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Chapter 7

APPLICATION OF BEHAVIORAL -
TECHNIQUES

CooNITIVE CHANGE THROUGH BEHAVIORAL CHANGE

The cognitive therapy of depression is based .on the cognitive theory of
depression. By working within the framework of the cognitive model,
the therapist formulates his therapeutic approach according to the
specific needs of a given patient at a particular time. Thus, the
therapist may be conducting cognitive therapy even though he is
utilizing predominantly behavioral or abreactive (emotion releasing)
techniques. '

In the early stages of cognitive therapy and particularly with the
more severely depressed patients, it is often necessary for the therapist
to concentrate on restoring the patient’s functioning to the premorbid
level. Specifically, engaging the patient’s attention and interest the
therapist attempts to induce the patient to counteract his withdrawal
and to become involved in more constructive activities. The
rationale for this approach is based on the clinical observation that
thie severely deptessed patient, and often the important people in his
life (“significant others”), believe that he is no longer capable of
carrying out the typical functions expected in his role as a student,
wage earner, homemaker, spouse, parent, etc. Furthermore, the
patient can see no hope of gaining satisfaction from those activities
that had previously brought him pleasure.

. . The severely depressed patient is caught in a vicious cycle in
which his reduced level of activity leads-to labeling himself as
ineffectual. This labeling, in tum, leads to further discouragement
and ultimately to a drift into a state of immobility. He finds it difficult
to carry out intellectual functions {such as reasoning and planning
motor activities—even walking and talking spontaneously as well as
performing complicated acts requiring specialized skill and training.
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CoGNITIVE THERAPY OF DEPRESSION

These forms of behavior are generally instruments for achieving
satisfaction and maintaining one’s self-esteem and the esteem of
others. The disruption of these functions as a result of diminished
concentration, fatigability, and low mood produces dissatisfaction
and a reduction of self-esteem.

The role of the therapist is clear. There is no easy way to “talk the
patient out” of his conclusions that he is weak, inept, or vacuous. He
can see for himself that he simply is not doing those things that once
were relatively easy and important to him. By helping the patient
change certain behaviors, the therapist may demonstrate to the patient
that his negative, overgeneralized conclusions were incorrect. Follow-
ing specific behavior changes, the therapist may show the patient that
he has, in fact, not lost the ability to function at his previous level,
but that his discouragement and pessimism make it difficult to
mobilize his resources to make the necessary effort. The patient
thereby comes to recognize that the source of his problem is a
cognitive error: He thinks (incorrectly) that he is inept, weak, and
helpless, and those beliefs seriously restrict his motivation and
behavior.

The term behavioral techniques may suggest that the immediate
therapeutic attention is solely on the patient’s overt behavior; that is,
the therapist prescribes some kind of goal-directed activity. In
actuality, the reporting of the patient’s thoughts, feelings, and wishes
remains critical for the successful application of the behavioral
techniques. The ultimate aim of these techniques in cognitive
therapy is to produce change in the negative attitudes so that the
patient’s performance will continue to improve. Actually, the
behavioral methods can be regarded as a series of small experiments
designed to test the validity of the patient’s hypotheses or ideas about
himself. As the negative ideas are contradicted by these “experi-
ments,” the patient gradually becomes less certain of their validity
and he is motivated to attempt more difficult assignments.

Many of the techniques described in this chapter are also parr of
the repertoire of the behavior therapist. The impact of the therapeu-
tic techniques derived from a strictly behavioral or conditioning
model is limited because of the restriction to observable behavior and
selective exclusion of information regarding the patient’s attitudes,
beliefs,and thoughts—his cognitions. Hence, even though the be-
havior therapist induces the patient to become more active, his
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pessimism, self-disparagement, and suicidal impulses may remain
unchanged. For the behavior therapist, the modification of behavior
is an end in itself; for the cognitive therapist it is a means to an end—
namely, cognitive change.

It is important to note that cognitive changes do not necessarily
follow changes in behavior. In contrast to the typical findings in the
social-psychological studies of normal subjects, we find that depressed
individuals do not readily alter their hypervalent, negative cognitions
despite distinct behavior changes. This point is illustrated in the
following example.

A 36-year-old depressed woman had withdrawn from participat-
ing in the tennis games she had previously enjoyed. Instead, her daily
behavior pattern consisted of “sleeping and trying to do the
housework I've neglected.” The patient firmly believed that she was
unable to engage in activities as “strenuous” as tennis. Her husband
arranged for a private tennis lesson in an attempt t6 help his wife to
overcome her depression. The patient reluctantly attended the lesson
and appeared to be “a different petson” in the eyes of her hushand.
She stroked the ball well and was agile in following instructions.
Despite her good performance during the lesson, the patient con-
cluded that her skills had “deteriorated” beyond the point at which
lessons would do any good. She misinterpreted her hushand’s positive
response to her lesson as an indication of how bad her game had
become—because in her view, “He thinks I'm so hopeless that the
only time [ can hit the ball is when I'm taking a lesson.” In essence
she rejected the obvious reason for her husband’s enthusiasm in favor
of an explanation derived from her negative image of herself. She also
stated that she didn't enjoy the tennis session because she wasn't
“deserving” of any recreation time.

This vignette illustrates the importance of placing the behavioral
changes into perspective for the patient. The negatively biased
cognitions are not necessarily altered simply by a change in behavior.
Rather the change in behavior allows the identification of such
negative appraisals. Behavior change is important insofar as it
provides an opportunity for the patient to evaluate empirically his
ideas of inadequacy and incompetence. The therapist has to base the
rationale for his therapeutic procedure on an understanding of the
patient’s frame of reference. In this case, although the hushand
initiated an appropriate plan of action (a tennis lesson), his ignorance
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of his wife's belief system prevented him from helping her to solve her
cognitive problem. In fact, his effort backfired in that she misin-
terpreted the entire experience. Later in the chapter we will describe
the therapeutic strategies of defining and dealing with the cognitions
related to mutually agreeable behavioral goals and behavior change.

SCHEDULING ACTIVITIES

Many depressed patients report an overwhelming number of self-
debasing and pessimistic cognitions at times when they are physically
and socially inactive. They criticize themselves for being “vegetables”
and for withdrawing from other people. Paradoxically, they may
justify their withdrawal and avoidance on the basis that activity and
social interaction are meaningless or that they are a burden to others.
Thus, they sink into increasing passivity and social isolation.
Furthermore, it is not unusual for the depressed patient to interpret
his inactivity and withdrawal as evidence of inadequacy and helpless-
ness and thereby complete a vicious cycle”

The prescription of special projects is based on the clinical

observation that depressed patients find it difficult to undertake or -

complete jobs which they accomplished with relative ease prior to the
depressive episode. They are prone to avoid complex tasks, or, if they
do attempt such tasks, they are likely to have considerable difficulty
achieving their objective. Typically, the depressed patient avoids the
project or stops trying soon after he encounters some difficulty. His
negative beliefs and attitudes appear to underlie his tendency to give up.
Patients often report, “It’s useless to try,” for they are convinced they
will fail. When they engage in goal-directed activities they tend two
magnify the difficulties and minimize their ability to overcome them.
The use of activity schedules serves to counteract the patient’s
loss of motivation, inactivity, and his preoccupation with depressive
ideas. The specific technigue of scheduling the patient’s time on an
hour-by-hour basis is likely to maintain a certain momentum and
prevent slipping back into immobility. Furthermore, focusing on
specific goal-otiented tasks provides the patient and therapist with
concrete data on which to base realistic evaluations of the patient’s
functional capacity.
As with other cognitive techniques, the therapist should present
the patient with a rationale. Often the patient is aware that inactivity

1
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is associated with an increase in his painful feelings. The patient can
generally accept the idea that inactivity increases his negative
ruminations and dysphoria. At the very least, the therapist can

request the patient to engage in an “experiment” to determine =

whether activity diminishes his preoccupations and possibly improves
his mood. The therapist and patient determine specific activities and
the patient agrees to monitor his thoughts and feelings while engaged
in each task. In every difficult cases, the therapist may seriously
question the patient, “What have you got to lose by trying?”

The therapist may choose to provide the patient with a schedule
to plan his activities in advance and/or to record the actual activities
during the day. A “graded task” hierarchy should be mcorporated into
the daily plan.

Planning specific activities in collaboration with the patient may
be an important step in demonstrating to him that he is capable of
controlling his time. Severely depressed patients often report a sense
of “going through the motions” with the sense that there is little
purpose in their activities. By planning the day with the therapist,
they are often able to set meaningful goals. Later, the patient’s record
of the actual activities {compared to what he planned for the day)
provides the therapist and patient with objective feedback about his
achievements. The record also provides a reference to self-ratings of
mastery and satisfaction for successful goal-attainment (see Figures 1
and 2).

It may tax the therapist's ingenuity to get the patient sufficiently
involved in the idea of carrying out a program of activities or even
filling his activity schedule retrospectively. Thus, the therapist
explains the rationale (for example, that people generally function
better when they have a schedule), elicits the patient’s objections,
and then proposes making a schedule as an interesting experiment. It
should be emphasized to the patient that the immediate objective is
attempting to follow the schedule rather than seeking symptomatic
relief: Improved functioning frequently comes before subjective relief
is apparent.

It is important for the therapist to stress the following principles
to the patient prior to using a schedule to plan daily activities.

1. “No one accomplishes everything he plans, so don’t feel bad
if you don't realize all of your plans.”

LA




CoGNITIVE THERAPY OF DEPRESSION Application of Behavioral Techniques

WELELY ACTIVITY $CHEINLY
NOTE: frade activiivn M Jar Mastary snd F Sor Puprars WELKLY ACTIVITY $CMEDULE
,_..L‘.'._ x L] o ¥ 3 5 NCTTE: Crade activites M for bastiry sadl P For Maimar:
Go to grocery | Ga bo Musaom Gat zeady to M T - T F L] 3
Lol tore [CN- want to H3 [ Back to M Raady to M2
(91 grocery PG | bad PO|go out L4
G0 o groc GO to Musaum o Atoze
100 atope m\:: point] Went to  H3 [BAck to HOiDrove to
Bt 1031 gooary PO | ped 20| awn
i “all friend | ¢o to muerm | Docter's \%%“_T
Appointoent Appointaent = == :o man for B3 [ Appointmant
1112 dgzocany 2{ twaskar Pg
. store
1t | zomz Lowey l“"""" ar
13 Lmcy LICE K} | LIWECH i)
F1 B ¥1
L2 [Drive hooe Clean Izvat Crive hooe
Toom Dove 0 Ealled ] na
bl i) PO| friand  py |Meshing
1y |l novel Clean freme Washimg Read P3| Mntched o ™
Toom 23 v, Py |ashiog ]
" Tlsan bedrocm | Read novel Haahing Claansd w5 | vatchag o N e
4 |Boom 2| T.¥ p1 | Hashing 0
Waten t.v. Watch T.V, Watah T.%,
P -~ Cletaed S atcied Mo Watcma | wo
o 5 prcm rz| ov, Py |Tov. P2
Fix dinney Fix dinper Pix dinner A
[ Fixzed | Fixad N3 [rixea Mz
& |otnner ¥2| Diznar PO |pinner ¥
Eat witn Tat with Zak with o
Teuna ®a
& |ramity Famtly Fardly o7 [frekned pod EXS el L XN by
e Claan kitohen |Clean kitchen | Clean kitchen [nr—— . L3 MO
a [TV, L2 3 ki PO Fl
Watsh 7.V, , Tall eigter, Work on rug, tchad V. [
B [Read povel, watch T.V.,read Raad nowel, :.v 3 Sl ™ .Y it
Loovel, zless. | slesp Ll k X270 | steap ¥l

FIOURE 1. Assigned Activity Schedule for Patient A. FIGURE 2. Completed Activity Schedule for Patient A,

122



CooNITIVE THERAPY OF DEPRESSION

2.

“In planning, state what kind of activity you will undertake,
not how much you will accomplish. What you accomplish
often depends on external factors you can't plan, such as
interruptions, mechanical failures, and weather, as well as
subjective factors such as fatigue, concentration, and motiva-
tion. For example, you say that you wish the house was
cleaner. Plan to do housework for one specific hour each day,
say 10~11:00 a.m. The actual number of hours you will need
to finish cleaning the house can be predicted after you have
followed the schedule for several days.”

“Even if you don’t succeed, be sure to remind yourself that
trying to carry out plans is the most important step. This step
provides useful information for setting the next goal.”

“Set aside time each evening to plan for the next day; write
your plans for each hour of the next day on the schedule.”

These principles are important since they are designed to counter
negative ideas about attempting the scheduling task.
The activity schedule serves to structure the day and it provides

informa

tion to assess the patient’s daily activities. In making this

assignment, the therapist clearly states that the initial purpose of the
program is to observe and not to evaluate how well or how much the

patient

does each day.

The following table is taken from the schedule reported by a
depressed 40-year-old male. The patient was asked to rate on a scale

from O

to 5 the degree of mastery (M) and pleasure (P) associated

with each activity.

Monday

6-7 a.m.
7-8 a.m.

8-8:3¢ a.m.  Read paper, drank coffee
8:30-10 a.m. Back to bed—couldn’t sleep
1012 am.  Watched TV

12-1 p.m. Paid bills

3p.m.

34 p.m.
4-5 p.m.
56 p.m.
6-7 p.m.

Woke up, stayed in bed
Dressed, washed

Friends visited
Watched TV
Tried to wash car

Ate dinner with family
Did dishes with wife

ODOOOCOO0O00O0Oo %
OO0 WORrROO OO U
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The daily record activity provided the basis for testing the
recurrent idea expressed by the patient that “I don'’t do anything.”
Without such specific evidence, the therapist cannot realistically and
constructively refute the patient’s belief that he did things and wasn’t
capable of doing anything.

The daily activity schedule also induces the patient to become
aware of the activities which provided even slight relief from the
feelings of depression. In this case, the therapist asked, “Did you feet
better or worse when you were in bed and not sleeping compared to
when you visited friends?” To his surprise, the patient realized that
the soctal interactions had relieved his dysphoria. Thus, with an
activity schedule and the associated therapist questions, the patient
learned that his depression does fluctuate depending on his behavior
and on external circumstances. Ideas such as, “Nothing makes any
difference” or “I feel equally terrible all day” can be altered to the
more reasonable view that “Sometimes I can do something which will
provide relief for me.” Even the most depressed, retarded patients
seem to feel better when involved in an activity—if for no other
reason than the distraction it provides. Furthermore, by rating the
degree of satisfaction associated with each activity, the patient
becomes “sensitized” to feelings of satisfaction and thus is more likely

o experience and recall pleasurable sensations. Such experiences
counteract his belief that he is incapable of experiencing any
gratifications. (For further elaboration, see the section on Mastery
and Pleasure techniques.)

If the patient is unable to decide what to plan, the therapist
suggests various possible projects which the patient wishes he could
carry out (for example, housework, shopping, paying bills, etc.).
Once a job has been selected, a time slot is picked and the scheduled
plans are recorded on the Activity Schedule form at the appropriate
times (for example, cleaning the houwse 10-11 a.m. Monday and
Wednesday; one hour of shopping Tuesday 10-11 a.m.). The actual
derails of carrying out the plans are discussed in a step-by-step manner
and may be facilitated by the Cognitive Rehearsal technique dis-
cussed later in this chapter. The patient should be encouraged to
observe and report any negative ideas that occur while trying to carry
out the plan. These ideas should be dealt with in the same way as any
other dysfunctional cognitions.
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The flexible application of the principle of scheduling activities
is illustrated in the following example.

A 42-year-old unemployed depressed male complained of inertia
which he defined as “an inability to do anything.” In the session, the
patient indicated particular difficulty in deciding what task to start
since, as he described it, he was overwhelmed with jobs around the
house. The therapist decided to use an activity schedule and set out
with the patient to plan a “reasonable” day using the graded task
concept in addition to outlining an hour-to-hour schedule. The
therapist emphasized the value of the patient’s planning his day so he
would have a concrete set of guidelines. The guidelines were
formulated so that the patient would not view the schedule as
something which “must” be followed. As with all behavioral assign-
ments, the therapist elicited the patient’s reactions to the proposed
schedule. In this case, the patient was relieved that he was not
expected to follow the schedule rigidly and agreed to attempr each
itent.

The items on the agenda included getting up, washing, etc.,
making breakfast, scanning the newspaper for job opportunities,
beginning to mow the lawn (the emphasis being on initiating the
activity, not completing it), preparing a resume for a job, and
watching television. The patient reported the schedule to be
extremely useful as it helped to break his day into discrete units. He
continued the scheduling throughout therapy and established a
system of planning his day in the prior evening since the mornings
were the most difficule decision-making times for him.

The next example demonstrates how the therapist elicited a
general sense of hopelessness about a specific task—shopping. Then,
each of the problems raised about the task was specified, assessed, and
answered. Finally, the therapist and patient constructed a schedule to
accomplish an aspect of the goal, recognizing that “everything” could
not be accomplished in one trial.

A 48-year-old severely depressed mother of five teported, “T can’t
do the shopping. I can’t plan one meal to the next.” Her reasons for
not being able to shop included these: (1) “My five children are all on
weird diets and I can’t keep them all in mind,” (2) “I can’t tell when
my husband’s coming home so | don’t know what to buy,” (3) “I
forget what I wanted to buy when I get to the store.”

Application of Behavioral Technigues

THERAPIST: If you shop for the next day's menus, would you
consider that useful?

PaTiENT: Yes, but T used to shop for a month at a time.

T: Shopping for one day is not as “efficient” as you used to be—1
understand. But by compating yourself to your best perfor-
mance, you overlook the value of accomplishing at least one
day’s shopping now.

P: That's true. | see that.

T: Let's plan one hour a day for shopping. Which hour is best?

P: Eleven to twelve.

T: Okay. Let's mark “shopping” into the 11-12 block for the
three problems you know about shopping: (1) forgetting, (2)
many individual menus, and {3) an unpredictable number of
people for dinner. First, how would you solve the problem of
forgetting?

P: | try to make a shopping list.

T. So one thing yow'll need to do is make a list during the 11-12
period each day.

P: Right

T: Next. Are there any foods which all the various diets have in
common?

P:  Yes, hamburgers, cottage cheese, and salads. But I am tired of

fixing and eating those foods.

T: Changing the diets is one issue. Shopping is another. Let's
stick to shopping for now. We'll get onto other issues when
we're ready. (Note: The therapist did not bring up the
patient’s probable assumption that she must please everyone in

_order to be a good mother. When her depression was reduced,
the idea was discussed.}

Okay. 1 could plan on hamburger and salads each day.

Next, since you're buying the same things for each meal, it
doest’t matter how many are present at dinner each night. You
can save any extra food for the next day.

(smiles): That's true.

Do you have enough ideas 1o plan on working on shopping
each day for the one hout? Be sure to record exactly what you
do in that hour when it comes and to record any negative
thoughts you have while you're trying to shop.

4o
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MASTERY AND PLEASURE TECHNIQUES

Some depressed patients engage in activities but derive little
pleasure from them. This failure to derive gratification often results
from either (a) an attempt to engage in activities which were not
plesurable even prior to the depressive episode, (b) the dominance of
negative cognitions which override any potential sense of pleasure, or
{c) selective inartention to sensations of pleasure.

In the first instance, patients undertake generally unexciting
activities, such as housework, with the result that they do not find
that successful completion is gratifying. The patient may hold back
from participating in pleasurable activities or he may not readily recall
past activities which were pleasurable. The therapist’s first objective is
to elicit the patient’s reasons for not engaging in pleasant activities.
A reason such as “l don’t deserve to have fun because I have not
accomplished anything” is commonly heard from depressives. To
counteract this type of thinking, the therapist could describe one
purpose of increasing pleasurable activities, namely, to improve the
patient’s mood even if temporarily.

Activities which are likely to be pleasurable may be assessed with
the Reinforcement Survey Schedule {Cautela and Kastenbaum, 1967)
or the Pleasant Events Schedule (MacPhillamy and Lewinsohn,
1971). The therapist may assign the task of undertaking a particular
pleasurable activity for a specified number of minutes each day and
request that the patient note changes in mood or reduction of
depressive ruminations associated with the activitcy. When the
patient engages in various activities, it is useful to have him record
the degree of Mastery (M) and Pleasure (P) associated with a
prescribed activity (see section on Scheduling Activities). The term
Mastery refers to a sense of accomplishment when performing a
specific task. Pleasure refers to pleasant feelings associated with the
activity. Mastery and Pleasure can be rated on a 5-point scale with 0
representing no mastery (pleasure) and 5 representing maximum
mastery (pleasure). By using a rating scale, the patient is induced to
recognize partial successes and small degrees of pleasure. This technique

tends to counteract his all-or-nothing thinking.
It is often valuable to explain the concepts of Mastery and
Pleasure to the patient. “Mastery” may not be directly related to the

Application of Behavioral Techniques

completion nor to the magnitude of the task. Patients tend to
compare how well they complete the task to their predepression level
of achievement. He or she may say, “What’s the big deal about
calling up a friend? I used to be able to make a dozen calls without
thinking about it.” Or, “So what if | did some housework. 1 should be
able to do that. It's what's expected of me.” The therapist explains to
the patient that judgment of current performance {degree of mastery)
is logically based on the difficulty of the task in his present state and
not his ideal state: Because of his depression, he is “carrying 2 100-1b.
weight on his shoulders” or is “dragging a heavy anchor”; in this
context, reaching even a minimal goal can be judged a major
achievement.

Pleasure refers to feelings of enjoyment, amusement, or fun from
an activity. Sometimes even a mild satisfaction that patient attributes
to his own actions may help to restore his morale and produce a sense
of optimism. _

Thus, Mastery and Pleasure may be totally independent. A
patient should be encouraged to regard any Mastery as a forward step
even though he may not experience any Pleasure. The failure to score
either Mastery or Pleasure after successfully engaging in a prescribed
activity is likely tobe related to a negative interpretation of the
event. For example, a patient reported that reading the newspaper
had been pleasurable in the past and vet he obtained no pleasure from
it when depressed. An inquiry about the loss of pleasure produced
responses such as, “I thought of how I lost my job” and “The world
seems to be falling apart from the newspaper reports.” Similarly, he
did not have any sense of mastery from washing the car. He reported,
“l couldn’t get the whitewalls clean” or “I did not have enough
energy to clean the upholstery.” By focusing on what he did not
accomplish, the patient misses what he did accomplish. The therapist
points out how this all-or-nothing thinking prevents the patient from
having any perspective regarding his present capacity and achieve-
ments.

Thus, scheduling activities and rating each for mastery and
pleasure provides data with which to identify and correct cognitive
distortions. Furthermore, activities which are no longer sources of
pleasure can be isolated and, with further experimentation, replaced.
The following clinical example demonstrates how an activity sched-
ule is used to identify and correct negative thoughts. Assignments
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oftu:.-:n elicit absolutistic or perfectionistic standards. Thus, further
assignments are designed to elicit and “work through” these thinking
problems.

While severely depressed, a 38-year-old executive returned his

Activity Schedule with the following ratings of Mastery and Pleasure
on a 0-5 scale.

Saturday

M P
8-9am.  Awoke, dressed, ate breakfast 1 1 |
9-12 noon Wallpaper kitchen 0 0
12-1 p.m. . Lunch 0 0
1-3 pom.  Watched TV 0 0

The report indicates that although breakfast provided some
pleasure and just getting up was rated as achievement, the remainder
of the day provided no sense of pleasure or mastery. Yet the patient

di§ wallpaper a kitchen while very depressed. How did he discredit
this apparent achievement!?

THERAPIST: Why didn’t you rate wallpapering the kitchen as a
mastery experience!

PATIENT: Because the flowers didn’t line up.

¢ You did in fact complete the job?

Yes.

Your kitchen?

No. [ helped a neighbor do his kitchen.

Dbi: he do mﬁst of the w?rk? (Note that the therapist inquires

about any other reasons for a i i i

o b oo i sense of failure which might not

No. I really did almost all of it. He hadn’t wallpapered before.

Did anything ¢lse go wrong? Did vou spill the paste all over?

Ruin a lot of wallpaper? Leave a big mess?

No, no, the only problem was that the flowers did not line up.

So, since it was not perfect, you get no credit at all.
Well . . . ves.

Hpdrd

e s

o B

[Note that the irrational belief “If [ don’t do everything
perfectly, | am useless, inadequate, and a failure,” is implied by this
reasoning. However, the correction of this assumption will be left to a
later phase of therapy when the patient is less depressed. For now, the
correction of the cognitive distortion is the objective.] ’

Application of Behavioral Techniques

Just how far off was the alignment of the flowers?

(holds out fingers about Y5 of an inch apart): About that much.

On each strip of paper?

No . . . on two or three pieces.

Qut of how many?

About 20-25. _

Did anyone else notice it?

No. In fact, my neighbor thought it was great.

Did your wife see it!

Yeh, she admired the job.

Could you see the defect when you stood back and looked at

the whole wall? '

Well . . . not really.

So you've selectively attended to a real but very small flaw in

your effort to wallpaper. Is it logical that such a small defect

should entirely cancel the credit you deserve?

P.  Well, it wasn’t as good as it should have been.

T: If your neighbor had done the same quality job in your
kitchen, what would you say?

P. ... pretty good job!

R R ke kel Rl

bt 4

The therapist initially reviewed the reported activities and tried
to identify apparent discrepancies between what was accormplished
(the activity) and what was felt (feelings of mastery and pleasure).
Next, by careful inquiry, the therapist sought the reasons for the
discrepancy. Thert. he elicited the data for the cognition, “The
flowers didn’t line up.” The data were examined objectively by (1}
putting the patient’s evaluation into perspective with other data {the
patient did the bulk of the work, others didn’t notice the flaws, etc.)
and (2) asking the patient to assess the data from an objective point
of view (“What would you say if someone else wallpapered your
kitchen in that way?”). Thus, the patient began to see his selective
attention to minimal flaws and to reassess the actual facts of the

situation.

GRADED TASK ASSIGNMENT
After successful completion of a series of tasks, depressed

patients generally experience some (even though transient} improve-
ment in their mood. They then feel motivated to tackle more difficult

13t
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The use of graded assignments is illustrated in the following case:

The therapist visited a 40-year-old woman patient on the first
day of her hospitalization. Instead of following rather loose instruc-
tions by the ward personnel to be involved in ward activities, she was
lying in her bed and was ruminating about her problems and “feeling
miserable.” She did not believe she could get satisfaction from
anything.

The therapist was able to determine that in the past, she had
enjoyed reading. She stated, however, “I haven’t even been able to
read a headline in a newspapet for the past couple of months.”
Despite her doubts regarding whether she would be able to concen-
trate, she was willing to make an effort to read a few lines. The
therapist selected the shortest story in a collection from the library
and urged her to read it while he was with her. She said, “I know [
won’t be able to read it.” He replied, “Well, try reading the first
paragraph. ot loud.” She responded, “I1 may be able to mouth the
words but 1 won't be able to concentrate.” He then suggested, “See -
whether you can read the first sentence.”

She read the first sentence aloud and continued until she had
completed the paragraph. He asked her to read some more but to try
reading to herself. She gradually became engrossed in the short story
and spontaneously continued onto the next page. He told her to keep
reading and that he would return later. About an hour later, the
cherapist received a call from the psychiatric resident who said, “1 just
saw the patient whom you claim is depressed.” When he returned to
the ward, the therapist observed that her depression had indeed lifted
(temporarily). He encouraged her to undertake a regimen of reading
progressively longer short stories; by the end of the week, she was
reading 2 long novel. Within ten days after admission and with
continued treatment, she was well enough to retum home.

As illustrated in this case, the therapist should elicit the
pagient’s reactions to undertaking a simple project. Most often, the
patient’s ideas center around a belief that he can’t do anything or
can’t do the specific task. It is important for the therapist to divide 2
large task into small patts or steps and then to start with a relatively
easy first step that he is reasonably certain the patient can complete.
As the patient finishes each step, he goes on t© the next part. After
successful completion of a few tasks during the therapy session, the
therapist suggests “homework assignments.” The assignments proceed
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step by step, for example, from boiling an egg to the eventual goal of
preparing a meal.

The therapist is careful to set modest goals to avoid the patient’s
strong tendency to give up because of his automatic thought, “I can’t
do it.” After a successful attempt the therapist discusses the
achievement with the patient and tries to provide an opportunity for
the patient to assimilate the success. After the successful experience,
the patient usually feels motivated for the next step, but still has to
work against the resistance caused by self-doubt and cynicism.
Repeated successes generally undermine the patient’s belief that “I
can’t do it.” As the patient continues to master each problem, his
attitudes such as, ‘I can’t do anything” or “It is all meaningless” are
gradually eroded.

A poorly designed Graded Task Assignment is likely to result in
faiture. The patient is likely to magnify a failure and use it to confirm
his attitude of “I can’t do anything.” For this reason, a preliminary
exercise in carrying out graded tasks may be used in the therapy
session and subsequently graded tasks may be assigned as homework.
The therapist should formulate the assignment in such a way as to
avoid the appearance of failure. For instance, if the therapist suspects
that the patient is likely to fail at a task, he should break it into
smaller, more easily accomplished steps. The therapist should initially
suggest they attempt to determine how much the patient can do;
“Even if you don’t get very far, it will give us important information.”
In this way, even a “failure” may be construed in a positive way by
the therapist; namely, as a source of data for devising other projects.

An important source of error in the application of the Graded
Task Assignment is the therapist’s failure to check with the patient
about his evaluation; that is, how well he thought he did in carrying
out an assignment. Although depressed patients are likely to do better
than they expected, they are also prone to disqualify an accomplish-
ment after the task is completed. A patient may think, for example,
“1 would have done this in half the time before | was depressed.” “Of
course [ accomplished this, but I am still depressed.”

It is crucial to elicit such disclaimers and qualifications from the
patient and to provide reasonable answers to them. For example, in
response to the first objection, the therapist may respond, “The
question we tested with the task was whether you could do it at all.
You predicted you couldn’t. Yet you did in fact do iz. You lost sight of
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the original purpose of the project by noting you didn’t do it at top
efficiency. That's a completely separate question.” The therapist may
respond to the other objection with the explanation, “The project
wasn't designed to relieve your depression. It was to see whether your
prediction about your inability to do it was accurate. Do you now
believe that your prediction was right? . . . We don't expect relief of
your depression until we have finished a number of steps. However,
your mood does change depending on whether you think you can
influence your feelings of depression by carrying out an assignment
and then evaluating your success accurately.’

CooNITIVE REHEARSAL

One of the difficulties in treating depressed patients is the fact
that, once depressed, they have problems in carrying out well-learned
tasks. A number of psychological factors may interfere with their
notmal behavioral repertoire. Difficulty in concentration may impede
the formulation or execution of normally automatic, habitual be-
haviots. A housewife may wander into the kitchen to get a glass of
water and then forget what she came for. Her problem was not
amnesia, but obsessive ruminations; she simply failed to focus on the
purpose of the trip to the kitchen, Such an unpleasant experience
intensifies her belief that something is seriously wrong with her
mind.

“Cognitive rehearsal” refers to the technique of asking the
patient to imagine each successive step in the sequence leading to the
completion of the task. This procedure forces the patient to pay
attention to the essential details of the activities and counteracts the
tendency of his mind to wander. Further, by rehearsing the sequence
of steps, the patient has a preprogrammed system to carry out the
assignment.

Another aim of cognitive rehearsal is to identify potential
“roadblocks” (cognitive, behavioral, or environmental) which might
impede the achievement of the assignment. The central plan of the
therapist is to identify and develop solutions for such problems before
they produce an unwanted failure experience. Interestingly, some
patients report that they feel better simply as a result of the
completion of the assigned task in imagery.
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Ident.iﬁcation of the psychological barriers by using cognitive
hearsal is illustrated in the following example.
The patient was a 24-year-old single unemployed female who

ter some discussion agreed to attempt to attend her neglected
cercise classes.

THERAPIST: So you agree that it would be a good idea to go to an
exercise class.

PATIENT: Yes, | always feel good after them.

T: Okay, well I'd like you to use your imagination and go through
each step involved in getting to the class.

P: Well, I'll just have to go the way I've always gone.

T: 1 think we need to be more specific. We know that you've

decided to go to class before but everytime you've run into

some roadblocks. Let’s go over each step and see what might

interfere with getting to class. P'd like you to go through all the

steps needed to get to your class. Go over each step in your

imagination and tell me what they are.

Okay. I know what you mean.

The class starts at 9 a.m. What time should we start?

About 7:30. I'll wake up to the alarm and probably be feeling

lousy. I always hate starting the day.

How can you handle that problem?

Well, that’s why Il give myself extra time. Ull start by getting

dressed and having breakfast. Then, I'll pick up my equipment

« . . (pause} . . . Oh, oh, wait, I don't have a pair of shorts to

wear. That's one roadblock.

What can you do to solve that problem?

Well, I can go out and buy some.

Can you visualize that? What comes next?

I picture myself all ready to go and the car isn't there.

What can you do about it?

Fll ask my husband to bring the car early.

What do you picture next!? :

g{:/nhd;:iving to the class and 1 decide to tum round and go back.

¥

Because [ think I'll look foolish.

What's the answer to that?

Well, actually, the other people are just interested in the

exercise, not in how anybody looks.

w3 P

vHY v vAwdwd

. [By preparing herself with coping techniques for each of those
obstacles” the patient was able to get to the class—in fantasy. She
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was then asked to rehearse the entire sequence again and this time
was able to imagine the various steps without any interfering
cognitions. Subsequently, she indeed drove to the class and did not
experience any difficulties. In the event that unexpected problems
did arise, she had been instructed to write them down, attempt to
master them on the spot, and discuss them at the next session. |

ASSERTIVE TRAINING AND ROLE-PLAYING

The procedures which form the basis of the assertive training
have been well documented. In general, the training focuses on
specific skills and includes techniques such as modeling, coaching,
and behavior rehearsal. The efficacy of the treatment package and the
relative contribution of its components have been reported elsewhere
(McFall and Twentyman, 1973). :

Role-playing simply involves the adoption of a role by the
therapist, the patient, or both, and the subsequent social interaction
based on the assigned role. Assertive training and role-playing can be
effectively employed in the treatment of depressed patients. As with
other techniques with a behavioral focus the therapist attempts to
clarify self-defeating or interfering cognitions. Role-playing may also
be employed to demonstrate an alternative viewpoint to the patient
or to further elucidate the factors which interfere with appropriate
emotional expression. (For a list of such cognitive factors see Wolfe
and Fodor, 1975.) .

A 20-year-old female patient reported a “humiliating experi-
ence” in which she became flustered while buying some clothes in a
large department store. She was preoccupied with thoughts that her
purchase may not have been suitable and that she gave the clerk less
money than was requested. When the clerk asked for more money,
the patient concluded, “She must think I'm a fool. I'm so clumsy and
inept.” The therapist asked the patient to take the role of the clerk
and to draw some conclusions from her observations.

PATIENT: (in role of clerk) Well, I see a woman who is obviously
flustered and embarassed to have given me -the incorrect
change. I would try to console her by saying, “Everyone makes
mistakes.”
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THERAPIST: Do vou think it’s possible the cletk also came to a
similar conclusion with the exceprion that she did not console
you!

P: Well, if she had tried to console me, ] would have been
shocked. No, she couldn’t have been so understanding . . . I
know what it’s like to be a klutz, so 1 can put myself in the
other person’'s shoes.

T: And what evidence do you have that the clerk didn't
understand your mistake? Did she make any comments? Did
she act disgusted?

P:  No, actually she was quite patient. She even smiled but that
made me feel more like a fool.

T: Well, without much data it’s difficult to draw definite con-
clusions about her reactions. So let’s work on your tendency to
view yourself as a fool when you make mistakes. Later we can
rehearse how vou could have responded if she had acted
critically to you.

Role-playing may be used in similar manner to elicit a “self-
sympathy” response from the patient. The therapist may take the role
of the patient in an attempt to change the patient’s cognitive set from
self-critical to sympathetic. It is common for depressed patients to be
mote demanding and critical of themselves than of others in the same
situation. '

One of the essential aspects of cognitive therapy is the evalua-
tion of cognitions which may interfere with behavioral performance.
Some depressed patients behave nonassertively because of the nega-
tive beliefs rather than as a result of a deficiency of behavioral skill.

A 29.year-old depressed male had returned to a university after a
10-year period during which he worked as a factory worker. He came
to a therapy session particularly disturbed by the behavior of his 20-
year-old chemistry laboratory partner. The younger student per-
sistently left their shared equipment dirty and disarranged with the
result that the patient spent time every week cleaning the equipment.
The patient clearly outlined a way of discussing the problem with his
lab partner but changed his mind each time he was about to confront
him. The therapist pursued the patient’s cognitions related to his
attempts at self-assertion.

PATIENT: Well, even though I know what to say and when to say

it, I always get the thought, “He'll think 1 am over-
meticulous.”
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THERAPIST: And what would it mean to him if you were “over-
meticulous.”

P: He'd think 1 was a rigid, conservative type.

T: Are you a “rigid, conservative type.”

P: No. You know what! I'm concerned that he might rebel and
I'd be causing even more trouble.

From this point, it was apparent the patient Wwas not behaving in
an assertive manner because of his desire to avoid “causing trouble,”
particularly since he was “considerably older.” His lack of assertive-
ness resulted in further concem about his decision to return to
university. When the therapist and patient were able to list the “pros
and cons” of his being assertive in this instance, the patient decided
to speak to the other student and had no difficulty accomplishing his
objective.

This example illustrates the vital importance of an individual’s
negative cognitions in interfering with assertive behavior.

BEHAVIORAL TECHNIQUES: RATIONALE AND TIMING

It is extremely important that patient understand the rationale
for the various behavioral assignments. The therapist faces a consid-
erable challenge with depressed patients since they are prone to
distort the purpose of the tasks post facto. It is the therapist’s
tesponsibility to insure that the patient interprets the results of an
assignment within the confines of the initial objective. The initial
objective, therefore, must be made clear from the beginning.

One helpful strategy to evaluate the patient’s understanding of a
task is to use a role-reversal (the patient takes the role of the
therapist). The patient can then review the reasons for the assign-
ment (for example, recording daily activities) and the therapist can
subsequently cotrect any misconceptions.

When outlining a behavioral assignment, the therapist needs to
avoid making generalized statements which may imply that the
completion of one task will make the patient feel better. The
therapist should simply underscore that the patient is “moving in the
right direction.” Positive expectations of the patient are helpful, of
course, but the patient should be guided away from the absolute (“all
or nothing”) evaluation of the results of any one assignment.
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Note: The utilization of a “significant other” (spouse, other
relative, or close friend) is often very helpful in setting and
implementing behavioral assignments. In addition to encouraging the
patient in initiating and completing projects, the significant other
can provide valuable feedback to both patient and therapist.

Some patients respond to success in a behavioral assignment by
dramatically increasing their activity. While this result is generally
desirable, the patient may overextend himself to the point of failure
or may experience anxiety from undertaking new projects before he is
prepared for them. A reminder that the initial goals of therapy
involve testing negative ideas and gradually increasing activity, rather
than making tremendous accomplishments, may be indicated.

As previously noted, most of the behavioral techniques are
emploved in the initial therapy sessions. The appropriate targets
include passivity, avoidance, lack of gratifieation, and an inability to
express appropriate emotions (such as anger and sadness). While
these symptoms may be evident across the range of depressed
patients, the behavioral techniques are clearly indicated with severely
depressed patients. An individual with severe depression commonly
has considerable difficulty focusing on more abstract conceptualiza-
tions. His attention span may be limited to well-defined concrete
suggestions. Research findings in the area suggest “success” experi-
ences on concrete behavioral tasks are most effective in breaking the
vicious cycle of demoralization, passivity and avoidance, and self-
disparagement.

Homework assignments also need to be graded to the patient’s
level of understanding. In general, homework is not assigned in the
initial stages of treatment until the patient completes a form of the
-assignment in the session. Obviously, it is impossible to comply
absolutely with this rule since many assignments require the patient
to be in his natural environment. Nevertheless, cognitive rehearsal
and telephone conversations between patient and therapist will
circumvent many problems. We have found that the agreement to
call the therapist when the patient is “stuck” in carrying out an
assignment is very helpful. This practice enables the patient to
identify and master his problems in the “real life situation” and also
motivates him to continue with his assignments. “Reporting in” to
the therapist by telephone when the patient has completed a series of
assignments also provides a powerful motivation to carry out the
projects. '
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Once the patient understands the rationale and application of
the behavioral techniques, therapy proceeds to more “purely” cogni-
tive approaches. If behavioral symptoms or problems reappear, the
patient may need 2 “refresher course” or may simply reinstitute the
behavioral techniques. In times of stress, many former patients return
to activity scheduling ot recording. Since the techniques have already
been mastered, they are easily used to prevent incipient regression.

In summary, behavioral techniques are useful insofar as they
improve level of functioning, counteract obsessive thinking, change
dysfunctional attitudes, and give a feeling of gratification. By
observing changes in his own behavior, the patient may then be more
amenable to examining his negative self-concept. An amelioration of
the negative self-concept then leads to more spontaneous motivation
and an improvement in mood.
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