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The Treatment Rationale in Cognitive Behavioral Therapy:
Psychological Mechanisms and Clinical Guidelines

Michael E. Addis and Kelly M. Carpenter, Clark University
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One of the best ways to persuade others is with your
ears—by listening to them.
—Dean Rusk

After all, when you come right down to it, how
many people speak the same language even when
they speak the same language?

~—Russel Hoban

THE TREATMENT RATIONALE plays a central role in all
cognitive behavioral psychotherapies (e.g., Beck,
Rush, Shaw, & Emery, 1979; Craske, Meadows, & Barlow,
1994). Its overarching purpose is to provide clients and
therapists with a model of etiology (Why is this person
having this problem?) and treatment (What should we do
to change it?). Research has documented numerous ways
in which acceptance of a treatment rationale is associated
with positive treatment outcomes {Addis, Bourne, &
Davis, 1999; Addis & Jacobson, 1996, 2000; Braswell, Ken-
dall, Braith, Carey, & Vye, 1985; Burns & Nolen-Hoek-
sema, 1991, 1992; Edelman & Chambless, 1993; Fennel &
Teasdale, 1987; Ilardi & Craighead, 1994; Persons, Burns,
& Perloff, 1988).

Despite the relatively large number of studies support-
ing the importance of the rationale, scant auention has
been paid to concrete methods for effectively presenting
2 ratonale. Moreover, with the exception of Jerome
Frank’s (1971) classic work, little progress has beén made
in illuminating the psychological processes operating
when a therapist and client discuss why a problem exists
and what to do about it. Some treatment manuals offer
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transcripts of therapists orienting clients to treatment,
but the client typically has relatively few concerns, and
is easily p ded by a confid herapist. In practice,
the process.can be relatively straightforward, or it can in-
volve multiple layers of mutual influence unfolding over
the course of treatment. Compare, for example, the fol-
lowing three hypothetical therapist<lient interactions
that might occur just after a therapist presents a CBT
rationale.

Example 1

THERAPIST: So you can see how this treatment is
based on the idea that changing the way you think
about. yourself and certain situations can change
how you feel.

CLIENT: Yes, I can definitely see that and it makes a lot
of sense to me. But I wonder if I'll be able to change
the way I think. It seems impossible.

T: Well, it’s like learning any new. skill. It takes time,
but with practice, you'lt get much better at it.

C: You mean I'm going to have to work at changing
my thoughis,

T: That’s right. It’s hard work, but in my experience it
can really pay off and there is a considerable amount
of scientific research to suggest that’s the case.

C: That’s reassuring.

Example 2

T: So you can see how this treatment is based on the
idea that changing the way you think about yourself
and certain situations can change how you feel.

C: Uh huh.

T: Good. So that makes sense.

C: Ub huh.

T: Okay. Let’s go over your self-monitoring forms and
getstarted on-—
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C: 1didn’t do those. I wanted to but I was so dep
and then I misplaced them.

Example 3

T: So you can see how this treatment is based on the
idea that changing the way you think about yourself
and certain situations can change how you feel.

C: 1read an article that said depression is caused by a
chemical imbalance, and my friend is taking
Prozac, which seems to be helping him.

T: Drugs are one option for treatment, but this
approach has been shown in research to be just as,
or more, effective than drugs.

C: Hmm. I guess that’s reassuring. I'm willing to try
anything at this point.

Example 1 represents the sort of vignette commonly
found in treatment manuals. Typically there is little dis-
cussion of what to do if a client disagrees with the ratio-
nale, or the client’s response

is unclear. Examples 2 and 3
are closer to the types of reac-
tions therapists see in clinical
practice. In Example 2, it
might be inferred that the cli-
ent has a lukewarm response
to the rationale as indicated
by a weak agreement with the
therapist and her inability to
complete the homework as-
signment. However, it's un-
clear whether this response
reflects actual disagreement

Research has
documented
numerous ways in
which acceptance
of a treatment
rationale is
associated with
positive treatment
outcomes.

with the rationale or the

Generating Expectations

‘When you present a model of treatment to clients, you
are telling them how therapy will take place in the future.
The process will inevitably lead the client to harbor ex-
pectations about treatment, including both hopes and
fears. Consider, for example, a client being presented
with a cognitive-behavioral rationale for the treatment of
social phobia. A description of the diagnosis, the role of
cognitive processes in maintaining anxiety, and support
for exposure as a key change mechanism might lead to
the following, largely private, client reactions:

Wow, what a relief to know this problem has-a name; I'm
optimistic that this treatment is going to be helpful.
What does she mean by automatic thoughts? I hope I'm
smart enough to understand this treatment.

Exposure sounds like I'm going to catch some kind of
virus. Wait @ minule. You mean I'm going to have lo
speak in public?! I don’t think I'm going to be able to bear
that.

These examples illustrate one of the most common
fallacies about a treatment rationale. Clients rarely
“agree” or “disagree” with a treatment rationale. Instead,
they experience a mixture of reactions depending on
their personal history, the stage in treatment, and the
therapist’s style in presenting the rationale. Notice also
that if a therapist is concerned only with ransmitting the
content of the treatment rationale to the client, he or she
may easily miss the sorts of hopes and fears generated by
the discussion.

Negotiating Control

strength of the client’s current depression. In Example 3,
it appears that the client’s doubts about CBT versus med-
ication are alleviated by the therapist’s reference to em-
pirical research. However, his willingness to “try any-
thing” may reflect an implicit disbelief in the validity of
the CBT rationale.

These examples illustrate some common ambiguity in
clients’ responses to a CBT rationale. Subtle and some-
times contradictory responses are overshadowed when a

phor of “tr " is applied to the tr
rationale. Within this metaphor, the therapist transmits a
body of information (the rationale) to the client and
then checks the accuracy of the client’s reception (Do you
understand and agree with this rationale?). What we hope to
show in the remainder of this paper is that there are a
number of other processes operating, in addition to com-
municating information, when therapists present and
discuss 2 CBT rationale. Awareness of these additional

_]oerome Frank said that naming a problem is the first

step to gaining control over it (Frank, 1971). This is why
it is commonly assumed that one of the functions of a
credible tr rationaleistor aclient that his
or her problem is understandable and can be effectively
treated. For example, Fennel and Teasdale (1987) found
that clients who were “depressed about being depressed”
responded most favorably to a CBT rationale. Similarly,
in a review of the role of nonspecific factors in CBT for
depression, llardi and Craighead (1994) suggested that
client remoralization is a result of a clear explanation of a
credible treatment rationale. Presumably, a credible
treatment rationale increases perceptions that a problem
is controllable and fosters hope in the process,

There are other ways in which control is involved in
presentation and discussion of a treatment rationale.
Simply naming a problem is exerting control over a per-

layers can help therapists facilitate clients” active engag
ment in CBT

son's behavior. Experience teaches us that when others
name our behavior in different ways, different conse-

fe in CBT

quences may follow. Anyone who has questioned a physi-
cian’s diagnosis of a sore throat or headache knows this
from personal experience. “Your headaches are caused
by stress” means aspirin, relaxation, or psychotherapy are
soon to follow. “I'm not sure what’s musmg your head-
aches and I'd like to do a CT scan” means anxiety, fear,
and a battle with your HMO are about to follow. The la-
beling of emotional states such as depression and anxiety
can be understood in a similar way. When a parent tells a
child, “You’re hungry,” food will likely follow. “You're be-
ing difficult” is typically followed by some neg; conse-
quence, and “You're cranky” may generate ambiguous
consequences. The process continues in adulthood when

. significant others, friends, family members, and profes-

sionals label our private states (“You look unhappy”;
“Wow! You look like you just won a million bucks”; “What
you are suffering from is called an anxiety disorder”). In

all these i we are itive to ‘s asso-
ciated with different labels for our behavior. Thus clients
will carefully eval hether a diagnosis or

plan “fits,” not only because they are concerned with the
therapist’s accuracy, but becauise the potential for subse-
quent control is psychologically present in any discussion
of a treatment rationale.!

Assigning Blame

The first author is a novice golfer? but has made
enough progress to begin wondering why he isn’t better
than he is. On a recent outing he had the following expe-
rience. Having kept his eyes on the ball, his head still, his
left arm straight, his knees bent and, impossibly, his mind
relaxed, he swung the club and hit an 8inch chunk of
50d a good 60 yards. The ball did not move. At this point,

the following ce n

FIrsT AUTHOR [t0 no one in particular]: Whydid 1do
thae?

FrienD: I think you may have dropped your hands.

FirsT AUTHOR: Yeah.

Frienp: Typically, hitting it fat is caused by droppmg
your hands or not accelerating on your dc

! While all clients will be concerned to some extent with the impli-
cations of a diagnosis, individuat clients will differ in their sensitivity
to issues of control in discussing a treatment. At one cxtreme, some
clients may disagree with ary model of treatment offered by a thera-
pist simply because disagreeing with others is part of their interper-
sonal style. Larry Beutler and his colleagues have shown that clients
with high degrees of reactance (the tendency always 1o try and resist
influence from others) show better outcomes in self-directed than in
cognitive-behavioral therapy (Beuter et al., 1991). Other clients may
not be reactant as a persenality style, but may still be sensitive to inter
personal issues of control.

2The more appropriate technical teym is “hacker™ However, in
the interests of demonstrating the crucial role of language in deter
mining the accep of various etiological models; we utilize the
less noxious term “novice.”

FirsT AuTHOR: Uh huh.

Frieno: It could also just be that you're too tense.

FIRST AUTHOR: I'm not *&!1#@ tense.

FRIEND: Okay, I'll take your word for it.

FiRsT AUTHOR [t0 himself]: Why is this guy criticizing
me? I'm just a beginner. It’s not my fault. I'm trying
as hard as I can.

This ridiculous but (scout’s honer) very real example
shows that discourse about the causes of problems inevi-
tably involves talk about who’s responsible for them
(Antaki, 1994; Fulton, 1998). Although the form of such
dialogue may appear to involve a search for “objective
causes,” causal statements implicitly or explicitly refer to
where blame lies. In this case, it was the first author’s
dropped hands, failure to accelerate, and level of ten-
sion. However, if you change - First Author to Client,
Friend to Therapist, and lousy golf swing to depression,
the following dialogue might ensue:

CLIENT: Why do I feel this way?

THERAPIST: We know that when people are depressed
they tend to think about things in a very negative
way.

CrienT: Uh huh.

THERAPIST: They also stop engaging in activities that
used to give them pleasure and this makes the
depression worse.

CLIENT [to herself]: No wonder I'm depressed. Look
at all the things I'm doing wrong.

Again, the surface form of the therapist's talk appears
to be about an objective search for causes. Yet notice that
the causal referent for the depression is always the cli-
ent’s thoughts or behavior. While most therapists have no
intention of blaming a client for being depressed or anx-
ious, clients may experience blame, not only because self-
blame is characteristic of depression, but because the as-
signment of blame is an idable aspect of p
most treatment rationales. In fact, one of the most ap-
pealing aspects of a biological treatment rationale (i.e.,
pharmacotherapy) is that it clearly rmoves blame from
the client and assigns it to “chemical imbalances” or
something similar. A CBT rationale can be ambi
with respect to blame. Therapists hopefully don't m!end
to blame clients for having “dysfunctional beliefs” or “ir-
rational cognitions.” Most 1ake the stance that cognitions
are learmed and the environment thus plays a key etiolog~
ical role. But our culture assumes a greater degree of au-
tonomy in peoples’ thoughts than in their biochemistry.
Thus, the notion that “your thinking is at the root of your
problem” can function as an ascription of personal blame
more easily than the notion of a chemical imbalance.

This Iast point was well illustrated in a recent interac-
tion with a client suffering from panic disorder. The first
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author was anempnng to convmcc the client that experi-
encing neg hts does not indicate a
failure in overcoming panic di The client enjoy
softball, so the therapist said, “Look, sometimes you
strike out but you keep swinging and over time you get
more base hits.” The following dialogue ensued:

CLIENT: Look, if I strike out it bums me out but it
doesn’t get me down the way this does.

THERAPIST: Why?

CuLENT: Because 1 know there’s lots of reasons I could
strike out. Maybe I'm having a bad day, maybe the
pitches are really good, who knows?

THERAPIST: Right! And if your anxiety thoughts get
the best of you some days, who knows why? Maybe
you were having a bad day, maybe the thoughts
were particularly strong. What I'm suggesting is
that your thoughts are just like pitches. They'll
come periodically and you do you best to swing at
them—but you don’t blame yourself too much if
you strike out.

CLiENT: That doesn’t work.

THERAPIST: Why?

CLIENT: Because the pitches are outside of me and I
can’t control them. My thoughts are inside me and
I'should be able to control them.

The idea that we can, in principle, control our thoughtsis

“really at the heart of CBT. It’s a useful assumpuon lf it

1996; Prochaska & DiClemente, 1992). Howard and his
colleagues (1996) suggest that the target of improvement
differs according to a three-stage process. Remoralization
occurs in the first few sessions of therapy. During this
stage, clients begin to feel increased hope that their prob-
lems can be worked through and begin to- uuhze copmg
resources. The diation phase of
on relieving symptoms, while the rehabllnauon phase is
focused on changing long: daptive patterns.
The function of a treatinent muonale may differ de-
pending on the stage of treat.mem. In the remoralization
phase, the rationale may i by offer-
ing hope that things can change (Frank, 1971; Hardi &
Craighead, 1994). During the remediation phase, the ra-
tionale ¢ different interventions into a logical pro-
cess of symptom reduction. For example; lf symptom re-
duction has occurred quickly (e.g., a client is no longer
having panic attacks), the rationale for interoceptive ex-
posure (Craske et al,, 1994) can be invoked to show the
importance of conti despite early symp-
tom reduction. Clients’ rcacuons to 2 CBT rationale also
may mean different things depending on the stage of
treatment. Disagreements 'during the remoralization
phase may reflect hopel while disagr dur-
ing remediation may reflect concems about particular
treatment procedures. There is, of course, no one-to-one
correspondence between cértain types of reactions and
the stage of treatment, yet it does help to consider howa

leads a client to succeed in thinking mor ptively

rationale may be operating differently at dif-

However, as the above example i]lusuates, it carries with
it the implicit ascription of personal responsibility.

The experience of blame during discussions about the
cause of a problem is also a product of individual learn-
ing histories. Consider the following example that should
be familiar to couples therapists:

‘WiFe: 1 think we would have had more fun if we had
rented a car for the week.:
Hussanp: She's blaming me for our lousy vacation!

‘Whether the wife intended to blame her husband for
their lousy vacation is less relevant than his experience of
being blamed. It may be a function of past experiences
with her (e.g., she does in fact blame him), or experi-
ences with close others that are now generalized to the
marital relationship. In the same way, whether or not a
therapist intends to blame a client for his or her problem
when presenting a CBT treatment rationale, the client
may experience reproach.

Varying Functions Depending on the Stage of Treatment

Psychotherapy researchers have begun to document
the different change processes operating in different
stages of treatment (e.g., Howard, Kopta, Krause, & Or-
linsky, 1986; Howard, Moras, Brill, Martinovich, & Lutz,

ferent points in treatment.

To summarize, the treatment rauonale ns akey compo-
nent of all CBT t The
emphasizes transmission and reception of the comem of
the rationale. This metaphor highlights the importance
of therapist and client having a shared understanding of
etiology and treatment approach. The metaphor is less
adept at highlighting oLher psychologlcal processes oper-
ating in a AT can g
fear and anxiety as well as hope and remorahmuon Dis-
cussions about what a problem is, why it exists, and what
to do about it also invoke issues of interpersonal control
and assignment of blame. Finally, the meaning or func-
tion of the rationale may vary over time, depending on
the stage of treatment. Awareness of these issues leads to
some general guidelines for facilitating a helpful dia-
logue about the treatment rationale.

Presenting a CBT Rationale

For the past 6 years we have been conducting research
on various aspects of the CBT treatment rationale. The
quantitative results have shown that clients who agree
with ‘a CBT rationale show better treatment outcomes
and become ‘'more engaged in treatment. (Addis &
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Jacobson, 1996, 2000). It also appears that the way

people think about the causes of depression prior to .

is iated with their responses to al-
ternative u'ealmem rationales (Addis & Carpenter, 1999;
Addis & Jacobson, 1996). In conducting these studies,
we've spent a good deal of time listening to thenplst-
client discussions of a CBT rationale for
sion. Our most recent work specific th

D P
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iety), asking clients how it
mlght apply to them persona]ly clarifying the concept,
applying it to a personal example, and so on.

Explore (lients’ Reactions to the Rational,
We find it useful to assume that clients have meaning-

ful reactions to a treaunent rationale, even if they don't

and dlient behaviors that commonly occur in discussing
the rationale. Do therapists spend more time persuading
clients or exploring clients’ questions and concerns?
What do therapists do when clients express doubts about
the treatment rationale? What are the most common con-
cemns clients have about a CBT rationale? Although we're
in the process of analyzing this data quantitatively, we of-

P them. Thus, it’s essential to explore clients’ reac-
tions to any rationale you offer for any aspect of treat-
ment. Ask, “How does that sound?” or, “What do you
think about the idea of working on exposing yourself to
the things you fear?” If a client says, “Sounds fine,” ask,
“What sounds fine about i” “Do you have any con-
cemns?” Table 1 p a set of questi herapists can
use when d:smssmg a client’s reacﬁons to a treatment

le. They're derived partly from our observations

fer here sugg about p: ing and di ing a

CBT rationale, and common client concerns or doubts
about a CBT h o ing depression. What fol-
lows are clmlral impressions. They are not based on em-
pirically established relati b certain clini-

cal strategies and therapeutic outcoma Our hopeiis that

some of our impressions might g additional ém-
pirical studies.
Present the Treatment Rationale

don’t p a ratio-
nale. Our impression is that thls occurs most often when
clients are overwhelmed with distress and feel the need to
vent. A certain degree of venting may be necessary to fa-
cilitate a therapeutic alliance, particularly early in treat-
ment. However, CBT treatments are structured interven-
uons. Tahng thc time to present and -discuss the
t is ial, both to start therapy on
the right course and to model the type of structure neces-
sary for subseq sessions. We suggest that when clients
need to vent early-in treatment, therapists should label
this explicitly and incorporate it into the agenda. A ther
apist might say, “It seems like you really need some time
to just talk about what's been happening. I think that’s
important to do and I'd also like to spend a good portion
of the session focusing on the treatment approach. How
does that sound? Which would you like to start with?"

Present It in a Personally Meaningful Way

Clients typically don’t speak the same language thera-
pists do. Terms such as “automatic thoughts,” “interocep-
tive exposure,” and “reinforcing events” may not make
music immediately for cllems the way they do for thera-
pists. Incorporating the le into an. ple from
the client’s own experience is often helpful. At the same
time, therapists should clearly define key terms or con-
cepts since they will be referred to repeatedly as treatment
progresses. A good rule of thumb is to moye through an n-
erative process of introducing a concept (e.g.,

of successful therapistclient interactions around the
rationale, and partly from our research on explanatory
repertoires related to depression (Addis, Fulton, & JIse-
lin, 1998).

Explore Clients’ Existing Models and Attributions for
the Problem Cause and Change Process

‘We assume that all clients have at least an implicit idea
about why they’re having a problem and the most effec-
tive way to change it. It is helpful to get the clients’ ideas
out on the table early in treatment. For example, some
clients may be convinced that depression is caused by “a
chemical imbalance.” Others may assume that treatment
is necessarily about exploring how childhood experi-
ences affect our feelings as adults. A safe strategy is for
the therapist to assume a stance of respect for alternative
theories and treatments, while clearly differentiating

Table 1
Sample Questions to Ask
When Discussing a Treatment Rationale

General Questions for Any Treatment Rationale

1. Whatare your reactions to what you know about this treatment
so far?

2. What parts concems you?

3. What parts scem positive or hopeful?

4. If you were to explain 10 a friend or family member how this
treatment works, what would you say?

5. What's your understanding of why you're having this problem?

. 6. What are your ideas about the best way to overcome or cope

with i@
Specific Questions About CBT
L What do you think aboul the idea that your thoughts play an
rolein d ing your mood/anxiety/behavior?

2. tht do you think about the idea of changing your thoughts
" and behavior asa way of working on your mood/anxiety?

3. Whatare some possible downsides to these ideas?

3. What do you think about the idea of having weekly homework
related to your problem/situation?
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CBT. Respect is key because it may not be clear why a cli-
ent is attracted to one explanation or another. A focus on
early childhood may, for example, relieve a great deal of
self-blame and validate the client’s inability to change his
behavior d iderable effort. To take a strong
stance agamst thls model {e.g., “There’s very litde scien-
tific support for that app h, wh this

is based on solid research”) may unnecessarily sacrifice
rapport.

Many clients will that the hypothesized cause
and treatment of a problem must coincide. Thus, if de-
pression is due to a “chemical imbalance,” then pharma-
cological treatment should be the treatment of choice.
Or, if depression is caused by early childhood experi-
ences, then changing current behavior may be viewed as
“not dealing with the root problem.” CBT therapists
know that many interventions (e.g., exercise, breathing
retraining, accurate selftalk) can be effective regardless
of whether they match a theoretical cause for a particular

problem. A therapist has two

It is a good idea
to have clients
explain the
treatmentrationale
to you until you
are convinced

client’s treatment.

choices here. One is to try
and integrate the client’s etio-
logical theory into the CBT
rationale. Childhood experi-
ences, for example, can be as-
sumed to have some influ-
ence on the development of
core beliefs or underlying as-
sumptions. The other option

that you are both is to educate the client di-
on the same rectly about the value of vari-

ous change strategies and the
page about the extreme difficulty in establish-

ing definitive causes for most
problems. The second strat-

egy is preferable because it
orients clients toward solutions rather than searching for
causes. However, if a client insists on matching a treat-
ment to a presumed etiology, then the first strategy
is preferable.

Assume the Rationale Isn’t Clear Until the Client Can
Explain It to You

Both clients and therapists may think that the client
understands the treatment rationale, when in fact he or
she doesn’t. For example, when the first author ex-
plained a CBT rationale for treating depression to one
client and asked about his understanding of it, the client
responded, “Yeah, I've got it, I just have to change my at-
titude.” CBT is, in many ways, about changing attitudes.
However, by exploring the client’s understanding further
(What do you mean by attitudes?), the therapist learned
that a former spouse often accused the client of “having a
bad attitude.” Thus, the CBT rationale, though logical to

the client, also carried wnh it excess baggagc of cmmsm
and blame. By emph g that ¢ is
hard work, and failure to do sois not due to 2 lack of will,
the: therapist was able to get the client more on board
with the CBT rationale than would have been possible
without exploring the client’s idiosyncratic reactions. As
a rule of thumb, it is a2 good idea to have clients explain
the treatment rationale’ to you until you are convinced
that you are both on the same page about the client’s
treatment. This may take time as a client’s understanding
of the treatment approach evolves over several sessions.

Assume Clients’ Reactions to the Rationale Will Change

Much of CBT is based on the assumption that people
have stable beliefs about themselves and their world.
‘While this premise may have considerable clinical utility,
its status as a psychological fact is questionable. In our re-
search on reactions to a CBT rationale, we ask people
each week, “Does the treatment you aré receiving match
your ideas about what helps people in psychotherapy?”
‘We have found that answers to this question can change
dramatically from week to week. Because of this, and be-
cause CBT is a multifaceted intervention, it is essential to
check in regularly with clients regarding their reactions
to the treatment. This is especially true when moving
from one phase of treatment to another (e.g., from be-
havioral activation to cognitive interventions for depres-
sion, or from cognitive interventions to exposure in the
treatment of anxiety).

Validate the Client’s Reactions to the Rationale

Marsha Linehan (1993) defines validation as follows:
“The essence of validation is this: The therapist commu-
nicates to the patient that her responses make sense and
are understandable within her current life context or situ-
ation” (p. 222, italics in original). Although Linehan is
known for developing a CBT for borderline personality
disorder, validation is essential for all CBT treatments.
Rather than disputing a client’s concerns about a CBT ra-
tionale and risk having them become defensive, the ther
apist should seek to understand exactly what those con-
cemns are and how they are sensible given the client’s

current situation. Imagine the following client
to the therapist’s pr ion of a CBT le for de-
pression:

CLIENT: I'm sure that this treatment is effective for
some people, but 1 really doubt it’s going to work
for me. I've tried everything.

Now consider the following three possible therapist
reactions.

Ti: What ;rlakes you different than other people?
T2: Well, the research shows that this .treatment is

T
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highly effective. Your doubt is probably part of the
depression, which makes everything seem
hopeless.

T3: You're having trouble believing this treatment could
be helpful. That’s understandable. Why should you
think anything would be helpful when you haven't
tried this treatment, and nothing you've tried
previously has worked? I think that if I was in your
situation I would have the same concerns.

Only the third response validates the client’s concern.
The first response may be directed toward an important
clinical issue (i.e., the client may see herself as different
than others, and this may be contributing to her depres-
sion), but it does not facilitate the current therapeutic
goal of getting the client on board with the treatment ra-
tionale. The second response may be reassuring to some
clients, but not to others. Responses 1 and 2 might be
helpful if the therapist first validated the client’s reac-
tions to the treatment rationale. Validating does not
mean agreeing with the client’s assessment that the treat-
ment won’t work. It means seeing the client’s perspective
and concerns as sensible. Validation is also more than a
detached intellectual process; it means really being able
to understand the validity of the client’s perspective.

Be Up Front About the Importance
of the Treatinent Rationale

With the exception of highly reactant clients, it can’t
hurt to overemphasize the importance of the treatment
rationale. We suggest being very clear with clients about
the importance of agreemg with the therapist regarding
the le. The therapist as a “coach” or
“trainer” is a useful metaphor in CBT. It emphasizes that
the therapist and client must agree on the appropriate
strategy for tackling a problem, and that the client will be
doing the majority of the work, with the therapist serving
as an expert guide.

Trust the Data, Don’t Argue Too Much, and
Adopt a Wait-and-See Attitude

Some clients will never fully accept the CBT rationale.
Clients struggling with anxiety disorders, for example,
may be willing to try CBT but have much greater faith in
medication early in treatment. In such cases, the thera-
pist must believe the research data demonstrating the ef-
ficacy of the treatment and, at the same time, be willing
to accept a client’s doubts. Accepting them doesn’t mean
ignoring them. It should be clear by now that exploring a
client’s concerns about the treatment rationale is essen-
tial. However, if they've been explored and the client is
still less than 100% on board, it is best to adopt a wait-
and-see (rather than an agree-to-disagree) attitude. The
general stance should be something like, “I believe this
treatment works because I’ve seen it work, and I think it

can be helpful for you. However, I can see that you're not
sure at this point, so why don’t we give ita try and see how
it goes. I'll be checking in with you regularly to see how
it's going.” An ambivalent or doubtful client does not
necessarily mean a treatment failure. In our research, we
often see people working through a number of different
models of etiology and treatment, rather than sticking to
a single explanatory framework (Fulton, 1998). An am-
bivalent or doubtful client may experience a successful
outcome without ever fully buying into the CBT ratio-
nale. Other clients may, over time, become more con-
vinced as they experience positive outcomes over the
course of therapy.

Client Concerns Following Presentation
of the Treatment Rationale

Recently we've also begun to look more closely at in-
stances in which clients express any concern or doubt
about a behavioral activation rationale for treating depres-
sion. These reactions are important because they occur
earlyin and can p lly set the stage for sub-
sequent interactions around specific techniques or inter-
ventions. As one angle, we discuss below the most common
concerns or doubts clients express about an activation ra-
tionale.? We also provide some preliminary impressions
about different ways to respond to each concern.

Do Clients Express Concerns About
the Treatment Rationale?

We found that, when prompted for reactions, 58% of clients
verbally expressed disagreement with or doubts about the
rationale. It is safe to assume that other clients had doubts
but were unwilling or unable to share them. In fact, the
majority of those cliens who did express doubts were
prompted several umcs before they verbalized their dis-

with the
rauonalc (and thus lmphc:dy with the therapist) may be a
difficult process for some clients, and some therapists may
not present themselves in a way that makes it acceptable
for clients to express their doubts. Again, it is crucial to
elicit clients’ reactions to the treatment rationale in an in-
viting and nonthreatening manner.

Treating the Symptom and Not the “Real” Problem
Some clients view the idea of changing behaviors as a

superficial focus on symptoms without correcting the

“real underlying” problem itself. Like taking aspirin for

3Whether these concemns are the same ones that would emerge
for a more cogniti fonale is an empiri ion. It is unlikely

that clients are more doubtful overall in their reactions to a behav-

ioral or ity i Addis and Jacob {1996, 2000) did nor -

find any differences between CBT and behavioral activation in overalt
reactions to the rationale (positive or negative).



154

Addis & Carpenter

the treatment of a headache caused by a brain tumor,
changing behavior is seen as temporary and incomplete.
Clients in our sample said things such as “This [treat-
ment} won't change the real cause of the depression,”
“This deals with the symptoms and not the real problem,”
and “Keeping busy is just a distraction from my real prob-
lem.” Furthermore, some clients worry that if they partic-
ipate in an activation-oriented therapy, they will further
delay treatment of the actual problem. For example, on:

oriented treatment (see Goldfried & Davison, 1994).
One common example is a client who disagrees with the
idea of changing current behavior because past painful
experiences are seen as causing the depression. The ther-
apist can ask, “In what ways have those experiences af-
fected how you behave today?”

Oversimplification
Understandably, clinicians try to present treatment ra-

client in our sample stated that she feared engaging in
this treatment because if she did the homework and
other tasks she would “never get to the real problem.”
While other disag ur ding this theme
howed up (e.g;, p es for physiological or i
explanations), the idea that changing behavior is superfi-
cial was one of the most common client concerns,
d by nearly 20% of

It is essential for

rationale. If we
could leave readers
with one idea it
would be to ask,

P
clients who verbalized some
disagreement or doubt.

clinicians to foster . There a;e several ‘options

or responding to this con-
de?r and repeated cern. First, it is always a good
bidirectional idea to find out more about
communication the concern. What are the an-
aboutthe treatment ticipated consequences of en-

gaging in a treatment that
doesn’t get at the “real” prob-
lem? Does the client think
that revealing the “true” cause
of depression is the only way
to effectively treat it? From

and ask repeatedly, acognitive perspective, one
about dlients’ might ask what evidence the

client has that there is an un-
reactions to a derlying problem that must
treatment rationale. be dealt with before behavior

canbe changed. Often the only

evidence available is the in-

tensity and duration of the clients’ suffering, and the
widely available cultural assumption that “emotional”
problems are caused by deep-rooted feelings, beliefs, and
self-images. Second, therapists can (and should) always
refer to the rescarch on the effectiveness of behavior
change as 2 treatment for depression {Jacobson et al,,
1996; Lewinsohn, Antonuccio, Steinmetz Breckenridge,
& Teri, 1984). Third, references to research should be
pered by a waitand de (e.g., “My experience

is that this treatment can be quite helpful, although I un-
derstand that you have some concerns that it doesn’t deal
with the real problem. Why don’t we try this approach
and see where it takes us?"). Finally, therapists should get
very clear on what the real problem is from the client’s
perspective. Often, apparently nonbehavioral problems
can be framed with litde effort into a behaviorchange—

tionales as clearly as possible, Unfor Ty, what we per-
ceive as p ious, and even elegant, may appeartoa
client as simplistic. In our sample, several clients reacted
tothe ionale with such as “There
must be more to this” and “This theory is oversimplified.”
Some clients express doubt that anything that appears
this simple can be effective.

Again, the first step here is to find out more about the
concern. What does “simple” mean? What are the antici-
pated g es of engaging in a simple ?
The concern may be a variation oh not getting at the real
problem. A simple treatment may also mean, “If it were
this simple 1 would/should have figured it out long ago.
The fact that I'm still depressed either means that it’s not
that simple, or that I'm really screwed up.” Second, it
should be explained that while the treatment rationale
appears simple, the treatment itself certainly is not easy.
The quires considerable effort and-the will-
ingness to make difficult changes. We all know that chang-
ing behavior is not easy. It takes considerable practice and
often good coaching.

Self-Doubts About Competency
Obviously, it would not be a good idea to emphasize
the difficulty of the treatment to a client who appears

- overwhelmed. Many clients enter therapy demoratized

and with low levels of perceived self-efficacy. While some
may become remoralized as a result of merely entering
therapy and hearing a credible treatment rationale,
others remain skeptical about their ability to complete
therapeutic tasks. Several clients in our sample made
statements such as “This makes sense intellectually, but I
can’t do these things when I'm depressed,” “My life is too
screwed up to even begin something like this,” or “There
is no way that I'lt ever be able to fill these logs out.”
Responses to these types of concerns depend upon the
function of the client’s response. If a client is simply re-
porting a lack of self-confidence, the therapist can reas-
sure the client that change is possible, though it takes
practice and will be accomplished in steps.
The concern may also be functioning as avoidance: “My
life is too screwed up to even begin something like this”
may mean, “Don’t expect me to change very much” or
“I'm uncomfortable knowing you [the therapist] have ex-
pectations that I'm going to complete forms, practice
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homework assignments, etc.” The first step, as always, is
to find out more about the concern. What makes you
think you'll never be able to practice pleasurable activi-
ties? What are you concerned would happen if you had
difficulty practicing? Some therapists may utilize these

chall,

[ as cog; hing for the evi-

the power of the le has been und, i 1 by
CBT theorists and researchers. Perhaps its designation as
a“nonspecific” factor has relegated it to that category of
variables that must be controlled in order to rule out pla-
cebo effects and demonstrate the efficacy of specific tech-
niques. But are there other ways to look at the treatment

dence supporting an expectat;:)n of failure. Alternatively,

le? For rather than viewing it as a non-

the questions can be viewed as simple information gath-
ering,. It is impossible to get a client with doubts to buy
into a treatment rationale without thoroughly under-
standing what those doubts are. As the quote at the be-
ginning of the article suggested, it is often easier to per-
suade by careful listeni g than by pr debate.

[3 y and Concl

We began this article by suggesting that the treatment
rationale is an essential component of all CBT interven-
tions. We also suggested that our current understanding of
the function of rationales is incomplete. In addition to fos-
tering lization, a ionale g
short-and long-term hopes and fears. It is thus essential for
clinicians to foster clear and repeated bidirectional com-
munication about the treatment rationale, If we could
leave readers with one idea it would be to ask, and ask re-
peatedly, about clients’ to a tre: rational

A treatment rationale also sets in motion processes of
interpersonal control and blame. Control and blame are
not necessarily therapist agendas; rather, they are un-
avoidable components of our histories with respect to
talk about causes and solutions to problems. When
people talk about why a problem occurs and what to do
about it, they are establishing a context where interper
sonal influence is likely to occur, if only in the naming of
a problem. They are also designating the locus of respon-
sibility for the problem. Because these processes are un-
avoidable, it would be a mistake for a therapist to ignore
them. Rather, clinicians must be aware of power issues
when discussing a treatment rationale or corresponding
intervention, and take steps to foster as high a degree of
collaboration as possible within the structure of relatively
directive interventions. We must also remember that cli-
ents’ responses to a CBT rationale are not fixed beliefs;
they are contextually situated reactions. They may vary as
a function of the stage of treatment, the therapist’s skill
in presenting the rationale, or individual past experi-
ences contributing to the perceived meaning of a notion,
such as “your thoughts control your mood.”

Why have we devoted an entire article to something as
specific as the treatment rationale in CBT? It would prob-
ably not be too much of a stretch to say that the questions

"Why am [ feeling this way?and What should I do about it?are

psychologically present at most, if not all, points in treat-
ment. Yet we are convinced that, with a few exceptions,

specific factor whose mechanisms of change are well-
d d (i.e., i ing hope), perhaps it is a perva-
sive technique surrounding all other interventions. Per-
haps its change mech are not well-understood
Such a perspective opens up the possibility for treatment
development and research with the goal of maximizing
ingful client involy in CBT.
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