure to 
others. It is not clear why this might be so, but an initial hypothesis would be that she 
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can easily feel shamed; maybe something resonates with her experience of mother’s 
disappointed looks. As being prone to shame is often linked with high self-criticism, 
we now wonder about early interpersonal experiences of being criticised that she may 
have taken on board. The intrusion on her sexual encounter with Jack would have 
served to sensitise her further to shame – because of her engaging in self-attack rather 
than healthy anger to express her hurt about the incident – and may have evoked 
her conflict regarding the potential destructiveness of intimate contact. It is possible 
that, when feeling vulnerable, she tried the familiar strategy of being demanding and 
controlling but was unsuccessful with Jack. This would have triggered more hurt and 
reactive anger about Jack’s unavailability, leading to further self-attack and shame. 
This maladaptive process reinforces the idea that others shame her, rather than her 
shaming herself, recreating an old pattern we imagine to have originated in intimate 
moments with her parents. This would serve to further strengthen her embarrassment 
and fear of being ridiculed, to the point where social withdrawal appeared the only 
possible coping strategy.

The account of Molly’s adulthood shows her adaptation of high achieving becom-
ing less productive (working as a classroom assistant rather than a teacher) and 
increasingly undermined by her interpersonal withdrawal. In the relationship with 
Danny, her propensity for being seen as controlling and demanding now becomes 
clearer as a defence against the abandonment anxiety arising from a conflict between 
her wish to be close and special and her experience of being rejected, leading to 
intense mixed feelings toward him. As before, this unhelpful adaptation brings about 
the feared consequence, leading to her taking an overdose. We would understand this 
as a desperate attempt to avoid recognising her murderous feelings towards Danny by 
turning them against herself, in a final effort to protect the attachment.

So far, we notice two gaps in Molly’s narrative: The absence of her father and 
the lack of any expression of rage. Maybe her idealisation of Danny links to her early 
experience of father not having fulfilled his required role of being desirable but con-
taining the desire – either by being absent or by not providing safe boundaries. Ella 
seems the one person whom Molly feels safe to argue with. In her absence, she is 
turning her hostility towards herself, leading to her hospitalisation. The ward staff’s 
split attitudes towards her possibly reflect her abandonment conflict – they either 
react against her frantic efforts to belong, or relate to her loneliness.

Molly’s time with her parents, after being discharged from hospital, clarifies her 
use of achievement to secure parental approval. This can now be understood as an 
adaptation (reaction formation) to the anxiety arising from her anger at excessive 
demands, both from others and from herself. It serves her well for a time, allowing 
her to succeed at work and be content at home, but breaks down in the face of inter-
personal conflict, possibly mirroring the dynamic between herself and Ella.

Molly’s initial attempts to resolve her problems – replacing interpersonal contact 
with internal dialogue and trying to control her appetites – are unsuccessful. Her 
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childhood success in eliciting care from the family doctor possibly facilitates seeking 
help from her current GP, resulting in her referral for psychological therapy.

The initial consultation shows an unexpected readiness to move towards change. 
She appears emotionally engaged, willing to express anger (at her therapist, her 
parents, and herself), and openly demonstrates her conflict between wanting to be 
needy and self-reliant at the same time. It is possible that she uses her defence of high 
achieving (being a good patient) to cope with her anxiety about being looked at criti-
cally by the therapist. We expect that subsequent sessions with an ISTDP therapist 
would stimulate her defence of withdrawal.

The important disclosures in the subsequent sessions confirm and sharpen up 
the preliminary hypotheses. The experience of sexual abuse would have confirmed 
her sense that being close to someone makes her vulnerable to being exploited and 
hurt, possibly exacerbating her sense of intimacy as being potentially destructive, 
and reminding her of her own destructive feelings towards others that need to be kept 
locked down at all costs.

At this point we can think of two conflict formulations, each relating to an aspect 
of Molly’s current predicament:
1. Her desire to be close and taken care of, which is activated when others are getting 

close to her, is in conflict with her experience of being taken advantage of. She 
protects herself and others against the anxiety-provoking feelings consequent to 
being hurt in the past by withdrawal or acting out.

2. Her wish to be special to another is in conflict with her experience of being criti-
cally evaluated and conditionally loved. She protects herself and others from 
the intense mixed feelings connected to previous rejections by striving hard 
to achieve. When she fails in this, she protects herself and others even further 
against the rage about her needs not being met, by trying harder to please and, 
when this fails, by turning her anger against herself.

3. We can see how her repeated adaptive reactions have developed into a ‘character 
defence’ – a habitual way of responding to perceived threats (see Table 7.2). It 
is maintained by ‘cyclical maladaptive patterns’ (Strupp & Binder, 1984), where 
her expectations of others lead her to dysfunctional interpersonal interactions 
that serve to confirm and strengthen her negative expectations. We would expect 
these patterns to be enacted with her therapist.

7.5.1  Initial Formulation Diagram

Our initial formulation is diagrammatically represented in Figure 7.2. It serves as a 
preliminary guide to intervention, as shown in the right-hand column, but will be 
updated and modified as we observe how Molly reacts in sessions.
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Figure 7.2: Initial formulation

7.5.2  Intervention Objectives

From an ISTDP perspective, we understand that the patient’s symptoms and present-
ing problems are the inevitable result of excessive reliance on defences against anx-
iety-provoking feelings. While these defences often had an adaptive function in the 
past, their automatic and habitual use undermines the patient’s current functioning. 
Without awareness of the feelings triggering the anxiety and driving the defences, the 
patient is ‘driving blind’ and is no longer making conscious choices. Therefore, the 
therapeutic task involves helping patients face and experience, rather than avoid, 
their conflictual feelings about the present and the past, as rapidly as possible and 
to the greatest degree that they can bear (Davanloo, 1990). Davanloo’s research sug-
gests that the visceral experience of anxiety-provoking feelings, in the here and now, 
serves as a trigger, unlocking the unconscious6 and revealing the core of the patient’s 
conflicts (Davanloo, 1990, 2001, 2005). In this way, the unresolved feelings from the 
past become clear and are available for re-evaluation. Patient and therapist can then 

6  Theoretical concepts specific to Davanloo’s ISTDP (1990, 2001, 2005) will be italicised from here 
on to distinguish them from any colloquial meaning. Definitions of key concepts are provided as a 
glossary in Table 7.4
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discover the true nature of the underlying cause of the patient’s distress and resolve 
it at the source. Once these conflicts are consciously understood and their relation-
ship to the patient’s symptoms and suffering clarified, a process of working through 
and resolution of the presenting problems can take place. During this process, it is 
essential that patients gain insight into their own inner dynamics – in particular, the 
ways in which their inner conflicts (Triangle of Conflict; Fig. 7.1) are repeated in their 
interpersonal relationships (Triangle of Person; Fig. 7.1).

The interventions used in ISTDP are designed to create in-session mobilisation of 
emotional processes that lead to a rise in complex transference feelings (CTF). The spe-
cific mechanisms that lead to this rise are thought to be the simultaneous increases 
in treatment resistance, unconscious anxiety, therapeutic alliance, and the experience 
of feelings (Davanloo, 2005; Johansson, Town, & Abbass, 2014). Taken together, these 
mechanisms represent the unique approach of ISTDP and, importantly, its theoretical 
roots directly underpin them; they have been empirically validated and have been 
found to maximise therapeutic effectiveness. A patient’s rise in CTF indicates that a 
painful unconscious conflict can be brought to the surface. Our job as therapists is to 
identify and intensify this conflict in order to get to the buried feelings underneath. 
The feelings being mobilised (CTF), together with the therapeutic alliance, repre-
sent one of two key forces seen to be fundamental in accessing unresolved attach-
ment emotions; Davanloo (1987) termed this the Unconscious Therapeutic Alliance 
(UTA). The UTA is the healing force within the patient that wants to obtain emotional 
freedom and brings forth important dynamic information that both the patient and 
therapist can use to get to the core emotional conflicts driving the problems. However, 
as the UTA and CTF rise, there is an opposing force termed Unconscious Resistance, 
which is triggered by unconscious anxiety. This can be understood as any uncon-
scious defence that operates in the therapy relationship to keep painful, attachment 
based, anxiety-provoking feelings out of awareness. If this force remains, it begins to 
resist the therapeutic task and prolong the patient’s suffering. Therefore, a key part 
of this approach is to actively weaken the resistance in order to allow the attachment-
based feelings to rise, leading to an unlocking of the unconscious.

7.5.3  Potential Problems

In order to assess the unique problems that each patient seeks help for, a psychodi-
agnostic evaluation is undertaken. This dynamic process is guided by the patient’s 
response to each therapeutic intervention, and highlights the feelings that the patient 
is in conflict with, their unconscious anxiety channels, the defences that create the 
symptoms, and the patient’s self-observing capacity (Frederickson, 2013). Based on 
the severity of response across these domains, Davanloo (1990, 2005) defined two 
spectra of patients suitable for ISTDP. The first is called the Spectrum of Psychoneu-
rotic Disorders and the second is the Spectrum of Fragility (see Fig. 7.3).
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The position on the spectra indicates the ease with which a breakthrough to the 
unconscious can be achieved and the different types of interventions that may be 
required (e.g. pressure, challenge, head-on collision, and/or cognitive recapitulation). 
Davanloo (1990, 2005) observed through his empirical research a strong relation-
ship between a patient’s attachment traumas, the intensity of reactive pain, rage, 
guilt about the rage, and their patterns of anxiety and resistance. In essence, the 
greater the magnitude of these conflicted feelings, the more severe the anxiety, and 
the more entrenched the defences to avoid experiencing these feelings (Abbass et al., 
2013). Those placed on the first spectrum tend to have had less severe attachment 
trauma, yet display more treatment resistance due to their ability to defend against 
feelings. They have more access to striated anxiety, and use more mature defences 
such as repression. Those placed on the latter spectrum tend to have had more inse-
cure attachments, making it harder for them to defend against their feelings, so their 
anxiety becomes dysregulated and is often channelled into non-striated pathways, 
with the use of more primitive defences such as acting out.

It is only following a detailed psychodiagnosis that the nature of the therapeutic 
task can be fully realised, and the core elements of the treatment process tailored, 
to ensure the therapeutic objectives are achieved as efficiently and effectively as 
possible.

Figure 7.3: Spectra of Psychoneurosis and Fragility (Adapted from Abbass, Town, & Driessen, 2013)

7.5.4  Indicators for the Achievement of Intervention Objective

Put simply, ISTDP aims to replace symptoms and pathological defences with health-
ier adaptations that benefit the patient (Malan & Coughlin Della Selva, 2007). In 
order to achieve this, Davanloo outlined the Central Dynamic Sequence, which, 
broadly speaking, is designed to create an intrapsychic crisis where the dominance 
of the patient’s healing forces over those of the resistance leads to an unlocking of 
the unconscious. During an unlocking, the patient experiences intense complex feel-
ings towards the therapist or other current figure. This experience is linked to feel-
ings towards past figures and emotion-laden memories about painful feelings, situa-
tions, and events from the past, such as adverse childhood experiences. At this point, 
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clear links, memories and images associated with core attachment and other related 
traumas become accessible (Town, Abbass, & Bernier, 2013). During this process, 
unconscious anxiety and defences are significantly reduced in favour of emotional 
awareness and processing, enabling the working through and healing of previously 
unresolved emotions in a new, healthy, and mature way (Davanloo, 1980). One may 
surmise that the event of unlocking of the unconscious sets the stage for psychothera-
peutic change during ISTDP, and recent research suggests this to be the case (Johans-
son et al., 2014; Town et al., 2013).

7.5.5  Effectiveness

Davanloo (1990) stated that he believed the therapeutic effects found within ISTDP 
were “uniquely effective” and that those effects were produced by “specific rather 
than non-specific factors”. As discussed, the effectiveness of ISTDP is determined by 
the patient’s response to the specific interventions employed throughout the Central 
Dynamic Sequence. This sequence has been empirically associated with persistently 
effective outcomes across a range of disorders (Abbass et al., 2013; Davanloo, 2005). 
Immediate changes are often most noticeable in the unlocking and the working through 
stages, with longer term change found in follow-up interviews over months and years 
(Abbass, 2002a, 2002b; Coughlin Della Selva, 2006; Davanloo, 1990).

During these stages, key processes associated with change are observed, includ-
ing: de-repression of memories, experiencing and gaining insight into painful emo-
tions, and consciously modulating feelings. These outcomes are thought to weaken 
unconscious associations and connections, and have been consistently associated 
with measures of physical and emotional health (Coughlin Della Selva, 2004; Town 
et al., 2013). As patients become more conscious of their feelings and behaviours, 
without undue anxiety or defensive processes getting in the way, there is an increase 
in psychological flexibility and the opportunity for adaptive choices to be made. This, 
in turn, makes way for major therapeutic benefit, including: symptom relief, char-
acter change, improved relationships, and emotional freedom. Coughlin Della Selva 
(2004, p. 171) highlighted that the depth and stability of any changes are put to the test 
when a patient faces a conflictual situation and demonstrates the following:

a. reduced anxiety
b. reduced reliance on defensive processes
c. increased emotional activation and affective expression
d. cognitive and emotional insights into the relationship between the Triangle 

of Conflict and the Triangle of Person
e. a sense of hope and mastery that overrides feelings of helplessness
f. increased adaptive capacity indicating psychological growth
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As the original problems the patient sought help for are resolved, these outcomes can 
be observed as occurring automatically in response to situations inside and outside 
of therapy. When this happens, it suggests that transformational change has been 
achieved, whereby new learning has replaced old implicit associations, leading to 
deep, profound, and lasting change (Ecker et al., 2012).

7.5.6  Practical Interventions

The initial phases of Molly’s ISTDP assessment would involve establishing an intra-
psychic focus and enquiring into the nature of the problems she is experiencing. 
Gaining an internal focus is crucial; without it no psychotherapy can take place. The 
enquiry phase would consider, in detail, the most recent precipitant to Molly’s prob-
lems, as this is likely to generate important information regarding the nature of her 
inner conflicts (Malan & Coughlin Della Selva, 2007). From the outset, the therapist 
is active and creates an atmosphere of emotional engagement, which constitutes the 
start of the phase of pressure (Davanloo, 1990).

Pressure is a series of tailored interventions that serve to bring the visceral expe-
rience of feelings, patterns of defences, and/or anxiety to light (Abbass, Joffres, & 
Ogrodniczuk, 2008). In the early stages, we put pressure on the patient to be specific, 
to examine their internal world, and to engage with the therapist in this endeavour. 
Doing so activates the attachment system and thus each area of the Triangle of Con-
flict. As signals of unconscious anxiety or defence emerge, they are carefully assessed 
and this determines how the therapist should proceed; if Molly responds with stri-
ated anxiety we examine the defences she has been using and link these defences to 
her presenting problems. We help her see how her defences have been hurting her 
and encourage her to relinquish them in order to unlock her true feelings. If Molly 
responds in ways that indicate fragility in her character structure, our interventions 
would focus on building her ego adaptive capacity by oscillating the interventions of 
pressure and cognitive recapitulation. This process is designed to bring multidimen-
sional psychic and cognitive integration, as well as structural changes, so that Molly’s 
capacity to withstand her unconscious anxiety and the painful feelings underneath is 
increased before any unlocking can take place (Davanloo, 1990, 2005).

7.5.7  Techniques

In order to identify what technical interventions one might need to apply, the first 
major task is to determine Molly’s discharge pattern of anxiety. As we have not had the 
opportunity to assess Molly’s response to intervention, we are not able to undertake 
an accurate psychodiagnostic evaluation. However, for the purposes of this chapter, 
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we can consider the information we have been given and speculate how we might 
proceed.

Molly has been complaining of nausea and has a recent diagnosis of idiopathic 
pelvic pain and Irritable Bowel Syndrome (IBS); in response to situations at work, 
Molly has also reported experiencing ‘butterflies’ in her stomach and needing the 
toilet more often. These functional and somatic symptoms can indicate a pattern of 
unconscious anxiety that is channelled into the smooth muscles (Abbass, 2005). We 
also have evidence that instead of experiencing feelings, Molly tends to either act 
out or internalise them, for instance by taking an overdose of painkillers, becoming 
tearful when discussing her situation at work, expressing anger through confronta-
tion, criticism, temper tantrums, and internalising anger through heavy self-criticism 
and self-blame. These defences would be considered regressive and self-punishing. 
We are also made aware of several interpersonal interactions, which have culminated 
in the unhelpful and maladaptive response of withdrawal. Collectively, this infor-
mation suggests that Molly’s presentation is complex, with low tolerance across a 
number of domains, including: anxiety tolerance, emotional tolerance, and tolerance 
for emotional closeness and intimacy.

Consequently, a stepwise approach is indicated, and this would be applied 
through the graded format of ISTDP (Coughlin Della Selva, 2006). In the graded 
format, cycles of pressure (1) are followed by a rise in CTF and Unconscious Anxiety 
(2). When the anxiety approaches the threshold beyond striated, pressure is reduced 
and recapitulation of the process is performed (see Fig. 7.4).

Figure 7.4: The graded format of ISTDP (adapted from Abbass & Bechard, 2007)

As soon as anxiety returns to a tolerable state (striated zone), gentle pressure is applied 
again; whenever anxiety is too high, “depressurizing” techniques are employed once 
more (Coughlin Della Selva, 2004). Each round should involve a slight increase in 
intensity, thus building, in a graded fashion, Molly’s ability to tolerate her anxiety, 
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feelings, and impulses directly. Consolidating insights into her internal dynamics 
is achieved by repeated cognitive analysis of the process. Once Molly’s discharge 
pathway of anxiety has fully shifted to the striated muscle system, higher levels of 
pressure and challenge as per the standard format of ISTDP can be applied (Davan-
loo, 1990). The process of recapitulation reduces regressive processes, creates more 
mature defences, and thus “changes character” (Abbass & Bechard, 2007, p. 18). If 
this systematic analysis is not done, Davanloo (1990) notes that defences can re-
establish themselves and symptom reduction is slower.

7.5.8  Fit of Techniques With Theoretical Approach, Formulation, and Intervention 
Objectives

Molly’s unique adaptations to her past emotional environment are described through 
the Triangle of Conflict, with specific reference to the type of anxiety and defences she 
presents with; this then guides our intervention efforts. The technical interventions 
used, based on attachment and psychodynamic theory, are designed to stimulate the 
attachment system in order to get to the root of her presenting problems. The inter-
ventions of pressure and recapitulation are tailored to preparing the way for Molly 
to be able to tolerate the intensity of her unconscious feelings and the core conflicts 
that have been driving her suffering. As Molly begins to understand her feelings are 
reactive to interpersonal situations, she will see how her unresolved feelings towards 
others in the current and past are being enacted time and time again, in an automatic 
and unconscious fashion. As her unconscious is exposed to rage, and guilt about the 
rage, due to the overt and covert traumas of emotional coldness, dismissal, and criti-
cism, she will then be able to experience the pain and grief about these situations and 
the losses they represent. Working through these reactive emotional stages should 
give way to previously forbidden feelings of love, longing, and connection that are 
at the core of the attachment system. As this process is repeated, and more of Molly’s 
unconscious is brought into conscious awareness, her brain will begin to create auto-
biographical coherence, and in doing so, enable her to resolve her inner conflicts 
now, as an adult, with all of her current capacity.

Once Molly understands her key conflicts around closeness and intimacy, and 
how she has been defending herself from these, she will have the opportunity for new 
adaptive choices that align with her true values and her true self. This process should 
clear the way for her to experience major therapeutic benefit across multiple domains 
of functioning.

In summary, our initial formulation is a starting point for making sense of Molly’s 
predicament. Much of the important information that will help us and her to a better 
understanding will emerge over the course of therapy, in response to interventions 
that are grounded in psychodynamic theory, but also guided by close observation of 
her moment-to-moment reaction.
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Table 7.4: Glossary of key terms

Term Definition Examples

Central Dynamic 
Sequence

Empirically derived series of thera-
peutic processes as described in 
Table 7.3

N/A

Cognitive Recapitulation Clarifying statement often used to 
reduce pressure and build capac-
ity by cognitively linking emotions, 
anxiety and defence in the here and 
now.

“So we can see that when you just 
spoke about your anger, you turned it 
inwards onto you and then you experi-
enced stomach cramps. Is this where 
your anger goes?” 

Complex Transference 
Feelings

Combination of mixed feelings 
simultaneously experienced towards 
the therapist, which link to unre-
solved emotions about past attach-
ment traumas. 

Mixed feelings towards the therapist 
include: positive appreciation and 
irritation.
Unresolved emotions from the past 
include: love, pain, rage, guilt and 
grief. 

Treatment Resistance Any (often unconscious) defence 
that operates to block and resist:
the experience of mixed feelings
emotional closeness with the 
therapist
the therapeutic endeavour

Passivity, ambivalence, compliance, 
defiance, detachment, denial.

Pressure Focused efforts to encourage the 
patient to emotionally engage with 
themselves and with the therapist.

“What emotion are you experiencing 
right now in your body?
“How do you feel towards me when I 
ask you that question?”

Challenge Once the patient can see their 
defences, they are encouraged to 
not use them and to face their feel-
ings instead

“Now that you’re aware of detach-
ing from me, yet your body is taking 
some deep sighs, could we look at the 
feelings coming up towards me if you 
don’t detach?”

Head-on-collision Clarification and challenge of treat-
ment resistant defences with an 
emphasis on the consequences of 
the defence and an encouragement 
to overcome it collaboratively.

“Now that you can see how denying 
your true experience prevents us 
from getting to know what you really 
feel and stops me from helping you, 
can we have a look at the emotions 
you are having right now so we can 
face reality together, otherwise you 
continue to remain alone with these 
experiences?”
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Unlocking of the uncon-
scious

The psychic state in which a 
patient’s healthy desire to heal and 
reveal their hidden thoughts, feel-
ings and impulses overcomes the 
part that wants to keep them stuck 
and suffering.

N/A

Working through A process of making cognitive and 
experiential links, building con-
scious narratives and amplifying the 
therapeutic process.

“So now we can see that the anger 
you had towards me was linked to 
intense rage and guilt towards your 
Father who hurt you by leaving the 
family home. These feelings led to a 
deep sense of grief and a longing to 
be close to him again, all of which 
is very painful to process, but it has 
been driving your avoidance of inti-
mate relationships now and leading 
to your loneliness and anxiety about 
closeness. Can you see that, too?”

Anna Tickle & Michael Rennoldson
7.6  ISTDP Formulation: Critical Commentary

We approach this critique of the ISTDP formulation from a systemic position. The 
systemic assumptions we draw upon include:

 – Therapeutic practice is enhanced when it adopts a ‘circular’ understanding of 
causation.

 – Attention needs to be paid to the social, economic, and cultural context of clients.
 – The role of formulation, or hypothesising, is principally to catalyse change in a 

system, rather than accurately describe the origins of psychological distress.
 – Therapists should pay particular attention to the potential hazards of their work, 

and avoid inadvertently contributing to oppressive practice.

Our critique highlights general points of overlap and difference between ISTDP and 
systemic practice. At first glance the two respective conceptual systems (or at least the 
language used to describe them) are very different. We are struck in particular by the 
mechanical aspects of the ISTDP view of the psychosocial world, as well as by its con-
fident use of the language of dysfunction. Metaphors from the physical world abound: 
anxiety is assessed for its ‘striation’; ‘pressure’ is applied until particular thresholds 
are crossed; repressed feelings are ‘unlocked’. Whilst these ideas undoubtedly have 

Table 7.4: Glossary of key terms (continued)
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utility for some clients, we also anticipate potential hazards arising from this mechan-
ical viewpoint. We would consider this one amongst many ways of describing the 
social and psychological worlds with no special claim to truth.

Formulation within systemic practice focuses on the present and the social 
context of the person, whereas ISTDP is concerned with a person’s intrapsychic world 
and its origins in early relationships. However, there are also points of connection. 
Both approaches draw upon the insights of attachment theory to bridge the social and 
intrapsychic worlds. Both also appear to hold recurring patterns of relationships as 
being of central importance in the difficulties that bring clients to therapy.

7.6.1  Formulation Content

The two conflict formulations highlight apparently repeating patterns in Molly’s 
relationships. However, on closer reading we found little ‘circularity’, in the sense of 
explaining the contribution and interaction of all parts of a system. Instead the for-
mulations focus on Molly’s behaviour, feelings, and indeed ‘failures’ of the strategies 
she has tried to use. It could be argued that the ‘success’ or ‘failure’ of strategies can 
only arise in the context of particular responses by others.

Assuming the causation of Molly’s problems lies in early parental and sibling 
relationships is highly linear, and risks what might be described as a teleological 
error. Molly’s life is read as the almost inevitable playing out of early unconscious 
conflict. This risks neglecting the contribution of more recent or current contexts and 
failing to account for exceptions to the problem. For example, within the formulation, 
the experience of sexual abuse is interpreted as confirming or exacerbating a pre-
existing conflict. However, it seems equally plausible that sexual abuse might have 
been completely at odds with Molly’s previous experience, shattering her assumptive 
world (Janoff-Bulman, 1985). From a systemic perspective, the placement of causation 
in early relationships seems arbitrary.

The intrapsychic location of difficulties could have some benefits for some clients. 
It could offer Molly a sense that change is within her reach and control, as opposed 
to relying on others who may not buy into the process of therapeutic change. That 
said, it would have to be balanced against the potential for Molly to feel blamed for 
her difficulties. There may also be broader risks of using therapy only to reduce the 
distress and change the individual behaviour of victims of sexual abuse, rather than 
also addressing social aspects such as acknowledgement, accountability, and justice.

More broadly, the ISTDP formulation pays little attention to Molly’s social and 
cultural context. This reflects the limited information available in the case material, 
but is probably also a product of the intense focus upon Molly’s intrapsychic experi-
ence. For example the putative self-protective function of striving hard to achieve, 
identified in the second conflict formulation, may have equally significant meaning 
in Molly’s experience of gender, social class, education, and family history.
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7.6.2  Role of Formulation

The impression given is that formulation plays a relatively modest role in directing 
the therapy. More important are the technical assessments and procedures of the 
therapy, which rely on information gleaned from the client’s behaviour within the 
therapy room. This is a similarity with a systemic approach. Both favour the use of 
therapeutic technique according to therapist judgement within the session, rather 
than following a sequence of interventions that could be mandated by a formulation. 
However, there are clear differences too. Within a systemic approach, formulation 
ideas may be discussed ‘as if’ they are true, but their real purpose is to stimulate 
change within a system. It would concern us if an ISTDP formulation is intended to be 
treated as a set of truthful propositions about what is really going on for a person. This 
raises questions of what follows for the client if the formulation turns out to be false, 
and what degree of confidence we can have in the ontology and discovery procedures 
underpinning ISTDP.

7.6.3  Client Experience

The question of how clients experience ISTDP seems not to have been addressed 
within research. What can be easily found online if querying the client experience 
of ISTDP is an article from VICE magazine that suggests the experience ‘has a weird 
edge to it, like a psychological fight club run out of a church basement’ (Keefe, 2013). 
The confrontational approach aims to create change within sessions at the time when 
the individual’s defences are ‘activated’. This has some similarity to the use of ‘enact-
ment’ within structural family therapy, in which the therapist allows the family to 
engage in spontaneous transactions and then suggests alternatives (Minuchin & 
Fishman, 1981). Allowing therapists to use confrontational techniques whilst main-
taining a belief in their own privileged access to the truth of a person’s life might risk 
at least a poor experience of therapy, if not adverse outcomes (Masson, 1988). Family 
therapy has not always taken this sufficiently seriously (Reimers & Treacher, 1995), 
we hope the ISTDP community will.

Thomas Schröder, Angela Cooper & Rohan Naidoo
7.7  Author Response

The ‘systemic’ assumptions guiding this commentary are rather commonplace: Sure, 
context is important, formulations need to be action-oriented, therapists should 
avoid being oppressive, and circular understandings often help (though they do 
not necessarily enhance practice). All this is fairly unremarkable; the commentary’s 
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misunderstandings are far more informative: Mistaking ‘striated anxiety’ for a meta-
phor, rather than a description of the neurophysiology of emotion, points to one of 
the defining features of ISTDP (and by implication to one of the shortcomings of the 
systemic view) that we may not have sufficiently emphasised in our chapter – like 
other psychodynamic approaches it is an embodied therapy. From Freud’s model of 
psychosexual stages, empathising with the infant’s somatic experience (see Mitchell, 
1974), via Reich’s ‘character armour’ and Winnicott’s ‘psycho-somatic integration’, to 
modern trauma therapy, the visceral aspects of experiencing have continually been 
privileged over the verbal/cognitive ones. Insight, however cleverly constructed and 
contextually aware, is held to be useless without its emotional and physical substrate. 
The client’s moment-to-moment sensory experience, rather than any mechanical 
view of intrapsychic structures, is the ISTDP therapist’s guide to intervention. In this 
sense, clearly “the ‘success’ or ‘failure’ of strategies can only arise in the context of 
particular responses by others”, as the commentary postulates.

Another misunderstanding concerns circularity. The systemic position’s aversion 
to linear accounts is strangely at odds with its emphasis on narrative. The Aristotelian 
structure of a story having a beginning, a middle, and a (preliminary) end makes 
intuitive sense to many clients; it directly meshes with their experience of life and 
may give them hope that their own future storylines can be rewritten from the posi-
tion they are currently inhabiting. On that basis, circular formulations, such as ‘rep-
etition compulsion’, ‘cyclical psychodynamics’ (Wachtel, 2014), or ‘active phantasies’ 
(Symington, 1984), then help to make sense of interpersonal maintenance cycles – 
the very opposite of a “teleological error”, assuming an “inevitable playing out of 
early unconscious conflict”. The client’s encounter with the therapist constitutes the 
setting where such circular patterns can be experienced directly – rather than intel-
lectually apprehended – and potentially modified or replaced.

A similar misapprehension relates to the role of formulations. Whether based 
on Malan triangles or on developmental sequences, ISTDP formulations are working 
hypotheses that have to be modified, revised, substantially changed, or even dis-
carded in light of each individual client’s reactions. Such understandings are of neces-
sity specific, transitory, and incomplete. Their validity is supported or challenged by 
the client’s physical and emotional response, rather than by their fit with a precon-
ceived blueprint. Yes, theory is important, though primarily by helping therapists to 
keep their bearings and continue thinking while under pressure.

Finally, we are firmly in agreement with the need to obtain accounts of clients’ 
experiences of ISTDP from sources other than therapists’ case studies. Good quali-
tative research is indeed required to provide these, so that we are not taken in by a 
journalist’s second-hand pastiche masquerading as an authentic client voice, such as 
the one rendered by Keefe (2013), referred to above.

Acknowledgement: The authors wish to thank Dr Patricia Coughlin Della Selva for 
her comments on a draft of the manuscript.
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Anna Tickle and Michael Rennoldson
8  Systemic Family Therapy
Systemic family therapy has evolved across geographical locations since the early 
1950s. Clinically, it developed in the context of a number of therapeutic movements, 
including child guidance clinics, marriage counselling, and sex therapy. Whilst it 
is theoretically rooted in the interdisciplinary field of systems theory, or cybernet-
ics, systemic family therapy has prided itself upon its development from practice to 
theory. It has also been open to influence from a heterogeneous range of other psy-
chotherapeutic approaches and wider intellectual currents. Distinct phases of devel-
opment are often identified, within which more specific schools have emerged, fre-
quently connected with specific practitioners or clinics. These are outlined in detail 
elsewhere (e.g., Dallos & Draper, 2010). We present a brief overview of some of these 
schools before focusing on an integration of enduring systemic ideas that character-
ises contemporary systemic practice, especially in the UK (Vetere & Dallos, 2003). We 
use ‘systemic family therapy’, ‘family therapy’, and ‘systemic practice’ interchange-
ably to refer to therapeutic practice based upon systemic principles; other therapies 
delivered to family groups based upon different theoretical principles (for example 
behavioural family therapy; Falloon, 1988) are not discussed here.

Key systemic approaches include:
 – Structural family therapy, largely developed by Salvador Minuchin (e.g., 1974) and 

colleagues in New York in the late 1950s and 1960s.
 – Strategic family therapy, developed initially during the late 1960s and 1970s at 

the Mental Research Institute (MRI) in Palo Alto, California. Key figures included 
Don Jackson, John Weakland, and Paul Watzlawick (e.g., Watzlawick, Weakland, 
& Fisch, 1974). Strategic approaches were further developed during the late 1970s 
and 1980s in Milan by a group including Mara Selvini Palazzoli, Luigi Boscolo, 
Gianfranco Cecchin, and Guiliana Prata (e.g., Selvini Palazzoli, Boscolo, Cecchin, 
& Prata, 1980). Later, the group divided and ‘post-Milan’ approaches were devel-
oped (e.g., Cecchin, 1987).

 – Social constructionist approaches began to influence systemic therapy from the 
late 1980s onwards. This influence is particularly evident in narrative therapy, 
developed in the 1990s by Michael White from Australia and David Epston from 
New Zealand.

 – Solution Focused Brief Therapy also sits within systemic approaches. It was devel-
oped during the 1980s by Steve de Shazer, Insoo Kim Berg, and colleagues in the 
Milwaukee Brief Family Therapy Centre.

This work is licensed under the Creative Commons Attribution-NonCommercial-NoDerivs 3.0 License
 © 2015 Anna Tickle and Michael Rennoldson
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8.1  The Central Tenets of Systemic Family Therapy

8.1.1  Systems Theory

The interdisciplinary study of systems theory (Von Bertalanffy, 1950) underpins 
family therapy. It is this theoretical framework, alongside an emphasis upon working 
with several people at once, that distinguishes family therapy from other therapeu-
tic approaches. Systems theory assumes that the behaviour of a system can only 
be understood by considering the individual characteristics of elements within the 
system, and the relationship between these elements. Families are ‘systems’ of people, 
which in turn relate to wider social systems. As individual experience is seen as fun-
damentally interpersonal, rather than intrapersonal (Vetere & Dallos, 2003), psycho-
logical distress is viewed as being intimately bound up with relationships (Dallos & 
Draper, 2010). Any particular ‘problem’ is not seen as a problem per se, but part of a 
larger process involving many other people, behaviours, and meanings (Campbell, 
Coldicott, & Kinsella, 1994). This contrasts with many psychotherapeutic approaches 
which focus primarily on the individual’s intrapsychic experience. That said, intrap-
ersonal experience is not denied: Minuchin (1974) suggested that the structural family 
therapist could be compared to a technician with a zoom lens, who could zoom in to 
study the individual’s intrapsychic experience but could also observe with a broader 
focus on the system.

Several fundamental cybernetic ideas have endured throughout the history of 
systemic family therapy. There is an interest in how different members of a family 
communicate with each other: what and how things are expressed, and what goes 
unexpressed. Communication is the principal means by which different members 
of a system relate to each other and therefore a key area for intervention. Systemic 
family therapists are also reliably interested in the (in)stability of systems. ‘Stuckness’ 
or change are as likely to be the product of the flow of communication or informa-
tion between parts of a system as of the intrinsic properties of any one person or part 
(Selvini Palazzoli et al., 1980). Finally, because specific behaviours and experiences 
are viewed as the collective achievement of many parts of a system, causation is con-
sidered to be circular rather than linear. This means that a cause cannot be traced 
backwards in a linear or reductionist fashion to an original source, meaning that any 
solutions to an apparent problem do not need to tackle the problem ‘at source’, but 
can be found in many places in a system; successful change is therefore achieved 
through the spiralling effects of feedback throughout the system (Penn, 1982). Fami-
lies and therapists often seek the satisfaction and certainty of a linear explanation for 
problems, but this carries the risk of closing down opportunities for change that lie in 
unexpected places (Cecchin, 1987).
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8.1.2  The stance of the therapist

A key feature of family therapy, especially in the function and purpose of formulation, 
is the emphasis on the therapist’s use of ‘self’, and awareness of the stances they 
might take within sessions. It should be noted that there is little persuasive evidence 
for the relationship between this and the outcome of therapy (Horne, 1999), but it is 
generally accepted that the therapist should adopt a ‘not-knowing’ position and avoid 
imposing ‘expert’ therapeutic values (Amundson, Stewart, & Valentine, 1993).

This “not knowing” stance is usually considered necessary but not sufficient: the 
therapist may change stance depending on whether they wish to ‘elicit’ ideas and 
theories about the problem; ‘probe’ and offer new ideas or descriptions; ‘contextu-
alise’ to make connections between a behaviour or idea and overall patterns in the 
system; ‘match’ to reflect back and empathise; or ‘amplify’ a particular idea, affect, 
theme, or behavioural sequence (Real, 1990). These stances are not exhaustive, but 
offer an illustration of how the therapist may shift their intentions and actions. The 
therapist should also be sensitive to their own experience as a potential tool that can 
further the therapeutic process (Rober, 2011). This has important implications for for-
mulation: the therapist is not the fount of expert knowledge in which the solution 
will be found. Instead, they are a catalyst for change, using hypotheses to initiate and 
encourage change within a system.

8.1.3  Formulation Within Family Therapy

‘Formulation’ is not a term used in early family therapy literature, but has become 
more commonplace, perhaps particularly where clinical psychologists are also family 
therapists (e.g., Dallos & Draper, 2010). However, the processes of ‘formulation’ can 
be seen throughout the literature, as therapists drew connections between assess-
ment information and systems theory to develop an understanding of problems and 
to devise an appropriate intervention. A seminal paper (Selvini Palazzoli et al., 1980) 
introduced three guidelines for family therapists, including ‘hypothesising’, which 
translates to what might be considered formulation. The Milan school were not con-
cerned principally with the truth value of a hypothesis; rather, they were interested 
in a hypothesis’ capacity to stimulate change in a system – it should offer the start-
ing point for further investigation and should help the therapist to construct circular 
questions.

One legacy of the Milan approach is the caution provided to family therapists 
against ‘marrying’ our own hypotheses, at which point they cease to be helpful 
(Cecchin, 1987). Instead, they should revise their hypotheses in light of feedback from 
the family, and there is some evidence that therapists’ reformulation of events and 
behaviours are an important component of therapy, in that they open up new pos-
sibilities for action and experiences (Sundet, 2011). The family therapist should never 
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reach their final destination of complete understanding of their clients, as the not-yet-
said is infinite (Rober, 1999).

Unlike some other approaches, family therapy does not have a range of pre-deter-
mined, problem-specific formulation models, although each of the schools offers 
specific ideas for formulating and intervening. There are no clear and detailed guide-
lines for family therapists to follow (Dallos & Draper, 2010), but rather a number of 
‘reference points’ that might guide hypotheses (Boscolo & Bertrando, 1996). These are 
grounded in relevant theory, including ideas about attachment, power, and gender. 
Ideas about transitions in family boundaries (e.g., Wood & Talmon, 1983) and attach-
ments (e.g., Byng-Hall, 2008) also offer frameworks for thinking about why difficul-
ties arise within families.

8.1.4  Theories About ‘Problems’

While all systemic approaches share the quite abstract principles described above, 
they vary significantly in the more concrete or mid-level concepts that they use to 
hypothesise why problems emerge within systems and how change might happen. 
These include behavioural patterns, belief systems, or emotional patterns within the 
family system, and the relationship between the family and wider cultural and politi-
cal contexts (Vetere & Dallos, 2003). Systemic family therapists therefore draw upon a 
rich and diverse range of ideas, change might take place at a number of inter-related 
levels, and the formulation may well depend on the level of change that the therapist 
and family are working to create.

8.1.5  Structural Concepts

Structural perspectives focus on the organisation of family, including hierarchies 
and subsystems within the family, boundaries, rules, members’ roles, and transac-
tional patterns (Vetere, 2001). Family ‘function’ or ‘dysfunction’ would be determined 
according to how well or otherwise the family structure serves the developmental 
needs of the family members, and ‘symptomatic behaviour’ would be viewed as relat-
ing to some form of dysfunctional organisation (Colapinto, 1988). However, it is also 
assumed that the family has the competence to draw on inter- and intra-personal 
resources to bring about change, supported by the therapist (Vetere, 2001). The aim of 
therapy from a structural perspective is therefore to change the organisation of bound-
aries and related closeness or distance between family members and subsystems, in 
order to change each individual member’s experience (Minuchin, 1974). The therapist 
aims to achieve this by supporting what is going well in the family, and joining family 
members to create changes in structures that are sustainable by challenging symp-
tomatic behaviour, family structure, and/or family belief systems (Vetere, 2001).
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8.1.6  Strategic Concepts

Strategic family therapy is so called because the therapist designs strategies in order 
to create change (Rosen, 2003). Within this approach, people are seen as inherently 
‘strategic’ in attempting to influence each other, and problems are viewed as being 
embedded in repetitive interactional patterns (Dallos & Draper, 2010). Problems may 
be formulated as having a function within the system, such as maintaining system 
stability, and within therapy the therapist may ‘reframe’ the problem in terms of con-
sidering what function a particular problem might serve for members of the family.

An enduring strategic idea is that families may attempt to solve problems, but 
that repeatedly used ineffective solutions maintain problems, or give rise to new prob-
lems. When families present for help, it is often the ineffective solution, rather than 
the original problem, that is causing most difficulty. The aim of strategic approaches 
is to create behavioural change by disrupting unhelpful interactional patterns that 
inadvertently function to maintain the problem. The therapist contributes to the 
change process by encouraging experimentation to creatively solve challenges in 
novel ways, as well as encouraging what might be usually discouraged within the 
family, and emphasising and encouraging the clients’ competence (Keim, 2012). The 
therapist might use a broad range of strategies and techniques designed to influence 
the specific family system. A range of example interventions are offered by Smith, 
Ruzgyte, and Spinks (2011).

8.1.7  Social Constructionist Concepts

The influence of social constructionism gave rise to even greater emphasis within 
family therapy on the role of language and multiple layers of context in creating and 
maintaining psychological distress. This emphasis owes a particular debt to the social 
constructionist argument that language, to a significant degree, constrains what can 
be thought and communicated about difficulties, and acts to help constitute subjec-
tive experience. Change within therapy was therefore seen to be brought about by 
the evolution of new meaning through dialogue (Anderson & Goolishian, 1988). The 
‘story’ metaphor has had particular influence. This suggests that the ‘problem satu-
rated’ stories that families frequently carry about their difficulties, whilst appearing 
to be convincing explanations, also serve to obscure possibilities for change. Thera-
pists are concerned with assisting families to author alternative accounts of their lives 
that open up possibilities for change in action and experience.
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8.2  Moving Towards Integration of Systemic Approaches to 
Formulation

In our formulation we draw upon an integrated model of systemic formulation first 
proposed by Vetere and Dallos (2003) and since discussed by Dallos and Draper 
(2010), and Dallos and Stedmon (2014). It proposes that assessment and formulation 
are two, interconnected processes referred to as ‘analysis’ and ‘synthesis’. Analysis 
refers to the exploration of the nature of the family and their problems, while synthe-
sis refers to ‘starting to integrate the strands of information in preliminary hypotheses 
or formulations of the problem’ (Vetere & Dallos, 2003, p. 75). The model attempts to 
reflect the differing emphasis placed by different phases of family therapy on patterns 
and processes, cognitions, language, and cultural contexts, and draw these together 
into one model, with five parts:
1. The problem – deconstruction
2. Problem-maintaining patterns and feedback loops
3. Beliefs and explanations
4. Emotions and attachments
5. Contextual factors

Our experience of using this model within clinical practice has highlighted its 
strengths but also potential challenges. Its breadth can be advantageous, in allow-
ing consideration of a range of relevant factors drawn from the different schools of 
systemic family therapy. However, the model also throws open a challenge to the cli-
nician in terms of where and how to focus within any of the five areas. There is no 
suggestion that the five parts of the model are intended to be considered sequentially, 
and in practice, there is often significant overlap between the five areas.

8.3  Empirical Evidence of Effectiveness

Family therapy has traditionally had an uncomfortable relationship with the decon-
textualized empiricism that characterizes much psychotherapy outcomes research. 
Arguably, research into therapies that focus on one individual offers clearer measur-
able outcomes than therapy with a relational focus. Not only might therapists and 
service commissioners have different views on outcomes, but different members of 
the same family may also have disparate views on what constitutes both the problem 
and the desired outcomes (Chenail et al., 2011, cited Chenail, 2013). There are also 
challenges regarding what constitutes a measurable outcome, and how to capture 
therapeutic change that takes place during and outside therapy sessions, and both 
within and between individuals (Heatherington, Friedlander, & Greenberg, 2005).
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Nevertheless, as the political climate of service provision has changed, there has 
been exponential growth in research during the past three decades (Sprenkle, 2012) 
and increasing interest in practitioners conducting research (e.g., Williams, Patter-
son, & Edwards, 2014). There is now evidence that family therapy can be effective for 
a wide range of difficulties across the life span (Stratton, 2005), although there remain 
significant gaps in empirical evidence for widely used approaches, including narra-
tive therapy (Heatherington et al., 2005). Qualitative evidence has also begun emerg-
ing regarding families’ experiences of therapy (e.g., Chenail et al., 2012). The evi-
dence for one particular type of family therapy over another remains equivocal. Why 
family therapy works, or when and under what circumstances, remains “shrouded 
in mystery”, and there is little to refute the hypothesis that family therapy works 
because of common mechanisms of change across all approaches (Sprenkle, 2012, 
p. 25). These common factors include conceptualising difficulties in relational terms, 
working to disrupt dysfunctional relational patterns, expanding the direct treatment 
system, and expanding the therapeutic alliance (Sprenkle, Davis, & Lebow, 2009), 
and support an argument for the integrated approach outlined above. It is also impor-
tant that research evidence in isolation does not determine clinical decisions made 
by therapists, who should integrate the evidence-base with the culture, values, and 
preferences of clients, and their own clinical expertise, in order to deliver competent 
therapy (Chenail, 2013).

8.4  Critique

In a certain sense, systemic family therapy has been its own strongest critic. One 
reason for the fractured evolution of this approach is the willingness of practitioners 
to criticise their particular school, and draw upon a range of ideas to inform these 
criticisms. Implicit assumptions about ‘normal families’ underpinning earlier struc-
tural approaches, ethical concerns that a therapist might seek to be ‘neutral’ when 
particular family members may be oppressing or abusing other family members, and 
other aspects of family therapy have been critically and rightfully scrutinised (Dallos 
& Draper, 2010). However, many of the attributes of systemic family therapy described 
above might be considered potentially problematic, either as a basis for formulation, 
or more widely as a school of psychotherapy demanding a significant place within 
psychological healthcare. The emphasis upon the inter-personal certainly appears to 
have resulted in an under-theorisation of intra-psychic phenomena, and the lack of 
models to explain the aetiology and development of specific problems, whilst con-
sistent with a systemic epistemology, means family therapists must work from broad 
principles rather than a precise ‘recipe’. This perhaps compares unfavourably with 
the testability and consistency offered by increasingly prescriptive cognitive-behav-
ioural approaches to formulation and therapy, and potentially carries the risk that 
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family therapy constructs and interventions can be used by some clinicians in an inef-
fective or theoretically contradictory manner.

Clinical work with multiple persons and teams of therapists may also be alien to 
clients expecting an individual approach, and the use of teams of therapists might be 
considered costly by service commissioners. However, research examining the costs 
of such approaches at the two-year follow-up stage suggests that family therapy is no 
more costly, and may be substantially less costly, than other therapies (Stratton, 2011).

8.5  Formulation in Action

Below, we illustrate the process of formulation in three stages. First we consider our 
initial responses to the case. Second, we describe an ‘analysis’ of some potential sys-
temic hypotheses following the five areas described above. Finally, we present a dis-
tilled ‘synthesis’ of these ideas.

In keeping with the use of self and reflexivity in family therapy, we gave thought 
to the information that appeared most salient to each of us individually, considered 
our initial positions in relation to different members of the family, and how these 
might create ‘blind spots’ or potential biases during formulation and therapy. Anna’s 
initial thoughts were as follows:

I was struck by the apparent lack of affirmation Molly received from her parents, 
in contrast to my own experiences as a daughter. Molly’s wish to make her parents 
proud because of their emphasis on success was in common with my own wish to 
make my parents proud through achievement. However, I was fortunate to draw on 
emotional and practical resources from my parents. Initially, I found it difficult not 
to align myself with Molly ‘against’ her parents for expecting her to succeed, but 
seeming to ‘fail’ to provide the foundations from which she could achieve. I would 
need to remain cognisant of this within sessions in order not to privilege her perspec-
tive over that of her parents. I also have strong feelings against the medicalisation of 
distress; I was conscious that I felt angry that it seemed the systems around Molly may 
be more willing to frame her as ‘histrionic’ or ‘ill’, rather than consider how sexual 
abuse or familial and social circumstances may have contributed to her distress.

Mike’s initial thoughts were as follows:

I was curious about when (if ever) relationship difficulties had not been such a significant part of 
Molly’s life. On first reading the case summary, a ‘problem saturated’ story of Molly’s life seems 
unavoidable. Her descriptions of relationship difficulties and disappointments at various stages 
of her life make this appear to be a long-standing and continuous problem. Her experience of 
being sexually abused and the lack of a supportive response to this might well account for some 
of these difficulties. However, this story might risk neglecting important contextual aspects of 
each significant relationship experience, although I’m aware that this response might constitute 
‘wishful thinking’ on my part, and inquiring after ‘exceptions’ to troubling experiences must 
never be allowed to be construed as a lack of appreciation of the seriousness of a person’s dif-
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ficulties. I was also concerned with Molly’s apparent reluctance to discuss her experience of 
sexual abuse. There might be any number of potential hypotheses to explain this reluctance, 
but I would be interested in how we might talk about ‘talking about the abuse’, in order that any 
discussion of such a potentially significant experience does not compound the apparent harm of 
the lack of response to the abuse when it occurred.

To best illustrate the process of formulation in systemic practice, we begin by sharing 
our development of many potential systemic hypotheses. The information most per-
tinent to the formulation is that which gives insight into the relationships between 
Molly and her family/social systems, both past and present. In many respects, infor-
mation about presenting ‘problems’, such as eating and sleeping patterns, would be 
less pertinent to us, as these would be seen as a manifestation of relational difficul-
ties. However, they must not be dismissed, as they may be viewed as ‘the problem’ 
by Molly and connect to her goal to ‘get better’. Changes in these reported difficulties 
may also provide an opportunity to measure change.

8.5.1  Deconstruction of the Problem

We agreed to prioritise the deconstruction of the problem. This would include consid-
eration of how different members of the family define the problem, how the problem 
affects relationships and vice versa, for whom the problem is most difficult, the life 
history of the problem, and exceptions to the problem (Vetere & Dallos, 2003). At this 
point, we only have information from Molly, which would be a significant limitation. 
We would want to seek information from family members by inviting them to a family 
session.

On the whole, Molly frames the problem and the onus for change as located 
within her, e.g., referring to needing help to “sort (herself) out”. There are many 
indications of her perceived personal failings, such as being unattractive, under-
achieving, unable to fit in, and unable to meet the sexual needs of potential partners. 
Even where problems have arisen in the context of other people behaving in particu-
lar ways towards her, Molly frequently frames the problem as her reaction to them. 
Similarly, family members appear to locate the problem within Molly, viewing her 
as “overly emotional”. To us, the interpersonal nature of Molly’s difficulties seems 
evident throughout her history and current concerns, and our first hypothesis is that 
the array of difficulties Molly describes over time are signs of a struggle to ‘fit in’ with 
her family and wider social system. Moving towards a more systemic deconstruction 
of the problem may be a challenge, as we would be starting at a very different posi-
tion to Molly and members of her system. This also highlights some of the inherent 
tensions within contemporary family therapy, as our fundamental hypothesis that 
the problem is relational may be seen to contradict the adoption of a ‘not knowing 
position’. As family therapy values and allows for multiple perspectives to be heard, 
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we would not seek to dismiss individualised conceptualisations of Molly’s difficul-
ties, but to open up the possibility that Molly’s difficulties may be both located in her 
(through their construction within the language of the system) and relational in their 
origin and maintenance.

There do appear to be some exceptions to Molly’s difficulties, including: success 
at school; forming relationships (both with men and colleagues); gaining employ-
ment; initially enjoying living independently in her flat and being motivated; and 
some positive relationships with staff during her inpatient stay. Further, some of the 
problematic processes identified below might very well be intended to solve other 
problems. Any such exceptions or good intentions might be drawn upon in both the 
development of hypotheses and during interventions, but remain undeveloped and 
relatively untouched at the stage of assessment.

8.5.2  Problem-maintaining Patterns and Feedback Loops

Here, we would be interested in considering the structures of the family and any repeti-
tive behavioural patterns based on feedback loops within the system (Vetere & Dallos, 
2003). Drawing on structural family theory, it could be suggested that the boundaries 
between family members seem to be rigid to the point of disconnection (Minuchin, 
1974), and have led to a perceived lack of emotional connectedness between family 
members. However, in light of Anna’s aforementioned reflections, it would be impor-
tant to understand the boundaries of the family from the perspective of each of its 
members, rather than imposing the therapist’s own, potentially biased, perspective.

We would not argue that the kind of family structure described by Molly is always 
problematic, but that in some circumstances there is a poor fit. In Molly’s case, this 
structure might have significantly reduced the family’s ability to respond to her 
experience of sexual abuse in a constructive fashion. Indeed, Molly herself reported 
feeling constrained from disclosing the abuse, and her family appear not to have been 
alert to any changes in emotion or behaviour that Molly most likely experienced after 
the abuse.

The family organisation may have compounded these difficulties later. The tran-
sition out of the family home to university was difficult for Molly. Transitions such 
as a child leaving home are often stressful for the system, and the family will some-
times respond by clinging to old roles and patterns (Wood & Talmon, 1983). In addi-
tion, there is evidence that parent-daughter boundaries are connected to young adult 
females’ development of an independent identity (Fullinwider-Bush & Jacobvitz, 
1993). Molly attempted to follow a ‘normative’ path of going to university, but “failed” 
to take this step towards autonomy, relative to both the family norms and expecta-
tions (achieved by her sister), and broader social norms. It may be that this context 
perpetuated the organisational family pattern of Molly being identified as “overly 
emotional” by other family members.
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The primary feedback loop we would be interested in focusing on relates to 
Molly’s expression of emotion and need for closeness, and the apparent consequen-
tial rejection by others, which may lead to an escalation in both distress and rejec-
tion. An alternative is for Molly to suppress the expression of her emotional needs, 
but this may lead to other manifestations of distress. We also considered a feedback 
loop in which Molly aims to please others but has never quite succeeded or ‘failed 
enough’; her successes have not been sufficient to achieve the kind of recognition she 
seeks from her parents (in particular), but neither has she failed sufficiently to prompt 
experimentation with other goals or life plans.

Two other possible feedback loops were identified that might be of relevance, 
but which will not be the key focus of the present formulation. The first related to 
Molly’s difficulties having sexual relationships, leading her to avoid intimacy. This in 
turn may lead others to view her as not seeking intimacy, thus maintaining the diffi-
culty by reducing opportunities to develop sexual relationships. The second related to 
Molly withholding information about being sexually abused from her family through 
fear of ‘wrecking the family’. The family is therefore denied the possibility to respond 
in any way, maintaining Molly’s fear and anticipation of a catastrophic response, and 
potentially facilitating further withholding of information.

8.5.3  Beliefs and Explanations

We would also explore different levels of beliefs about the problem and what should 
be done about it, including family members’ perceptions, and socio-cultural beliefs 
and discourses from outside of the family (Vetere & Dallos, 2003). There appears to be 
congruence between Molly’s belief that she is not coping, and the family belief that 
she is ‘over emotional’. These beliefs might also link with discourses in mental health 
services about individuals who may be discussed as having a ‘personality disorder’. 
The interaction between these beliefs at different levels may contribute to a dominant 
story that the problem is located within Molly, and is related to her personal failings, 
rather than having a relational aetiology. It is striking that these explanations do not 
draw upon Molly’s experience of sexual abuse and the lack of a protective response to 
this. Further, these explanations do not really account for exceptions when Molly has 
been able to function well and relate to others.

8.5.4  Emotions and Attachments

In deconstructing the problem, we were particularly drawn to the hypothesis that 
expressions of emotion were discouraged within the family and that Molly’s emo-
tional expression led her to be viewed as “overly emotional”. This is a pattern that 
appears to have occurred in Molly’s other relationships, and in the initial response 
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she received from mental health services. Molly’s expression of emotion might be 
helpfully understood as an attachment behaviour with an intended function of secur-
ing relational safety and closeness, but an actual effect of troubling her relationships 
and triggering further distress.

8.5.5  Contextual Factors

These factors relate to resources, the history of the problem, environmental factors, 
extended family, role of professional agencies, and cultural discourses (Vetere & 
Dallos, 2003). These have largely been addressed in the previous sections of the 
model so will not be considered further here.

8.5.6  Initial Formulation

The analysis above using the integrated framework helped us to consider a range of 
systemic ideas and theories that may be relevant to developing a formulation of Molly 
and her difficulties. However, it already appears “like an overwhelming kaleido-
scope of factors” that need to be synthesised into a manageable formulation (Vetere 
& Dallos, 2003, p. 81). In reality, we would not be sharing hypotheses with the family 
based only on information from one family member. Instead, we would work from a 
position of curiosity with the family to develop and revise hypotheses that may be 
useful in introducing potential for change. Hypotheses would be shared with the 
family soon after they came to mind, to lead to the family discussing the idea (Byng-
Hall, 2008) and to facilitate opportunities to respond to their feedback in line with the 
principle of circularity (Selvini Palazzoli et al., 1980).

Molly’s identity is dominated by beliefs or a dominant ‘story’ that she falls short 
of her own and other people’s standards and expectations, both in terms of relation-
ships and achievements. These beliefs seem to have developed through early expe-
riences of family relationships and continue to affect her relationships with others 
within and outside of the family. Molly is more open about expressing her emotional 
needs than her parents. Molly’s mother in particularly seems to focus on achieve-
ments rather than emotions in her interactions with Molly, perhaps because she was 
keen for her daughter to be ‘successful’. The problem maintaining feedback loop 
below outlines the relationship between Molly’s emotional expression and her fam-
ily’s view of her:
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The problem may escalate as Molly experiences increased distress in response to 
rejection, or expresses her emotional needs in other ways (including some of the 
behaviours she sees as problematic), which may in turn lead to further actual or antic-
ipated rejection. Molly’s experience of sexual abuse, and her fear of rejection if this is 
disclosed, may also contribute to this problem-maintaining feedback loop.

However, it is important to note that the formulation remains tentative and could 
change significantly when different perspectives from other family members are put 
forward.

8.5.7  Intervention Objectives

The objective of the therapy would be to achieve positive change for Molly in the areas 
that she has identified. However, in keeping with the wide range of options available 
for change within systemic practice, the ‘specific’ mechanisms of change are poten-
tially still broad – creating change in any of the behavioural patterns, belief systems, 
or emotional patterns within the family system and in the relationship between the 
family and wider cultural and political contexts (Vetere & Dallos, 2003). Given the 
complexity of even small social systems, how change unfolds must be regarded as 
uncertain. Rather than prescribing precise targets for change, formulation in systemic 
practice suggests areas for therapists to focus upon. Skilfully done, these therapeutic 
efforts will incite changes in patterns of communication, belief, and behaviour in the 
areas of most concern to the family.

Ultimately, Molly and her family must determine whether the objective of achiev-
ing positive change has been met. In systemic practice families are frequently invited 
to comment on whether any progress is being made. ‘Scaling questions’ are a well-
known technique of monitoring progress towards problem resolution, using a ten-
point scale (Berg & de Shazer, 1993). To aid the measurement of change, we could also 
use a well-established contemporary measure of family functioning and change, such 
as the SCORE-15 – derived from the original SCORE-40 (Stratton, Bland, Janes, & Lask, 
2010, see aft.org.uk/view/score.html).
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8.5.8  Intervention Plan

In keeping with a systemic approach, here we identify our starting point for therapy 
and likely approach to the work. Anything more specific would assume that our ideas 
and practice would not change across the therapy, which is certainly not the case.

A systemic intervention would most likely face two initial challenges: firstly, 
joining with the family to promote a family level solution to something that is per-
ceived to be an individual’s problem; and secondly, beginning the work with a sys-
temic hypothesis that challenges key family beliefs. Our starting point would be to 
invite the whole family into a therapy session, if they were willing, in order to focus 
on the relational aspects of Molly’s difficulties. As therapists, we would aim to create 
a secure therapeutic base for the family; the initial session may last an hour and a half 
or more, to “allow time for difficult issues to emerge with some intensity and have 
some chance of being addressed” (Byng-Hall, 2008, p. 138). Molly would also need to 
be given individual time, apart from her family, to consider how and when her experi-
ence of abuse may, or may not, be discussed.

A range of question types would be used within sessions to facilitate ‘interventive 
interviewing’ (Tomm, 1988) – a style of asking therapeutic questions that potentially 
fosters change in a system. Lineal questions would be used first in order to establish 
the definition of the problems from the perspective of each family member. Circular 
questions would then be used more frequently to compel the family to experience the 
circularity of their family system, to shift away from more linear stances, leading to 
increased perceived membership of the problem (Penn, 1982). This would open up 
the possibility for new stories to develop within the family system based on familial 
patterns rather than “truths” and facts (Cecchin, 1987). We would also be interested in 
identifying patterns or scripts within the family that highlight how family roles have 
developed (Byng-Hall, 2008), and may use genograms of wider family relationships 
to reveal broader patterns (McGoldrick, Gerson, & Petry, 2008).

If within-session exploration supported the initial formulation outlined above, 
the aim of therapy would be to disrupt these patterns by focusing on both how Molly 
expresses her emotional needs, and how others respond to her. In addition to the 
above, we might make use of strategic questions, which are designed to influence the 
client or family in a specific way, in this case by reducing the likelihood of them con-
tinuing along the same problematic path (Tomm, 1988). Reflexive questions would 
also be used to encourage the family to generate their own connections and solu-
tions in their own manner and time (Tomm, 1988). By generating alternative ways 
of behaving, and fostering alternative beliefs about the behaviour within the family 
system, we would be optimistic that beneficial therapeutic change would be forth-
coming. However, if change within the system was difficult to enact, we would revisit 
our hypotheses and formulation in order to identify any crucial information we may 
have missed, and reflect on any assumptions that were made that may have been erro-
neous or that led to a less effective way of working with this particular family system.
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8.6  Systemic Family Therapy Formulation: Critical Commentary

“The map is not the territory” warned Alfred Korzybski more than 80 years ago, and 
the metaphor of the map helps to portray some of the issues involved in critically 
reviewing a case formulation developed from a theoretical framework different to 
one’s own. Just as a topographical and a geological map will show different features 
of the same terrain, so the different observational perspectives entailed by the various 
therapeutic orientations afford different representations of the same clinical phenom-
ena. Some discrepancies are simply a matter of nomenclature, allowing for straight 
translations between alternative formulations; others represent different emphases 
in observation. We can compare divergent maps and even enter into their particular 
viewpoints if they share sufficient common characteristics. By contrast, we would 
have difficulties recognising a territory represented by aboriginal songlines, and our 
pets presumably have precise olfactory maps of our homes to which we have as little 
access as they have to our carefully drawn floor plans. What allows us as psycholo-
gists to mediate between our varying therapeutic perspectives are common clinical 
observations, which – although constrained by our interpretative scaffolds – are rela-
tively constant, and our shared commitment to paying attention to evidence, both 
from the narrower clinical and the broader psychology sources, even though we may 
argue about what should count as legitimate evidence.

Regarding this latter point, we think that the authors of this chapter could have 
been bolder in arguing not only for the possibility, but indeed for the necessity of using 
multiple sources of evidence. While systemic approaches and ISTDP share misgiv-
ings about the ‘decontextualized relationship that characterises much psychotherapy 
outcome research’, there are serviceable alternatives. Contemporary ISTDP research-
ers make extensive use of single case study designs for investigating both outcome 
and process. With this in mind, there is no good reason why the processes and con-
texts characterising successful systemic family therapy should remain “shrouded in 
mystery”. An allegiance to maintaining openness to multiple explanations and scep-
ticism towards assertions of ‘the truth’ should not lead us to give up on the search for 
truths, partial though they may be.

Using the therapist’s own experience as a potential source of information is an 
idea that appears to be shared by psychodynamic and systemic practitioners, be that 
in order to ‘further the therapeutic process’ as suggested in this chapter, or to gain 
better understanding, both cognitively and emotionally. To record the authors’ dif-
ferential initial reactions to the clinical material is a promising start, but we wonder 
whether it has been made the most of here. There is a clear contrast between Anna’s 
emotional – and in part visceral – reaction to the material, based on her personal 
history and early experience as well as on her current values, and Mike’s more cogni-
tive response, driven by intellectual curiosity but tempered by caveats about potential 
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biases. It may be that these are gendered reactions or that they are simply represen-
tative of two of the repertoires at the therapist’s disposal – feeling and thinking. It 
is plausible, however, that they might pick up a tension within Molly, between her 
emotional needs and her wish to please by intellectual achievement, as later alluded 
to in the description of the ‘primary feedback loop’. Such an intrapsychic experience 
would of course be played out in, and reciprocally strengthened by, its interpersonal 
parallels. To explore this possibility further, we wish that the authors had drawn on 
the two other repertoires available to them – acting and relating. It would have been 
good to have had access to the dialogue between them, exploring their different reac-
tions rather than filing them away as potential sources of trouble. Having two (or 
more) people interacting in responding to the same material is a valuable resource 
between co-therapists or in a reflective team; it might have equally helped to deepen 
the reader’s access to the systemic formulations. This could have also led us into a dis-
cussion of intersubjectivity (to what extent the drawing of the map creates the terri-
tory), which should be a particular strength of the systemic approach and an area that 
other viewpoints could learn from. Though an area of debate among psychodynamic 
therapists, it is not usually addressed within the literature on ISTDP.

Most notably, we were struck by the relative neglect of specific emotions in the 
formulations. It is not clear whether in systemic approaches emotions would be seen 
purely as epiphenomena, as in behavioural theory, or regarded as central, as they 
would be in process-experiential and psychodynamic approaches. ‘Emotions and 
attachments’ had been listed as one of the five areas that an integrated model of sys-
temic formulation would need to pay attention to, but it appears that they are not an 
important component in this chapter, maybe mirroring Molly’s family and their atti-
tudes towards emotional expressiveness. ‘Distress’ is a rather imprecise description 
for a reaction that may encompass anger, sadness, disgust, shame, guilt, humiliation, 
and fear, among others. One might argue that such feelings are intrapsychic expe-
riences and therefore outside the purview of an interactional perspective; however, 
such a position would overlook the concept of emotions being reciprocally deter-
mined, either in a symmetrical or complementary fashion, as first postulated by inter-
personal theorists.

Finally, we would want to acknowledge the broad areas of overlap between our 
outlook and the systemic perspective. Critical reviews invite the ‘narcissism of small 
differences’ that often characterises the exchanges between the different therapeutic 
tribes. Research evidence tells us that theoretical orientation has a negligible influ-
ence on outcome variance, but as clinicians we need the containment that a coherent 
perspective affords us when faced with the uncertainties and challenges of our daily 
practice. We hope the dialogue in this chapter and this book helps all of us to broaden 
our repertoires – emotional, relational, cognitive, and behavioural – when we engage 
in psychological therapies.
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8.7  Author Response

We would like to signal our agreement with the key sentiment of the critique; that we 
have far more in common than apart.

When focussing upon our differences, the ISTDP authors have identified in our 
formulation an absence that is arguably seen across much, though not all, systemic 
thought and practice – namely a lack of a precise classification of emotion. One poten-
tial response that we might adopt as systemic practitioners is to make greater efforts 
to incorporate interpersonal theories of emotion, such as attachment theory or ideas 
from the psychodynamic tradition. However, we are drawn to a different response 
that reflects another point of difference identified in the critique. Many contemporary 
systemic practitioners do believe that the map ‘creates’ the territory. That is to say, 
the ideas and words we use to name and interpret experience become constitutive of 
that experience. From this flows a reluctance to name or specify emotion at the level 
of detail promoted within ISTDP at the stage of formulation. Rather, we might invite 
Molly and other family members to ‘name’ these experiences for themselves. Differ-
ences identified between family members in conceptualising emotional experiences 
would be seen not as problematic, but as a potential resource for therapeutic change. 
At this stage in the formulation, the feedback loop that offers a general interactional 
pattern relating to emotional expression could be a starting point from which to iden-
tify situations or examples in which specific emotions could be named and discussed.

The critique also encouraged greater use of research to investigate both outcome 
and process. There is undoubtedly a need for systemic practice to develop a much 
more substantial body of process and outcome research. However, finding a form of 
credible and purposeful research that remains consistent with an interest in multiple 
perspectives and a model of circular causation is a challenge.

We also agree that it would have been useful for us to present some of the dia-
logue between us about our initial responses to the material, although our rationale 
for this would be different to that suggested. The critique saw it as plausible that our 
two different reactions – one more ‘emotional’, the other more ‘cognitive’ – might 
represent a tension within Molly. From our perspective, the different reactions would 
not be seen to reflect the internal state(s) of the client, but instead to reflect the ‘use of 
self’ encouraged within systemic therapy. Observing intersubjectivity in action could 
have given insight into how multiple perspectives might shape a systemic formula-
tion, including potential benefits of different therapists’ world views compensating 
for each other’s ‘blind spots’. Equally, it could raise some questions about the interac-
tional patterns and issues between team members, such as whether some are seen to 
hold more power and influence than others and potential reasons for this.
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9  Body-Centred Psychotherapy (BCP)
Body-Centred Psychotherapy (BCP) takes as its starting point the principle that all 
psychological experiences, pleasant and unpleasant, are embodied experiences 
(Keleman, 1981). As philosophers are keen to remind us, we do not just have bodies, 
we are bodies (Marcel, 1964). The world around us from conception onwards affects 
and leaves its mark upon the body; a point increasingly emphasised in developmental 
interpersonal neurobiology (Siegel, 2010) and developmental psychology (Gerhardt, 
2006). For this reason, BCP asserts that the body deserves great attention in clinical 
practice.

Recognising the importance of the body is not unique to BCP however. Therapies 
from the cognitive-behavioural tradition, for example, stress awareness of physiologi-
cal phenomena and include bodily awareness in their formulations (e.g., Padesky 
& Greenberger, 1995). Eye Movement Desensitisation and Reprocessing (EMDR) con-
siders physical sensations a central part of the trauma treatment protocol (Shapiro, 
2001). The humanistic school of psychotherapy equally pays great attention to the 
body. Gendlin, a philosopher working alongside Carl Rogers, developed ‘focussing’, 
a technique by which an embodied felt-sense expresses itself in language (Gendlin, 
2003). Likewise, several of the therapeutic experiments designed by Frederick Perls 
aim to foster awareness of habitual gestures and bodily responses (Kepner, 1987). 
Similarly, psychodynamic approaches demonstrate interest in bodily experience, 
and the muscular tensions and somatic symptoms habitually reported by analytic 
patients (Reich, 1980; Young, 2006). Some psychodynamic practitioners have even 
been so bold as to state that the body is the unconscious (Lowen, 1975). Contempo-
rary BCP draws upon, or incorporates, many approaches, but in recent decades it has 
undergone considerable theoretical development. Carroll (2003) suggests that there is 
a ‘cultural and paradigm shift’ towards recognising the embodiment of psychological 
processes and therefore the importance of the role of the body in therapy. Research 
on psychological trauma (e.g., van der Kolk, 1996, 2014) and the neuropsychological 
literature with links to attachment theory (Schore, 2003; Solomon & Siegel, 2003), has 
further driven BCP to gather a repertoire of therapeutic techniques, many of which are 
outlined below.

BCP is therefore most accurately viewed as a cluster of psychotherapies rather 
than a single approach (Totton, 2003) and can be usefully grouped into three discern-
ible models: the adjustment model, which views the correct aligning of the body as a 
way to psychological health; the trauma model, which holds therapy to be a process 
of abreaction or emotional expression in which past trauma is released from being 
trapped in the body; and the process model, which aims to sensitively facilitate the 
healing or psychological growth process latent in the body. Each of these models has 
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its advantages and drawbacks, but many contemporary systems of Body Psychother-
apy are a synthesis of these approaches.

The term BCP in this chapter is therefore used to denote an approach which is a 
synthesis of these three models and is derived from, but not confined to, that elabo-
rated by Ron Kurtz (1990), often called Hakomi (a Native American term paraphrased 
as ‘to be well in all one’s worlds’). We draw to some extent on the historical BCP litera-
ture of Character Analysis (Reich, 1980) and Bioenergetics (Lowen, 1975). We incorpo-
rate more recent contributions to the BCP literature from Character Styles (Johnson, 
1994), Trauma Therapy (Levine, 1997; Rothschild, 2000), Attachment (Schore, 2003), 
Focussing (Campbell & McMahon, 1997; Friedman, 2007), and Executive Development 
(Cotter, 1996). We also anticipate further developments in the pioneering work of The 
Sensorimotor Psychotherapy Institute (www.sensorimotorpsychotherapy.org), only 
some of which have yet found their way into the public domain in the form of articles 
and book-length monographs. But in using the term Body-Centred Psychotherapy we 
are primarily drawing on the approach outlined by Kurtz, with some notable addi-
tions from the other models.

One of the unique theoretical contributions of the BCP approach is the notion 
of ‘character strategy’, a set of short-hand characterisations that aid the therapist to 
quickly understand the habitual ways in which their client relates to the world. Char-
acter strategies are not personality types but rather themes that can be identified in 
people. Any given client can present with several character strategies in operation. 
They do not represent a person’s identity but rather habitual patterns of relating to the 
world. Over the last century, various schemes of character strategies have been pro-
posed in BCP (Cotter, 1996; Johnson, 1994; Lowen, 1975; Reich, 1980). In the Hakomi 
approach, Ron Kurtz (1990) developed a roster of eight strategies, each named func-
tionally rather than pathologically. He viewed character strategy as a “strength devel-
oped to the point of imbalance” which becomes “a weakness” on the basis that “every 
function overly developed in one direction leaves another direction undeveloped” (p. 
40). Ogden added a sensitive/emotional character strategy to the eight put forward by 
Kurtz (Fisher & Boreham, 2014a). Understanding the character strategies, and how 
they influence the organisation of present moment experience, is a key part of the 
theory and practice of Hakomi and Sensorimotor Psychotherapy and will be utilised 
in the formulation below.

9.1  Empirical Evidence

In terms of evidence-base, BCP as a movement has tended to eschew randomised 
controlled trials (RCTs) and other clinical research methods. Dinas (2012) highlighted 
the difficulty of constructing useful outcome measures or psychometric instruments 
when therapeutic changes are difficult to put into words. In addition, it is challenging 
to devise an RCT with a therapy that tracks the client so closely and alters technique 
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based on the in-session experience of the client and in-vivo experimentation. Similar 
problems of evaluation are reported in other therapeutic approaches that construct a 
bespoke treatment strategy for each client (Yalom, 2009).

Nevertheless, some single-case and anecdotal evidence for BCP effectiveness 
has been accrued. Individual clients report the benefits of the approach (Dinas, 
2012; Fisher & Ogden, 2009), as do participants in a stabilization group intervention 
(Langmuir, Kirsh, & Classen, 2012). In addition to this, clinicians in the trauma field 
endorse the theoretical necessity of focusing on the body (Lanius, Lanius, Fisher, & 
Ogden, 2006; Levine, 1997; van der Kolk, 1996, 2014) and have published case exam-
ples (Rothschild, 2003). However, further studies on BCP are needed to establish the 
evidence-base for this approach.

9.2  Formulation in Action

The formulation presented in this chapter therefore uses the term ‘body centred psy-
chotherapy’ (BCP) to refer to Hakomi and Sensorimotor Psychotherapies. Within this 
approach, key factors to inform an initial formulation include: indications of past 
trauma (either event-based trauma or attachment-related developmental trauma), 
character strategy, and how present moment experience is organised, and could 
provide a frame to access ’core material’ for intervention.

Our initial hypotheses were that Molly’s main issues were driven by charac-
ter strategy developed in her early and subsequent attachments and relationships. 
However, there may also be traumatic roots to her difficulties.

9.2.1  Character Strategies

When looking for possible character strategies, we pay attention to how they cur-
rently appear and play out in relationships, work, decision making and other key 
areas of a person’s life. In the assessment phase, we would assess particularly how 
the character strategies are manifested in the body and what the current ‘felt sense’ is 
within the session when attention is paid to elements of the story or difficulty being 
described. From the case description, we will highlight certain information which 
may indicate certain character strategies. However, accurate identification of charac-
ter strategies requires a therapist to be in contact with a patient (Glazer & Friedman, 
2009), and any conclusions drawn from a written account are therefore reflective of 
working hypotheses.

On first reading it appears that Molly exhibits what BCP would call Sensitive-
Withdrawn (S/W) character strategy. She takes refuge in withdrawing from people 
as it feels threatening to be in contact with others. The other main character strategy 
evidenced in the case is named Expressive-Clinging (E/C) in the BCP nomenclature. 
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This is a strategy that attempts to maintain contact with others by dramatising to 
sustain attention. The indications of clinginess in relationships and words such as 
‘dramatic’ used by her parents to describe Molly give a clue to this strategy. While 
other strategies may also be present or uncovered during therapy, the initial formula-
tion stresses the tension exhibited in Molly between her dominant S/W presentation 
and the signals of an E/C strategy. While the S/W strategy seeks to withdraw from 
others, the E/C strategy clings to them. They therefore represent conflicting needs in 
Molly and it is possible that she is pulled between the opposite desires of seeking sep-
aration yet needing togetherness. This inner conflict is seen in contrasting behaviour, 
cognitions, emotions, body posture, inner sensation, movement, and five sense per-
ception – what Kurtz (1990) terms the ‘core organisers’ of present moment experience.

9.2.2  Trauma

During the assessment and therapy process, signs of the remnants of unresolved 
past trauma would be tracked in the body. The sexual abuse disclosed is said to have 
occurred when Molly was aged nine, so traumatic elements would be considered in 
the context of developing character, also acknowledging the additional affects the 
trauma may have had on Molly, and how this is held in her body. It is difficult to 
suggest, without further information or observation, how much impact the sexual 
abuse has had on Molly. Therefore some assumptions will have to be made during 
formulation. It would be important to think about the context of the sexual abuse and 
also the developmental stage which normally occurs around age nine, as the abuse 
may have interfered with that development (Putnam, 2006). There are some indica-
tors within her account that she has difficulty with sexual intimacy (reporting anxious 
thoughts about it “going too far” and feeling “dirty”), which are responses commonly 
reported by sexual abuse survivors (Sanderson, 2006). Pelvic pain and IBS are also 
commonly reported by sexual abuse and trauma survivors (Paras et al., 2009); IBS has 
been linked by some authors with chronic hyperarousal (Kendall-Tackett, 2000), and 
pain has been described as “procedural memory for the sensorimotor experiences of 
the trauma” (Scaer, 2014, p. 104), so we would see the physical symptoms as poten-
tially linked to a trauma response within Molly.

Trauma is tracked in the present moment via autonomic nervous system (ANS) 
arousal. Some of Molly’s currently reported difficulties, such as ‘butterflies in 
the stomach’, needing to go to the loo, difficulty sleeping, and shallow breathing, 
are indicative of ANS arousal in response to perceived threat (a trauma response). 
However, it should also be noted that the S/W character is also a trauma-based strat-
egy and tends to have high ANS arousal in response to attachment based threat, so an 
observed high ANS arousal could be linked to character and/or the past abuse history. 
Central to BCP theory and practice is the ‘Window of Tolerance’ model of ANS dys-
regulation (Siegel, 1999), which proposes that between the extremes of hyperarousal 
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and hypoarousal, there is a ‘window’ within which emotions and body sensations can 
be tolerated, and information can be processed and integrated with this experience. 
Animal defensive responses, such as ‘fight’, ‘flight’, ‘freeze’, ‘submit’, and ‘attach’ are 
mapped onto this model of autonomic arousal at the two extremes (Corrigan, Fisher, 
& Nutt, 2011). The model is utilised widely within BCP to track the client’s autonomic 
arousal, with the aim of increasing their ability to be aware of their arousal patterns 
and triggers, and to ultimately be better able to regulate their arousal levels (Corrigan 
et al., 2011; Ogden, Minton, & Pain, 2006). Molly’s ANS arousal would therefore be 
tracked during sessions, and this model discussed with her so she can start to mind-
fully track her own arousal levels and any triggers which may lead to hyper- or hypo-
arousal. We would also look for signs of dissociation occurring within the session or 
client report. There is little in the case description to suggest the presence of problem-
atic dissociative experiences. However, we would continue to be vigilant for this and 
work with it using Sensorimotor Psychotherapy (Ogden & Fisher, 2014; Ogden et al., 
2006) if it was present.

9.2.3  Present Moment Experience

When meeting with Molly, present moment to moment experience would be tracked 
and contact made with what is being experienced. From the case description there 
is little information about the ‘core organisers’ which Molly experiences during the 
therapeutic sessions. However, there are some interesting details which allow for sup-
position and inform the formulation below. Molly’s anger with the therapist in the 
first session is initially surprising, as a predominant S/W presentation would suggest 
a more withdrawn presentation. The fact that she was angry could mean that this 
strategy is already softening, or that another strategy was dominant, or that a trauma 
response had been triggered within the session. This is discussed further below.

9.2.4  Initial Formulation

9.2.4.1  Developmental Issues–Attachment and Character
It is hypothesised that Molly demonstrates an insecure-avoidant primary attachment 
style, a presentation which is described by Ogden and colleagues (2006, p. 49; p. 
55) in terms of a tendency to withdraw from others, preferring self-regulation, and 
to minimise attachment needs. There is a tendency to avoid expression of emotions, 
and an over-regulation of emotional responses. How this can present in the body is 
varied as some may present as quite rigid in muscle tone and may pull back from 
others, whereas some may have a more passive structure in their body. This is also 
similar in presentation and linked to the S/W character strategy, which will be dis-
cussed further.
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Given our hypothesis discussed above, it is proposed that Molly’s predominant 
character strategy is S/W, with elements of E/C, and we therefore formulate her case 
on this assumption while being open to acknowledging the presence of other strate-
gies. As the case information also suggests that Molly’s current difficulties may have 
traumatic roots, it is important to acknowledge a likely trauma background, which 
will interact with these character strategies. People who have the S/W strategy tend 
to be quite isolated, and to withdraw from or avoid social contact (Kurtz, 1990), as 
discussed above. Molly is single, lives alone, and tends not to socialise much as she 
finds large groups difficult. This may indicate a tendency to withdraw as she feels 
unwelcome in groups and may feel like a ‘stranger in a strange and dangerous land’ 
(Kurtz, 1990, p. 43) when in a group setting. She only felt able to socialise with her 
housemates when specifically asked to do so, as she did not wish to impose on the 
group. Molly also felt that she did not ‘fit in’ when working as a classroom assistant. 
There is further indication of this strategy where she feels ‘stressed’ and ‘exposed’ 
at university when having to take part in role plays, presentations, and class discus-
sions, which would be particularly threatening to this character strategy which takes 
refuge in avoiding being seen. Molly does have one long term friend (Eve), but seems 
to also keep her at distance, talking to her on the phone once a week (although it is 
not clear whether Eve lives close enough to Molly for regular face to face contact). 
More recently it seemed like this strategy relaxed a little in relation to Amy, who began 
working at the library, and a brief friendship began to develop. However, when Molly 
thought she heard Amy making a comment about her, this would have felt threaten-
ing and triggered a return to her default way of being (withdrawing and avoiding). The 
same withdrawal and avoidance pattern emerged after her encounter with Jack. We 
would hypothesise that the S/W pattern would manifest in Molly’s body with tension 
(often within the core) and, with trauma responses (ANS arousal) easily triggered, 
she may have a tendency in her body to pull away from contact with other people. 
Her body may physically hold the core belief around ‘holding oneself together’ via 
the tension and a ‘holding in’ pattern in the whole body. Core beliefs linking with this 
pattern might be around not belonging or being welcome, or the world not being safe, 
so it is likely that these beliefs would be present for Molly.

The childhood environment described is also consistent with a need for this adap-
tive strategy to be developed. Her home life is described as ‘lacking warmth’ and her 
parents living very separate lives within the same home. It is therefore unlikely that 
there was much emotional or physical contact between Molly and her parents, and it 
is likely that she would have had to learn to distance herself from people in order to 
cope with this environment. It is likely that she would have had many experiences of 
her emotional needs not being met, which would have left her having to manage these 
emotions, mainly by shutting them down and learning to manage them by herself. 
This would then be reflected in her body and muscular pattern, as her body organised 
itself around containing these emotions. The S/W strategy is often observed in the 
body as tension, tightness, and appearing to lack emotion and seeming ‘cold’ to other 
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people (Kurtz, 1990). Fisher and Boreham (2014a) suggest that S/W is characterised by 
‘holding and tension’ in the body and the person is ‘internally frightened, extremely 
sensitive, often suspicious or on guard, finding it difficult to make contact because it 
feels as if the only safety is withdrawal far inside’ (Fisher & Boreham, 2014b). Indeed, 
Cotter names this the “Hold Together” personality. A pattern of holding and tension is 
also likely to affect breathing, so Molly may display a pattern of shallow breathing as 
well. There may also be a startled or withdrawn look in the eyes (Cotter, 1996).

Emotions may be quite cut-off in someone who has a predominant S/W strat-
egy, and this may be the case with Molly, as she has learnt to not display emotions 
or needs, because these were not recognised or accepted. This could be observed as 
tension in her jaw/mouth as she learnt as a child to hold in her emotions rather than 
to express them. The S/W strategy often withdraws internally into cognitions, and 
becomes very analytical, splitting off from emotional content. However, there are also 
various strengths in this strategy, one of which is creativity and analytical abilities, 
as people withdraw into a world of imagination, theory, analysis, and fantasy (Kurtz, 
1990), and in certain circumstances these characteristics can be very useful.

Within therapy, Molly is described as appearing very tense and sitting very still 
and upright. The phrase ‘pull/keep herself together’ is mentioned three times and is 
likely to reflect a core belief which could be manifested in the body in a ‘pulling in’ 
around the central torso area. However, it is mentioned in the context of ‘I should be 
able to pull myself together’, which may mean that she is finding it difficult to con-
tinue with this strategy amongst her current difficulties.

During the first session, it is noted that her gaze fluctuated between the therapist 
and the door, which is suggestive that a ‘flight’ response had been triggered, and her 
body, via the ANS, had geared up to quickly leave the situation which was so anxiety 
provoking for her. We could theorise that the therapy setting is threatening or anxiety 
provoking because her S/W strategy would not want the therapist to ‘see’ or engage 
with her, and so this triggers her ANS into hyperarousal. She appears to manage this 
desire to leave and remains in the session; however, it could be hypothesised that by 
suppressing her body’s ‘flight’ response, this leads to a ‘fight’ response being trig-
gered. With the ANS arousal high, she may be outside of her window of tolerance and 
the anger, confrontational, and critical behaviour could therefore be a ‘fight’ response 
to the perceived threatening situation.

Other perhaps less dominant character strategies, which may be triggered by spe-
cific situations, are also indicated within the case description. We will briefly discuss 
Expressive Clinging (E/C) here as it appears particularly relevant to Molly’s close rela-
tionships and her stay on the ward, and may be helpful to the formulation, both to 
understand her behaviour and predict how she may present at times in therapy. This 
strategy dramatises and amplifies events and feelings in order to gain attention and to 
maintain relationships. The desire is to avoid separation and utilises dramatisation to 
delay ending relationships or conversations (hence the ‘clinging’ part of the term), rep-
resenting a need for love and attention which has not previously been received (Kurtz, 
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1990). There are some indications of this E/C strategy being present for Molly, as she 
is reported to have been seen as “controlling”, “emotionally demanding”, “overly 
emotional”, “clingy” and “dramatic” by others, particularly when a relationship is 
under threat of ending. On the ward, the nurses are reported to have experienced 
her as “histrionic”, and “attention seeking”, which also could have been due to the 
activation of the E/C strategy as she sought to gain attention from staff members. It is 
possible that the staff who felt they had established a positive relationship were able 
to meet some of her needs for attention and consideration, and therefore this strategy 
was not needed. As mentioned above, it is possible that Molly is pulled between her 
two main character strategies – one desiring separation and withdrawal to feel safe, 
the other desiring contact, and maintaining this through drama and ‘clinging’. This 
could therefore create quite a conflict within Molly, and be confusing to others as she 
exhibits seemingly contrasting behaviour at different times.

9.2.4.2  Trauma
Whilst there is less information about any traumatic effects of the sexual abuse, it 
is suggested that Molly has had particular difficulties in sexual intimacy, which we 
would suggest is linked to her past abuse history. Her reports of feeling “dirty” and 
worries about sexual intimacy “going too far” suggest that it continues to affect her. 
Within a body focused therapy it may be difficult for her to focus on her body because 
of what that might mean for her in relation to the past abuse. It is also possible, 
however, that she might be re-experiencing physical symptoms of trauma in her body, 
and may have difficulty regulating her nervous system and physiological arousal 
levels due to the remnants of past trauma. This might be related to the abuse in her 
past history, and may be particularly triggered when there is a perceived ‘threat’ of 
sexual intimacy. The level of trauma-related physiological arousal would be tracked 
within sessions, particularly when sexual relationships are discussed. It is likely that 
if unresolved trauma is held in the body then it would need to be processed as part of 
the therapeutic work.

The formulation would be held in mind whilst working with Molly, but is flexible 
and open to change depending on new information and insights that might emerge. 
In addition, the focus of each session would also be negotiated with Molly, and the 
therapist would have a ‘mini-formulation’ within each session about the current issue 
being addressed and the possibility of change within that issue.

9.2.5  Intervention Objectives

An essential element in body focused psychotherapy is establishing mindfulness 
(Kurtz, 1990). This is discussed with the client and taught from the beginning of 
therapy; the interventions require the client to be mindful (noticing their present 
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moment experiences) rather than being ‘hijacked’ by the past experience being dis-
cussed (Ogden et al., 2006). One of the key differences about this therapy is that we 
are interested primarily in mindful observation of present moment experience when 
a difficulty from the past is being discussed. This enables dual awareness, rather than 
getting caught up in the past, and enables people to learn to stay within the window 
of tolerance during therapy in order to process past traumas (Fisher, 2011b; Ogden et 
al., 2006). From first meeting the client, the therapist also engages in mindful track-
ing (observing) of what the client experiences in the body as we assess how they orga-
nise experience through the core elements of body sensation, movement, sensory per-
ception, cognition, and emotion (Kurtz, 1990), and how cognitions and emotions are 
experienced in the body. The therapist makes ‘contact’ with what they notice, through 
the use of contact statements (Kurtz, 1990), such as: ‘As you say those words, your leg 
starts to shake’. The therapist also engages in ‘body reading’, looking for procedurally 
learnt and long standing physical and postural tendencies that may reflect long held 
beliefs and patterns of emotion, attachment, and strategies of character (Ogden et 
al., 2006). Within mindfulness, an ‘experimental attitude’ is fostered, and a variety of 
experiments are used to explore and work with key issues (Kurtz, 1990). For example, 
the client might be asked to ‘notice what happens when…’ the therapist or client does 
or says something (Kurtz, 1990). Objectives of intervention and the process of therapy 
depend on whether there is a traumatic or developmental focus for the session; we 
will comment on both here given that both appear relevant in Molly’s case.

9.2.5.1  Trauma
Similar to other trauma-focussed therapies, BCP takes a three-phased approach 
to treatment. Ogden et al. (2006) label these phases as: (1) Developing Somatic 
Resources for Stabilization; (2) Processing Traumatic Memory and Restoring Acts of 
Triumph; and (3) Integration and Success in Normal Life. The aim is to create stabil-
ity, resources, increase the ability to regulate arousal, and stay within the window of 
tolerance before traumatic memories are accessed and processed through the body. 
During Sensorimotor Psychotherapy for trauma, the patient learns to regulate their 
autonomic arousal and to gain more control over their response to trauma-related 
stimuli. They also gain greater understanding of how recalling trauma affects their 
current experience of their body, thoughts, and emotions, and to notice these in the 
present without judging or interpreting them. In addition, they learn to discriminate 
more clearly between past and present experience, facilitating an ability to recall the 
traumatic event without feeling overwhelmed, leading to a sense of the event as being 
“finally over” (Fisher, 2011b, p. 174).
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9.2.5.2  Development & Attachment
The objectives for developmental work are similar in that they are aimed at “address-
ing the bodily and autonomic symptoms of … attachment-related disorders, as well as 
the cognitive-emotional aspects” (Fisher, 2011a, p. 101). For clients with an insecure-
avoidant attachment, or S/W strategy, the therapeutic objectives are to increase the 
ability to engage with others when their arousal is at a higher level than they have 
previously been able to cope with. Ogden et al. (2006) state that to “practice manag-
ing this higher arousal state during interpersonal interaction fosters a wider window 
of tolerance” (p. 58), acknowledging that a slow paced approach is needed to avoid 
psychological and physical defences being triggered. For Molly, this would mean 
that through the process of therapy we would aim to explore and create resources 
to enable her to tolerate being in social situations more, and feel less like she has to 
withdraw from them. This would work directly with long held patterns related to her 
predominant attachment/character style.

The framework for a developmental session is presented in Kurtz (1990, pp. 72-73). 
Within the therapeutic relationship, mindfulness is established, and a ‘frame’ (focus) 
for the session created as experience is evoked: “thoughts, feelings, images, memo-
ries, sensations, tensions, impulses, and the emergence of the child” (p.72). A variety 
of techniques can be used to ‘access and deepen into the experience’, and then the 
session moves into ‘state-specific processing’, where the therapist accesses core 
material through the body and other core organisers, working with the child state and 
with strong emotions (which Kurtz sometimes calls ‘Riding the Rapids’). The aim is 
to use technique to “create the experience that wants to happen” (Kurtz, 1990, p. 72), 
following which the client experiences a transformation in their body, emotions and/
or beliefs. This new experience is then integrated through the body, cognition, and 
emotion, and ends with ‘completion’ (see below for specific examples of techniques).

In Molly’s case we may work with the trauma process first, as it is likely that she 
may need to learn to regulate her arousal and stay within the window of tolerance to 
even enable her to engage with the therapeutic process. We would therefore start with 
resource-building and stabilisation before working on any traumatic issues from the 
past abuse. The work with attachment/developmental patterns and character strate-
gies may be interspersed with the trauma work, where appropriate, depending on 
what is triggered for her, or in the field, at each session.

It is an anticipated part of the process that barriers will emerge during therapy, 
and indeed Kurtz (1990) recognises a number of possible points at which this may 
happen. He names these “insight, response, nourishment and completion barriers” 
(p.170). The ways these barriers emerge are strongly linked to long-held patterns 
based on early attachments and experiences, and they are acknowledged and worked 
with as part of the therapy.

It is also anticipated that Molly may have a ‘phobia of therapy and the thera-
pist’ (Ogden et al., 2006; Steele, van der Hart, & Nijenhuis, 2001) which would need 
initial attention. With her avoidant attachment pattern, it may feel very threatening to 
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engage with another person in such an intimate way, and it may take a while to build 
a therapeutic relationship with her for this reason. It may be useful to use experi-
ments around proximity to help her to explore this further (see below).

Mindful observation, therapist tracking, and client report are the main within-
session measure of whether these objectives are being achieved. In addition, there 
may be a transformation which is reached but needs integrating into the client’s life 
to show whether the process has been effective. Therefore, therapist and client might 
agree a way for the client to test something out in their life between sessions. Client 
reports of improvement in their life, their body, cognitions, and emotions are the main 
ways of assessing therapy progress and effectiveness. In trauma work we would look 
for less autonomic arousal in relation to the trauma, whereas in developmental work 
we would look for relaxation of character strategy and therefore greater freedom to 
act with more choice within their life.

9.2.6  Intervention Plan

Initial sessions would focus on resource building and stabilisation, and would involve 
considerable psychoeducation about the nature of trauma, the window of tolerance, 
and how the body is involved in this. Therapist and client would track the body and 
how it participates in discussion about current and past issues. Mindfulness skills 
would also be a focus of initial sessions. The therapist should also pay attention to 
their own physiological arousal levels in sessions in response to the client, and any 
somatic transference/countertransference which is experienced (Ogden et al., 2006; 
Rothschild & Rand, 2006). Whilst we would work in therapy with any of Molly’s char-
acter strategies that emerged during the process, we will focus here on S/W for clarity 
and to demonstrate some of the possible interventions we would consider.

In working with the ‘phobia of the therapist and therapy’, experiments using 
proximity may be helpful. Molly, whilst being mindful, would be asked to observe 
what happens in her body and other core organisers when physical proximity to the 
therapist is changed; for example, the therapist moving one step closer or further 
away from her. In this way, we can explore the body’s reaction to proximity to others, 
and how this is also experienced in her emotions and beliefs. Finding a distance 
from which Molly feels comfortable undertaking therapy will help with the ‘interac-
tive regulation’ (Ogden et al., 2006, pp. 58-59; pp. 214-216) of her nervous system, and 
enable her to stay within the window of tolerance in therapy sessions. It would also 
enable study of her S/W character strategy, acknowledging where her boundaries lie, 
and enabling work with them, to help her to tolerate closer proximity and the higher 
arousal that creates, giving her the opportunity to explore and test this out in therapy 
before trying it out in situations in her life.

The therapist would need to be mindful of the predominant S/W strategy and 
adjust their style accordingly; for example, an over empathic therapist may drive an 
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S/W client to withdraw. It is important to also respect the positive aspects which the 
character strategy brings and how this has helped the person to survive to this point 
in time. Molly will have a strong preference for ‘auto regulation’ (i.e., regulating her 
own feelings and body as opposed to someone else helping her to do this) and so early 
experiments in therapy may involve seeing whether she can tolerate any ‘interactive 
regulation’ for even a moment (Ogden et al., 2006, pp. 58-59).

At each session, the focus for the session will be agreed, and the therapist would 
be aware of whether it is likely to have a trauma or developmental focus.

9.2.6.1  Trauma
Assuming that trauma work is needed, we would begin by developing somatic 
resources to enable stabilisation and increased ability to regulate body and emotions. 
An initial aim is to build upon and develop existing resources which are held within 
the body. This might arise from the therapist noticing a movement which occurs when 
a particularly resourceful belief is mentioned, for example, or to strengthen the cli-
ent’s ability to say ‘no’ (Ogden et al., 2006). The movement might be an indication 
of a resource held within the body which the therapist would draw attention to and 
strengthen. The therapist would look for hints of somatic resources within Molly’s 
presentation, and build upon what emerges. There could also be experiments around 
posture and movement; for example, if Molly presents as very tense and ‘upright’, 
then she might be encouraged to experiment with movement or relaxing tension, and 
noticing what happens as she does this. Development of other somatic resources might 
involve centering exercises (e.g., the client putting a hand on the core and a hand on 
the heart), grounding (e.g., increasing awareness of the feet on the floor, or the body 
supported by the chair), breath work (e.g., careful awareness of how the client tends 
to breathe, and experiments with changing these patterns to regulate arousal), and 
boundary work (e.g., experiments to enable the client to experience their personal 
boundaries) (Fisher, 1999; Ogden et al., 2006, pp. 224-223). These somatic resources 
are practiced and strengthened, then applied to ‘future templates’ (imagining future 
challenging situations), and then on into the client’s life (Ogden et al., 2006, p. 233).

If trauma responses are still held in the body, or the body is holding an active 
defence that wanted to happen at the time but could not, then sessions would involve 
sensorimotor processing of the traumatic experience during the second phase of 
therapy, or work around reinstating an active defence (Ogden et al., 2006). Sensorim-
otor Psychotherapy offers one method of processing, called sensorimotor sequencing 
(described in Ogden et al., 2006, p. 253). Other body focused options for processing 
trauma are also presented by Levine’s (1997) somatic experiencing therapy, or Roths-
child’s (2000) somatic trauma therapy.
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9.2.6.2  Development, Attachment, and Character
Developmental sessions would take the form suggested by Kurtz (1990), as presented 
above. Within this overall structure, it would enable work on the key early memories 
that led to the formation of core beliefs, as the child ‘map maker’ made sense of how 
to manoeuvre through the social and physical world (Kurtz, 1990). These core beliefs 
can be accessed in a number of ways, but a key technique is “going for meaning” 
(Kurtz, 1990), where core beliefs are expressed in the form of bodily tension, gestures, 
movements etc. Kurtz (1990, p. 141) describes this technique, where tension in the 
body is noticed, emphasised, and mindfully observed in detail. The therapist then 
asks questions such as “If this tension could speak, what would it say?” or “What are 
you saying with your body when you tense that way?” (Kurtz, 1990). In this way, core 
beliefs and meanings are discovered, accessing them via the body.

Experiments such as “Taking Over” might also be used. This is where the thera-
pist takes over something that the client procedurally does, to allow the client to expe-
rience something different. For example, if Molly was hyper-vigilant and constantly 
watching the door, the therapist could take that over for her (i.e., watch the door), 
allowing Molly more freedom to look around the room and ground herself within the 
environment. If there is a pattern of tension in the body, the therapist might also “take 
over” this for the client as an experiment (Kurtz, 1990).

Probes might also be used as an experiment during different parts of the process 
(Rothschild, 2000). Verbal probes are words which are said by the therapist to the 
client (usually relating to a missing experience that the client has never had), where 
the client is asked to mindfully observe their response to the words being said, so 
that they respond rather than react (Kurtz, 1990). A probe which is often used for 
an S/W strategy is: “You’re welcome here” (Kurtz, 1990), which would likely be an 
appropriate experiment for Molly given the formulation. She would be asked to notice 
what happens when she hears those words, in relation to all of the core organisers 
(body sensation, five senses, movement, thoughts, and emotions) and report what 
she notices. A reaction is expected, such as a bodily or emotional response, or a 
thought such as: “I’m not”. Sometimes a probe is used as a way to access and work 
with a past memory – to evoke an experience to work with at a deeper level. It is 
quite possible that using this probe with Molly might lead her to access a memory 
of not feeling welcome, perhaps in a situation from her early childhood. As the early 
childhood memory is likely to be more linked to ‘core material’, we would work with 
that memory through the process described by Kurtz (1990): accessing the core mate-
rial and working with the child state of consciousness, accessing strong emotions 
and allowing them to emerge, aiming to create the experience that ‘wants to happen’. 
Kurtz is clear that the adult always remains part of this process as dual awareness is 
maintained:

“The child and its experiences built the world view and the self-image. The child 
was the map maker. So, in contacting and working with the child, you have the pos-
sibility of changing those maps and the person who is now using them. By just being 
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there with that child, by talking to it and holding it, and explaining things, by being 
careful and concerned and patient, just by doing that you change the way that child 
feels about itself and the world. And in doing that, you can change the adult, too” 
(Kurtz, 1990, p. 133).

In Molly’s case the missing experience might be to truly feel welcome, and for 
her child parts to have the experience of feeling welcome too, aiming to create a shift 
in her beliefs and emotions. However, the process is creative and can utilise various 
techniques as appropriate; it is therefore difficult to predict exactly what might 
emerge during therapy with Molly, and which specific techniques might be used, 
without further therapeutic interaction with Molly herself. Other possibilities are the 
use of physical experiments (Ogden et al., 2006, p. 49) and ‘Magical Stranger’ (Kurtz, 
1990) among others.

In summary, BCP offers a holistic way of formulating and intervening with 
individuals, considering bodily experience (alongside cognitions and emotions) as 
central to understanding a client’s difficulties. It is a creative, flexible way of working 
that is informed by the client’s needs at each session. However, this in itself makes 
BCP a difficult intervention to research in a randomised way, and the challenges of 
establishing its effectiveness remain.

David M Gresswell
9.3  BCP Formulation: Critical Commentary

In considering this chapter it is very difficult to get to any underlying theory on which 
the approach is based. Very early on, the authors make the point that the fundamen-
tal defining principle of BCP is that we are “bodies”; however, they then concede 
that most other modern psychological theories agree with this perspective. Further-
more they also rapidly acknowledge that BCP is primarily a repertoire of techniques 
drawing on a range of influences: Clearly this is an unfortunate position from which to 
undertake a formulation. Indeed all the more unfortunate in that a coherent account 
of the phenomenology of human emotional experience also seems to be missing from 
the approach. Instead, the focus is on physical habits, mannerisms, and “character 
strategies” (character strategies are essentially a form of personality typology involv-
ing eight different ways of relating to the world that are at least “functionally rather 
than pathologically” labelled). The authors admit that there is very little evidence to 
support the validity, utility, or efficacy of any of this but attempt to defend their stance 
by stating that the outcomes BCP practitioners are interested in are “difficult to put 
into words”.

Despite all this, the authors’ “initial hypothesis” is that Molly’s current issues are 
derived from the “character strategies” that she acquired in early childhood and con-
solidated thereafter. The character strategies identified essentially describe Molly’s 
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avoidance and clinginess, and the approach/avoidance conflict that inevitably arises 
from these two competing social strategies. The authors also consider the possibility 
of Molly’s problems having “traumatic roots” (the alleged sexual abuse at the age of 9 
years old – the nature of which is currently unknown) and make “assumptions” that 
this experience has contributed to Molly’s current difficulties with sexual intimacy. 
At one level, this is a reasonable assumption. However, in practice, when considering 
the role of the alleged trauma, the focus on the body “in the present moment” causes 
at least two problems which potentially impair the development of a comprehensive 
formulation: Firstly, given Molly’s account of a neglectful childhood, she may have 
been particularly vulnerable to being targeted by others for abuse (as noted above, we 
do not know anything about the nature of the alleged abuse); secondly, it would imply 
that the adult relationship/sexual conflicts she reports were not the primary causes 
of the sexual problems she describes in adulthood. The BCP approach to formulation 
does not appear to have the flexibility to accommodate these alternative possibilities.

In practice, within the main formulation section, the authors initially put BCP to 
one side and begin with attachment theory. They describe how an “insecure avoidant 
attachment style” will be expressed in terms of either a “quite rigid muscle tone” and 
associated withdrawal or “more passive structures” – such variability in expression, 
with potential for quite disparate presentations, would presumably make it difficult 
to interpret the individual’s responses. The authors nevertheless diagnose a primary 
“Sensitive/Withdrawn” character strategy with elements of an “Expressive/Clinging” 
(E/C) character strategy. These diagnoses then struggle to account for observable but, 
from the perspective of BCP at least, conflicting behaviours, such as Molly “relaxing” 
her character strategies when she meets Amy (at work), and indeed her anger directed 
at the therapist. Faced with this difficulty, the authors simply change their primary 
model/terminology and suggest that Molly’s “body may physically hold” core beliefs 
that account for the conflicting observations. Various other descriptions of Molly’s 
posture follow before the authors move on to talk about possible interventions. It is 
unclear how Molly’s body (as opposed to Molly) can hold or express a core belief.

With respect to intervention the authors propose that a “key difference” between 
BCP and other therapies is focus on “in the moment experience of when a difficulty 
from the past is being discussed” which enables the client to “learn to stay within a 
window of tolerance” –essentially a moderate, tolerable level of physiological arousal. 
Other intervention strategies include focussing on the “autonomic symptoms” of the 
purported underlying attachment disorder. However, in essence, the process of inter-
vention described here primarily involves an unstructured desensitisation/exposure 
programme in which attention is drawn to various physical habits and responses. 
Whether Molly’s body, her brain, or Molly herself is being affected by all this counter 
conditioning seems largely irrelevant for the practical purposes of BCP – although, 
seemingly at random, the authors finally suggest that, from a BCP perspective, asking 
Molly a series of questions around whether she “feels welcome” might be helpful.
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Given all of the above it is difficult to see what, if anything, BCP can contribute to 
either a formulation or intervention that other approaches do not do better, other than 
increasing client and therapist attention on physical signs of distress. The underlying 
BCP approach to formulation as articulated here seems to be an eclectic and rather 
uncritical brew, drawing on a little attachment theory, a measure of personality diag-
nosis, and a pinch of cognitive structuralism. All these ingredients can be found in 
other psychological models, some of which also have an evidence-base. Similarly, 
the suggested BCP intervention strategies also draw on an assorted range of sources 
(but would seem in essence to be reducible to unstructured covert and overt counter 
conditioning paradigms). On balance, it would therefore seem that BCP has more in 
common with so-called integrative approaches, than with evidence-based, theoreti-
cally driven approaches. Consequently, I would suggest that clinicians give preference 
to familiarising themselves with a more coherent and empirically-supported model of 
human action/intervention, whilst bearing in mind the common sense observation 
that we should attend to what our clients do as well as what they say.

Rachel Sabin-Farrell & Roger Bretherton
9.4  Author response

Writing about BCP in a volume explicitly dedicated to psychological formulation is 
problematic to say the least. In recent times, it is largely the advocates of behavioural 
therapies who have most emphasised the notion of formulation, whereas body psy-
chotherapy prefers to explain its therapeutic rationale without using the term formu-
lation at all. Writing from a body perspective in the present volume therefore feels 
somewhat like playing to an away crowd. And inevitably, in response, the author of 
the critical commentary musters the stridency that comes from standing on familiar 
ground.

Primarily, it is important to address the accusation of theoretical inconsistency. 
The critical commentary suggests that BCP draws on an inadequately bolted together 
set of theories and techniques. It is asserted that we draw on personality type, then 
shift to attachment theory, then leap on cognitive constructionism. Nothing could be 
further from the truth of BCP in practice.

It is true that BCP does draw on a wide range of psychological theory. This is one 
of its strengths. In a brief chapter it is difficult to elaborate the points of integration 
between developmental neuropsychology, attachment theory, gestalt psychotherapy, 
cognitive-behavioural theory, and the numerous other ingredients that make up the 
consistent flavour of BCP. The task is made more difficult by the fact that many of 
these conceptual underpinnings are not shared by other contributors to this volume. 
To convince an audience of newcomers to the approach, more explanation is needed 
than can be allowed here.
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This theoretical diversity however, is not a weakness of BCP, but rather its strength. 
One of the central commitments of the body centred approach is holism: the view that 
everything in the human body, mind, and context connect together and influence one 
another. All formulations by definition take some small slither of this whole for the 
purposes of making a beneficial intervention, but no formulation captures the entire 
ecology of the presenting client and her problem. BCP as an approach is therefore 
deeply committed to not confusing the map with the territory. Just as geographically 
accurate maps are arrived at through numerous techniques of photography, surveil-
lance, observation, and sampling, so too are accurate views of the clinical situation 
derived from numerous perspectives, none of which can claim to be the whole truth.

BCP essentially is a critique of the very notion of formulation. The body from this 
perspective is the formulation: the structural expression of the client’s resources and 
stresses that, if attended to carefully, directs therapeutic intervention. Far from being 
a string of boxes and arrows in the therapist’s head, the formulation is the bones and 
sinew of the client’s body, from which the therapist develops intervention based on 
the client’s experience as well as theory. It is not a dogmatic formula to be defended, 
but a living phenomenon to be explored. This lends BCP a singular advantage over the 
more abstruse constructions of behavioural theory – the advantage of being real and 
centred upon present moment phenomena.
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Vanessa Dale-Hewitt & Chris Irons
10  Compassion Focused Therapy
Compassion Focused Therapy (CFT) is an integrated and multifaceted approach to 
working with individuals experiencing psychological and emotional distress (Gale, 
Gilbert, Read, & Goss, 2014; Gilbert, 2010; Gilbert & Irons, 2005). It has been described 
as part of the growing movement in Cognitive-Behavioural Therapy (CBT) which 
embraces compassion, mindfulness, imagery, and eastern philosophies as integral 
parts of psychological therapy (Gale et al., 2014; Gilbert, 2009a, 2014). Although 
sharing some similar principles with CBT (Westbrook, Kennerley, & Kirk, 2011), CFT 
differs in its philosophical underpinnings, understanding of psychological difficul-
ties, and technical application. CFT aims to help people regulate affect and distress, 
and alleviate suffering, through the cultivation of compassion (Gilbert, 2010).

10.1  Historical Origins of Compassion Focused Therapy

CFT was developed by Paul Gilbert for people with complex and chronic mental 
health problems who were struggling to make progress in standard therapies (Gilbert, 
2009a). Many of these people presented with high levels of shame and self-criticism, 
and had early life experiences characterised by high levels of threat (e.g., abuse, criti-
cism, neglect) or the absence of care, affection, and love. Gilbert found that in using 
standard therapies (e.g., CBT), clients would report: “I know what you’re saying, and 
I can see rationally that it wasn’t my fault that I was abused, but I still feel like it was 
and that there’s something wrong with me”. This has been described as the head-
heart lag, cognition-emotion mismatch, or rational emotional dissociation (Stott, 
2007).

As Gilbert explored this experience with his clients, he recognised that, whilst 
many were able to generate helpful and evidence-based alternative thoughts in a 
standard cognitive way, the emotional tone of these new thoughts was often laced 
with a variety of negative emotions and feelings, such as anger, contempt, disap-
pointment, or coldness. What also emerged was that, when asked to generate a more 
caring, warm, and compassionate feeling to go alongside the alternative thoughts, 
many clients found this very difficult, scary, or aversive. So, CFT developed initially 
as a way to help clients practice generating a certain type of positive emotional tone 
(e.g., in their tone of voice) that is rooted in a certain type of affiliative positive affect.

This work is licensed under the Creative Commons Attribution-NonCommercial-NoDerivs 3.0 License
 © 2015 Vanessa Dale-Hewitt & Chris Irons
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10.2  Theoretical Underpinnings and Central Tenets

CFT is grounded in a broad scientific literature and research base, and guided by 
findings from evolutionary, developmental, attachment, neuroscience, neurophysi-
ological, and social psychological literatures. It also draws upon ideas from Buddhist 
philosophy and practice. There are a number of key theoretical ideas that underpin 
the approach:

10.2.1  Principle 1: Our Complex Minds and Motives Emerge from Evolutionary 
Processes

As an evolutionary psychology-informed approach, CFT suggests that, as part of the 
‘flow of life’, humans evolved via the mammalian and then primate lines, and conse-
quently share similar motives (e.g., to seek status, to form attachments, to nurture our 
children), behavioural responses (e.g., fight, flight, submission), and basic emotions 
(e.g., anger, anxiety, disgust). These are referred to as ‘old brain’ abilities. However, 
approximately two million years ago, pre-human ancestors began to evolve a range of 
new cognitive competencies linked to capacities for inductive and deductive reason-
ing, imagination, and anticipation, along with a capacity for complex self-monitoring 
and self-identity. Consequently, unlike other primates (as far as we know), we can 
anticipate things that haven’t happened yet, ruminate about the past, and imagine 
various real and fantastic scenarios. Unfortunately, whilst evolution brings a variety 
of adaptive advantages, it does so via trade-offs. The way our minds have evolved 
has left them very ‘tricky’, with built in non-rational glitches which are vulnerable to 
unhelpful feedback loops (Gilbert, 1998). Examples can help clients understand this 
phenomenon, and a commonly used example in CFT is to consider a zebra running 
away from a lion. Once the zebra gets away, and the stimulus is no longer present in 
the olfactory visual or auditory domains (and nothing threatening remains), it will 
calm down relatively quickly. In contrast, a human would obviously be relieved to 
escape the clutches of a lion, but can recreate the stimulus profile in their own heads 
and imagine what might have happened if they had been caught (e.g., the lion eating 
them alive) or worry that the lion might come back. These processes will thus con-
tinually stimulate old brain emotions (e.g., anxiety) and defensive responses (e.g., 
flight, avoidance). Because we have a ‘new’ brain, we can bring threat stimuli that 
were once external ‘inside the head’, keeping them going even in the absence of an 
actual, current threat. Our old and new brain can get in to ‘loops’ that are not our fault 
(see Fig. 10.1). The key thing is that these loops can cause and drive much distress for 
people, and understanding the nature of these loops for our clients – and that these 
processes are not their fault – can be an important insight in CFT – a first step in 
formulation.
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Figure 10.1: Old Brain/New Brain Interaction (adapted from Gilbert & Choden, 2013)

10.2.2  Principle 2: Our Sense of ‘Self’ is a Product of Our Genes and Socio-cultural 
Experiences

It is useful to help clients understand how our sense of ‘self’ emerges in the interac-
tion between our evolved, genetically shaped minds and our social circumstances. 
Many of our clients have a sense of self – which often they describe in highly negative, 
denigratory terms – as somehow fixed or immutable; the ‘I was born bad and defec-
tive’ sense of self. However, we do not choose our genes, and for the most part, do not 
choose the types of experiences we have or social circumstances of our life (particu-
larly in early life). Research has shown that our minds are highly plastic, as are our 
phenotypes (Belsky & Pluess, 2009), and scientific developments in understanding 
gene-environment interactions, including the study of behavioural epigenetics (e.g., 
Masterpasqua, 2009), are further contributing to our understanding that ‘this version’ 
of all of us is just one possible version of what might have been, given different 
genes and experiences. We ask our clients to imagine if we, as a therapist, had been 
abducted as a three-day old child by members of a violent drug gang. Here, clients are 
invited to imagine how the therapist might have been different if that had happened, 
how they might be more prone to certain emotions (e.g., anger), behaviours (e.g., 
aggression and violence) and types of relationship (e.g., mistrusting, abusive). These 
are not things that we ever wanted, but rather, emergent, phenotypic variations due 
to the interaction of our genes and experiences. There are a wide variety of different 
versions of us that may currently lie dormant, or could be shaped up with different 
experiences in the future. Therapy of course is one such experience that might help to 
bring a different version of self to the fore.
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10.2.3  Principle 3: We Have Evolved Three Basic Emotion-regulation Systems

A key tenet of the model is developing an understanding of our basic evolved emotion 
systems and how they are balanced for our clients (see Fig. 10.2). Derived from the 
work of Panksepp (1998) and Depue and Morrone-Strupinsky (2005), CFT uses a sim-
plified model of functional emotions in which we suggest that there are three basic 
emotion regulation systems:

The threat and self-protection system. This system evolved to help animals 
detect and respond to threats to themselves, but also important others (e.g., their off-
spring). To help in this process, this system utilises various brain systems (e.g., amyg-
dala) and brain-body hormonal stress responses (the hypothalamic-pituitary-adrenal 
axis) to activate ancient behavioural responses (e.g., freeze, flight, fight, submission) 
and threat-based emotions (e.g., anger, anxiety, disgust) to help us manage threat and 
harm. Cognitive functioning under threat system activation often works on a ‘better 
safe than sorry’ basis, naturally biasing thinking and narrowing attention.

The drive seeking system. This system evolved to help animals seek out, pursue, 
and acquire important resources. This can include pursuing and acquiring important 
things like food, territory, and reproduction opportunities, along with social drives 
and rewards, for example, social approval, status, and power. It is a highly activating 
system, giving us bursts of energy that move us towards goals, and leaves us with 
certain types of positive feelings (joy, elation) when we have achieved them.

The contentment and soothing-affiliative system. When they are not manag-
ing threats, nor pursuing resources, it is important for animals to rest and recover. 
Sometimes known as the ‘rest and digest’ system, this affect regulation system is asso-
ciated with a variety of lower energy positive emotions such as calmness, safeness, 
and contentment. It is linked to activation of the parasympathetic nervous system and 
vagus nerve (Porges, 2009) and to the neurohormones oxytocin and endorphin, and 
appears to have a naturally regulating effect on the threat system (e.g., Carter, 2014).
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Figure 10.2: Our emotional regulation systems (adapted from Gilbert, 2009a)

10.2.4  Principle 4: Bringing Our Emotion-regulation Systems Into Balance Increases 
Well-being

CFT is concerned with the functioning of all three systems, but, in particular, the 
functioning and development of (or, in many cases, block to) the soothing-affiliative 
system. Mammals – and humans in particular – have evolved to be highly in need of, 
and responsive to, affiliative relationships and signals of care and affection (Carter, 
2014). The experience of care and affiliative relationships impacts on a variety of 
threat-based physiological systems (e.g., Cozolino, 2007), genetic expression (Belsky 
& Pluess, 2009), and the way that we relate to ourselves and others (e.g., attachment 
theory; Bowlby, 1969).

10.3  What is Compassion?

Emerging initially out of parent-child mammalian dyads, the capacity to care for our 
young, the elderly, and for each other, is thought to have been a key behaviour in 
the success of mammals, including humans. Here, various qualities of caring and 
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affiliation helped to facilitate these abilities, and out of these attributes emerged the 
more complex psychological process of compassion. CFT uses an adapted version of 
a common definition of compassion: “a sensitivity to the suffering of self and others 
(and the causes of that suffering) with a deep commitment to relieve it, prevent it from 
returning, and promote wellbeing.”

From a CFT perspective, this definition holds two different psychologies: (1) the 
attributes and capacity to be sensitive towards and engage with distress and suffer-
ing; and (2) the motivation and skill to try and alleviate suffering, prevent it from 
returning, and cultivate wellbeing. These two psychologies are represented in Figure 
10.3, in which the inner circle indicates some of the key attributes of compassion that 
help us to engage distress (first psychology), and the outer circle the skills and inter-
ventions – as part of a multimodal therapy – that help to alleviate suffering (second 
psychology).

Figure 10.3: Compassion Attributes and Skills (adapted from Gilbert, 2009a)

The attributes within the inner circle relate to the first psychology and are crucial in 
helping one to notice and engage with distress and suffering. This begins with care 
for well-being – a sense of being motivated to care about ourselves and others. Sen-
sitivity relates to our ability to tune into, notice, and engage with suffering, rather 
than moving away from or avoiding it. Sympathy involves being emotionally moved 
by one’s own or others’ experiences, but this can bring us into contact with painful 
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feelings, memories, and experiences – and therefore require us to have sufficient tol-
erance for distress, such that we can manage and regulate contacted experiences. 
Empathy is an important aspect of compassion, as it allows us to understand and 
make sense of our own and others’ distress and suffering – to see clearly into the 
nature of it (e.g., its origin, form, triggers, etc.). Although not exhaustive, the final 
element here is non-judgement: an attempt to not criticise or condone, but rather to 
accept and allow things to be as they are in the moment (even if we may want to bring 
change to these in the future).

Whilst these above attributes of compassion can be helpful for enabling clients to 
move towards and engage with distress, in CFT we are also interested in how we might 
learn to alleviate suffering and prevent it from returning. This is where the second psy-
chology of the outer-circle ‘multimodal’ skills interventions becomes apparent. These 
skills can be used to help stimulate some of the inner circle attributes of compassion 
(motivation, distress tolerance, empathy) which in concert, give rise to a ‘compassion-
ate mind’ that can be directed to working on the client’s difficult experiences in life.

10.4  CFT Interventions

CFT is rooted in the general psychological sciences rather than focusing on a particu-
lar process such as cognition, behaviour, or emotion, and then building a therapy 
around that. CFT focuses on what science tells us about how the evolved brain goes 
about its tasks; what it needs to function optimally, and what blocks it from doing 
so. In regard to therapeutic interventions, CFT is highly integrative of other evidence-
based interventions such as guided discovery, exposure, imagery, and skills acquisi-
tion amongst many others (Gilbert, 2009b; 2010, 2014b).

10.4.1  Attention Training and Mindfulness

As in other approaches, understanding the significant role that attention can have 
in our distress – and its alleviation – is integral to CFT. What we attend to can have 
powerful physiological correlates. CFT promotes learning to notice where one’s atten-
tion tends to lie or get drawn to, and cultivating greater stability of attention on things 
that are benign or even helpful in alleviating our distress (rather than avoiding it). 
Attention has overlaps with mindfulness, and in CFT it is important to help clients 
build their mindfulness skills. When developed, these can be utilised to notice the 
‘loops in the mind’ between new (e.g., typical negative or self-critical thoughts) and 
old brain (e.g., anxiety or social avoidance), and, rather than remain stuck ‘mind-
lessly’ in these, use attention and mindfulness skills to manage these more helpfully.
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10.4.2  Soothing Breathing Rhythm

Recent research has suggested that practicing certain types of breathing rhythm, 
often linked to slowing down and deepening the breath, can have a variety of physi-
ological and psychological benefits (Brown & Gerbarg, 2012), and stimulates para-
sympathetic/vagal tone (Porges, 2009). There is growing evidence that stimulating 
the myelinated vagus nerve through various forms of training impacts upon prosocial 
behaviour (e.g., Kogan et al., 2014). CFT uses these ideas in helping clients to develop 
a soothing or calming breathing rhythm, in which a sense of grounding and slowing 
down is practiced.

10.4.3  Imagery

Developing certain types of imagery – particularly those in which affiliative-, care- 
and compassion-based feelings are evoked – can be important in stimulating emotion 
(Holmes & Mathews, 2010). CFT focuses on developing imagery to facilitate ‘compas-
sion as flow’, in which compassion is seen as being experienced in three directions:

(1) From others to self. Here, we help clients to develop and practice an ideal 
‘compassionate other’. Clients are guided in considering the core qualities and attri-
butes that they would like an ideal compassionate other to have, and, following 
identification of these, in developing imagery that helps to represent this ideal. Once 
developed, clients are encouraged and guided to experience compassionate qualities 
flowing from the image to them.

(2) From self to others. Here, the therapist guides clients, through imagery, 
acting, and body posture techniques, to help develop their ideal compassionate 
self. Once this ‘self’ is developed, clients are encouraged to practice directing this to 
others: towards people they care for and feel close to, towards strangers, or – when 
more experienced in this intervention – towards people that they may have more dif-
ficult relationships with.

(3) From self to self (self-compassion). Clients are supported to direct compas-
sion-based thoughts and feelings from their ‘ideal compassionate self’ (developed 
in [2] above) to themselves. Through self-to-self relating, clients are encouraged to 
develop a compassionate understanding of the nature of their distress (first circle of 
compassion), and to facilitate mentalization and courage that may serve to alleviate 
underlying difficulties.

10.4.4  Directing the ‘Compassionate Mind’

Once the ideal compassionate other and ideal compassionate self are developed, CFT 
therapists will then use a variety of techniques, many of which are derived from other 
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therapeutic approaches, to continue the process of engaging with and alleviating suf-
fering. These include: completion of ‘compassionate thought’ forms, compassionate 
letter writing, compassionate chair work, ‘multiple self’ work, behavioural experi-
ments, and so forth. Some of these are outlined in more detail in Gilbert (2009a).

10.5  CFT: Who Does it Work For and How?

CFT was originally developed as a transdiagnostic approach for people with high 
levels of shame and self-criticism (Gilbert & Irons, 2005). Leaviss and Uttley (2014) 
conducted a systematic review of the published literature to date. In a total of 14 
studies (including three randomised controlled trials; RCTs) they found initial evi-
dence for effectiveness, particularly in those with high self-criticism. However, they 
acknowledged that more research is needed before it can be considered to be an 
evidence-based intervention. Although originally developed to work with transdiag-
nostic problems like shame and self-criticism, studies have highlighted the poten-
tial effectiveness of CFT for people experiencing psychosis (e.g., Braehler et al., 2013; 
Laithwaite et al., 2009), eating disorders (e.g., Gale et al., 2014), personality disor-
der (Lucre & Corten, 2013) and PTSD (Beaumont, Galpin, & Jenkins, 2012). It is likely 
therefore that CFT is helpful for presentations that do not manifest with high levels of 
shame and self-criticism.

There is limited evidence identifying the mechanisms of change in CFT, although 
early research suggests that the effects of CFT may be mediated via reductions in self-
criticism or increases in compassion (e.g., Braehler et al., 2013). It is important to note 
that, whilst identifying psychological mechanisms of change is important for CFT, we 
are also interested in the underlying biological and physiological processes involved, 
for which there already exists a broad scientific evidence-base (e.g., the powerful role 
of vagal tone and oxytocin on regulating the physiological processes linked to threat 
and stress; Carter, 2014; Porges, 2009). CFT seeks to build its interventions upon these 
broader scientific findings. Further large scale trials will be necessary to examine 
the efficacy of CFT and to develop an understanding of underlying mechanisms of 
change.

10.6  Criticisms of Compassion Focused Therapy

CFT is a relatively new psychotherapeutic approach, and as such the evidence base is 
growing but small in comparison to other active, efficacious treatments (e.g., CBT). It 
is unclear at this stage which components of treatment may be most effective but – as 
is the case for other process-based approaches (e.g., Dialectical Behavioural Therapy) 
– it may be difficult to manualise CFT interventions to fit strict RCT criteria. Finally, 
CFT has been criticised for over-simplifying complex neurophysiological processes 
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(e.g., the heuristic of old brain-new brain, and three affect regulation systems), 
although these were purposeful simplifications to facilitate practical and experiential 
understanding in therapists and clients. Moreover, these have been acknowledged 
in the CFT literature as being just this – i.e., simplifications of highly complex and 
interacting biological and physiological processes.

10.7  Formulation in Action

There are some key aspects of formulating in CFT:
 – Formulations are, where possible, developed with clients, in a collaborative 

manner; with themes ‘emerging’ in-session, rather than the therapist presenting 
the client with a formulation that they have worked on between sessions.

 – Therapists are encouraged to avoid becoming overly formulaic or restrictive in 
their method and language of formulating; we are not trying to diagnose or fit 
people in to boxes that they don’t agree with.

 – Language used by the therapist is congruent with the theory and principle of 
de-shaming. CFT therapists do not use terms like ‘thinking errors’, ‘irrational 
thoughts’ or ‘maladaptive schema’, or try and locate these inside a person, as 
such problematizing and internalising language can be very shaming for many 
clients. Rather, it can be more helpful to use normalising and de-shaming lan-
guage (‘it’s understandable’ and ‘not your fault’) to enable people to see (1) how 
their experiences in life have sensitised their threat system, and (2) that many of 
the behaviours they have engaged in, even if they caused other difficulties, were 
understandable given the circumstances.

 – It can help to build formulations in small steps, particularly for those clients who 
feel overwhelmed, taking time to help people acclimatise and assimilate (often 
painful) information about their past experiences and current difficulties.

 – Formulation has different functions. For example, to help the clinician and client 
make sense of what’s happening, or for therapeutic planning.

 – Two methods of formulating in CFT are: (1) developing a historically based, threat 
focused formulation, that links historical difficulties to current fears and safety 
strategies, and (2) a formulation based explicitly around the functioning and 
‘balance’ of a client’s ‘three systems’. Below, we will highlight aspects of the case 
material that seemed key to help us formulate using these methods, and identify 
the links to the theoretical underpinnings of CFT.
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10.7.1  Initial Formulations

10.7.1.1  Threat Focused Formulation
The threat focused formulation focuses, as the name suggests, on the nature of threats 
that Molly struggles with. We are particularly interested in the types of historical 
experiences that have sensitised the development of her threat system, and the type 
of key threats that she struggles with in the ‘here and now’. We are also concerned 
about how she has tried to adapt to her environments by developing various safety 
or protective strategies (either consciously or non-consciously) to manage these 
threats, and the unintended consequences that have emerged from these strategies. 
Finally, we attempt to understand how these unintended consequences, via sensitis-
ing certain types of (e.g., self-critical) self-to-self relationships, may create a feedback 
loop (vicious circle) by fuelling current fears and threats.

A diagram of Molly’s threat-based, four-column formulation is given in Figure 
10.4. Below, we will explore each of the columns in more detail.

Historical influences. The threat focused formulation begins with an explora-
tion of Molly’s historical experiences and emotional memories. As noted elsewhere 
(e.g., Gilbert, 2010), CFT conceptualises emotion in terms of three basic systems, 
and thus, when assessing historical influences, we are keen to look out for the type 
of experiences that might have sensitised these, and try to understand how these 
systems have ‘learned’, developed, and express themselves.

There appears to be a variety of experiences that might have had a significant 
impact on Molly. She described experiencing her upbringing as lacking warmth, and 
it appears that her parents had a distant and emotionally avoidant relationship. It 
may be that early experiences of her mother being critical of her father behind his 
back prepared later tendencies to perceive other people as untrustworthy, dishonest, 
and privately judgmental. Although Molly described feeling very close to and able 
to rely on her sister, there are also difficulties in this relationship. Molly felt that her 
sister had an easier life when they were growing up – that she was more loved by their 
parents, and did not have to work as hard to earn their affection. In comparison, Molly 
described a sense that, within the family, she was seen as overly emotional, dramatic, 
and different (e.g., being ‘ill’ and in need of medical care).

Although Molly was liked by her teachers and had some friends, she found it diffi-
cult to form and maintain relationships with her peers, and felt that she was ‘too con-
trolling’ and ‘emotionally demanding’. Academically, she was expected to succeed 
but, from her mother at least, to do this without relying on help from others; moreover, 
if she failed to achieve as much as expected, she experienced her mother as disap-
pointed in her. As she progressed, successfully, through school and college, she was 
initially excited about university but increasingly found it difficult to be away from 
home. Moreover, university posed its own threats; she described feeling ‘exposed’ in 
classes, and began avoiding going to classes, assignments, social engagements, and 
her housemates. After having sex with one of her housemates – during which she 
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experienced significant ‘shame’, after the other housemates burst in to the room – she 
felt rejected after trying to get closer to him, and was described as ‘clingy’. This was 
also associated with an increasing sense that people were talking negatively about 
her – in CFT, this might be an example of external shame (Gilbert, 2009b).

Key fears and threats. Variations in our early experiences can create very differ-
ent mentalities in later life. In a simplistic way, our relational and social experiences 
can leave us feeling secure, safe, and at ease in relationships and in ourselves; or inse-
cure, threatened, and fearful. There is of course a large literature on how certain types 
of early experiences are linked to the development of certain fears and threats that 
carry forward to later life (e.g., Bowlby, 1969; Cassidy & Shaver, 1999), and, as with 
other therapies, many of these in CFT involve archetypal concerns linked to rejection, 
abandonment, isolation, shame, and harm (Gilbert, 2010). Key in identifying a per-
son’s fears and threats in CFT is to distinguish between external and internal threats.

External threats. External threats relate to concerns that we might have about 
the outside world (e.g., of harm/attack) and of what other people might think, feel, 
and do to us (e.g., reject, abandon, criticise). Given her historical experiences dis-
cussed above – particularly those linked to relationships with her parents, sister, and 
friends – it is likely that Molly will be fearful of others rejecting and abandoning her, 
or of them feeling like she is a burden to them in some way. It is also likely that she 
will feel concerned with/threatened by others’ thinking negatively of her or being 
critical of her.

Internal threats. Internal threats relate to difficulties that arise inside of us, 
such as our emotions (e.g., becoming overwhelmed by sadness, anxiety, or anger, or 
even a fear of positive emotions), feelings (e.g., vulnerable, alone), memories, or more 
broadly, issues around negative self-identity (e.g., self as flawed, bad, defective). Given 
our knowledge of Molly’s experiences in life, and the likely external fears described 
above, it may be that she struggles with internal feelings of loneliness, weakness, 
worthlessness, and unloveability. Moreover, we would also hypothesise that she 
might find the experience and expression of certain emotions – such as anxiety and 
sadness – quite threatening.

Safety, protective and compensatory strategies. Humans, like other animals, 
are endowed with a variety of strategies to deal with threats in the world. These are 
evolved competencies – for example, to seek others for reassurance or to stay away 
from harm – that can have subtle genetic and temperamental differences, and can 
also be shaped up through life experiences (Gilbert, 2010). These strategies emerge 
as ways to regulate threat experiences (threat system) and may differ depending 
on whether they are aimed at managing an external or internal threat. They often 
develop in childhood or adolescence, and over time, become reinforced (sometimes 
through operant conditioning processes; see Chapter 3) and continue to be a feature 
of adult life. These strategies can again be split between those that attempt to regulate 
external threats, and those that regulate internal ones.
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External safety strategies. To deal with the external threat of rejection by others, 
it is likely that Molly attempts to seek closeness (e.g., as she did with Danny and Jack), 
and to appease or please others in some way. In terms of perceiving that others have 
negative thoughts or perceptions about her, it may be that Molly has developed a 
heightened sensitivity (vigilance) to monitoring other people (e.g., their reactions to 
her, or maybe even their facial expression, tone of voice, and moods) to help ‘spot’ 
any potential disruptions as early as possible. This may also involve her attempting to 
employ mindreading (thinking about what others are thinking, based on their reac-
tions and actions towards her). At times, particularly when unable to manage these 
threats, Molly may try to move away from (avoid) others (as she did during university) 
to cut off from the threats and fears she experiences around them.

Internal safety strategies. It is likely that, in the face of a number of her inter-
nal fears (e.g., feeling unlovable, weak, and worthless) Molly protects herself by sup-
pressing her own needs, distress, and emotions. She might share little with other 
people and keep much to herself. For many people with similar types of internal 
fears, self-criticism becomes a safety strategy in that ‘it is safer to criticise and blame 
myself’, and the function of this criticism may be to improve herself, or perhaps to 
punish herself for perceived flaws.

Unintended consequences and self-to-self relating. As with other psychother-
apies (e.g., CBT), whilst safety strategies can be effective (at times) in the short-term 
management of threats and fears, they commonly lead to a variety of undesirable and 
unintended longer-term consequences. The language of unintended consequences is 
important here as it reinforces a message of ‘not your fault’ and can be experienced 
as de-shaming.

Given the type of external safety strategies she might engage in (e.g., trying to 
please others) it is likely that her needs are often overlooked or missed by friends and 
family. Moreover, shifting between strategies of approach (e.g., trying to keep people 
close/pursue close relationships) and avoidance (e.g., avoiding others and socially 
withdrawing) could leave others finding it difficult to establish consistent relation-
ships with her, ultimately leading her to feel uncared for, abandoned, or rejected. 
Unfortunately, these feelings re- activate her external protective strategies of with-
drawal and avoidance.

Given the internal safety strategies that she might engage in (e.g., suppression, 
self-criticism), it is likely that she will experience unintended consequences of her 
needs not being met, a ‘bounce back’ effect of her emotions building up and bubbling 
over, and an increased sense of anger at herself and others for the way she feels, and 
her life situation more generally.

It is worth noting the potential interaction between external threats, strategies, 
and consequences, and how these may stimulate internal threats, strategies, and 
unintended consequences. For example, external fears, such as feeling that she is 
a burden to others, may lead to attempts to avoid and withdraw (safety strategies), 
with associated unintended consequences of feeling isolated and disconnected. This 
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type of inner experience (e.g., feeling lonely) is likely to be an internal fear, leading 
to engagement in safety strategies and unintended consequences. It can be helpful 
to draw these interactions out with people, and, when moving into the interven-
tion phase of therapy, to clarify the different compassion-based qualities needed to 
manage these interactions.

Ultimately, we would suggest that these unintended consequences are likely to 
fuel a particular type of self-to-self relationship, characterised by high levels of self-
criticism (Molly intimates these in the assessment, e.g., references to having ‘never 
been enough’, being ‘weak and useless’, and ‘not interesting’). These self-critical 
thoughts, as research has highlighted, may constitute a powerful vulnerability and/
or maintaining factor for depression and distress (Blatt, Hart, Quinlan, Leadbeater, & 
Auerbach, 1993; Teasdale & Cox, 2001). As with other models of psychotherapy (e.g., 
CBT), the combination of these unintended consequences, self-critical thinking styles, 
and associated low mood, is likely to create a feedback loop (vicious cycle) to Molly’s 
key fears/threats, ‘heating’ them up and, consequently, driving the need to engage in 
safety behaviours which, in turn, further exacerbate unintended consequences.

10.7.1.2  Three System Formulation
The formulation described above is often helpful in bringing together key aspects 
of past experience, and how these have textured current struggles and attempts to 
manage. It can help to facilitate wisdom and empathy for one’s distress, attempts to 
cope, and life more generally (an insight in to the nature of one’s mind, and the events 
that have led to distress and difficulties; an understanding that these difficulties are 
not attributable to personal faults or failings). Another helpful way of formulating 
in CFT is through the three system (threat, drive, soothing) affect regulation model 
described earlier in this chapter.

When using a three system formulation, we could ask Molly to focus on the ‘here 
and now’ – that is, how she feels each of the three systems functions in her average, 
day-to-day life (or in an area of life that we know she might struggle in particular 
with, e.g., relationships). We could also think about the three systems in historical 
terms, guiding her to consider what experiences from her past sensitised or influ-
enced the development of each system. Below, we will discuss just the ‘here and now’ 
understanding.

Current functioning of Molly’s ‘three systems’. After describing to Molly the 
basic psychoeducation around the three systems (see above), we would then go on to 
collaboratively explore each system in turn, focusing on how each currently functions 
for her. With each system, we would be keen to explore:

Common triggers for activation of this system (including what these are, how 
often they occur, how long they trigger the system for, whether they are ‘external’ or 
‘internal’ in origin)



176   Compassion Focused Therapy

 – The type of emotions most common when the system is activated. Here it is key to also 
explore which emotions may be blocked, avoided, or not experienced (for example, 
for some people struggling with depression, sadness can be experienced but anger is 
considered too threatening or dangerous)

 – The type of behaviours engaged in when the system is activated (these can also be seen 
in terms of safety strategies but involve basic evolved defences – e.g., flight, fight, 
submission, avoidance, etc.)

 – The type of thinking styles associated with it. These commonly involve forms of self-
criticism, rumination, worry, and a variety of ‘better safe than sorry’ patterns.

 – When thinking about Molly, we could depict her three systems below (in a simpli-
fied representation):

Figure 10.5: Three systems formulation (adapted from Gilbert, 2009a)

Threat system. From a CFT perspective, mental health difficulties and distress often 
relate to the functioning of the threat system. From a historical point of view, it is 
clear that Molly had many threat-based experiences during her childhood, adoles-
cence, and young adult life, and we have explored much of this in the threat-based 
formulation described above. When formulating her current threat system activation, 
we could help her to consider current external triggers (e.g., sensing that others are 
critical or burdened by her) and internal triggers (e.g., self-criticism for her problems 
in life or rumination on events from the past). It is likely that when this system is 
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activated, Molly engages in a variety of defensive behaviours, including avoidance 
and social withdrawal. She may also struggle to down-regulate certain emotions 
(shame, anger), and may find the expressing of other emotions and feelings, such as 
sadness, difficult.

Drive system. The drive system is an important source of motivation, initiative, 
and energy in moving us towards things that are important in our lives. Unfortunately 
for Molly, we would hypothesise that she has significant problems in accessing this 
system in a balanced and consistent way. It is likely that she finds it difficult to feel 
motivated to pursue things in life (work, a stable boyfriend, friends), partly as this is 
likely to active her threat system (e.g., concerns about failure, not being good enough, 
or being abandoned if she did develop a relationship). Moreover, when achievements 
arrive in life, we would suggest that Molly would find it difficult to experience plea-
sure from these events. This may partly be due to an over-activation of her threat 
system, comparing her achievements negatively to others, or a more profound fear of 
happiness (e.g., Gilbert et al., 2012).

Soothing-affiliative system. The soothing-affiliative system is hypothesised to 
develop through repeated affectionate and caring experiences through life, and has a 
powerful impact upon regulating threat system activation. Unsurprisingly, given her 
historical experiences and developed ‘sense of self’, we would suggest Molly has sig-
nificant difficulties accessing her soothing-affiliative system. Given her early experi-
ences (her relationships with her parents and sister, sexual abuse), along with more 
recent difficulties relating to and developing close relationships with other people, it 
is likely that she has few external sources of affiliative soothing, reassurance, or con-
tentment. Moreover, if these are actually present, her threat system (linked to shame, 
rejection, and so forth) is likely to activate in such a way that it down-regulates her 
capacity to really connect with and experience the helpful presence of others. It is 
likely that she feels disconnected and separate from others, and may find it difficult, 
at present, to experience family or friends as soothing, calming agents. Moreover, it 
is likely that Molly will struggle to treat herself with self-reassurance or engage in 
things for herself that have a soothing/calming function; thus, her internal capac-
ity to stimulate this system is likely to be compromised. Given this, we would expect 
that she would find it difficult to regulate her own distressing thoughts and feelings, 
and will therefore be locked in to threat-based protective strategies rather than more 
helpful, supportive, and encouraging responses and behaviours.

10.7.1.3  Further Information
From the case material provided, there was no information that we felt was super-
fluous to developing our formulation, although some aspects were more crucial in 
highlighting key threats and safety strategies, and the development of the different 
emotion regulation systems.
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From a CFT perspective, we would be interested in gaining further information 
to shape our understanding of Molly. For example, it would be helpful to know about 
any core emotional memories that may have shaped her sense of self-identity and 
self-other relationships. We would be keen to learn more about her emotions, and in 
particular, which negative emotions (e.g., anger, anxiety, sadness, shame, guilt) and 
positive emotions and feelings (e.g., happiness, joy, contentment) she was able to 
notice, describe, experience, and express, and which of these she felt blocked to or 
fearful about. This would help to identify areas for therapeutic work, as developing 
compassion skills can help clients to move towards, experience, and tolerate the emo-
tions that they find scary and unpleasant. We would also be interested in finding out 
more about the type of relationship she had with herself (her self-to-self relationship) 
and, in particular, the nature of her shame and self-criticism.

We would also be interested in further exploring the different responses Molly 
has when she is threatened. For example, helping her to explore what leads to a more 
externalising, blaming, or angry response, versus occasions in which she blames or 
criticises herself. Similarly, it would be helpful to understand more about her attach-
ment style, and how this might help to conceptualise her relationship with others, the 
way that she relates to herself, and, crucially, the therapeutic relationship.

10.7.2  Intervention Objectives

In the broadest terms, the intervention would involve a mirroring of the definition 
of compassion as described above: to help Molly become more sensitive to her own 
suffering, and increase her capacity/ability to find ways of alleviating this suffering. 
More specifically, within this, we would be keen to:

 – Develop – through the formulation(s) – a greater understanding and empathy for 
the nature of her difficulties and distress, what maintains them (safety strategies), 
how these lead to a variety of unintended consequences, and how the develop-
ment of all of these are not her fault, but rather a result of factors that she could 
not control (e.g., having an evolved brain that is naturally threat sensitive; a set of 
genes that may predispose difficulties; a variety of early experiences that she did 
not choose) that left her with high threat activation and low soothing-affiliation.

 – Recognise the functioning of her ‘three systems’ and the effect of imbalance 
between these systems: the overactive and powerful nature of her threat system, 
the difficulty in engaging in helpful drive-achievement, and, in particular, the 
role of the soothing-affiliative system in regulating distress and suffering (either 
through others or internally through self-compassion).

 – Develop the attributes of compassion (inner circle of compassion – Fig. 10.3) to 
help engage with and facilitate the regulation of affect and her key external and 
internal threats/fears.
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 – Develop the skills, strategies, and techniques (outer circle of compassion – Fig. 
10.3) to help to alleviate Molly’s suffering.

More precisely, we would want to help Molly to develop the above qualities so as to 
turn towards, and find ways to alleviate, her key fears and threats – as identified in 
her threat formulation (Fig. 10.4). To help Molly with her fear of rejection and the 
approach/avoidance protective strategy responses often utilised, we would first help 
to build capacity in her soothing system (e.g., through breathing and imagery inter-
ventions) to enable her to better regulate these fears, before developing specific com-
passion skills (facilitating courage to tolerate her concerns, and empathy and men-
talizing skills to better understand other peoples’ thoughts, feelings, and responses/
behaviours towards her). We may also seek to reduce her self-criticism – which is 
likely to be keeping much of her distress and difficulties regarding rejection locked 
in place – by helping her develop a more compassionate (validating and empathetic) 
relationship with herself and the difficulties she experiences.

10.7.3  Potential Difficulties Working with Molly

During therapy, we would expect Molly might have a number of difficulties in engage-
ment, motivation to attend sessions, and that, given the description of her initial pre-
sentation and previous relationships with others, she may oscillate between a criti-
cal-criticised position in relation to the therapist. We would expect that Molly would 
initially find it very difficult to engage with the concept of ‘not your fault’, and that 
she might become quite self-critical and/or angry with this idea and towards the ther-
apist. We would also expect that Molly would find the idea of developing compassion 
– in particular, the experience of receiving compassion from others and the nurturing 
of self-compassion – very difficult, and in fact, frightening. Whilst this type of block 
to or fear of compassion is quite common (Gilbert et al., 2012) it would be important 
to formulate any difficulties that Molly experiences, and help her to overcome them.

10.7.4  How Would We Measure Progress?

There are multiple ways in which we would want to gauge progress in CFT for Molly. 
First, we would ask her to complete a number of self-report scales at different stages 
of therapy. Commonly in CFT, these might include scales that measure shame and self-
criticism – e.g., the Other as Shamer scale (Goss, Gilbert, & Allan, 1994) or the Forms 
and Functions of Self-Criticism scale (Gilbert, Clarke, Hempel, Miles, & Irons, 2004) 
– levels of self-compassion (e.g., Self-Compassion Scale; Neff, 2003) and fears of com-
passion (e.g., Fears of Compassion Scale; Gilbert, McEwan, Matos, & Rivis, 2011). 
We would also look to use a variety of commonly used symptomology measures. 
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Alongside this, we would also listen for self-reported subjective change, indications 
that other people in Molly’s life had noticed positive changes in her, and of course, 
our own appraisal of change. Crucially, we would use the initially developed formula-
tion as a guide to progress; in particular, we would look for specific examples and a 
generalised sense of whether Molly was experiencing a reduction in the key threats, 
safety strategies, and unintended consequences described in Figure 10.4. Moreover, 
we would hope to see that when she experiences threats in her life, Molly is able 
to use the skills acquired in CFT – mindfulness, breathing, imagery, and cognitive/
behavioural strategies linked to her ‘compassionate mind’ – to actively manage expe-
rienced threats in different, less deleterious ways. We would also want to see evidence 
of impact in her everyday life – in terms of her enjoyment at work and development of 
healthy relationships with work colleagues and friends.

Louise Braham & Sharron Smith
10.8  CFT Formulation: Critical Commentary

We could firstly identify a number of similarities between our Integrative approach 
and the approach of Compassion Focused Therapy (CFT). These include having a 
strong basis in cognitive-behavioural theorising, alongside acknowledging the impor-
tance of supportive relationships in facilitating learning of healthier emotion-regula-
tion strategies. The CFT approach certainly has something to offer our understanding 
of how to engage someone therapeutically, the importance of holding in mind the 
human condition, and our need for compassion. CFT integrates many of the same 
literatures that our Assimilative integration did, and the approach is theoretically 
based in a number of stories that might enable clients to feel that their difficulties are 
‘not their fault’, whilst simultaneously opening up possibilities for change. CFT was 
developed in response to clinical need, and the rationale for its approach to treatment 
seems intuitively sensible when thinking about clients in distress and our responses 
to them. The mismatch described between changed cognitions and unchanged emo-
tions offers an example of how a lack of personal integration could be associated with 
poor mental health.

However, in considering criticisms of the CFT approach outlined here, it seems 
that the model might be characterised as overly constrained by its focus on evolu-
tionary accounts of development and the ‘all healing’ nature of compassion, but also 
appears to lack theoretical specificity in some areas. For example, what is the mecha-
nism by which self-to-self compassion occurs? How does one become compassionate 
to oneself? Is a lack of self-compassion at the root of all difficulties or just some of 
them? If it is just some difficulties, which ones, and how can we tell?

Additionally, CFT promotes an evolutionary account of brain development that 
might not fit with clients’ other beliefs; particularly, perhaps, religious belief systems. 
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It was not clear to us if this would suggest the approach was inappropriate for reli-
gious clients or if there is any adjustment that might enable therapists to minimise 
this aspect of the work, and hence its potential conflict with the client’s broader 
beliefs. Are there other clients who are unsuitable candidates for CFT intervention?

Further, the authors suggest that CFT interventions are developed on the basis of 
broader scientific findings relating to physiological processes underpinning stress. 
Cognitive, behavioural, and neuropsychological models already do this adequately 
and many such models are well-developed. Given this, does CFT offer anything dis-
tinct to our understanding of psychological distress other than the idea that compas-
sion might be a focus for intervention?

How an individual relates to others in the world, and within their mind, is central 
to their experiences and, consequently, is often implicated in their distress. However, 
these (external and internal) relationships are poorly explicated within this account 
of a CFT approach. The account does not sufficiently explain how Molly relates to 
others, or how her relational style and others’ expectations of her might impact on 
her relationship difficulties. At the level of formulation, we wondered about the 
advantages and disadvantages of using a ‘threat based’ or ‘three systems’ approach to 
formulating; how the information gathered by these formulations would inform the 
treatment approach; and how to choose between these approaches at different points 
in therapy.

Essentially, the authors seemed likely to choose between a very limited range of 
specific treatment-approaches, on the basis of supportive efficacy research and clini-
cal judgement. Although this mirrored our Assimilative integration approach, CFT 
appeared more constrained in terms of the treatment approaches it draws upon, due 
to an over-focus on compassion-development – despite the lack of clear evidence to 
suggest that this construct is more important or central than others when working 
with clients.

There is an acknowledged emphasis on distinguishing internal and external 
factors in understanding safety behaviours, but this separation might contribute to 
a limited conceptualisation of how these factors may interact. By trying to concep-
tualise the separation of internal and external factors, we would be concerned that 
important information is needlessly neglected within the formulation.

We are aware that, to date, there is limited evidence regarding CFT outcomes – 
and, of course, psychological therapies are continually developing in terms of their 
evidence-base. Perhaps we could consider CFT as being in its infancy as a theory and 
treatment approach, with a number of large steps yet to be taken. As an integrative 
approach, it is a challenge to know the extent to which you need to specify the bases 
of your theoretical allegiances and how to do this concisely enough to cover the mate-
rial within a single chapter. Any explanation can only ever be partial and limited, 
and we value accounts that simplify complex processes as useful explanatory guides 
for clients. CFT offers a framework for a particular way of understanding patterns 
of relationships and distress that some clients may find useful. However, we would 
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question the assumptive focus on compassion, shame, and self-criticism as central 
factors (underlying difficulties) for all clients, particularly when the thinking around 
these concepts and inter-relationships remains inchoate.

Vanessa Dale-Hewitt & Chris Irons
10.9  Author response

There are a number of points raised by the commentators that we do not feel accu-
rately reflect CFT as an approach.

First, it is unclear how an approach can be ‘overly constrained’ by an evolution-
ary understanding of the human mind, distress, and mental healthiness – evolution-
ary understanding underpins many psychotherapeutic approaches, and provides a 
basic scientific grounding for clients and therapists. Of course, for some clients an 
evolutionary explanation may not fit with their broader beliefs, but, in our experi-
ence, key aspects of the approach (e.g., old/new brain, three systems) still stand as 
helpful psychoeducational heuristics even without an evolutionary back story.

Second, whilst compassion may not be a panacea, there is a large and rapidly 
developing scientific literature – both from within psychotherapy research and more 
broadly – that highlights how the cultivation of compassion for self and others, and 
the experience of receiving compassion, is highly physiologically and psychologically 
regulating for humans. There is emerging evidence of how compassion may be associ-
ated with epigenetic changes, immunological improvements, improvements in heart-
rate variability, reduction in negative affect and mental health symptomology, satis-
faction in relationships, and altruism. These are not studies that CFT has directed, 
but certainly we are interested in what the scientific literature is telling us about the 
consequences of cultivating compassion. We would also like to highlight that, whilst 
cultivating the different flows of compassion is central to the approach, CFT embraces 
and uses a variety of other interventions (e.g., attention training, mindfulness) that fit 
coherently within the model and are likely to be important components of therapeutic 
change.

Third, whilst we clearly highlighted that CFT emerged initially through working 
with people who had high levels of shame and self-criticism, the approach is also 
used with people who do not have problems in these areas. Given much of mental 
health distress involves high threat processing, the CFT model, with its focus on 
threat regulation, has much to offer.

Fourth, in regard to the scientific understanding of the physiology of stress, we 
are unclear about the commentators’ point that “cognitive, behavioural and neuropsy-
chological models already do this adequately and many models are very well devel-
oped”. It is unclear which of these models try to base their theoretical understand-
ing or interventions on a similar underlying physiological model – incorporating an 
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understanding of polyvagal theory (Porges, 2007) or the powerful role of oxytocin in 
regulating stress systems. We do not agree that CFT is “in its infancy as a theory and 
treatment approach” – in fact we would suggest that there is a great deal of depth 
and integration across multiple levels of psychological and biological science – but 
certainly expect adaptations and developments in years to come.

In terms of formulation itself, of course there is a lot in the process that is hard to 
convey here. Contrary to the commentators’ concerns, we find that failure to explic-
itly separate external and internal processes can lead to confusion. But of course it is 
important to recognise how external and internal processes interact, and drawing out 
these interactions is a key process in CFT formulation and understanding.
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11  Integrative Approaches
Integration might be more appropriately seen as a movement than an approach; a 
movement that has involved the development of myriad ways of ‘doing’ integration. 
Integrative working has been borne from the explosive proliferation of, and resulting 
heterogeneity in, psychotherapy approaches, and it is clear to us that there is little 
value in attempting to convey any myth of uniformity in this chapter. To suggest that 
there is a single integrative approach that can be learnt and followed would be mis-
leading: integrative working draws on the full range of possible theories about human 
distress and psychological routes to change and wellbeing, and therefore the possible 
combinations and permutations within integrative working are limitless.

Integrative working has evolved under a range of favourable conditions. Without 
doubt, one such condition has been an increasingly widespread recognition that no 
single theoretical model or approach to psychotherapy has all of the answers, for all 
of the people, all of the time. This, alongside a drive to constantly improve the effi-
ciency, efficacy, and acceptability of psychotherapy, has led clinicians, academics, 
and researchers alike to look across the range of psychotherapy approaches in order 
to refine, elaborate, and improve the way we work. To that end, integrative working 
aims to be flexible and responsive to the needs and competence of both client and 
therapist, with the goal of improving outcomes.

In this chapter, we have been asked to consider what is unique about integrative 
working. This is a tricky question to answer. In one sense, nothing is unique about 
integrative working because it rests entirely on the foundations built by ‘pure-form’ 
models and approaches: the process of integrating individual approaches is (and 
we argue, should be) based on the evidence-base for each approach being drawn 
upon. We appreciate a specific point of wisdom from John Norcross in his book on 
the subject (2005) that “one cannot integrate what one does not know” (p.14). We 
note also that the approaches considered in other chapters of this text are, in many 
cases, works of integration themselves. Our sense is that perhaps what is unique 
about integrative working is the opportunity to refrain from repeatedly redefining and 
‘re-badging’ through the demarcation of new boundaries; rather, integrative working 
might be seen as a ‘meta-approach’ in which all approaches are held in mind and 
applied dynamically. More generally though, we wish to communicate that integra-
tive working is a natural extension and evolution of pure-form working, rather than a 
theoretical opponent to it.

This work is licensed under the Creative Commons Attribution-NonCommercial-NoDerivs 3.0 License
 © 2015 Louise Braham et al
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11.1  The Origins of Integrative Working

The origins of integrative working offer much by way of explanation of its philosophy. 
In the 1950s and 1960s key psychotherapeutic ‘camps’ (psychoanalysis, behaviour-
ism, cognitivism) were engaged competitively with each other to prove the value of 
their respective approaches. This is described by some authors as akin to an ‘ideo-
logical cold war’ (Norcross, 2005) and the difficulty we have today in imagining this 
level of furious duelling is perhaps testament to the impact that the integrative move-
ment has had in the last forty years. Ultimately, they were all shown to be effective for 
some people and the differences between them were judged to be small and unreli-
able (Wampold, 2001; Wampold et al., 1997). The resulting ‘all have won and all shall 
have prizes’ conclusion (the ‘Dodo verdict’; Rosenzweig, 1936), when combined with 
findings that a larger portion of change could be attributed to client variables and 
common factors than to the specific model itself, led to something of a revolution.

The first identifiably integrative publication came in 1950 (Dollard & Miller, Per-
sonality and Psychotherapy) but it took until the 1970s for the movement towards 
integrative working to gather any significant pace (Prochaska, 1979; Wachtel, 1977). 
The conditions were right for integration, not simply by virtue of outcome-related 
dissatisfaction with any single-model approach; short-term approaches to psycho-
therapy became more numerous and credible, and alongside this the financial and 
organisational support for traditional long-term approaches began to dwindle. Thera-
pists were asked anew to demonstrate and document the efficacy of their approach, 
leading to a favouring of more easily-evidenced, problem-focussed ways of working 
with clients. There was an additional sense of theoretical dissatisfaction that no 
single theory could fully explain or predict the development of core concepts like 
personality, or the aetiology of clinical problems and why they change. Academics 
began peering over the fences to see what neighbouring theories could offer and a 
timely increase in collaboration between academics and clinicians saw this trans-
late into the approaches used in clinical services. Ultimately the movement gathered 
enough momentum to see the launch of the first journal dedicated to the integrative 
cause (The International Journal of Eclectic Psychotherapy) in 1982, and professional 
bodies committed to furthering integrative working followed.

As it stands today, it seems fair to say that a significant move towards integrative 
working has taken place and is continuing (Prochaska & Norcross, 2010) to the point 
that most practitioners would identify themselves as either explicitly integrative or at 
least influenced by more than one theoretical approach (McLeod, 2009). This prompts 
us to question what the logical end point of this movement might be: Will we arrive 
at theoretical unification, whereby an ultimate integration of theory and approach is 
agreed upon as the most effective or universally applicable? We find this almost as 
difficult to imagine as the ‘cold war’ described by Norcross. Our sense is that we may 
instead be experiencing a new proliferation of standardised integrative approaches, 
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for example: Cognitive Behavioural Therapy; Cognitive Analytic Therapy (Ryle, 1995); 
and Schema therapy (Young, Klosko, & Weishaar, 2003) to name just a few.

11.2  Approaches to Integrative Working

Different forms of integrative working have been defined as ways of classifying 
approaches. These are briefly discussed to provide context for the approach we intend 
to take. One factor upon which these ways of integrating vary is the level at which 
integration occurs: technique, theory, or somewhere between the two.

At the level of technique, ‘technical eclecticism’ involves the collation of therapy 
techniques that ‘work’ without necessarily blending the theoretical assumptions 
underpinning those techniques. An eclectic therapist would not be held to one set 
of assumptions about how clinical problems operate and they may be less concerned 
with ‘why’ something works than the fact that it does work. Technical eclecticism 
is criticised for inconsistency and potential theoretical muddlement. However Nor-
cross (2005) argues that successful technical eclecticism should involve the system-
atic selection of techniques on the basis of both outcome research and patient need. 
Furthermore, to do this he suggests a sound knowledge and experience of several 
therapeutic approaches is needed.

At the level of practice, ‘assimilative integration’ might be seen as a step towards 
integration of theory, whilst remaining essentially at the level of practice. This 
approach begins with a grounding in one ‘home’ theoretical position and works 
towards selectively incorporating practices and views from other theories in a process 
of reworking, augmenting, and casting in new form the ideas from the home theory. 
Without the demand for full theoretical synthesis, a perspective on theoretical congru-
ence can be adopted. It might be thought of as the way in which therapists naturally 
expand their clinical repertoire upon recognising the limitations of their home theory.

At the level of theory, ‘theoretical integration’ aims to synthesise different theo-
ries that may hold differing world views and underpinning assumptions. Such syn-
thesis offers the potential for new perspectives at a theory level, although the barriers 
to synthesis should not be underestimated; how do we rationalise assumptions that 
appear to sit at odds with each other and fundamental epistemological contrasts? 
A simple example might be the challenge of identifying the aim of therapy; differ-
ing theories would support differing objectives, with possible focal outcomes includ-
ing: the promotion of self-actualisation, the relief of symptoms, the restructuring of 
relationships, the development of insight, and the modification of overt behaviours. 
Theoretical integration might seem therefore to present the greatest challenge to a 
therapist working integratively.

In our view at least, the ‘common factors’ approach to psychotherapy integration 
is located somewhere to the side of the ‘technique – theory’ continuum described 
above. It has developed from the search for the key ingredients that different therapies 
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share, given the acknowledgment that theoretical nuances do not produce signifi-
cant variance in efficacy. The process of identifying these common factors has, more 
recently, included empirical (as well as rational) methods (Grencavage & Norcross, 
1990; Tracey, Lichtenberg, Goodyear, Claiborn, & Wampold, 2003). Factors shared 
across successful therapies are thought to include concepts like alliance; empathy; 
positive regard; client feedback and preferences; and acknowledgement of culture 
(Norcross, 2011). Whilst identifying the ingredients of good therapy is undoubtedly 
valuable, it does not offer an approach for case formulation. We see the common 
factors approach as a meta-approach: a clinical strategy or arrangement of ideas that 
guides the efforts of therapists. It does not dictate how theory is to be arranged within 
that structure and this falls, as it does with other integrative approaches, to the indi-
vidual therapist to negotiate according to their own preferences, experiences, and 
resources.

Perhaps in response to this, some ‘framework’ approaches have offered concep-
tual maps that organise elements of a clinical case and link these to appropriate theo-
retical approaches. Jeff Brook-Harris’ (2008) Multitheoretical psychotherapy (MTP) 
approach suggests that ‘thoughts’, ‘actions’, and ‘feelings’, as primary dimensions of 
human functioning, are influenced by contextual dimensions of ‘biology’, ‘interper-
sonal patterns’, ‘social systems’, and ‘cultural contexts’. MTP goes on to suggest that 
multiple theories should be considered: e.g., cognitive theory for ‘thoughts’; experi-
ential theory for feelings; psychodynamic theory for interpersonal patterns; and so 
forth. This clearly moves towards an approach for case formulation and the same may 
be said for other frameworks (Ingram, 2006; Weerasekera, 1996). Ingram’s work in 
particular offers a highly prescriptive approach to the building of a case formulation 
from individual hypotheses situated within a range of theoretical perspectives. Our 
sense is that, whilst these frameworks acknowledge the need for some level of theo-
retical integration, they give little sense of how this might be done.

Our aim in this chapter is to offer an example of the approach we feel most closely 
represents ‘normal integrative practice’ for clinicians: assimilative integration. The 
process we went through to arrive at and execute this is described in more detail in 
the ‘Formulation in Action’ section below. Central to our rationale for this decision 
are two considerations: firstly, what merit is there in reorganising (already frequently 
reorganised) concepts to produce another framework approach? Secondly, the signifi-
cant challenges to full theoretical integration mean that this does not reflect real-life 
practice as we know it. We settled on the notion that producing something with clear 
relevance for practice was a more pragmatic and useful endeavour.
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11.3  What Evidence is There for Integrative Working?

We hope to have ultimately made clear that uniformity within integrative working is 
indeed a myth. Working integratively can be approached in a number of ways, each of 
which comes with inherent strengths and limitations.

The evidence-base for integrative working therefore mirrors this lack of unifor-
mity. The evidence specific to each ‘branded’ theoretically integrated model (e.g., 
Schema Therapy, Cognitive Analytic Therapy, Cognitive-Behavioural Therapy, and 
Compassion Focused Therapy) is variously developed and a fuller account of three 
such models (Schema Therapy, Compassion-Focused Therapy, and Cognitive-Behav-
ioural Therapy) can be seen in previous chapters. Other approaches to working inte-
gratively depend on the evidence-base of each model being drawn upon and this 
extends to the evidence for specific techniques that may exist. In a sense, therefore, 
many ways of working integratively are difficult to test, given that each is developed 
in response to a specific problem, for a specific client, by a specific therapist. This 
affords opportunity for sweeping criticisms of integrative working: that it is untest-
able and therefore unsound, or lacking in depth, clarity, coherence, and focus (Gilbert 
& Orlans, 2011).

These criticisms are entirely appropriate when levelled at poor quality integra-
tive working – i.e., unsystematic, ‘pick-n-mix’ therapy that gives little consideration 
to congruence, efficacy, or competence. We would argue therefore that integrative 
working must involve the following:

A thorough and detailed understanding of each theoretical model that is being 
drawn upon, its evidence-base, and translation to clinical practice.

 – Consideration of the idea of theoretical congruence so that the overall message 
communicated to the client, by the therapy, is coherent.

 – As clear a focus on the clinical problem as would be taken by a single-model 
approach.

 – A clear sense, for each therapist, of their own fields of competence and an accep-
tance that only what is fully understood should be used.

11.4  Formulation in Action

Originally, in thinking about Molly we attempted to develop a novel conceptual model 
of case formulation, rather like a ‘framework’ approach. However, it became apparent 
that this is not how we work with real clients; therefore, we should do as we would 
in actual practice. This shift allowed us to lose the constraints of trying to produce 
an all-encompassing, yet clinically usable model of functioning, and indeed also 
of the challenge of synthesising theory to the point of providing new perspectives. 
Instead we could work intuitively, starting from a Cognitive-Behavioural Therapy 
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(CBT) outline. This matched our clinical expertise and was congruent with Molly’s 
tendency to prominently articulate her thoughts and feelings.

The process of assimilative integration allowed us to take note of, and respond 
to, ‘gaps’ left by the CBT model. We felt that there were significant systemic and rela-
tional aspects to her experience; hence, we augmented our initial CBT formulation 
with ideas from systemic and psychodynamic approaches. At each stage we consid-
ered the theoretical congruence to ensure that the ideas we were using could sit sensi-
bly alongside each other. For the sake of clarity, we will demonstrate our formulation 
in three stages.

11.4.1  Initial Formulation

11.4.1.1  Stage 1: CBT Model
Figure 11.1 shows application of a Beckian longitudinal CBT model. This model 
explains the influence of life experiences via the development of core beliefs and 
rules for living, which are activated and/or violated by more recent trigger events. The 
model captures Molly’s articulation of her self-concept (as ‘weak and useless’) and 
is helpful in identifying the connections between longstanding ways of coping and 
current patterns of thinking, feeling, and behaving. Molly wishes to ‘sort (herself) out’ 
and locates her problems internally, which is congruent with CBT assumptions about 
internal processes driving distress. Please refer to Figure 11.1.

This model is not as useful when it comes to explaining the influence of her 
family interactions on her current distress, or indeed why, in new situations, she finds 
similar forms of emotional distress.

11.4.1.2  Stage 2: Addition of Systemic Ideas
As Chapter 8 explains, systemic approaches are informed by systems theory and the 
notion that the behaviour of a system can be understood by considering the charac-
teristics of each element within the system and the relationship between these ele-
ments. Although there is limited information about the wider culture that influences 
Molly, a system of primary importance in her life is family; there may therefore be 
value in conceptualising how Molly and her family communicate with each other and 
the interpersonal aspects of her distress.

Molly’s account suggests that her family may have been invested in a system of 
beliefs around the importance of achievement and of self-reliance (that she should 
be able to achieve without relying on help from others) and these beliefs seem to 
have been communicated within the family system through both the language used 
and in non-verbal communications (her Mother’s ‘looks’). The family system also 
seems to favour the non-expression of emotion as part of its overall pattern of com-
munication. As a part of the family system, Molly is likely to have been influenced to 
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maintain these values in her own patterns of communication and behaviour, perhaps 
to the point that she ‘owns’ them as her own values. She attempts to contain her emo-
tions (‘you just have to get on with it’) but struggles to sustain this and is inevitably 
overwhelmed, leading to an intensified expression of emotional distress, which the 
system receives with difficulty.

Interactional patterns within the family system appear to discourage and even 
punish emotional expression, and this can be observed in the family’s response to 
Molly’s hospitalisation and in their descriptions of Molly as “overly emotional” and 
“dramatic”. It is plausible that the family are invested in a wider social discourse about 
mental health problems reflecting weakness (Molly certainly perceives that they felt 
stigmatised by having a daughter “in the nuthouse”) as congruent with their own 
belief system about self-reliance/resilience. This might complement a strategic per-
spective in proposing that the family’s responses to her distress are, in fact, attempts 
to encourage resilience in Molly. However, she reports distress resulting from these 
interactions, which suggests they are ineffective solutions that require disruption.

Molly describes a lack of warmth and an atmosphere of ‘separateness’ within the 
family system. It may be that when combined with a pattern of communication that 
discourages expression of emotional distress, this maintains a sense that the system 
would not receive well any news of traumatic events. Molly chose not to disclose the 
sexual abuse she suffered, perhaps fearing her account would be understood through 
the existing family story, in which she is “dramatic” and disclosure would “wreck 
the family”. This supports the notion that she strived to maintain stability within the 
system, even though her own need for support was unmet.

Molly has tried to achieve self-reliance, autonomy, and success in a series of tran-
sitions (leaving home for university, commencing a relationship, taking a job at the 
library) that see her joining new systems. Unfortunately this seems to have brought her 
into contact with some overwhelmingly challenging interactions that have resulted 
ultimately in a retreat from autonomy (leaving the family system undisrupted). Her 
distress within these new systems seems to arise from an interaction between her own 
expectations (that she would be exposed and would fail at university; that she may be 
rejected in relationships) and the system’s expectations and responses to her behav-
iour. We hypothesise that a university class culture that expects members to join in 
and work together may not respond well to increased withdrawal; likewise, a student 
culture with expectations of casual relationships may not receive well intense attach-
ment behaviours. Hence, Molly finds herself failing to meet others’ expectations, 
‘rejected’, and needing to retreat to a position of relative safety. The sense overall 
is one of repeating patterns within new systems, and the advantage of a systemic 
understanding is that it facilitates causation and maintenance to be viewed as circu-
lar, rather than linear, and solely internally located in Molly.

The augmentation of the CBT formulation with systemic ideas contributes an 
interpersonal and interactional understanding of Molly’s experience of distress. The 
CBT formulation acknowledges her tendency to be self-critical of her distress and 
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we feel that a balance needs to be struck between identifying internally-held beliefs 
and expectations, and recognising the influence of others around her. This offers an 
alternative perspective on the causation and maintenance of Molly’s distress, and in 
therapy will give us an effective way of dealing with the idea that she is the sole source 
of her own distress. It is important to state (although this should be obvious) that sys-
temic thinking does not simply transfer responsibility for Molly’s distress to people 
around her; rather, it suggests that systems respond in order to try and achieve stabil-
ity, purpose, or indeed to solve problems. Molly’s distress is understood as arising 
from these interactions.

11.4.1.3  Stage 3: Addition of Relational Psychodynamic Ideas
The final stage of formulation considers how a relational psychodynamic perspective 
can add to our understanding of how the systems that Molly grew up in can become 
internalised and influence her responses to others in the present. Whilst the field of 
psychodynamic theories is more complex and multifaceted than we have space to 
explore here, drawing on some essential concepts can usefully add to our develop-
ing understanding of Molly. Whereas CBT and systemic approaches tend to address 
aspects of Molly’s experience that she is at least somewhat conscious of, psychody-
namic theorising highlights the role of her unconscious in shaping the experience 
and expression of her difficulties.

Attachment theory and research (Bowlby, 1969, 1973) suggest that a mother’s 
empathic responding to her infant is crucial to the child’s development. A caregiver’s 
attunement to their child’s experience is regarded as enabling the infant to integrate 
and organise their experience, later supporting the development of memory, emotion 
regulation abilities, and a sense of self (Stern, 1985). Given the discouragement of 
emotional expression within Molly’s family, it is likely that her early development 
was lacking in this vital emotional responsiveness, with consequent effects upon 
her implicit abilities and her Internal Working Models (IWM; Bowlby, 1969, 1973) of 
relating to others. Whilst a CBT perspective highlights Molly’s ‘core beliefs’, the IWM 
concept offers a similar but more dynamic interpersonal understanding of Molly’s 
expectations in relationships, and ways of being with others and the world. The 
advantage of including a psychodynamic perspective is to support a clearer under-
standing of how she might shift and change in her thoughts, feelings, and behaviours 
with others.

Consider, for example, Molly’s behaviour in her first therapeutic session: fluctu-
ating between angry criticism of the therapist and apologetic frustration with herself. 
Such behaviour can be understood as mirroring the conflict experienced by an infant 
whose mother is unresponsive to their needs. The unmet need creates a sense of angry 
frustration in the child that they struggle to manage without support, but to survive 
they still require proximity, and whatever support and safety their caregiver can offer. 
Consequently, the child is understood to become rejecting of their own needs in order 
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Figure 11.1: CBT diagrammatic formulation
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to limit frustration with the caregiver and maintain a compromised relationship. 
Returning to Molly in the session, we can see this conflict between frustrated needs 
for emotional support being expressed in her anger, but to guard against the therapist 
rejecting her, she resorts to criticising herself for not being able to contain the feeling. 
Unconsciously, Molly’s IWM of others as failing to provide for her ‘excessive’ emo-
tional needs is reconfirmed.

From a relational psychodynamic perspective, Molly could be seen as consciously 
seeking change, but unconsciously she might feel threatened by insights that under-
mine her IWMs because they have helped her to maintain a degree of security. Molly 
may defend against the threat of change in many ways that she could gain insight 
into, but the risk of her rejecting the therapy and/or therapy relationship is one poten-
tial defence that seems crucial to attend to.

We note that the tasks of therapy, such as self-reflection and emotional expres-
sion, will be at odds with Molly’s usual ways of being in the world. Consequently, 
maintaining sensitive awareness of Molly’s experience of the therapy could provide 
an opportunity to learn about her relational difficulties, as well as help to guard 
against a premature ending to the work. The simplified but main tenets of these and 
the systemic ideas are highlighted in Figure 11.2.

11.4.2  Theoretical Congruence

We have advocated the importance of considering the congruence of the underpin-
ning theories that an integrative formulation may draw upon. This is driven primarily 
by the need to create a coherent sense of the therapy experience for the client. One 
area for consideration is the extent to which our models understand ‘problems’ to 
be internally or externally located, because this poses a potential conflict of basic 
assumptions. Our understanding is that Molly’s difficulties exist both internally and 
externally; in fact, to suggest that a raft of life struggles such as those Molly presents 
with, might have a single location or source, seems unfeasibly simplistic. Put simplis-
tically, CBT understands problems as arising from maladaptive internal processes, 
whilst systemic theory would identify problems as arising within interactions or rela-
tionships. The psychodynamic concept of an IWM offers us a way of bridging this 
potential divide; suggesting that perhaps the interactions within a family system are 
formative of an IWM, which comprises internalised processes like emotional regula-
tion and beliefs about the self. Essentially, the ideas and interactions of her family 
system become Molly’s own ideas about herself and the world. Thus her difficulties 
‘exist’ in her interactions with systems, and within her own conscious and uncon-
scious internal experience.

The CBT model offers Molly a way of gaining a sense of conscious control, and 
therefore hopefully choice, over her experience. It offers a way of capturing and con-
ceptualising her current talk about herself (as core beliefs or rules for living) and 
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the therapy techniques that spring from the model will offer practical challenges 
to that talk and tools with which to manage her distress. However, our formulation 
acknowledges aspects of Molly’s experience that, realistically, she has little control, 
or perhaps even conscious awareness, of: the influence of systems around her and 
the implicit structuring of her emotional experience that have developed through 
her life. We understand the concept of repeating patterns to be common to all three 
models to varying degrees. Where the CBT model might describe the activation of core 
beliefs and implementation of maladaptive coping strategies, systemic theory would 
see the interaction of one’s expectations and that of the system as eliciting ineffec-
tive and repetitive attempts to solve and rebalance. Lastly, psychodynamic theory 
might describe the replication of unconscious relational structures in the present. 
Across these conceptualisations lies a similar goal and point of core congruence: to 
identify core beliefs and schemas, observe interactional patterns in systems, or bring 
the unconscious into conscious awareness. Integrating three theoretical positions is 
helpful here in reminding us (as Molly’s hypothetical therapists) that to imply that 
complete control over one’s experience can ever be gained would be unrealistic and 
unhelpful.

11.4.3  Meaning in Practice

In practice, by helping Molly to understand and manage these somewhat less directly 
controllable influences on her mental health, at the same time as directly targeting 
distress through CBT techniques, we would support her to consider what is and is not 
within her control to change. Steele, van der Hart, and Nijenhuis (2001) suggest that 
mental health is associated with an individual’s capacity to integrate events, as this 
enables distributed attention and the possibility of reflective thought and action. Our 
understanding of integrating these different theories for clients with complex prob-
lems – like Molly – would mirror Steele et al.’s (2001) suggestion that a broader appre-
ciation of the factors influencing behaviour and change will be supportive of personal 
integration and mental health.

11.4.4  Intervention Objectives

Intervention using an integrative approach requires integration of techniques reflect-
ing models used in the formulation; in this case, cognitive, behavioural, systemic, 
and psychodynamic. There is no one way of organising and delivering the techniques, 
just as there was no one way of integrating and building the formulation. However, 
there are empirically supported approaches to draw upon as described in previous 
chapters, and, of particular relevance to integration, within the ‘common factors’ 
literature. The primary focus of ‘common factors’ based efficacy research has been 
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to specify empirically supported aspects of the therapeutic relationship (e.g., Hardy, 
Cahill, & Barkham, 2007; Norcross, 2011).

Although empirically supported aspects of the therapeutic relationship are too 
wide-ranging to fully consider here, we highlight a few key objectives for establishing 
an effective alliance with Molly. Better outcomes have been associated with clients 
understanding their role and that of the therapist in the work, as well as clients and 
therapists having hopeful expectations of achieving success (Hardy et al., 2007). 
Clients’ intentions and motivation for change have also been linked to more positive 
results (Hardy et al., 2007). Hence our initial approach to working with Molly would 
focus on developing an effective therapeutic relationship in which we could agree 
on goals for change that seem desirable, meaningful, and manageable to both Molly 
and us.

11.4.5  Intervention Plan

Whilst ‘pure-form’ theoretical approaches point in particular directions to define 
appropriate goals, the flexibility of our integrative approach would draw on respon-
siveness from Molly and aspects of the formulation that fit with her perspectives to 
facilitate closer collaboration. As agreement about goals and collaborating in an 
alliance to achieve these has been linked to positive therapeutic outcomes (Nor-
cross, 2011), psychoeducation about the process of therapy and relevant aspects of 
the formulation could help Molly understand what to expect and how this might 
be achieved. We know that Molly wants to feel “better”, “more confident” and the 
“opposite” of how she currently feels. Once more clearly specified, these goals might 
be achievable through developing alternative coping skills – enhancing her abilities 
to challenge unhelpful thinking patterns, and to choose less damaging behaviours 
when she is struggling. Through initial attempts to directly target her immediate dis-
tress, we might both try to address issues of risk inherent in her presentation, as well 
as begin to gauge the extent of her ability to respond to CBT-type interventions.

One of Molly’s stated goals is to “make everyone proud”, but this needs explora-
tion as her history suggests she might be overly focused on pleasing others at personal 
cost. Our formulation has also highlighted a repeated pattern of failing to ‘achieve’ 
to the level expected by those around her, so a CBT skills focus in the work has the 
potential to evoke a familiar story of failure within the therapy. Our understanding of 
the systemic aspects of this case would become particularly relevant in such circum-
stances and we might aim to help Molly to understand the influence of the systems 
around her in developing this narrative. If it was possible to help Molly to distinguish 
her systems’ goals from more personal goals, this might usefully support her motiva-
tion for and expectancies of change. She might choose to adjust her narrative about 
her needs and abilities, rather than simply aiming to directly change problematic 
thoughts and behaviours.
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Figure 11.2: Diagrammatic integrative formulation



198   Integrative Approaches

Empathy, positive regard, and affirmation are also associated with therapeutic 
success, although therapists’ expressions of these need adjustment to fit particular 
clients’ needs (Norcross, 2011). As Molly is used to keeping others at a distance and 
her home life ‘lacked warmth’, we expect she will not be able to receive warmth and 
empathy without a degree of internal conflict. Receiving something so needed but 
lacking in her life could serve as a painful reminder of what she missed and stimulate 
a greater sense of neediness, which she ‘hates’ in herself already. Gentle enquiry into 
how Molly experiences small offerings of attuned care could facilitate exploration 
of the significance of her unmet needs in her experience of relationships generally. 
Additionally, findings from neuroscience suggest that adult experiences of empathic 
responding in the therapeutic relationship can foster trust and promote implicit 
emotion regulation abilities (Wilkinson, 2010). Such work could become more of a 
focus if Molly struggles to take conscious control of creating change.

In summary then, we would plan to start work with Molly by building the rela-
tionship, being aware of the attachment issues and potential conflict highlighted 
throughout. Realistically, this development of attachment and modelling by the ther-
apist, as well as the provision of safety, will need to run throughout the therapy. CBT 
tools will be utilised, including shared building of her formulation, before moving to 
consider use of techniques like cognitive restructuring and behavioural experiments, 
some of which would test the system (family and workplace) in which Molly resides. 
These in turn will help begin to challenge Molly’s IWM. The last phase of work would 
probably focus on the system, predominantly the family. Educating Molly and refin-
ing our shared understanding of her behaviours and attempts to maintain the stabil-
ity of the system will allow her to build more functional strategies of responding in 
the future. In actuality, the therapist and Molly will consider the best steps to take at 
each point through the therapeutic journey.

11.4.6  Effectiveness

Measuring effectiveness in this case is open to many possibilities and it is important 
to consider in an ongoing manner, so that the therapist can respond to and adjust 
strategies or techniques that are not working. Within the CBT aspects of the work, one 
might consider effectiveness as a shift in long held cognitions (that cause distress) 
and use of new behaviours. Given we believe that the system impacts upon Molly’s 
belief systems, changing some of these beliefs will be unlikely to happen if the system 
is not considered or challenged. CBT will also provide Molly with cognitive skills she 
can use to better manage the scenarios that she faces; such as appropriate emotional 
expression, practiced and not rejected throughout therapy. Thus we could note the 
number of new skills Molly develops. We could also consider effectiveness through 
Molly’s attendance or contributions in sessions, completion of tasks outside of the 
session, or a growth in confidence. We could notice the negative language about self 
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that Molly uses and how this changes over the course of therapy and/or gather weekly 
ratings of mood or therapeutic alliance. Ultimately, however, all three models would 
allow consideration of Molly’s goals and how far she has achieved them as a sen-
sible way of considering outcome. Perhaps most telling will be change in the levels of 
distress Molly reports over time, as well as whether she feels “different” to how she 
felt at the beginning of her journey. We must of course consider the possibility that 
her original goals may change throughout therapy, thus her goal to “make everyone 
proud” may come to reflect a more flexible and achievable goal.

David M Gresswell
11.5  Integrative Formulation: Critical Commentary

Helpfully, this chapter not only illustrates the shortcomings of an “integrative 
approach” but also the shortcomings of CBT, “systemic”, and psychodynamic 
approaches. As the authors indicate, the evidence-base for integrative approaches (as 
opposed to the individual components of relationships, techniques, and so forth) is 
weak. However, putting that issue to one side, the approach also invites a somewhat 
uncommitted and undisciplined approach to formulation – specifically: When the 
going gets tough, switch models.

To begin with the CBT model that the authors open with, the longitudinal approach 
to formulation illustrated in Figure 11.1 falls into several “post-Beckian” traps: includ-
ing lack of internal consistency, lack of nuance, an incoherent model of emotion, and 
overlooking the contingencies that maintain the behaviour. Examining the so-called 
“core beliefs”, these are clearly inconsistent with the conditional assumptions and 
behaviour – if Molly truly believes she is useless how can she also believe that she 
must (can) please others and that she can avoid criticism? Why does she seek employ-
ment and so forth? The issue here is partly one of nuance: Surely Molly’s “belief” 
that she is useless varies according to context and could be rephrased into something 
more consistent with the rest of the formulation and her actual behaviour?

Turning to the conceptualisation of emotion, Beck started off by attempting to 
explain depression; however, in the approach illustrated in this chapter, we can see 
the same core beliefs, conditional assumptions, triggers, etc. being used to explain 
five emotions (specifically: shame, anger, self-loathing, miserableness, and stress) all 
at the same time – clearly this isn’t going to work. The problem is compounded by the 
theoretical incoherence of the model of emotion: In this formulation the five emotions 
listed in the “Emotions” box are separate from, but interact with, physiology, behav-
iour, and cognition. If emotion is independent of cognition, behaviour, and physiol-
ogy then, phenomenologically, what is it?

Finally the formulation model does not consider the external variables (contin-
gencies) that maintain the behaviours in question – e.g., if you are prone to emotional 



200   Integrative Approaches

outbursts you will get different responses from someone who is generally reserved. 
This is a fundamental flaw in the CBT approach to an A:B:C formulation. Beck and 
colleagues effectively changed it from an operant Stimulus:Response:Stimulus 
(S:R:S) model – in which “A” is a Stimulus (the trigger for a behavioural sequence), 
“B” is a Response (everything the person does), and “C” is another Stimulus (the con-
sequences contingent on the behaviour that influence it in some way) – to, in effect, 
an incomplete S:R1:R2 model – in which “A” is still a trigger, but the “B” (R1) now 
represents some cognitive processing (typically called “beliefs” in many CBT texts), 
and the “C” (R2) represents some form of additional “emotional” response to R1. The 
contingencies which follow on from R1 and R2 have been unhelpfully dropped from 
the analysis. Rather than address these issues in a disciplined fashion, the archetypal 
integrative psychologist merely stumbles, half acknowledges the problem, and flips 
models – in this case, the authors shift to a so-called “systemic approach”.

At the risk of sounding like a psychological Margaret Thatcher, there is no 
“system”; but, as is well illustrated here, simply a number of individuals (family 
members, fellow students, colleagues) reinforcing and punishing each other’s behav-
iour. There is no “systemic theory” illustrated in the chapter; but merely a description 
of the probable ways (based on history) in which Molly’s mother will, for example, 
punish some of Molly’s behaviours (thereby causing anxiety and suppressing the 
behaviour), ignore some other behaviours (contributing to extinction), and intermit-
tently reinforce still others (thereby strengthening them). A thorough behavioural 
functional analysis would focus on these issues, consider who is influencing who 
through reciprocal reinforcement and on what schedules, and thereby actually inform 
the intervention.

Despite two attempts, the authors still consider the formulation incomplete 
because it does not consider the “unconscious…” In attempting to add an attach-
ment-based interpretation of these unconscious processes, what is highlighted is 
that Molly’s expressions of anger have probably been punished in the past, and so 
she acts to suppress angry behaviour now to avoid expected punishment. It would 
seem highly unlikely that Molly is unaware of these processes given her description 
of her family life. The result of all this model changing and “integration” is the even 
more complicated “diagrammatic integrative formulation” illustrated in Figure 11.2, 
in which the inconsistencies and anomalies evident in the first formulation are not 
only perpetuated but are now supported by additional boxes: one on the left, with the 
term “family system” emboldened (which presumably describes how Molly’s family 
punish and reward her behaviour); and another on the right, which primarily con-
tains “needs” and “Psychodynamic/attachment” issues. These boxes are attached to 
the initial Beckian formulation with broken lines and arrows – thereby adding the 
circular links beloved of systemic theorists. Nevertheless these circular links fail to 
show how the different components of the formulation actually and specifically inter-
act with each other.
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Although the authors make the point that they “cannot imagine the ‘cold war’ 
(between competing ideologies) as described by Norcross”, we think their chapter 
(inadvertently) makes an argument for a return to those days and to the disciplined 
thinking of the advocates of the different ideologies. For us, the chapter affirms the 
need to teach trainee psychological practitioners a holistic model of human behav-
iour (such as radical behaviourism) and then train them to develop, apply, and rig-
orously test a comprehensive and theoretically-informed functional analysis in a 
disciplined and committed fashion. The alternative would seem to be to create a gen-
eration of psychological practitioners who are ‘jacks of several trades and masters of 
none’ – surely the rational thing to do when things go wrong is not to change models 
at the first opportunity, but to really think about the new data gained, question why 
the initial formulation hypotheses have been disproved, re-work the formulation, and 
then test it again?

Louise Braham & Sharron Smith
11.6  Author Response

There appears to be an essential difference in philosophy underpinning an Integra-
tive perspective and this critique’s perspective. Where we see drawing on a variety 
of explanatory models as an aid to appreciating the complexity of factors shaping 
Molly’s distress, this critique characterises her experience as reducible to stimuli 
and responses. We reject the notion that an Integrative approach advocates switch-
ing models when one gets stuck. The approach advocates a systematic choosing of 
aspects of models that allow integration and the development of a fuller picture of a 
range of mechanisms contributing to an individual’s psychological life. Integration 
should be a well-considered process informed by reflection on theory, literature, the 
client, and their experience.

Given the complexity of human beings generally and Molly’s difficulties specifi-
cally, we accept that the diagrammatic formulation and verbal account in this chapter 
were necessarily heavily summarised and consequently limited in their precision. 
However, in practice, a more nuanced formulation could be generated through col-
laboration with Molly and focusing on specific goals.

The critical commentary authors highlight that Molly’s belief about being useless 
is inconsistent with a belief that she must and can please others. Whilst it might 
appear inconsistent, as humans are complex organisms they are able to hold more 
than one view or belief, even those that seem contradictory. In this case, the beliefs 
are opposite ends of the same continuum, so moving between ‘useless’ and ‘pleasing’ 
(i.e., being useful to others) is part of Molly’s struggle and distress. Equally, although 
it is complicated to account for multiple emotional experiences, distress is rarely (if 
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ever) one-dimensional and emotion labels can encapsulate experiences in a way that 
is ideally both meaningful and containing for clients.

What Molly might be aware of or not is another question raised by this critique 
and we accept the concept of ‘the unconscious’ as potentially problematic. We appre-
ciate having the space here to highlight ‘mentalization’ (e.g., Fonagy, Gergely, Jurist, 
& Target, 2004), a concept that fits better with our intersubjective stance. Whilst 
‘the unconscious’ implies awareness is simply not present, accounts of mentaliza-
tion suggest individuals’ reflective abilities are not constant but fluctuate according 
to context. Particularly for people considered ‘personality disordered’, non-reflective 
functioning is thought to dominate behaviour when there is conflict in relationships.

The critique offered is little more than a criticism of something that is not ‘behav-
ioural’. Potentially, our formulation could be broadened to include a behavioural per-
spective, but we wonder how Molly might receive such an account. Another appar-
ently fundamental difference between the critical commentary and our Integrative 
perspective concerns the position of the client in relation to formulation. Rather than 
privileging an account that we regard as technically ‘the correct one’, we aim to use 
formulations that are meaningful and engaging for our clients, as well as theoretically 
coherent. We believe that psychological practitioners should be trained in a number 
of theories and models (in a pure way) so they can ultimately utilise skills of analysis 
and integration to make models that fit individual clients.
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Therapy
defences  103, 105, 107, 108, 111, 115
defusion, cognitive  64, 67, 71, 73, 74, 75
depression  20, 23, 28, 38, 41, 43, 48, 55, 66, 

81, 103, 176
difficulties
client’s;clients  75, 155
current  37, 40, 76, 84, 90, 91, 147, 148, 156, 170
interpersonal  47
presenting  36, 37, 39, 48, 52, 70, 99
dissociation  101, 146
distress  47, 51, 85, 87, 94, 161, 168, 176, 179, 

182, 192, 195, 199
Early Maladaptive Schemas. See EMS. See  EMS
E/C strategy  145, 149
effectiveness  6, 7, 38, 41, 92, 109, 111, 155, 169, 

185, 186, 188, 198
EMDR (Eye Movement Desensitisation and 

Reprocessing)  142
emotional experiences  16, 36, 37, 47, 51, 55, 56, 

81, 104, 139, 155, 195, 201
emotional expression  47, 85, 90, 139, 142, 191, 

194
emotionally demanding  10, 11, 25, 44, 149, 171
emotions  16, 45, 47, 55, 62, 102, 115, 139, 148, 

153, 155, 173, 177, 199
empathy  32, 167, 175, 179, 188, 198

EMS (Early Maladaptive Schemas)  79, 80, 83, 
92, 94, 95

English as a Second Language. See   ESL
evidence  22, 24, 37, 38, 41, 55, 70, 85, 87, 95, 

137, 169, 189
exceptions  52, 104
experiences
aversive  62, 66, 69, 71
behavioural  38
belief-formative  43
bodily  33, 99, 142, 155
client’s;clients  102, 158
clinical  38, 95
developmental  37
early  45, 47, 48, 79, 81, 83, 87, 92, 94, 161, 163, 

172, 177, 178
historical  68, 172, 177
missing  155
private  71, 74
repeated  27, 31, 75, 90
subjective  39
visceral  108, 112
experiential techniques  81, 90, 91
experiments  18, 150, 154
explanations  157, 181, 186
failure  23, 45, 46, 48, 65, 67, 68, 75, 85, 177, 

183, 196
family  68, 70, 72, 73, 84, 85, 86, 136, 171, 173, 

191, 198
family members  10, 135, 136, 139, 200
family system  135, 136, 191, 194, 200
family therapy
successful systemic  137
fears  3, 18, 60, 62, 69, 88, 106, 138, 175, 177, 

179
feelings, hidden  100
flexibility, psychological  61, 111
formulation
developmental  43, 55
integrative  194, 199, 200
schema  84, 88
systemic  138, 175
functional analysis  17, 28
Functional Analytic Psychotherapy  21
fusion  66, 70, 71, 72, 77
Gestalt Therapy  81, 102
goals  14, 18, 32, 33, 48, 51, 65, 70, 72, 73, 196, 

199, 201
grief  99, 116
guilt  24, 69, 100, 110, 116, 138, 178



212   Index

Healthy Adult Mode  75, 82, 91, 94
holistic  21, 33
hurt  45, 64, 106, 107, 116
hypotheses  16, 25, 42, 44, 68, 72, 136, 147, 

172, 177
IBS (Irritable Bowel Syndrome)  10, 32, 101, 113, 

145
imagery  81, 91, 161, 168, 180
impulses  53, 100, 114, 116, 151
inflexibility  66, 70
integration  150, 157, 183, 187, 195, 201
assimilative  180, 187, 188, 190
theoretical  79, 188
integrative approaches  30, 157, 180, 181, 185, 

188, 196, 199, 201
intervention objectives  22, 25, 51, 70, 89, 108, 

110, 114, 135, 149, 178, 195
interventions  27, 30, 37, 71, 73, 76, 81, 91, 103, 

111, 112, 150, 157, 169
technical  114
therapist’s;therapists  103
in-therapy problems  53
intimacy  23, 25, 105, 107, 113, 114
sexual  68, 145, 149, 156
intimate relationships  105, 116
intrapsychic experiences  138
introduction  60
Irritable Bowel Syndrome. See IBS. See  IBS
isolation  28, 48, 60, 95, 172
ISTDP (Intensive Short-term Dynamic Psycho-

therapy)  6, 100, 104, 111, 114, 139
IWM (Internal Working Model)  194
language  20, 31, 32, 60, 64, 67, 72, 75, 142, 

170, 173
Learning Management System. See   LMS
Limited Re-parenting  81, 82
loss  66, 99, 114
love  23, 46, 50, 55, 66, 86, 88, 100, 105, 115, 

148, 161
maintenance  3, 15, 17, 29, 46, 75, 192
Malan  100, 103, 110, 112
mechanisms  3, 17, 23, 33, 36, 41, 109, 169, 180, 

201
memories  64, 68, 90, 111, 151, 154, 167, 172, 

192
mentalization  168
meta-analysis  20, 74, 103
metaphors  62, 64, 137
methods, behavioural  53

mind  7, 41, 66, 67, 71, 72, 137, 158, 163, 175, 
180, 181, 185

compassionate  167, 168, 180
mindfulness  64, 74, 150, 151, 152, 161, 167, 180, 

182
model  6, 7, 37, 43, 55, 80, 95, 182, 190, 195, 201
modelled emotional avoidance  44
mother  10, 11, 45, 46, 86, 88, 91, 106, 171, 190, 

192
motivation  23, 68, 87, 167, 177, 179, 196
normalisation  71, 72
Open Educational Practices. See   OEPs
Open Educational Resources. See   OERs
origins  6, 17, 37, 39, 92, 167, 175, 186
outcomes  41, 50, 52, 54, 76, 112, 137, 139, 196, 

199
pain  19, 61, 66, 115, 146
emotional  47, 87
psychological  61, 62
parents  12, 13, 24, 46, 70, 74, 85, 88, 89, 91, 

107, 147, 172
partners  13, 22, 24, 45, 47
Pavlov  18
Peer-to-peer. See   P2P
personality  80, 82, 186
personality disorders  11, 75, 80, 84, 87, 94, 

103, 169
Personal Learning Environment. See   PLE
personal values. See values. See  values
person, triangle of  100, 102, 109, 111
practice, therapeutic  31
pressure  69, 102, 110, 115
principles
basic  31
behavioural  20, 22
private behaviours  16, 21, 39
private events  54, 61, 62, 64, 71, 73, 76
processes  5, 7, 29, 36, 42, 62, 64, 114, 116, 152, 

155, 188
defensive  101, 111
physiological  170
psychoanalysis  186
psychodynamic therapists  138
psychological distress  80, 181
psychological theories, applying  3, 4
punishment  15, 17, 19, 25
Punitive Parent Mode  86, 90, 91
rage  99, 105, 107, 110, 114, 115
randomised controlled trials. See RCTs. See  

RCTs



 Index   213

RCTs (randomised controlled trials)  74, 83, 92, 
103, 143, 169

recapitulation  114
reformulation  42
reinforcement  17, 19, 24, 26, 65
negative  25, 29, 62
rejection  23, 44, 46, 50, 52, 53, 56, 68, 70, 86, 

88, 135, 173, 177
fear of  60, 135, 179
Relational Frame Theory (RFT)  20, 60
relationship difficulties  181
relationships  11, 23, 25, 70, 73, 86, 135, 145, 

149, 172, 178, 182, 191, 199
repertoires  138, 142, 155
resistance  110
resources  5, 69, 138, 151, 153, 188
responses
behavioural  42, 47, 162, 164
emotional  42, 146, 154, 200
family’s;familys  191
fight  10, 66, 146, 148, 162, 164, 176
flight  146, 148, 162, 164, 176
review  39, 40, 95, 103
RFT. See Relational Frame Theory. See  

Relational Frame Theory
risk  53, 70, 194, 196, 200
rumination  28, 50, 177
sadness  100, 138, 172, 177, 178
safety strategies  170, 175, 176, 178, 180
schedules  19, 29, 200
schema chemistry  83
Schema Focused Therapy. See SFT. See  SFT
Schema Mode  82, 84, 87, 89, 95
Schema Mode Therapy  80
schemas  83, 85, 86, 88, 91, 195
underlying  81, 86, 89
Second Language Acquisition. See   SLA
self-compassion  168, 179, 180
self-criticism  161, 169, 175, 176, 178, 179, 182
self-reliance  37, 44, 48, 53, 191
self-to-self relationships  171, 175, 178
sensations  62, 64, 151
sessions, initial  13, 26, 136, 152
sexual abuse  44, 45, 70, 73, 74, 76, 87, 107, 

135, 145, 149
sexual relationships  22, 29, 68, 73, 149
SFT (Schema Focused Therapy)  80
shame  51, 55, 57, 62, 86, 106, 138, 161, 169, 

172, 178, 182, 199
Short-Term Dynamic Psychotherapy  103

sister  10, 11, 45, 55, 57, 68, 70, 73, 85, 172, 177
situational  36, 42, 43, 50, 56
situations  3, 38, 42, 50, 51, 63, 67, 71, 72, 112, 

113, 114, 148, 152, 154
skills  27, 53, 167, 179, 180, 202
social  23, 24
Skinner  15, 16, 17, 18, 19, 20, 21, 31, 77
social interaction  9, 10, 22, 24, 147
ST formulation  92, 95
stimuli  16, 18, 19, 26, 162, 200, 201
ST (Schema Therapy)  76, 84, 85, 87, 89, 90, 

187, 189
success, therapeutic  92, 198
suffering  31, 48, 60, 68, 103, 104, 109, 114, 116, 

161, 167, 169, 179
support  9, 38, 39, 41, 45, 46, 47, 86, 90, 94, 

187, 191, 192, 195, 196
S/W strategy  145, 147, 148, 151, 154
systemic approaches  136, 138, 190, 192, 200
systemic family therapy  6
systemic ideas  190, 191, 194
systemic practice  135, 139
systems  16, 136, 164, 171, 177, 178, 182, 192, 

195, 198, 200
drive  177
soothing-affiliative  165, 177, 178
threat  164, 171, 172, 177, 178
Systems Theory  190
techniques  5, 63, 79, 81, 90, 114, 143, 151, 154, 

155, 158, 187, 195, 199
tension  5, 46, 101, 138, 139, 145, 148, 151, 154
theory  4, 31, 37, 39, 40, 158, 188
behavioural  24, 27, 30, 65, 92, 138, 158, 202
psychodynamic  114, 188, 192, 195
systemic  195, 200
therapeutic approaches  3, 6, 114, 144, 169, 187
therapeutic change  37, 41, 92, 96, 99, 104, 111, 

114, 136, 139, 143, 182
therapeutic goals  22, 28, 29, 110, 151
therapeutic interventions  16, 61, 109, 158, 167
therapeutic process  27, 53, 87, 115, 116, 137, 

145, 151
therapeutic relationship  25, 27, 28, 30, 77, 80, 

81, 96, 109, 152, 194, 198, 199
therapeutic task  99, 109, 110, 149, 178
therapy
trauma-focussed  150
threats  16, 18, 54, 62, 149, 161, 164, 169, 173, 

174, 175, 179, 194
external  172, 173



214   Index

internal  172, 173
tolerance, window of  148, 151, 152, 156
Transference  83, 102
transitions  191
trauma  76, 103, 111, 142, 145, 146, 147, 150, 

152, 153
trauma treatment  152, 153
triangulation  43, 52, 55, 56
truth  16, 52, 89, 136, 137, 158
unconscious anxiety  109, 111, 113
Unconscious Therapeutic Alliance. See UTA. 

See  UTA

unintended consequences  171, 175, 178, 180
UTA (Unconscious Therapeutic Alliance)  102, 

109
values  24, 48, 61, 65, 70, 74, 77, 88, 94, 186, 

191
Virtual Learning Environments. See   VLEs
vulnerability  46
Wampold  41, 186, 188
withdrawal  27, 30, 51, 55, 57, 105, 107, 113, 148, 

149, 173


	TEBK428
	TEBK432
	TEBK492
	TEBK517
	TEBK563
	TEBK654
	TEBK664
	TEBK725
	TEBK732
	TEBK966
	TEBK978
	TEBK1098
	TEBK1215
	TEBK1272
	TEBK1288
	TEBK1290
	TEBK1312
	TEBK1324
	TEBK1352
	TEBK1367
	TEBK1418
	TEBK1448
	TEBK1449
	TEBK1452
	TEBK1478
	TEBK1507
	TEBK1509
	TEBK1547
	TEBK1621
	TEBK1626
	TEBK1706
	TEBK1721
	TEBK1734
	TEBK1755
	TEBK1770
	TEBK1819
	TEBK1832
	TEBK1923
	TEBK1928
	TEBK1931
	TEBK1961
	TEBK1962
	TEBK1984
	TEBK2000
	TEBK2014
	TEBK2018
	TEBK2032
	TEBK2088
	TEBK2094
	TEBK2108
	TEBK2109
	TEBK2124
	TEBK2126
	TEBK2133
	TEBK2158
	TEBK2176
	TEBK2177
	TEBK2195
	TEBK2213
	TEBK2238
	TEBK2243
	TEBK2249
	TEBK2254
	TEBK2262
	TEBK2323
	TEBK2338
	TEBK2390
	TEBK2395
	TEBK2411
	TEBK2429
	TEBK2430
	TEBK2484
	TEBK2485
	TEBK2505
	TEBK2509
	TEBK2536
	TEBK2599
	TEBK2621
	TEBK2629
	TEBK2632
	TEBK2641
	TEBK2652
	TEBK2657
	TEBK2675
	TEBK2692
	TEBK2704
	TEBK2734
	TEBK2752
	TEBK2753
	TEBK2754
	TEBK2794
	TEBK2815
	TEBK2819
	_GoBack
	TEBK2879
	TEBK2881
	TEBK3072
	TEBK3100
	TEBK3164
	TEBK3166
	TEBK3171
	TEBK3174
	TEBK3177
	TEBK3187
	TEBK3221
	TEBK3256
	TEBK3259
	TEBK3262
	TEBK3289
	TEBK3292
	TEBK3314
	TEBK3329
	TEBK3344
	TEBK3347
	TEBK3383
	TEBK3386
	TEBK3401
	TEBK3411
	TEBK3417
	TEBK3544
	TEBK3550
	TEBK3571
	TEBK3616
	TEBK3651
	TEBK3655
	TEBK3661
	TEBK3694
	TEBK3718
	TEBK3721
	TEBK3756
	TEBK3759
	TEBK3825
	TEBK3828
	TEBK3923
	TEBK3934
	TEBK3940
	TEBK3942
	TEBK3948
	TEBK3977
	TEBK3983
	TEBK4006
	TEBK4010
	TEBK4026
	TEBK4037
	TEBK4061
	TEBK4079
	TEBK4095
	TEBK4098
	TEBK4107
	TEBK4124
	TEBK4128
	TEBK4154
	TEBK4194
	TEBK4229
	TEBK4294
	TEBK4316
	TEBK4317
	TEBK4318
	TEBK4319
	TEBK4367
	TEBK4386
	TEBK4387
	TEBK4398
	TEBK4408
	TEBK4411
	TEBK4414
	OLE_LINK1
	OLE_LINK2
	TEBK4435
	TEBK4436
	TEBK4474
	TEBK4481
	TEBK4531
	TEBK4532
	TEBK4559
	TEBK4593
	TEBK4613
	TEBK4627
	TEBK4687
	TEBK4719
	TEBK4729
	TEBK4744
	TEBK4752
	TEBK4771
	TEBK4777
	TEBK4778
	TEBK4800
	TEBK4814
	TEBK4821
	TEBK4829
	TEBK4849
	TEBK4853
	TEBK4857
	TEBK4858
	TEBK4938
	TEBK4943
	TEBK4956
	TEBK4995
	_ENREF_1
	_ENREF_2
	TEBK5015
	_ENREF_3
	_ENREF_4
	TEBK5029
	_ENREF_5
	_ENREF_6
	TEBK5042
	_ENREF_7
	_ENREF_8
	_ENREF_9
	_ENREF_10
	_ENREF_11
	_ENREF_12
	_ENREF_13
	_ENREF_14
	TEBK5108
	_ENREF_15
	_ENREF_16
	_ENREF_17
	_ENREF_18
	_ENREF_19
	_ENREF_20
	_ENREF_21
	_ENREF_22
	_ENREF_23
	_ENREF_24
	_ENREF_25
	_ENREF_26
	_ENREF_27
	TEBK5217
	_ENREF_28
	_ENREF_29
	_ENREF_30
	_ENREF_31
	_ENREF_32
	_ENREF_33
	_ENREF_34
	TEBK5268
	_ENREF_35
	_ENREF_36
	TEBK5285
	TEBK5298
	TEBK5306
	TEBK5322
	TEBK5323
	TEBK5324
	TEBK5331
	TEBK5334
	TEBK5350
	TEBK5359
	TEBK5363
	TEBK5370
	TEBK5386
	TEBK5387
	TEBK5389
	TEBK5393
	TEBK5440
	TEBK5445
	TEBK5491
	TEBK5503
	TEBK5606
	TEBK5612
	TEBK5629
	TEBK5635
	TEBK5637
	TEBK5671
	TEBK5679
	TEBK5706
	TEBK5717
	TEBK5734
	TEBK5745
	TEBK5759
	TEBK5783
	TEBK5787
	TEBK5805
	TEBK5809
	TEBK5835
	TEBK5836
	TEBK5837
	TEBK5888
	TEBK5896
	TEBK5926
	TEBK5930
	TEBK5946
	TEBK5974
	TEBK5976
	TEBK5990
	TEBK5998
	TEBK6001
	TEBK6029
	TEBK6090
	TEBK6101
	TEBK6118
	TEBK6133
	TEBK6159
	TEBK6164
	TEBK6180
	TEBK6207
	TEBK6216
	TEBK6241
	TEBK6254
	TEBK6256
	TEBK6276
	TEBK6278
	TEBK6291
	TEBK6302
	TEBK6314
	TEBK6332
	TEBK6346
	TEBK6383
	TEBK6391
	TEBK6397
	TEBK6430
	TEBK6458
	TEBK6475
	TEBK6480
	TEBK6488
	TEBK6509
	TEBK6510
	TEBK6511
	TEBK6546
	TEBK6571
	TEBK6584
	TEBK6598
	TEBK6663
	TEBK6664
	TEBK6669
	TEBK6700
	TEBK6701
	TEBK6777
	TEBK6781
	TEBK6834
	TEBK6850
	TEBK6854
	TEBK6866
	TEBK6869
	TEBK6870
	TEBK6871
	TEBK6879
	TEBK6887
	TEBK6904
	TEBK6931
	TEBK6951
	TEBK6954
	TEBK6969
	TEBK6974
	TEBK6975
	TEBK7056
	TEBK7070
	TEBK7110
	TEBK7134
	TEBK7254
	TEBK7269
	TEBK7271
	TEBK7275
	TEBK7316
	TEBK7336
	TEBK7430
	TEBK7436
	TEBK7437
	TEBK7461
	TEBK7475
	TEBK7476
	TEBK7477
	TEBK7480
	TEBK7496
	TEBK7578
	TEBK7603
	TEBK7617
	TEBK7641
	TEBK7644
	TEBK7689
	TEBK7690
	TEBK7692
	TEBK7711
	TEBK7741
	TEBK7782
	TEBK7787
	TEBK7822
	TEBK7830
	TEBK7831
	TEBK7847
	TEBK7875
	TEBK7899
	TEBK7926
	TEBK7946
	TEBK7955
	TEBK8019
	TEBK8042
	TEBK8061
	TEBK8067
	TEBK8095
	TEBK8113
	TEBK8141
	TEBK8145
	TEBK8169
	TEBK8223
	TEBK8236
	TEBK8295
	TEBK8342
	TEBK8365
	TEBK8469
	TEBK8485
	TEBK8593
	TEBK8652
	TEBK8672
	TEBK8673
	_ENREF_37
	_ENREF_38
	_ENREF_39
	_ENREF_40
	TEBK8736
	TEBK8759
	TEBK8777
	TEBK8793
	TEBK8798
	TEBK8806
	TEBK8809
	TEBK8822
	TEBK8828
	TEBK8875
	TEBK8900
	TEBK8949
	TEBK8971
	TEBK8977
	TEBK9033
	TEBK9053
	TEBK9066
	TEBK9129
	TEBK9151
	TEBK9256
	TEBK9261
	TEBK9278
	TEBK9308
	TEBK9317
	TEBK9319
	TEBK9326
	TEBK9334
	TEBK9336
	TEBK9366
	TEBK9380
	TEBK9401
	TEBK9437
	TEBK9442
	TEBK9473
	TEBK9481
	TEBK9491
	TEBK9521
	TEBK9525
	TEBK9528
	TEBK9530
	TEBK9532
	TEBK9558
	TEBK9584
	TEBK9600
	TEBK9631
	TEBK9675
	TEBK9688
	TEBK9692
	TEBK9714
	TEBK9716
	TEBK9743
	TEBK9754
	TEBK9776
	TEBK9794
	TEBK9813
	TEBK9819
	TEBK9820
	TEBK9834
	TEBK9852
	TEBK9860
	TEBK9862
	TEBK9879
	TEBK9925
	TEBK9981
	TEBK9982
	TEBK9999
	TEBK10005
	TEBK10006
	TEBK10010
	TEBK10053
	TEBK10060
	TEBK10130
	TEBK10148
	TEBK10149
	TEBK10157
	TEBK10159
	TEBK10161
	TEBK10186
	TEBK10205
	TEBK10215
	TEBK10226
	TEBK10253
	TEBK10276
	TEBK10301
	TEBK10411
	TEBK10417
	TEBK10434
	TEBK10490
	TEBK10505
	TEBK10566
	TEBK10603
	TEBK10622
	TEBK10690
	_ENREF_41
	_ENREF_42
	_ENREF_43
	_ENREF_44
	_ENREF_45
	_ENREF_46
	_ENREF_47
	_ENREF_48
	TEBK10765
	TEBK10798
	TEBK10855
	TEBK10858
	TEBK10872
	TEBK10879
	TEBK10931
	TEBK10952
	TEBK10976
	TEBK11017
	TEBK11046
	TEBK11069
	TEBK11090
	TEBK11097
	TEBK11099
	TEBK11182
	TEBK11183
	TEBK11204
	TEBK11236
	TEBK11282
	TEBK11308
	TEBK11358
	TEBK11414
	TEBK11417
	TEBK11435
	TEBK11449
	TEBK11452
	TEBK11457
	TEBK11473
	TEBK11491
	TEBK11509
	TEBK11523
	TEBK11549
	TEBK11590
	TEBK11606
	TEBK11609
	TEBK11617
	TEBK11649
	TEBK11666
	TEBK11667
	TEBK11680
	TEBK11715
	TEBK11718
	TEBK11720
	TEBK11822
	TEBK11916
	TEBK12000
	TEBK12005
	TEBK12006
	TEBK12045
	TEBK12050
	TEBK12060
	TEBK12071
	TEBK12124
	TEBK12150
	TEBK12175
	TEBK12186
	TEBK12190
	TEBK12205
	TEBK12213
	TEBK12245
	TEBK12286
	TEBK12332
	TEBK12346
	TEBK12380
	TEBK12424
	TEBK12502
	TEBK12537
	TEBK12550
	TEBK12577
	TEBK12652
	TEBK12755
	TEBK12764
	TEBK12817
	TEBK12838
	TEBK12840
	TEBK12863
	TEBK12871
	TEBK12880
	TEBK12892
	TEBK12970
	TEBK12979
	TEBK12989
	TEBK12993
	TEBK13021
	TEBK13028
	TEBK13034
	TEBK13047
	TEBK13061
	TEBK13119
	TEBK13121
	TEBK13122
	TEBK13130
	TEBK13152
	TEBK13161
	TEBK13166
	TEBK13185
	TEBK13190
	TEBK13200
	TEBK13235
	TEBK13244
	TEBK13259
	TEBK13260
	TEBK13276
	TEBK13290
	TEBK13312
	TEBK13313
	TEBK13359
	TEBK13373
	TEBK13395
	TEBK13408
	TEBK13409
	TEBK13433
	TEBK13463
	TEBK13469
	TEBK13550
	TEBK13595
	TEBK13627
	TEBK13643
	TEBK13674
	TEBK13680
	TEBK13696
	TEBK13699
	TEBK13744
	TEBK13752
	TEBK13764
	TEBK13784
	TEBK13810
	TEBK13832
	TEBK13861
	TEBK13916
	TEBK13938
	TEBK13939
	TEBK13943
	TEBK14057
	TEBK14062
	TEBK14075
	TEBK14121
	TEBK14151
	TEBK14164
	TEBK14263
	TEBK14313
	TEBK14356
	TEBK14357
	TEBK14366
	TEBK14374
	TEBK14432
	TEBK14476
	TEBK14480
	TEBK14494
	TEBK14575
	TEBK14600
	TEBK14602
	TEBK14640
	TEBK14660
	TEBK14680
	TEBK14698
	TEBK14707
	TEBK14709
	TEBK14710
	TEBK14743
	TEBK14787
	TEBK14791
	TEBK14865
	TEBK14900
	TEBK14901
	TEBK14911
	TEBK14914
	TEBK14950
	TEBK15003
	TEBK15026
	TEBK15042
	TEBK15064
	TEBK15073
	TEBK15099
	TEBK15101
	TEBK15105
	TEBK15107
	TEBK15119
	TEBK15134
	TEBK15138
	TEBK15153
	TEBK15162
	TEBK15172
	TEBK15187
	TEBK15188
	TEBK15189
	TEBK15254
	TEBK15257
	TEBK15261
	TEBK15272
	TEBK15342
	TEBK15361
	TEBK15376
	TEBK15404
	TEBK15409
	TEBK15419
	TEBK15422
	TEBK15423
	TEBK15430
	TEBK15451
	TEBK15469
	TEBK15519
	TEBK15564
	TEBK15565
	TEBK15570
	TEBK15572
	TEBK15580
	TEBK15594
	TEBK15618
	TEBK15626
	TEBK15655
	TEBK15662
	TEBK15746
	TEBK15783
	TEBK15800
	TEBK15837
	TEBK15850
	TEBK15851
	TEBK15852
	TEBK15913
	TEBK15987
	TEBK16075
	TEBK16134
	TEBK16231
	TEBK16239
	TEBK16315
	TEBK16337
	TEBK16354
	TEBK16360
	TEBK16378
	TEBK16407
	TEBK16418
	TEBK16440
	TEBK16441
	TEBK16470
	TEBK16533
	TEBK16538
	TEBK16540
	TEBK16543
	TEBK16568
	TEBK16596
	TEBK16627
	TEBK16634
	TEBK16636
	TEBK16649
	TEBK16650
	TEBK16651
	TEBK16653
	TEBK16671
	TEBK16736
	TEBK16738
	TEBK16797
	TEBK16803
	TEBK16813
	TEBK16825
	TEBK16858
	TEBK16878
	TEBK16888
	TEBK16893
	TEBK16904
	TEBK16906
	TEBK16910
	TEBK16915
	TEBK16918
	TEBK16938
	TEBK16973
	TEBK16974
	TEBK16975
	TEBK16988
	TEBK17005
	TEBK17050
	TEBK17061
	TEBK17084
	TEBK17107
	TEBK17110
	TEBK17125
	TEBK17130
	TEBK17133
	TEBK17136
	TEBK17159
	TEBK17166
	TEBK17176
	TEBK17197
	TEBK17198
	TEBK17200
	TEBK17201
	TEBK17219
	TEBK17233
	TEBK17251
	TEBK17309
	TEBK17387
	TEBK17399
	TEBK17404
	TEBK17432
	TEBK17433
	TEBK17435
	TEBK17440
	TEBK17441
	TEBK17476
	TEBK17483
	TEBK17490
	TEBK17557
	TEBK17570
	List of contributing authors
	Acknowledgments
	David L Dawson & Nima G Moghaddam
	1  Formulation in Action: An Introduction



	1.1  The Current Volume
	1.2  Chapter Structure
	1.2.1  Model Overview and Application
	1.2.2  Critical Commentary and Author Response
	References
	David L Dawson & Nima G Moghaddam
	2  Case Description




	2.1  Introducing Molly
	2.1.1  Childhood and Early Adolescence
	2.1.2  Early Adulthood
	2.1.3  Adulthood
	2.1.4  Current Difficulties
	2.1.5  Psychological Therapy
	2.1.6  Therapeutic Goals
	David L Dawson, David M Gresswell, Ray St Ledger & Nima G Moghaddam
	3  Clinical Behaviour Analysis




	3.1  Defining Features
	3.2  Historical Origins and Key Principles
	3.3  Empirical Evidence
	3.4  Critique
	3.5  Formulation in Action
	3.5.1  Initial Formulation
	3.5.1.1  Sex and Relationships
	3.5.1.2  Depression
	3.5.1.3  Social Interaction

	3.5.2  Intervention Objectives
	3.5.3  Intervention Plan
	3.5.3.1  Social Interaction
	3.5.3.2  Depression
	3.5.3.3  Evaluation
	3.5.3.4  Potential Difficulties
	Roger Bretherton & Rachel Sabin-Farrell



	3.6  CBA Formulation: Critical Commentary
	David M Gresswell, David L Dawson & Nima G Moghaddam

	3.7  Author Response
	References
	Nima G Moghaddam & David L Dawson
	4  Cognitive-Behavioural Therapy



	4.1  Beckian CBT
	4.2  Historical Origins
	4.3  Defining Features
	4.4  Empirical Evidence
	4.5  Critique
	4.6  Formulation in Action
	4.6.1  Initial Formulation
	4.6.1.1  Early Life
	4.6.1.2  Core Beliefs
	4.6.1.3  Conditional Assumptions
	4.6.1.4  Compensatory Strategies, Presentation, and Maintenance

	4.6.2  Situational Formulation
	4.6.3   Intervention Objectives and Evaluation
	4.6.4  Intervention Plan
	4.6.4.1  Potential Difficulties
	David M Gresswell



	4.7  CBT Formulation: Critical Commentary
	Nima G Moghaddam & David L Dawson

	4.8  Author Response
	References
	Aidan J P Hart
	5  Acceptance and Commitment Therapy



	5.1  Defining Features
	5.1.1  Experiential Avoidance and Psychological Flexibility

	5.2  Core Processes
	5.2.1  Acceptance
	5.2.2  Cognitive Defusion
	5.2.3  Contact With the Present Moment
	5.2.4  Self as Context (Over Content)
	5.2.5  Values
	5.2.6  Committed Action


	5.3  Evidence Base
	5.4  Formulation in Action
	5.4.1  Assess the Scope and Nature of the Presenting Problem
	5.4.2  Identify what Experiences the Client is Attempting to Avoid
	5.4.3  What Behaviours/Methods is the Client Using to Facilitate Their Avoidance?
	5.4.4  Assess the Factors That May be Reducing Motivation for Change
	5.4.5  Assess any Environmental Barriers to Change
	5.4.6  Consider the Factors Contributing to Psychological Inflexibility
	5.4.7  Intervention Objectives
	5.4.7.1  Normalisation
	5.4.7.2  Values
	5.4.7.3  Acceptance
	5.4.7.4  Contact With the Present Moment
	5.4.7.5  Defusion and Self-as-Context
	5.4.7.6  Goal Orientation and Committed Action
	5.4.7.7  Treatment Summary

	5.4.8  Measuring Effectiveness
	Kerry Beckley



	5.5   ACT Formulation: Critical Commentary
	Aidan J P Hart

	5.6  Author Response
	References
	Kerry Beckley
	6  Schema Therapy



	6.1  Early Maladaptive Schemas
	6.2  Historical Origins of Schema Therapy
	6.3  Key Techniques
	6.4  Goals of Schema Therapy
	6.5  The Schema Therapist
	6.6  Who Does it Work for?
	6.7  Criticisms of Schema Therapy
	6.8  Formulation in Action
	6.8.1  Schema Formulation
	6.8.2   Intervention Objectives
	6.8.3  Challenges in Therapy
	6.8.4  How is Effectiveness Evidenced?
	Aidan J P Hart



	6.9   Schema Therapy Formulation: Critical Commentary
	6.9.1  Evidence-base
	6.9.2  Categorisation and the Concept of Schemas
	6.9.3  Comparison to ACT Formulation
	6.9.4  Final Thoughts
	Kerry Beckley



	6.10  Author Response
	References
	Thomas Schröder, Angela Cooper & Rohan Naidoo
	7  Intensive Short-term Dynamic Psychotherapy (ISTDP)



	7.1  Historical Origins
	7.2  Unique Features
	7.3  Empirical Evidence
	7.4   Critiques and limitations of ISTDP
	7.5  Formulation in Action
	7.5.1  Initial Formulation Diagram
	7.5.2   Intervention Objectives
	7.5.3  Potential Problems
	7.5.4  Indicators for the Achievement of Intervention Objective
	7.5.5  Effectiveness
	7.5.6  Practical Interventions
	7.5.7  Techniques
	7.5.8  Fit of Techniques With Theoretical Approach, Formulation, and Intervention Objectives
	Anna Tickle & Michael Rennoldson



	7.6  ISTDP Formulation: Critical Commentary
	7.6.1  Formulation Content
	7.6.2  Role of Formulation
	7.6.3  Client Experience
	Thomas Schröder, Angela Cooper & Rohan Naidoo



	7.7  Author Response
	References
	Anna Tickle and Michael Rennoldson
	8  Systemic Family Therapy



	8.1  The Central Tenets of Systemic Family Therapy
	8.1.1  Systems Theory
	8.1.2  The stance of the therapist
	8.1.3  Formulation Within Family Therapy
	8.1.4  Theories About ‘Problems’
	8.1.5  Structural Concepts
	8.1.6  Strategic Concepts
	8.1.7  Social Constructionist Concepts


	8.2  Moving Towards Integration of Systemic Approaches to Formulation
	8.3  Empirical Evidence of Effectiveness
	8.4  Critique
	8.5  Formulation in Action
	8.5.1  Deconstruction of the Problem
	8.5.2  Problem-maintaining Patterns and Feedback Loops
	8.5.3  Beliefs and Explanations
	8.5.4  Emotions and Attachments
	8.5.5  Contextual Factors
	8.5.6  Initial Formulation
	8.5.7   Intervention Objectives
	8.5.8  Intervention Plan
	Thomas Schröder, Angela Cooper & Rohan Naidoo



	8.6  Systemic Family Therapy Formulation: Critical Commentary
	Anna Tickle & Michael Rennoldson

	8.7  Author Response
	References
	Rachel Sabin-Farrell & Roger Bretherton
	9  Body-Centred Psychotherapy (BCP)



	9.1  Empirical Evidence
	9.2  Formulation in Action
	9.2.1  Character Strategies
	9.2.2  Trauma
	9.2.3  Present Moment Experience
	9.2.4  Initial Formulation
	9.2.4.1  Developmental Issues–Attachment and Character
	9.2.4.2  Trauma

	9.2.5   Intervention Objectives
	9.2.5.1  Trauma
	9.2.5.2  Development & Attachment

	9.2.6  Intervention Plan
	9.2.6.1  Trauma
	9.2.6.2  Development, Attachment, and Character
	David M Gresswell



	9.3  BCP Formulation: Critical Commentary
	Rachel Sabin-Farrell & Roger Bretherton

	9.4  Author response
	References
	Vanessa Dale-Hewitt & Chris Irons
	10  Compassion Focused Therapy



	10.1  Historical Origins of Compassion Focused Therapy
	10.2  Theoretical Underpinnings and Central Tenets
	10.2.1  Principle 1: Our Complex Minds and Motives Emerge from Evolutionary Processes
	10.2.2  Principle 2: Our Sense of ‘Self’ is a Product of Our Genes and Socio-cultural Experiences
	10.2.3  Principle 3: We Have Evolved Three Basic Emotion-regulation Systems
	10.2.4  Principle 4: Bringing Our Emotion-regulation Systems Into Balance Increases Well-being


	10.3  What is Compassion?
	10.4   CFT Interventions
	10.4.1  Attention Training and Mindfulness
	10.4.2  Soothing Breathing Rhythm
	10.4.3  Imagery
	10.4.4  Directing the ‘Compassionate Mind’


	10.5  CFT: Who Does it Work For and How?
	10.6  Criticisms of Compassion Focused Therapy
	10.7  Formulation in Action
	10.7.1  Initial Formulations
	10.7.1.1  Threat Focused Formulation
	10.7.1.2  Three System Formulation
	10.7.1.3  Further Information

	10.7.2   Intervention Objectives
	10.7.3  Potential Difficulties Working with Molly
	10.7.4  How Would We Measure Progress?
	Louise Braham & Sharron Smith



	10.8   CFT Formulation: Critical Commentary
	Vanessa Dale-Hewitt & Chris Irons

	10.9  Author response
	References
	Louise Braham, Danielle De Boos & Sharron Smith
	11  Integrative Approaches



	11.1  The Origins of Integrative Working
	11.2  Approaches to Integrative Working
	11.3  What Evidence is There for Integrative Working?
	11.4  Formulation in Action
	11.4.1  Initial Formulation
	11.4.1.1  Stage 1: CBT Model
	11.4.1.2  Stage 2: Addition of Systemic Ideas
	11.4.1.3  Stage 3: Addition of Relational Psychodynamic Ideas

	11.4.2   Theoretical Congruence
	11.4.3  Meaning in Practice
	11.4.4  Intervention Objectives
	11.4.5  Intervention Plan
	11.4.6  Effectiveness
	David M Gresswell



	11.5  Integrative Formulation: Critical Commentary
	Louise Braham & Sharron Smith

	11.6  Author Response
	References
	Contributors


	Index
	Figure 1.1: In principle, formulation is constructed, validated, and adjusted through ongoing processes of deduction (drawing from, and applying, theory) and induction (grounded in data). Dashed lines indicate that theory informs assessment of case-specif
	Figure 4.1: Developmental CBT formulation
	Figure 4.2: Situational ABCO formulation
	Figure 6.1: Diagrammatic Formulation
	Figure 7.1: Left: Triangle of Conflict, illustrating the conflict between defence, anxiety, and hidden feeling. Right: Triangle of Person, illustrating that conflicts formed in the distant past generalise to current or recent and transference relations.
	Figure 7.2: Initial formulation
	Figure 7.3: Spectra of Psychoneurosis and Fragility (Adapted from Abbass, Town, & Driessen, 2013)
	Figure 7.4: The graded format of ISTDP (adapted from Abbass & Bechard, 2007)
	Figure 10.1: Old Brain/New Brain Interaction (adapted from Gilbert & Choden, 2013)
	Figure 10.2: Our emotional regulation systems (adapted from Gilbert, 2009a)
	Figure 10.3: Compassion Attributes and Skills (adapted from Gilbert, 2009a)
	Figure 10.4: Threat focused formulation
	Figure 10.5: Three systems formulation (adapted from Gilbert, 2009a)
	Figure 11.1: CBT diagrammatic formulation
	Figure 11.2: Diagrammatic integrative formulation

	Table 5.1: Sources of inflexibility for Molly
	Table 7.1: Pathways of anxiety (adapted from Coughlin Della Selva, 2004)
	Table 7.2: Types of defence (adapted from Coughlin Della Selva, 2004)
	Table 7.3: The Central Dynamic Sequence (adapted from Davanloo, 2001)
	Table 7.4: Glossary of key terms



