Reducing Disorder by Confronting It: Psychotherapy

Treatment for psychological disorder begins when the individual who is experiencing distress
visits a counsellor or therapist, perhaps in a church, a community centre, a hospital, or a private
practice. The therapist will begin by systematically learning about the patient’s needs through a
formal psychological assessment, which is an evaluation of the patient’s psychological and
mental health. During the assessment the psychologist may give personality tests such as the
Minnesota Multiphasic Personal Inventory (MMPI-2), Millon Adolescent Clinical Inventory
(MACI), or projective tests, and will conduct a thorough interview with the patient. The therapist
may get more information from family members or school personnel.

In addition to the psychological assessment, the patient is usually seen by a physician to gain
information about potential Axis Il (physical) problems. In some cases of psychological
disorder — and particularly for sexual problems — medical treatment is the preferred course of
action. For instance, men who are experiencing erectile dysfunction disorder may need surgery
to increase blood flow or local injections of muscle relaxants. Or they may be prescribed
medications (Viagra, Cialis, or Levitra) that provide an increased blood supply to the penis,

and are successful in increasing performance in about 70% of men who take them.

After the medical and psychological assessments are completed, the therapist will make a formal
diagnosis using the detailed descriptions of the disorder provided in the Diagnostic and
Statistical Manual of Mental Disorders (DSM; see below). The therapist will summarize the
information about the patient on each of the five DSM axes, and the diagnosis will likely be sent
to an insurance company to justify payment for the treatment.

DSM-5-TR Criteria for Diagnosing Attention-Deficit/Hyperactivity Disorder (ADHD)

To be diagnosed with ADHD the individual must display either A or B below (American
Psychiatric Association, 2013):

A. Six or more of the following symptoms of inattention have been present for at least six
months to a point that is disruptive and inappropriate for developmental level:

o Often does not give close attention to details or makes careless mistakes in schoolwork, work, or
other activities

o Often has trouble keeping attention on tasks or play activities

o Often does not seem to listen when spoken to directly

o Often does not follow instructions and fails to finish schoolwork, chores, or duties in the
workplace (not due to oppositional behaviour or failure to understand instructions)

o Often has trouble organizing activities

e Often avoids, dislikes, or doesn’t want to do things that take a lot of mental effort for a long
period of time (such as schoolwork or homework)

o Often loses things needed for tasks and activities (e.g., toys, school assignments, pencils, books,
or tools)

e Is often easily distracted

e Is often forgetful in daily activities



B. Six or more of the following symptoms of hyperactivity-impulsivity have been present
for at least six months to an extent that is disruptive and inappropriate for developmental
level:

o Often fidgets with hands or feet or squirms in seat

o Often gets up from seat when remaining in seat is expected

Often runs about or climbs when and where it is not appropriate (adolescents or adults may feel
very restless)

Often has trouble playing or enjoying leisure activities quietly

Is often “on the go” or often acts as if “driven by a motor”

Often talks excessively

Often blurts out answers before questions have been finished

Often has trouble waiting one’s turn

Often interrupts or intrudes on others (e.g., butts into conversations or games)

If a diagnosis is made, the therapist will select a course of therapy that he or she feels will be
most effective. One approach to treatment is psychotherapy, the professional treatment for
psychological disorder through techniques designed to encourage communication of conflicts
and insight. The fundamental aspect of psychotherapy is that the patient directly confronts the
disorder and works with the therapist to help reduce it. Therapy includes assessing the patient’s
issues and problems, planning a course of treatment, setting goals for change, the treatment itself,
and an evaluation of the patient’s progress. Therapy is practised by thousands of psychologists
and other trained practitioners in Canada and around the world, and is responsible for billions of
dollars of the health budget.

To many people therapy involves a patient lying on a couch with a therapist sitting behind and
nodding sagely as the patient speaks. Though this approach to therapy (known as
psychoanalysis) is still practised, it is in the minority. It is estimated that there are over 400
different kinds of therapy practised by people in many fields, and the most important of these are
psychodynamic, humanistic, cognitive behavioural therapy, and eclectic (i.e., a combination of
therapies). The therapists who provide these treatments include psychiatrists (who have a
medical degree and can prescribe drugs) and clinical psychologists, as well as social workers,
psychiatric nurses, and couples, marriage, and family therapists.

Psychology in Everyday Life: Seeking Treatment for Psychological Difficulties

Many people who would benefit from psychotherapy do not get it, either because they do not
know how to find it or because they feel that they will be stigmatized and embarrassed if they
seek help. The decision to not seek help is a very poor choice because the effectiveness of mental
health treatments is well documented and, no matter where a person lives, there are treatments
available (Canadian Mental Health Association, 2013).

The first step in seeking help for psychological problems is to accept the stigma. It is possible
that some of your colleagues, friends, and family members will know that you are seeking help
and some may at first think more negatively of you for it. But you must get past these unfair and
close-minded responses. Feeling good about yourself is the most important thing you can do, and
seeking help may be the first step in doing so.



One question is how to determine if someone needs help. This question is not always easy to
answer because there is no clear demarcation between normal and abnormal behaviour. Most
generally, you will know that you or others need help when the person’s psychological state is
negatively influencing his or her everyday behaviour, when the behaviour is adversely affecting
those around the person, and when the problems continue over a period of time. Often people
seek therapy as a result of a life-changing event such as diagnosis of a fatal illness, an upcoming
marriage or divorce, or the death of a loved one. But therapy is also effective for general
depression and anxiety, as well as for specific everyday problems.

There are a wide variety of therapy choices, many of which are free. Begin in your school,
community, or church, asking about community health or counselling centres and pastoral
counselling. You may want to ask friends and family members for recommendations. You’ll
probably be surprised at how many people have been to counselling, and how many recommend
it.

There are many therapists who offer a variety of treatment options. Be sure to ask about the
degrees that the therapist has earned, and about the reputation of the centre in which the therapy
occurs. If you have choices, try to find a person or location that you like, respect, and trust. This
will allow you to be more open, and you will get more out of the experience. Your sessions with
the help provider will require discussing your family history, personality, and relationships, and
you should feel comfortable sharing this information.

Remember also that confronting issues requires time to reflect, energy to get to the appointments
and deal with consequential feelings, and discipline to explore your issues on your own. Success
at therapy is difficult, and it takes effort.

The bottom line is that going for therapy should not be a difficult decision for you. All people
have the right to appropriate mental health care just as they have a right to general health care.
Just as you go to a dentist for a toothache, you may go to therapy for psychological difficulties.
Furthermore, you can be confident that you will be treated with respect and that your privacy
will be protected, because therapists follow ethical principles in their practices. The following
provides a summary of these ethical principles as developed by the Canadian Counselling and
Psychotherapy Association (2007).

e General Orientation
Counsellors adequately orient and inform clients so that evaluation and assessment
results can be placed in proper perspective along with other relevant information.

e Purposes and Results of Evaluation and Assessment
Counsellors take responsibility to inform clients about the purpose of any evaluation and
assessment instruments and procedures and the meaning of evaluation and assessment
results.

e Evaluation and Assessment Competence
Counsellors recognize the limits of their competence and offer only those evaluation and
assessment services for which they have appropriate preparation and which meet
established professional standards.

e Administrative and Supervisory Conditions
Counsellors ensure that evaluation and assessment instruments and procedures are
administered and supervised under established conditions consistent with professional



standards. They note any departures from standard conditions and any unusual behaviour or
irregularities that may affect the interpretation of results.

e Use of Technology
Counsellors recognize that their ethical responsibilities are not altered, or in any way
diminished, by the use of technology for the administration of evaluation and assessment
instruments. Counsellors retain their responsibility for the maintenance of the ethical
principles of privacy, confidentiality, and responsibility for decisions regardless of the
technology used.

o Appropriateness of Evaluation and Assessment
Counsellors ensure that evaluation and assessment instruments and procedures are valid,
reliable, and appropriate to both the client and the intended purposes.

o Reporting Evaluation and Assessment Results
Counsellors ensure that when reporting evaluation and assessment results to clients and
other individuals care is taken to provide, in an appropriate manner, accurate and sufficient
information for an understanding of any conclusions and recommendations made, and to
identify the basis for any reservations that might exist.

o Release of Evaluation and Assessment Data
Counsellors ensure that evaluation and assessment data are released appropriately and
only to the client and persons qualified to interpret and use them properly.

e Integrity of Evaluation and Assessment Instruments and Procedures
Counsellors who use psychological tests and other assessment instruments, the value of
which depends on their novelty to the client, ensure that they are limited to and safeguarded
by those with the professional interest and competence to do so.

o Sensitivity to Diversity when Assessing and Evaluating
Counsellors proceed with caution when judging and interpreting the performance of
minority group members and any other persons not represented in the group on which the
evaluation and assessment instruments and procedures were standardized. They recognize
and take into account the potential effects of age, ethnicity, disability, culture, gender,
religion, sexual orientation and socio-economic status on both the administration of, and the
interpretation of data from, such instruments and procedures.

e Security Maintenance
Counsellors ensure the integrity and security of evaluation and assessment instruments and
procedures consistent with any legal and contractual obligations. They refrain from
appropriating, reproducing, or modifying established evaluation and assessment instruments
without the expressed permission and adequate recognition of the original author, publisher
and copyright holder.

Psychodynamic Therapy

Psychodynamic therapy (psychoanalysis) is a psychological treatment based on Freudian and
neo-Freudian personality theories in which the therapist helps the patient explore the
unconscious dynamics of personality. The analyst engages with the patient, usually in one-on-
one sessions, often with the patient lying on a couch and facing away. The goal of the
psychotherapy is for the patient to talk about his or her personal concerns and anxieties, allowing
the therapist to try to understand the underlying unconscious problems that are causing the
symptoms (the process of interpretation). The analyst may try out some interpretations on the
patient and observe how he or she responds to them.



The patient may be asked to verbalize his or her thoughts through free association, in which the
therapist listens while the client talks about whatever comes to mind, without any censorship or
filtering. The client may also be asked to report on his or her dreams, and the therapist will use
dream analysis to analyze the symbolism of the dreams in an effort to probe the unconscious
thoughts of the client and interpret their significance. On the basis of the thoughts expressed by
the patient, the analyst discovers the unconscious conflicts causing the patient’s symptoms and
interprets them for the patient.

The goal of psychotherapy is to help the patient develop insight — that is, an understanding of
the unconscious causes of the disorder (Epstein, Stern, & Silbersweig, 2001; Lubarsky &
Barrett, 2006), but the patient often shows resistance to these new understandings, using defence
mechanisms to avoid the painful feelings in his or her unconscious. The patient might forget or
miss appointments, or act out with hostile feelings toward the therapist. The therapist attempts to
help the patient develop insight into the causes of the resistance. The sessions may also lead to
transference, in which the patient unconsciously redirects feelings experienced in an important
personal relationship toward the therapist. For instance, the patient may transfer feelings of guilt
that come from the father or mother to the therapist. Some therapists believe that transference
should be encouraged, as it allows the client to resolve hidden conflicts and work through
feelings that are present in the relationships.

Important Characteristics and Experiences in Psychoanalysis

o Free association. The therapist listens while the client talks about whatever comes to mind,
without any censorship or filtering. The therapist then tries to interpret these free associations,
looking for unconscious causes of symptoms.

o Dream analysis. The therapist listens while the client describes his or her dreams and then
analyzes the symbolism of the dreams in an effort to probe the unconscious thoughts of the client
and interpret their significance.

o Insight. An understanding by the patient of the unconscious causes of his or her symptoms.

e Interpretation. The therapist uses the patient’s expressed thoughts to try to understand the
underlying unconscious problems. The analyst may try out some interpretations on the patient and
observe how he or she responds to them.

e Resistance. The patient’s use of defence mechanisms to avoid the painful feelings in his or her
unconscious. The patient might forget or miss appointments, or act out with hostile feelings
toward the therapist. The therapist attempts to help the patient develop insight into the causes of
the resistance.

e Transference. The unconscious redirection of the feelings experienced in an important personal
relationship toward the therapist. For instance, the patient may transfer feelings of guilt that come
from the father or mother to the therapist.

One problem with traditional psychoanalysis is that the sessions may take place several times a
week, go on for many years, and cost thousands of dollars. To help more people benefit, modern
psychodynamic approaches frequently use shorter-term, focused, and goal-oriented approaches.
In these brief psychodynamic therapies, the therapist helps the client determine the important
issues to be discussed at the beginning of treatment and usually takes a more active role than in
classic psychoanalysis (Levenson, 2010).



Humanistic Therapies

Just as psychoanalysis is based on the personality theories of Freud and the neo-Freudians,
humanistic therapy is a psychological treatment based on the personality theories of Carl
Rogers and other humanistic psychologists. Humanistic therapy is based on the idea that people
develop psychological problems when they are burdened by limits and expectations placed on
them by themselves and others, and the treatment emphasizes the person’s capacity for self-
realization and fulfillment. Humanistic therapies attempt to promote growth and responsibility by
helping clients consider their own situations and the world around them and how they can work
to achieve their life goals.

Carl Rogers (see Figure 14.2, “Portrait of Carl Rogers”) developed person-centred therapy (or
client-centred therapy), an approach to treatment in which the client is helped to grow and
develop as the therapist provides a comfortable, nonjudgmental environment. In his book A Way
of Being (1980), Rogers argued that therapy was most productive when the therapist created a
positive relationship with the client — a therapeutic alliance. The therapeutic alliance is a
relationship between the client and the therapist that is facilitated when the therapist is genuine
(i.e., he or she creates no barriers to free-flowing thoughts and feelings), when the therapist treats
the client with unconditional positive regard (i.e., he or she values the client without any
qualifications, displaying an accepting attitude toward whatever the client is feeling at the
moment), and when the therapist develops empathy with the client (i.e., he or she actively listens
to and accurately perceives the personal feelings that the client experiences).

Figure 14.2 Portrait of Carl Rogers.

The development of a positive therapeutic alliance has been found to be exceedingly important to
successful therapy. The ideas of genuineness, empathy, and unconditional positive regard in a
nurturing relationship in which the therapist actively listens to and reflects the feelings of the
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client is probably the most fundamental part of contemporary psychotherapy (Prochaska &
Norcross, 2007).

Thoughts
create
feelings

Behavior
reinforces
thoughts

Figure 14.3 Cognitive Behavioural
Therapy. Cognitive behavioural therapy (CBT) is based on the idea that our thoughts, feelings, and
behaviour reinforce each other and that changing our thoughts or behaviour can make us feel better.

Psychodynamic and humanistic therapies are recommended primarily for people suffering from
generalized anxiety or mood disorders, and who desire to feel better about themselves overall.
But the goals of people with other psychological disorders, such as phobias, sexual problems,
and obsessive-compulsive disorder (OCD), are more specific. A person with a social phobia may
want to be able to leave his or her house, a person with a sexual dysfunction may want to
improve his or her sex life, and a person with OCD may want to learn to stop letting his or her
obsessions or compulsions interfere with everyday activities. In these cases it is not necessary to
revisit childhood experiences or consider our capacities for self-realization — we simply want to
deal with what is happening in the present. Cognitive behavioural therapy (CBT) is a
structured approach to treatment that attempts to reduce psychological disorders through
systematic procedures based on cognitive and behavioural principles. CBT is based on the idea
that there is a recursive link among our thoughts, our feelings, and our behaviour (Figure 14.3,
“Cognitive Behavioural Therapy*). For instance, if we are feeling depressed, our negative
thoughts (“I am doing poorly in my chemistry class”) lead to negative feelings (“I feel hopeless
and sad”), which then contribute to negative behaviours (e.g., lethargy, lack of interest, lack of
studying). When we or other people look at the negative behaviour, the negative thoughts are
reinforced and the cycle repeats itself (Beck, 1976). Similarly, in panic disorder a patient may
misinterpret his or her feelings of anxiety as a sign of an impending physical or mental
catastrophe (such as a heart attack), leading to an avoidance of a particular place or social
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situation. The fact that the patient is avoiding the situation reinforces the negative thoughts.
Again, the thoughts, feelings, and behaviour amplify and distort each other.

CBT is a very broad approach that is used for the treatment of a variety of problems, including
mood, anxiety, personality, eating, substance abuse, attention-deficit, and psychotic disorders.
CBT treats the symptoms of the disorder (the behaviours or the cognitions) and does not attempt
to address the underlying issues that cause the problem. The goal is simply to stop the negative
cycle by intervening to change cognition or behaviour. The client and the therapist work together
to develop the goals of the therapy, the particular ways that the goals will be reached, and the
timeline for reaching them. The procedures are problem-solving and action-oriented, and the
client is forced to take responsibility for his or her own treatment. The client is assigned tasks to
complete that will help improve the disorder and takes an active part in the therapy. The
treatment usually lasts between 10 and 20 sessions. Depending on the particular disorder, some
CBT treatments may be primarily behavioural in orientation, focusing on the principles of
classical, operant, and observational learning, whereas other treatments are more cognitive,
focused on changing negative thoughts related to the disorder. But almost all CBT treatments use
a combination of behavioural and cognitive approaches.

Behavioural Aspects of CBT

In some cases the primary changes that need to be made are behavioural. Behaviour therapy is
psychological treatment that is based on principles of learning. The most direct approach is
through operant conditioning using reward or punishment. Reinforcement may be used to teach
new skKills to people, such as with those with autism or schizophrenia (Granholm et al., 2008;
Herbert et al., 2005; Scattone, 2007). If the patient has trouble dressing or grooming, then
reinforcement techniques, such as providing tokens that can be exchanged for snacks, are used to
reinforce appropriate behaviours such as putting on one’s clothes in the morning or taking a
shower at night. If the patient has trouble interacting with others, reinforcement will be used to
teach the client how to respond more appropriately in public, for instance, by maintaining eye
contact, smiling when appropriate, and modulating tone of voice.

As the patient practises the different techniques, the appropriate behaviours are shaped through
reinforcement to allow the client to manage more complex social situations. In some cases
observational learning may also be used; the client may be asked to observe the behaviour of
others who are more socially skilled to acquire appropriate behaviours. People who learn to
improve their interpersonal skills through skills training may be more accepted by others and this
social support may have substantial positive effects on their emotions.

When the disorder is anxiety or phobia, then the goal of the CBT is to reduce the negative
affective responses to the feared stimulus. Exposure therapy is a behavioural therapy based on
the classical conditioning principle of extinction, in which people are confronted with a feared
stimulus with the goal of decreasing their negative emotional responses to it (Wolpe,

1973). Exposure treatment can be carried out in real situations or through imagination, and it is
used in the treatment of panic disorder, agoraphobia, social phobia, OCD, and post-traumatic
stress disorder (PTSD).



In flooding, a client is exposed to the source of his fear all at once. An agoraphobic might be
taken to a crowded shopping mall or someone with an extreme fear of heights to the top of a tall
building. The assumption is that the fear will subside as the client habituates to the situation
while receiving emotional support from the therapist during the stressful experience. An
advantage of the flooding technique is that it is quick and often effective, but a disadvantage is
that the patient may relapse after a short period of time.

More frequently, the exposure is done more gradually. Systematic desensitization is a
behavioural treatment that combines imagining or experiencing the feared object or situation
with relaxation exercises (Wolpe, 1973). The client and the therapist work together to prepare a
hierarchy of fears, starting with the least frightening, and moving to the most frightening
scenario surrounding the object (Table 14.1, “Hierarchy of Fears Used in Systematic
Desensitization”). The patient then confronts the fears in a systematic manner, sometimes using
his or her imagination but usually, when possible, in real life.

Table 14.1 Hierarchy of Fears Used in Systematic Desensitization.

Skip Table
Behaviour Fear rating
Think about a spider. 10
Look at a photo of a spider. 25
Look at a real spider in a closed box. 50
Hold the box with the spider. 60
Let a spider crawl on your desk. 70
Let a spider crawl on your shoe. 80
Let a spider crawl on your pants leg. 90
Let a spider crawl on your sleeve. 95
Let a spider crawl on your bare arm. 100

Desensitization techniques use the principle of counterconditioning, in which a second
incompatible response (relaxation; e.g., through deep breathing) is conditioned to an already
conditioned response (the fear response). The continued pairing of the relaxation responses with
the feared stimulus as the patient works up the hierarchy gradually leads the fear response to be
extinguished and the relaxation response to take its place.

Behaviour therapy works best when people directly experience the feared object. Fears of spiders
are more directly habituated when the patient interacts with a real spider, and fears of flying are
best extinguished when the patient gets on a real plane. But it is often difficult and expensive to
create these experiences for the patient. Recent advances in virtual reality have allowed
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clinicians to provide CBT in what seem like real situations to the patient. In virtual reality CBT,
the therapist uses computer-generated, three-dimensional, lifelike images of the feared stimulus
in a systematic desensitization program. Specially designed computer equipment, often with a
head-mount display, is used to create a simulated environment. A common use is in helping
patients who are experiencing PTSD return to the scene of the trauma and learn how to cope with
the stress it invokes.

Some of the advantages of the virtual reality treatment approach are that it is economical, the
treatment session can be held in the therapist’s office with no loss of time or confidentiality, the
session can easily be terminated as soon as a patient feels uncomfortable, and many patients who
have resisted live exposure to the object of their fears are willing to try the new virtual reality
option first.

Aversion therapy is a type of behaviour therapy in which positive punishment is used to reduce
the frequency of an undesirable behaviour. An unpleasant stimulus is intentionally paired with a
harmful or socially unacceptable behaviour until the behaviour becomes associated with
unpleasant sensations and is hopefully reduced. A child who wets his bed may be required to
sleep on a pad that sounds an alarm when it senses moisture. Over time, the positive punishment
produced by the alarm reduces the bedwetting behaviour (Houts, Berman, & Abramson,

1994). Aversion therapy is also used to stop other specific behaviours such as nail biting (Allen,
1996).

Alcoholism has long been treated with aversion therapy (Baker & Cannon, 1988). In a standard
approach, patients are treated at a hospital where they are administered a drug, antabuse, that
makes them nauseous if they consume any alcohol. The technique works very well if the user
keeps taking the drug (Krampe et al., 2006), but unless it is combined with other approaches the
patients are likely to relapse after they stop the drug.

Cognitive Aspects of CBT

While behavioural approaches focus on the actions of the patient, cognitive therapy is a
psychological treatment that helps clients identify incorrect or distorted beliefs that are
contributing to disorder. In cognitive therapy the therapist helps the patient develop new,
healthier ways of thinking about themselves and about the others around them. The idea of
cognitive therapy is that changing thoughts will change emotions, and that the new emotions will
then influence behaviour.

The goal of cognitive therapy is not necessarily to get people to think more positively but rather
to think more accurately. For instance, a person who thinks “no one cares about me” is likely to
feel rejected, isolated, and lonely. If the therapist can remind the person that she has a mother or
daughter who does care about her, more positive feelings will likely follow. Similarly, changing
beliefs from “I have to be perfect” to “No one is always perfect — I’m doing pretty good,” from
“I am a terrible student” to “I am doing well in some of my courses,” or from “She did that on
purpose to hurt me” to “Maybe she didn’t realize how important it was to me” may all be
helpful.



The psychiatrist Aaron T. Beck and the psychologist Albert Ellis (1913-2007) together provided
the basic principles of cognitive therapy. Ellis (2004) called his approach rational emotive
behaviour therapy (REBT) or rational emotive therapy (RET), and he focused on pointing out the
flaws in the patient’s thinking. Ellis noticed that people experiencing strong negative emotions
tend to personalize and overgeneralize their beliefs, leading to an inability to see situations
accurately (Leahy, 2003). In REBT, the therapist’s goal is to challenge these irrational thought
patterns, helping the patient replace the irrational thoughts with more rational ones, leading to the
development of more appropriate emotional reactions and behaviours.

Beck’s cognitive therapy was based on his observation that people who were depressed generally
had a large number of highly accessible negative thoughts that influenced their thinking (Beck,
1995; Beck, Freeman, & Davis, 2004). His goal was to develop a short-term therapy for
depression that would modify these unproductive thoughts. Beck’s approach challenges the
client to test his or her beliefs against concrete evidence. If a client claims that “everybody at
work is out to get me,” the therapist might ask the client to provide instances to corroborate the
claim. At the same time the therapist might point out contrary evidence, such as the fact that a
certain coworker is actually a loyal friend or that the patient’s boss had recently praised him or
her.

Combination (Eclectic) Approaches to Therapy

To this point we have considered the different approaches to psychotherapy under the
assumption that a therapist will use only one approach with a given patient. But this is not the
case; the most commonly practised approach to therapy is an eclectic therapy, an approach to
treatment in which the therapist uses whichever techniques seem most useful and relevant for a
given patient. For bipolar disorder, for instance, the therapist may use both psychological skills
training to help the patient cope with the severe highs and lows, but may also suggest that the
patient consider biomedical drug therapies (Newman, Leahy, Beck, Reilly-Harrington, & Gyulali,
2002). Treatment for major depressive disorder usually involves antidepressant drugs as well as
CBT to help the patient deal with particular problems (McBride, Farvolden, & Swallow, 2007).

As we have seen in Chapter 13, “Defining Psychological Disorders,” one of the most commonly
diagnosed disorders is borderline personality disorder (BPD). Consider this description, typical
of the type of borderline patient who arrives at a therapist’s office:

Even as an infant, it seemed that there was something different about Bethany. She was an
intense baby, easily upset and difficult to comfort. She had very severe separation anxiety — if
her mother left the room, Bethany would scream until she returned. In her early teens, Bethany
became increasingly sullen and angry. She started acting out more and more — yelling at her
parents and teachers and engaging in impulsive behaviour such as promiscuity and running away
from home. At times Bethany would have a close friend at school, but some conflict always
developed and the friendship would end.

By the time Bethany turned 17, her mood changes were totally unpredictable. She was fighting
with her parents almost daily, and the fights often included violent behaviour on Bethany’s part.
At times she seemed terrified to be without her mother, but at other times she would leave the



house in a fit of rage and not return for a few days. One day, Bethany’s mother noticed scars on
Bethany’s arms. When confronted about them, Bethany said that one night she just got more and
more lonely and nervous about a recent breakup until she finally stuck a lit cigarette into her arm.
She said “I didn’t really care for him that much, but I had to do something dramatic.”

When she was 18, Bethany rented a motel room where she took an overdose of sleeping pills.
Her suicide attempt was not successful, but the authorities required that she seek psychological
help.

Most therapists will deal with a case such as Bethany’s using an eclectic approach. First, because
her negative mood states are so severe, they will likely recommend that she start taking
antidepressant medications. These drugs are likely to help her feel better and will reduce the
possibility of another suicide attempt, but they will not change the underlying psychological
problems. Therefore, the therapist will also provide psychotherapy.

The first sessions of the therapy will likely be based primarily on creating trust. Person-centred
approaches will be used in which the therapist attempts to create a therapeutic alliance conducive
to a frank and open exchange of information.

If the therapist is trained in a psychodynamic approach, he or she will probably begin intensive
face-to-face psychotherapy sessions at least three times a week. The therapist may focus on
childhood experiences related to Bethany’s attachment difficulties but will also focus in large
part on the causes of the present behaviour. The therapist will understand that because Bethany
does not have good relationships with other people, she will likely seek a close bond with the
therapist, but the therapist will probably not allow the transference relationship to develop fully.
The therapist will also realize that Bethany will probably try to resist the work of the therapist.

Most likely the therapist will also use principles of CBT. For one, cognitive therapy will likely
be used in an attempt to change Bethany’s distortions of reality. She feels that people are
rejecting her, but she is probably bringing these rejections on herself. If she can learn to better
understand the meaning of other people’s actions, she may feel better. And the therapist will
likely begin using some techniques of behaviour therapy, for instance, by rewarding Bethany for
successful social interactions and progress toward meeting her important goals.

The eclectic therapist will continue to monitor Bethany’s behaviour as the therapy continues,
bringing into play whatever therapeutic tools seem most beneficial. Hopefully, Bethany will stay
in treatment long enough to make some real progress in repairing her broken life.

One example of an eclectic treatment approach that has been shown to be successful in treating
BPD is dialectical behavioural therapy (DBT) (Linehan & Dimeff, 2001). DBT is essentially a
cognitive therapy, but it includes a particular emphasis on attempting to enlist the help of the
patient in his or her own treatment. A dialectical behavioural therapist begins by attempting to
develop a positive therapeutic alliance with the client, and then tries to encourage the patient to
become part of the treatment process. In DBT the therapist aims to accept and validate the
client’s feelings at any given time while nonetheless informing the client that some feelings and
behaviours are maladaptive, and showing the client better alternatives. The therapist will use



both individual and group therapy, helping the patient work toward improving interpersonal
effectiveness, emotion regulation, and distress tolerance skills.

Key Takeaways

e Psychoanalysis is based on the principles of Freudian and neo-Freudian personality theories. The
goal is to explore the unconscious dynamics of personality.

o Humanist therapy, derived from the personality theory of Carl Rogers, is based on the idea that
people experience psychological problems when they are burdened by limits and expectations
placed on them by themselves and others. Its focus is on helping people reach their life goals.

o Behaviour therapy applies the principles of classical and operant conditioning, as well as
observational learning, to the elimination of maladaptive behaviours and their replacement with
more adaptive responses.

o Albert Ellis and Aaron Beck developed cognitive-based therapies to help clients stop negative
thoughts and replace them with more objective thoughts.

e Eclectic therapy is the most common approach to treatment. In eclectic therapy, the therapist uses
whatever treatment approaches seem most likely to be effective for the client.
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