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International Scene

The Way We Were, the
Way We Are: Cultural
Evolution of Cognitive
Therapy

Isabel Caro, University of Valencia 

T
his article explores the cultural evolution of
cognitive therapy from a modernist and
postmodernist perspective. It is the main

assumption of this article that cognitive therapy,
along with psychology and psychotherapy, is
deeply influenced by the particular cultural frame-
work or zeitgeist. Each cultural moment will have
some influence on several interrelated important
issues of cognitive therapy, such as the cognitive
technology defended, the roles therapists and pa-
tients play, and the specific kind of therapeutic re-
lationship recommended. It is hoped that a
cultural understanding of cognitive therapy will
provide a description of how cognitive therapy has
reached its present state and help us to anticipate
future developments.

The Cultural Framework

Culture is composed of several main elements
(Giner, 1969, p. 77): (a) cognitive elements that
correspond to our knowledge; (b) ideology com-
posed of beliefs; (c) values; (d) norms, which rule
and frame the values; (e) signs implying language
as the most important symbolic network; and fi-
nally (f) nonnormative behavioral ways, for in-
stance, one’s particular personal style.

It seems easy to translate all of the above into
our conceptualization of psychotherapy; that is,
any psychotherapeutic system offers us knowledge
about psychopathology and mental health,
human beings, and so forth, representing a spe-
cific ideology, prescribing what should or should
not be done (the specific interventions, rules, and
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techniques), and it is a kind of work both for
patient and therapist structured and framed
by language. Finally, we practice psy-
chotherapy with a particular behavioral
style.

Let’s assume that cognitive therapy is a
changing scientific discipline, reflecting a
particular cultural and historical moment.
In this sense, each historical and cultural
moment is characterized by different atti-
tudes, values, worries and needs, represent-
ing a specific epistemology and ontology.
The human being is a social and cultural
product.

Each therapeutic approach is embedded
in a cultural context. As psychotherapists,
we inherit, and equally construe, a particular
point of view about the human beings we
work with. This reflects how we behave as
active participants. Its combination pro-
duces or develops into a specific therapeutic
context. Some assumptions inform this cul-
tural analysis:

1. Cognitive therapy is a relevant psy-
chotherapeutic model, which has evolved in
different approaches. However, we could
assume that cognitive therapy is practiced
nowadays through three main models with
different aims, definitions (Clark, 1995;
Hollon & Beck, 1994), and metaphors
(Meichenbaum, 1995): restructuring, cog-
nitive-behavioral, and constructionist/con-
structivist models. 

2. We could establish three main cogni-
tive therapy phases (Caro, 1995, 1997).
The first one is called “cognitive therapy is
in the air,” the second phase is “the cogni-
tive establishment,” and the phase we are
living in now is “a happy cognitive world.”

3. We will use two labels for this cultural
analysis: modernism and postmodernism.
We will focus on the modernist antecedents
of cognitive therapy as the cognitive model
originated in this epistemological and cul-
tural background, while its development is
better understood from a postmodern para-
digm.1

4. Although differences and commonal-
ities among cognitive models will require
another paper, our assumption here is that
restructuring and cognitive-behavioral
models seem to be closer to a modernist
perspective, while constructionist/narrative
models seem to be closer to a postmodern
one (Caro, 1995, 1997).

Modernist Antecedents 
of Cognitive Therapy

As a human system, psychology corre-
sponds to modernity. As Kvale (1992)
pointed out, psychology was founded on a
conception of individual subjects who have
internal souls—later to be characterized as
internal psychic apparatuses. In the center
of the modernist perspective lies the heady
and optimistic romance with foundation
and essence (Gergen, 1992). Modernism
adds to the artists’ and writers’ accomplish-
ments the development of psychology, un-
derstood as the internalization of the grand
narratives (Parry, 1993). In this sense, psy-
chology and the main psychotherapeutic
systems appeared with the aim of being a
grand narrative based on science. So, from
its very beginning, psychology tried to be a
scientific discipline. All psychological disci-
plines are a consequence and extraordinary
examples of some of the main modernist
characteristics (see, for instance, Gergen,
1992; Kvale, 1992; Parry, 1993). However,
as Parry (p. 441) pointed out, psychology
also contributed to the development of
modernity: “psychotherapy also shares a
great deal of responsibility, for the singular-
ity of focus on the inner person and his or
her personal satisfaction almost as life’s
summum bonum.”

So the individual was the consequence of
modernity. The individual does not emerge
only through psychology. Modernism gave
us a culture of personality, about the self
(Lipovetsky, 1983), which is reflected in 
the works of Joyce, Proust, Faulkner,
Baudelaire, Van Gogh, Matisse, and
Picasso. They exemplify the fragmenting
soul of the artist, mirroring the inner world
of the artist. The writers challenged and
sought to subvert a society that had gained
the world but was losing its souls in the
process. They portrayed their inner torment
and uncertainty, expressed symbolically,
metaphorically, and, as in Joyce and Proust,
minutely (Parry, 1993).

The concept of madness originated in
this period (E. Ibáñez, 1993). Modern psy-
chology had considered the self as healthy
or alienated. Psychology argued that the
self could be isolated, observed, diagnosed
and improved (Gottschalk, 2000). Follow-
ing the Enlightenment, it was assumed that
any individual has an inner space, full of ra-
tional abilities, sensible enough for observ-
ing and capable of making conscious
elections (Gergen, 2000a).

1 This is a tentative classification useful for exploring the cultural evolution of cognitive therapy. As all classi-
fications, it neglects many important issues and possibilities.
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However, modernity showed a deep gap
between two cultures: popular and elite.
The diagnoses of the modern psyche and its
times by the artists and writers of mod-
ernism have remained impenetrable to the
general population, which prefers popular
culture (Parry, 1993). The development of
psychological and other scientific disciplines
produced incredible technological ad-
vances, which contributed to the gap be-
tween the experts and the lay people. 

The First Phase of Cognitive Therapy:
Cognitive Therapy Is in the Air 

(mid-1950s to 1980)

Although some historical reviews have
shown the ancient antecedents of cognitive
therapy (see for instance, Beck, Rush, Shaw,
& Emery, 1979; Dryden & Ellis, 1988; Ellis,
1962), the first cognitive works began at
the middle of last century, with the first
cognitive therapy works of Ellis (1958) and
Beck (1963, 1964). It includes the first
main study on efficacy (Rush, Beck, Kovacs,
& Hollon, 1977) and it finishes, from our
point of view, in 1980 with the first within-
the-model criticisms of cognitive therapy
from Mahoney (1980). At that time, cogni-
tive-behavioral models, such as the work in
problem-solving from D’Zurilla and
Goldfried (1971) and of Meichenbaum
(1977) in the stress inoculation training,
were developed.

The First Phase of Cognitive Therapy
From a Cultural Perspective

The  first phase of cognitive therapy is an
example of some of the main modernist
characteristics: an identifiable subject mat-
ter, the belief in the theory and the develop-
ment of the cognitive model as a grand
narrative. In this respect, the application of
the empirical method and the consideration
of research as a progressive matter were of
great influence. Also, rationalism is a core
issue here.

Although there is some controversy (see,
for instance, Beck, 1984; Ellis, 1984, 1985;
Kovacs & Beck, 1978), we can describe re-
structuring and cognitive-behavioral mod-
els as rationalist models. Rationalism (in
Mahoney, 1991, p. 38) bases knowledge
and knowing in reason and formal, logical
thought, while senses are illusory and infe-
rior to reason. The rationalist point of view
implies a specific conceptualization of
human beings and, accordingly, a specific
definition of the scientific role. This scien-
tific role reflects the gap between the expert
and the lay culture. This could be exempli-

fied in the kind of therapeutic relationship
and in the aims of science.

The modernist person. Cognitive therapy de-
veloped the Cartesian dictum I think, therefore

I am. Human beings know through rational
processes. Any failure in these processes can
“cause us some problems.” The modernist
person, according to cognitive, as well as be-
havioral and psychodynamic, models, is rep-
resented as a mechanism that needs to be
fixed from time to time (McLeod, 1997).
From this mechanistic point of view a great

importance is given to rationality, control
and risk canceling.

For the modernists (see Parry, 1993) a
person does not know his/her own mind and
needs help from psychological experts to
understand and change him/herself. From
this perspective, human beings are both ob-
ject and subject of study. In cognitive terms,
this means that they are objects, as the cog-
nitive work focuses on all the “cognitive
production” of an individual (and the corre-
sponding feelings) in terms of cognitive



events, processes and structures, and sub-
jects as patients are active agents for their
cognitive change. This distinction between
object and subject implies:

1. Human knowledge could be studied
and analyzed.

2. The cause of psychological problems
is erroneous knowledge.

3. This erroneous knowledge could be
isolated, measured and modified.

4. We should follow human rational
mechanisms as guidelines for modifying
knowledge.

5. Knowledge could be objective, free of
values.

Obviously the rationalists have never
neglected the relevance of feelings and
emotions (see Beck, 1985), but if we look
closer at the cognitive work in these first-
phase models we could conclude that the
perceived problem lies in intensity and neg-
ativity of emotion and affect. In this sense,
reason is the tool to get the desired thera-
peutic change.

The modernist scientist. For Cushman
(1992), industrialization, urbanization and
secularization renewed the interest in the
physical world, the humanities, science,
commerce and rationality. And the person
became more mobile, less constrained by
tradition and religion, less confined by role,
and less predictable. As Foucault (1975) ex-
plained, this self became isolated, less com-
munal and more individualistic, more
confused about what is good or bad. Self-
consciousness developed, creating individu-
als who were able to observe themselves,
reflect upon their nature, think about what
they hide or manifest, and speculate about
their real being and identity. A narrative
emerged (implicit at the first formulations
of cognitive therapy) which separated the
body from the soul, the subject from the ob-
ject, and reason from emotion.

The Panopticum was the metaphorical
example offered by Foucault. The Panopti-
cum, a prison designed by Bentham in the
18th century, had the aim of increasing in
the prisoners the following: the tolerance to
be observed, the tendency and capability to
observe themselves, the pressure for being
“normals,” the tendency to practice self-ob-
servation and conscious behavioral change.
The Panopticum was the perfect symbol for
a new social order. But how could we have
access to the private domain?

The cure technology. All cognitive therapy
works with rational individuals, encourag-
ing rational attitudes, helping the individu-
als observe, control and regulate
themselves. As examples, we have Socratic
dialogue,  REBT, hypothesis testing, and

the analysis of faulty reasoning. Cognitive
therapy, for instance, implies the identifica-
tion of thoughts and feelings and, there-
after, the modification of negative thoughts
through techniques such as guided discov-
ery, Socratic questioning, behavioral experi-
ments or behavioral strategies for solving
problems (Wills & Sanders, 1997). In
Nezu’s approach on problem-solving ther-
apy (an example of a cognitive-behavioral
model), the therapeutic procedure encom-
passes problem orientation, problem defini-
tion and formulation, generation of
alternatives, decision making, solution-
implementation and verification (A. M.
Nezu, Nezu, & Perri, 1989; C. M. Nezu,
Nezu, & Houts, 1993). Again, we see ratio-
nal questioning where patients are subjects
and agents of their treatment who detach
themselves from problems in order to apply
what they are learning in therapy.

The cognitive therapist at the first phase. The
connection among the modernist scientist,
the person conceptualization, and the cog-
nitive therapist in this first phase is the
lynchpin for describing therapist character-
istics and optimum therapist effectiveness
(see, for instance, Beal & DiGiuseppe,
1998; Bernard, 1991; Liese & Alford,
1998). According to Newman (1998) a
cognitive therapist practicing Beck’s model
should formulate and test hypotheses; de-
velop a patient’s hope and coping skills; lis-
ten and communicate; use systematic
problem solving; and establish and reevalu-
ate therapeutic aims.

The Cognitive Therapy Scale (Young &
Beck, 1980) establishes the training and su-
pervision guidelines within this model.
Among other things, a “good” cognitive
therapist should be able to use the guided
discovery to explore problems and help pa-
tients to reach their own conclusions. Also,
therapists should be able to review the
homework assigned and properly design it
for the next session. The aim of this home-
work is to help patients to adopt a new and
different perspective (that is, cognitive
change), testing hypotheses, experiencing
new behaviors, and so on.

Although there are commonalities be-
tween Beck’s and Ellis’ models (Dryden,
1984; Kuehlwein, 1993), the differences in
therapeutic roles are quite relevant. In an
REBT framework, Grieger (1991, p. 35)
described his therapeutic role:

. . . I practice RET in an energetic, active,
directive way; I see my therapeutic role as
being more of a teacher and coach than a
doctor; I attempt to blanket my clients
with emotive and behavioral as well as
cognitive techniques; I see cognitive dis-
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putation as the major tool of change; and,
assuming that people will inevitably slip
back to their former pathologies unless
they continue to work on themselves the
rest of their lives, I emphasize the impor-
tance of their learning both the theory
and the techniques of RET for future use
so that they do not have to rely on me in
the future.

Briefly, then, modernists “portrayed in-
dividuals as human beings who, by implica-
tion, could not have been expected to know
their own mind, who were essentially left
having to seek out and rely on experts in
psychological and mythological interpreta-
tion in order to understand themselves, not
to mention change” (Parry, 1993, p. 433).

So, cognitive therapy inherited a mod-
ernist background,2 which also influenced
its tendency to become a grand narrative,
showing its scientific validity, and believing
in its contribution to human well-being. At
its core, there is a particular kind of human
who looks eagerly to be guided in discover-
ing processes and who fits perfectly with the
therapist.

The therapeutic relationship. Therefore,
with such kind of scientists, persons, and
aims, little wonder that cognitive therapists
influenced by this inherited modernist zeit-
geist, defended a therapeutic relationship
where the therapist should be a scientist
who guides; the patient should become a
scientist who analyzes, observes, and
changes; and reason is emphasized over
emotion. 

When cognitive therapy began, most of
its basic issues came from a modernist epis-
temology that defends a rationalist point of
view; splits, rationalizes, and follows the sci-
ence in relations with clients; aimed for a
grand therapeutic approach toward under-
standing the person; and aimed to be recog-
nized as a relevant and distinctive scientific
therapeutic approach, favoring a methodol-
ogy that came from science and looked for
an external legitimacy.

Toward Postmodernity

Cognitive therapy has evolved toward
postmodernity with the constructionist and
narrative approaches. Timidly, at the end of
this first phase, the evolutionary construc-
tionist models criticized the primacy of rea-
son over emotion and favored a radical turn,

with different roles for the person and the
scientist. 

Modernism vs. Postmodernism 

Western society has changed. At the be-
ginning of the 21st century we are facing
different worlds, cultures, and people (see
Rychlak, 2003, for a review). The postmod-
ern culture certifies the death of the subject.
The individual is no longer at the center of
the universe; instead, it is decentered. The
modernist self died (Jameson, 1984), and
instead we have saturated and fragmented

(Gergen, 1991), empty (Lipovetsky, 1983),
or narcissistic selves (Lasch, 1978). We have
examples of the postmodern culture
throughout the arts, architecture, and the
movies. Lyon (1994) described postmoder-
nity using the film Blade Runner’s urban
decadence, abandoned buildings, crowded
markets, pervasive trash, and an unending
drizzle. “Replicants” want to become hu-
mans and dream about a mother from one
photograph. Blade Runner pictures post-
modernity as it questions reality itself. As
Lyon says, postmodernity enlarges or exag-

2Clark, Beck, and Alford stated (1999, p. 62): “cog-
nitive therapy adopts a realist and modernist episte-
mology as opposed to an antirealist and postmodern
perspective.” It could be said differently, but not
clearer.
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gerates some of the modernist characteris-
tics, while criticizing others.

The film shows a new organizational
order that centers around knowledge in-
stead of work and capital. Knowledge has
become a business. Genetic engineering
makes human simulacrum possible. The
replicants exist in a world that has con-
quered time and space. In the future Los
Angeles, different cultures coexist. Third-
world persons are part of the postindustrial
proletariat; women and minorities are no
longer “other,” giving postmodernity its so-
cietal referents. Postmodern individuals live
in a great consumer society, where every-
thing is a show and public image is the only
important thing (Bruckner, 2000). 

From the elitist and modernist culture
we have evolved into eclecticism, where
anything goes. From the essential and basic
lines, from the efficient, pragmatic layout of
mass and space, postmodern art emphasizes
the aesthetic over the functional (Rosenau,
1992). Finally, from the critical, anti–
middle class and innovative modernist van-
guard we see art where everything goes,
being oneself is all, and where art objects are
not the objects themselves, but their com-
mercial facsimiles, as Warhol’s works
showed.

The Second Phase: Cognitive Therapy
Establishment (1981 to 1991)

In the second phase of the cognitive
therapy evolution, from 1981 to 1991, re-
structuring and cognitive-behavioral mod-
els increase their relevance and applicability.
We see the popularization of cognitive ther-
apy through all kinds of psychopathologies
and a profusion of handbooks and self-help
books. Publications such as Mahoney’s
(1991) Human Change Processes and
Guidano’s (1991) The Self in Process exem-
plify a different cognitive therapy perspec-
tive and a scientific turning point (see
Guidano, 1987; Guidano & Liotti, 1983;
Mahoney, 1988; and Safran & Segal, 1990).
The postmodern culture was described
(Habermas, 1981; Huyssen, 1981, 1984;
Jameson, 1984) and reviewed (Pinillos,
1997; Simons & Billig, 1994). Gergen
(1991) published one of the best introduc-
tions to postmodernity in psychology, The

Saturated Self, at the end of this second
phase. 

The Second Phase of Cognitive Therapy
From a Cultural Perspective

The postmodern turn in cognitive ther-
apy promotes a constructionist point of
view. It recommends a change in the scientist

role, eliminating the split between the pro-
fessional and lay culture, making everybody
an expert.

The postmodern person. In psychology,
postmodernity questions the conscious, log-
ical and coherent subject. Postmodernity
certifies the death of the modernist subject
as a rational, unified, self-organized person,
considering it instead as multiple, contra-
dictory, and largely irrational (Rosenau,
1992). The old concept of “individual” no
longer exists (Gergen, 1991). Even in an ex-
treme behavioral zeitgeist, psychology de-
fended some degree of behavioral
consistency and the existence of an “ego,”
which integrated the behaviors and psycho-
logical processes of a given person (E.
Ibáñez, 1993). In postmodernity the self is
seen as a constraining cultural imperative,
as a product of power/knowledge relation-
ships framed in language games and ideol-
ogy, a conversational resource, a story that
we tell ourselves and others, a moment-by-
moment construction embedded in a set of
ongoing relationships (Gergen, 2000a;
Gottschalk, 2000).

Postmodern selves are saturated, frag-
mented, empty. Contrary to the modern
person, “boundedness, coherence, and con-
sistency are impossible and irrelevant char-
acteristics of the self ” (Lyddon & Weill,
1997, p. 77). As Gergen said (Lyddon &
Weill, 1997, p. 78), “We communicate,
therefore I am.”

Is the subject dead in cognitive therapy?
The main issue is that in a therapeutic con-
text the subject, the patient, is “real and
necessary.” As Kristeva said, How can we
make therapy without a subject? (Rosenau,
1992). What kind of subject is behind post-
modern cognitive therapy? Although there
is no agreement in postmodern psychologi-
cal theories about the self (Gergen, 2002),
from a strict clinical perspective, therapists
face a human who changes but maintains
some degree of consistency. It seems that
constructionist and narrative cognitive
models, which were introduced in the sec-
ond phase and developed in the third phase,
were specially devised for dealing with this
saturated or fragmented self (see Mahoney,
1993).

Recently, Neimeyer and Raskin (2001,
p. 396) established five main varieties of
constructivism: psychotherapy as a “per-
sonal science,” as a “developmental recon-
struction,” as a “radical questioning,” as
“narrative reauthoring,” and as “discursive
critique.” Humans in a constructivist per-
spective are better described by a narrative
than a rationalist view because persons look
for a coherent story, a story “they know to

be true in their lives” (Russell, 1991, p.
244).

This quest for coherence (Guidano,
1991) is embedded in William James’ I–Me

distinction. “I” refers to the self as subject,
to the inmediate experience of oneself, while
the “Me” refers to the self as object, that is
the self that emerges as a result of abstractly
self-referring the ongoing experience (see
Guidano, p. 7). The existential crisis arises
when “Me” does not recognize “I,” that is,
when we are unable integrate our experi-
ences. If the problems of patients are con-
sidered as texts and patients are readers
construing multiple meanings, postmodern
therapists will assume that the stories a pa-
tient tells in therapy are constructed narra-
tives, an inseparable mixture of construc-
tion and event. These accounts must be
judged in terms of narrative rather than his-
torical truth (Burr & Butt, 2000).

Although in a constructionist/narrative
perspective “the objective is not anymore to
substitute thoughts and emotions but to
allow the possibility of expanding and actu-
alizing multiple worldviews, meanings and
emotional experiences” (Gonçalves, 1997a,
p. 106), it is also true that postmodern ther-
apy implies a subject who is able to give
sense and coherence to the stories. Guidano
(1987, 1991) explains the development of
the person through self-organization, which
structures our identity and the consequent
feelings of unity and historical continuity.
The maintenance of this identity is a core
aim for all of us (Guidano, 1987). Guidano,
in his 1991 work, keeps this principle as the
basic one for preserving the identity and in-
tegrity of the human system. Mahoney
(1991) assumes a similar point of view: “. . .
the self is a complex and dynamic metaphor
for the unique and spontaneous self-orga-
nizing processes that are each person in his
or her step-by-step, moment-to-moment
becoming” (p. 224).

The “self ” in this postmodern cognitive
zeitgeist could be a metaphor, but it has
some basic functions. A narrative and con-
structionist therapy still needs a human
being who observes, reflects, and thinks. So,
the narrative or constructionist therapist
demands patients to focus on their selves
and in all kinds of self-related problems.
Guidano (1991) described self-observation
as the basic therapeutic tool. Throughout it
the patient is able to observe his/her inmedi-
ate experience and understand his/her per-
sonal meaning organization, in an ongoing
reconstruction of significant events.

Does it mean that both kind of cognitive
practices, modern and postmodern, are de-
fending the same kind of human being?
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Quite the contrary, but we could establish
some parallels. Both modernist and post-
modern cognitive therapies need a human
being who is able to observe him/herself, is
able to understand the meaning attached to
things, knows a little bit more about
him/herself, and changes what is advised in
the quest for a “better” functioning.
Nevertheless, two main differences arise.

Modernist and postmodern practices in-
volve a different kind of human being. The
modernist, through insight and reflection,
helps patients to become masters of their
own ships (Burr & Butt, 2000). A rational
self is the aim. A specifically postmodern
psychology helps patients to be more intelli-
gible to themselves and produce self-narra-
tives that allow them to live at peace with
themselves (Burr & Butt).

Modernist and postmodern practices
give a different treatment to patients’ con-
structions. The modernist practice helps pa-
tients to make a more perfect and valid
theory of reality, one that fits nicely with
data. Postmodernists treat patients’ narra-
tives as local, without larger meaning, but
only a little piece in a chain of meanings.

Therefore, the aim of the therapy is dif-
ferent. As Hare-Mustin and Marecek
(1988) said, modern psychology has long
emphasized that what the client says in
therapy is only a narrative, a story, never a
real representation of any actual experience.
Postmodernists will agree. But while the
modern therapist’s role might be helping
clients to sort things out, get below the sur-
face, and achieve a more adequate under-
standing of reality, the postmodern therapist
has no such aim. There is no true reality out
there to be discovered. Therefore, the post-
modern therapist merely “disrupts the frame
of reference” and “manipulates meanings” by
referring to marginalized subtexts, to alter-
native interpretations; meanwhile, the thera-
pist “changes the clients’ meanings” (Hare-
Mustin & Marecek).

If individuals have difficulties narrating
and framing their experiences, the new
postmodern cognitive therapies help them
develop alternative narratives and
metaphors in their quest for sense. For in-
stance, cognitive-narrative psychotherapy
from Gonçalves (1997b) helps patients be
good “readers” of their problems (“texts,” in
this context) through different and related
therapeutic phases with the aim of giving
sense and coherence to their lives and their
problems translated into a prototype narra-
tive. Guidano’s (1991) moviola technique
helps patients develop their self-observation
processes, focusing on their problems as sto-
ries that should be construed and recon-

strued. These aims require, obviously, a dif-
ferent kind of therapeutic relationship.

The Therapeutic Relationship in
Postmodern Cognitive Therapies

As Rosenau (1992) stated, the postmod-
ern reader is an actor-receiver, a participant
observer, and an observing participant all at
once. The therapist’s role diminished and
the client, through constructionist and nar-
rative cognitive approaches, has a more rel-
evant role.

“Because of his/her assumed superior po-
sition, the [modernist cognitive therapist]’s
role is to educate, instill moral values, or en-
lighten the reader” (Rosenau, 1992, p. 27).
The postmodern therapist comes to be an
interpreter who claims no universal truth
and has no prescription to offer (Rosenau, p.
31). Postmodern cognitive therapies give
primacy to the client, who is helped to be-
come the interpreter of the text, his life.

The typical postmodern cognitive style
reflects a great collaboration between pa-
tients and therapists in terms of narratives
or stories. As Gergen and Kaye (1992, p.
162) said, “When people seek psychother-
apy they have a story to tell.” Then, the de-
velopment of meanings and alternative
descriptions is the aim (Biever, de las
Fuentes, Cashion, & Franklin, 1998).

These postmodern models do not as-
sume the existence of an objective, external
reality, and, consequently, the possibility of
a valid and precise knowing. Instead of
being a guide, the therapist is an escort in
discovering more viable ways of knowing.
The therapist does not play an authoritarian
role; instead, the therapeutic relationship is
characterized by a therapist-client episte-
mological balance (Joyce-Moniz, 1985).

The Third Phase of Cognitive Therapy:
A Happy Cognitive World 

(1992 to the Present)

We are living in a “happy cognitive
world.” In the last decade of the 20th cen-
tury and the beginning of the 21st we are
experiencing a happy coexistence of the
three main cognitive therapy metaphors—
information processing, conditioning, and
constructive narrative (see Meichenbaum,
1995, for a description).

In this third phase we could see the on-
going relevance of restructuring and cogni-
tive-behavioral models and the remarkable
presence of constructionist and narrative
models as well as some clear postmodern
traits.

The postmodern culture is a consumer
culture. Everything is consumed, including
statistics, truth, and knowledge. Post-
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modern consumers are well informed, and
are agents of technological advances. We
see that psychology is a commodity. Lay
people organize themselves around specific
groups, which replace traditional experts.
We are not referring to groups such as
Alcoholics Anonymous, but about groups
such as Hearing Voices Network, which
challenges the reality of mental illnes and
redefines hallucinations (see Parker,
Georgaca, Harper, McLaughlin, & Stowell-
Smith, 1995).3

Western psychological practice is coher-
ent with our postmodern world (Seoane,
1996); that is, authority arguments are
“out” and our society feels more comfort-
able being able to choose between different
little models (T. Ibáñez, 1993). This third
phase exemplifies, according to Lipovetsky
(1983), that we consume consciousness.
Everybody surrenders to self-exploration by
the most diverse means: Zen, group dy-
namics, yoga, meditation, energy libera-
tion, and so on. Psychotherapy has become
an integral element of our culture. 

Our professional lives have been framed
in constructs such as identity and “personal
realization.” Our everyday life has been
transformed into a set of events that should
be analyzed, understood, and controlled.
Relationships, or their absence, are seen as
the cause of private and social illnesses.
Everything “causes” us stress. As a conse-
quence, we experience the pathologization
of our everyday life (Burr & Butt, 2000;
Lipovetsky, 1983; Rose, 1989). So, psychol-
ogy has developed itself into a tool and is
able to attach a label to anything that
stresses us or causes problems: PMS, post-
holiday depression, or addictions to choco-
lat, sex, or the Internet. No doubt that
cognitive therapy popularization and devel-
opment is contributing to this, becoming
part of the psychological collage. Assuming
that we are living in a “happy cognitive
world,” we could state that cognitive ther-
apy reflects a modernist-postmodernist col-
lage. Cognitive therapists are able to choose
among different ways of practicing (see
Ellis, 1997). 

A further example of this collage is seen
in the scientific framework of cognitive
therapy research (see Caro, 2002). Cogni-
tive therapy shows examples of a verifica-
tionist, justificationist, and paradigmatic
(based on the hypothetical-deductive

method) modernist science (i.e., Lyddon &
Jones, 2001), and examples of a postmod-
ern scientific attitude: nonverificationist,
nonjustificationist and narrative (based on
hermeneutics; see, for instance, Gonçalves
& Machado, 1999).

Cognitive therapy evolves toward eclec-
ticism, one of the main elements of post-
modernity. For instance, new cognitive
therapy models use techniques from gestalt,
other humanistic approaches, behavioral
ones, etc. In this sense, they are more eclec-
tic than integrative models,4 culling tech-
niques from other approaches, keeping the
main theoretical differences between cogni-
tive therapy and other therapeutic models.

Recent work shows this. Neimeyer and
Feixas (1997) merge gestalt techniques
with Kelly’s role therapy, and Mahoney
(1991) developed a wide constructivist
therapeutic system using behavioral home-
work assignments, embodiment exercises,
psychodrama, mirror time, stream of con-
sciousness, and narrative techniques.
Specific characteristics and limits between
the cognitive therapy model and other
models are beginning to disappear, and cog-
nitive models reflect new demands upon
psychology framed in a postmodern con-
text. 

Conclusion

If cognitive therapy keeps its distinctive
or differential traits from other therapeutic
models it could be a collage but never a pas-
tiche. Cognitive therapy is a popular model.
If cognitive therapy goes along with “the
times,” it could risk transforming itself into
some kind of psychological fast food in its
high degree of manualization and search for
therapeutic recipes.

If a greater postmodernization occurs,
cognitive therapy could lose its identity as a
model that offers a different conceptualiza-
tion of human problems in relation to
meaning and knowing processes. This
model developed a set of specific therapeu-
tic techniques. If this a priori identity is lost,
cognitive therapy could lose its unique fla-
vor. Time will tell!

Cognitive therapy, through its three
main models and through the two episte-
mologies that we have used in this paper, is
giving different answers to the problem of
human knowledge, the definition of human
beings, our role as therapists. Our cognitive

world, a happy one, is a diverse world.
Patients enter into therapy with specific de-
mands, problems and needs. Our responsi-
bility as therapists is to be sensibly attuned
to them.

We would like to assume that any theo-
retical or philosophical reflections could
give us a sense of what is happening in the
cognitive world. Maybe this will make cog-
nitive therapy a complex and coherent
model, with a differential identity. 

Finally, modernity versus postmodernity
should not be understood as a well-delim-
ited dichotomy. We offer it here only as a
useful axis to describe the evolution of cog-
nitive therapy from a cultural perspective.
It has helped us to frame our theoretical re-
flections upon cognitive therapy. As a classi-
fication it has left out many interesting
issues and controversies in cognitive ther-
apy, but we hope it has exemplified how a
psychotherapeutic system could change
along the sign of times.
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At AABT

Update From the
Professional Issues
Committee

Simon A. Rego, Professional Issues
Committee Chair

I
recently took over as chair of the
Professional Issues Committee from
Lata McGinn. For those of you who

have not heard of us, do not be alarmed!
The Professional Issues Committee adopted
a new mission statement just 3 years ago. In
brief, our mission is to explore and enhance
professional issues of interest to behavior
therapists and cognitive behavior thera-
pists, with an emphasis on: (a) ongoing
communication with the membership in
order to identify key professional issues and,
(b) developing activities that serve the pro-
fessional interests of the membership and
behavior therapists in general. 

Over the past 3 years we have, among
other things, worked to establish ourselves
within AABT, create a mission statement,

and develop a presence on the AABT Web
site (which can be reached via a link under
the Resources section of the Web site).
Having established ourselves within AABT,
our goals currently include increasing the
membership’s awareness of the committee
and providing information and resources
that are relevant to members and practi-
tioners. As such, I am writing to inform you
that we will be posting a series of brief sur-
veys on the AABT Web site in the coming
weeks. I encourage each of you to take a few
minutes to complete the survey(s) so that
we may determine the best way to serve
your needs.

I also invite you to consider serving as a
member of the committee. The committee
currently consists of seven members. We do
most of our work over e-mail, and meet
once per year at the AABT annual conven-
tion. If you have any interest in joining,
please do not hesitate to contact me at
Simon@Rego.ws. We are particularly in-
terested in adding students, new profes-
sionals, and associate members to the
committee.

Professional Issues Committee: Timothy

J. Bruce, Ph.D., Sussie Eshun, Ph.D., Vicki

Gluhoski, Ph.D., Jonathan D. Huppert, Ph.D.,

Lata K. McGinn, Ph.D., Deborah Melamed�

Election

PARTICIPATE IN

The Professional Issues 

Go to www.aabt.org

Click on the PROFESSIONAL

ISSUES SURVEY link

s u r ve y

R E S U LT S

�
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Vanderbilt University Department Chair, Department of Psychology

The Department of Psychology, College of Arts and Science, invites appli-

cations for the position of Chair of the Department. We seek a distinguished

scholar who has a record of accomplishment in academic administration

and leadership. Candidates from any area of psychological science will be

considered, although we are especially interested in individuals who work

in the clinical sciences, broadly defined (e.g., clinical psychology, clinical

neuroscience, health psychology, personality, social cognition, social neu-

roscience). We particularly invite applications from women and members of

underrepresented ethnic and racial groups.

The Department of Psychology has 24 tenured and tenure-track posi-

tions and is organized into three programmatic areas: Clinical Science,

Cognition and Cognitive Neuroscience, and Neuroscience. Psychology is

one of the most popular majors chosen by the talented undergraduates in

the College of Arts and Science. The Department participates in a joint

graduate training program in Psychological Science with the Department of

Psychology and Human Development in Vanderbilt's George Peabody

College; in addition, we participate in the Neuroscience Graduate Program
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esearchers and practitioners alike
have found that treatment adher-
ence has a direct impact on the ef-

fectiveness of behavioral, cognitive-
behavioral, and psychoeducational inter-
ventions (Schmidt & Woolaway-Bickel,
2000). A key proponent of many behav-
iorally oriented treatments involves train-
ing clients in techniques during sessions
that can be implemented in natural settings
such as the home, community, or school.
Often clients are instructed to practice tech-
niques between sessions in order to master
the skill and ensure generalization to real-
life settings and problems (Burns, Adams,
& Anastopoulos, 1985). 

For many years the field of medicine has
acknowledged that lack of treatment ad-
herence has specific and dire effects on treat-
ment success. Some have even suggested
that failure to adhere to prescribed treat-

ment is one of the most important causes of
treatment failure and preventable hospital-
izations (Dunbar-Jacob, 1993). As a result,
physicians have developed various methods
for assessing (e.g., monitoring medication
levels in clients’ blood) and treating lack of
adherence. These approaches are integrated
into the early stages of medical school train-
ing; therefore, measuring and monitoring
treatment adherence is a critical component
of the standard of care among our physician
colleagues. Although behaviorally oriented
clinicians are aware of the importance of ad-
herence on a theoretical level, data on be-
tween-session adherence are often not
present in descriptions of research or prac-
tice. This is particularly the case when the
intervention involves performing certain ac-
tions or cognitive exercises, as opposed to
traditional self-monitoring techniques,
which are more often documented. Failure

to measure treatment adherence in behav-
ioral interventions may be based on the as-
sumption that individual differences,
independent of the treatment, explain vari-
able treatment outcomes.  The assumption
is that clients adequately and equally prac-
ticed the intervention between sessions. A
more robust analysis would include data on
between-session adherence when evaluat-
ing variability in treatment outcomes.  

This article offers a brief overview of the
research trends and benefits of measuring
treatment adherence in clinical practice. We
also outline possible barriers, solutions, and
concerns related to the measurement of
treatment adherence.  

Research Trends

Only a handful of studies have examined
the impact of treatment adherence on client
outcomes (e.g., Burns et al., 1985). In gen-
eral, engaging in between-session practice
has been found to yield greater behavioral
improvements than noncompliance with
homework for the treatment of depression,
anxiety, and sleep disorders (e.g., Burns &
Nolen-Hoeksema, 1991; Chambers, 1992;
Schmidt & Woolaway-Bickel, 2000). For
instance, Persons, Burns, and Perloff (1988)
found that clients who consistently com-
pleted homework as directed improved
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three times more than those who were in-
consistent or who did not comply with as-
signed homework. Because many
behavioral interventions rely heavily on
homework, and adherence seems to affect
treatment, it makes sense for practitioners
to include methods for assessing adherence. 

Few studies have attempted to identify
predictors of client adherence. Conoley,
Padula, Payton, and Daniels (1994) found
the match between client problems and ther-
apist recommendations, the perceived diffi-
culty of the treatment recommendations,
and the degree to which treatment recom-
mendation capitalized on client strengths 
all predicted treatment adherence. Mac-
Naughton and Rodrigue (2001) examined
predictors of parental adherence to recom-
mendations for clinic-referred children.
Parental adherence was predicted from
severity of child behavior problems, ability to
recall the recommendations, parental locus
of control, satisfaction with the services pro-
vided, and perceived barriers to implement-
ing treatment recommendations. 

Benefits of Measuring Treatment
Adherence

The measurement of treatment adher-
ence enables practitioners to obtain more
accurate measures of intervention effective-
ness. Information on how clients imple-
ment components of treatment can also
help to identify mechanisms responsible for
behavior change. If improvements are not
obtained, adherence data provide valuable
information about whether undesired out-
comes are a result of lack of adherence to the
treatment or a lack of treatment efficacy.
Strategies to improve adherence can be used
when a lack of adherence is determined to
be the cause, whereas modifying the inter-
ventions can be used when treatment ad-
herence is not a factor. Monitoring and
evaluating treatment adherence also can
have a positive impact through motivating
clients to more strictly adhere to the treat-
ment regimen. 

Barriers and Possible Solutions

Many factors contribute to lack of treat-
ment adherence. For example, problems
understanding the importance or utility of
using between-session exercises can affect
treatment adherence. Moreover, a lack of
training in how to implement between-ses-
sion assignments can negatively affect com-
pliance. Similarly, difficulty determining
when to implement a between-session exer-
cise or the belief that the assignment re-
quires more time to implement than one

has available can result in noncompliance.
Finally, congruence with a client’s values
can also influence treatment adherence.  

Monitoring treatment adherence per-
mits the identification of techniques em-
ployed and an exploration of factors related
to adherence. If either a lack of motivation
or a lack of understanding is found to be the
cause of noncompliance, clients can be pro-
vided additional training, rationale, and
background on implementing the skills
necessary for success. The techniques can be
retaught in more understandable terms
while including concrete examples and
modeling each step. Special attention can
be focused on training clients on when and
where to implement the techniques. For ex-
ample, if parents use time-out with their
children indiscriminately across contexts in-
stead of using it only immediately following
a behavior problem, the technique might
no longer serve to help the child calm down.
Teaching the timing and the contextual fac-
tors related to these skills might serve to
bolster confidence and efficacy, which in
turn might result in greater use of the tech-
nique. Timing difficulties can also require
exploring client schedules to prescribe spe-
cific times and contexts for implementing
the techniques. Developing treatment
strategies and methods to monitor these
strategies can also help to instill a sense of
shared ownership in the treatment process. 

Issues of Measurement

There are a number of ways to assess
treatment adherence. One way of assessing
adherence is through the use of direct obser-
vation, where a trained observer (e.g.,
spouse or friend) records treatment adher-
ence for a given period of time in a real-life
setting. Direct observation can serve as an
objective and reliable method for assessing
client use of assigned techniques, as well as
provide a fidelity check on the implementa-
tion of the technique. A major drawback to
the use of direct observation is that re-
sources such as a trained independent are
required. Indeed, the accuracy of using ob-
servational approaches is contingent on the
clarity of target behaviors, the coding in-
struction, and the specified context ob-
served. This method is also predicated on
the assumption that the defined observa-
tion period is an accurate representation of
the time periods in which the target behav-
ior should normally be implemented.
Moreover, the act of observing can be
viewed as intrusive to some clients and in-
fluences emanating from reactivity should
be considered. 

Structured interviews are one of the
most common and accepted ways of obtain-
ing information from clients. Structured in-
terviews can be used to assess treatment
adherence by asking clients standard ques-
tions about their use of between-session ex-
ercises. Interviews can take place in person
or over the telephone. Although structured
interviewing is less intrusive than direct ob-
servation, there are also some concerns asso-
ciated with this method.  For instance,
practitioner and client schedules typically
limit the frequency at which information
can be obtained. For example, practitioner
and/or client schedules may vary due to sit-
uational factors and may limit scheduled
appointments and interfere with data col-
lection.  

Self-report questionnaires are another
method for obtaining information on treat-
ment adherence. Self-report questionnaires
are cost- and time-effective, do not neces-
sarily require a trained professional, and re-
sponses can be objectively scored and
quantified. In addition, questionnaires can
be designed to be relatively unobtrusive and
data collection can be conducted on a rela-
tively frequent basis. While this method has
some shortcomings (e.g., inconsistent re-
sponding), self-report questionnaires offer a
highly practical and useful method for as-
sessing treatment adherence (Reddy et al.,
2004; Springer & Reddy, 2004).

Regardless of the methods used to mea-
sure treatment adherence, we recommend
that specific information be obtained about
the implementation of between-session as-
signments. For example, if a client with an
anxiety disorder is trained to use progressive
muscle relaxation, then information should
be collected during each step of the exercise:
(1) applied tension, (2) held it for X seconds,
(3) released the tension, and (4) stayed re-
laxed for X seconds for each of the main
muscle groups. The direct and indirect ef-
fects of deviating from the treatment
regime can then be noted and corrections
made. 

Conclusion

Measuring treatment adherence in be-
havior therapy can increase outcome success
through promoting meaningful changes in
adaptive functioning (Reddy et al. 2004;
Springer & Reddy, 2004). As outlined
above, treatment adherence data offer an
empirical framework for determining
whether client outcome is due, in part, to
treatment adherence and whether the treat-
ment is a good fit.  We argue that treatment
adherence can be easily measured in prac-
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tice and provide invaluable information to
researchers, practitioners, and clients. 
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T
heoretical, philosophical, and meth-
odological differences exist among
the behavioral approaches and be-

tween other theoretical paradigms within
psychology. The reporting of the sample’s
demographic makeup may be a classic ex-
ample of such differences between orienta-
tions. Mainstream psychology has deemed
the reporting of demographic variables im-
portant (American Psychological Associ-
ation, 2001) and fundamental for purposes
of research replication, generalizability, and
external validity (American Psychological
Association, 2003; Kazdin, 2003). Addi-
tionally, the federal government requires
funding applications to specify and include
a diverse participant population (Chamb-
less, 2003). The APA Division 12 Task
Force on Promotion and Dissemination of
Psychological Procedures similarly has
deemed it necessary to specify sample char-
acteristics to have an intervention evaluated
for its list of empirically supported interven-
tions (Chambless et al., 1998). 

Behavior analysis, by comparison, has a
tradition of eschewing subject differences in
favor of manipulable contingencies (Baer,
Wolf, & Risley, 1968, 1987). For example,
the focus of the Journal of Applied Behavior

Analysis (JABA) is the application of princi-
ples of behavior to social problems while as-
sessing if changes in behavior are the result of
a particular behavioral process (Baer et al.,
1968). Behavior analysts have traditionally
argued against inclusion of these variables
on the basis that they are irrelevant to the
behavioral principles underlying these in-
terventions. 

Based on the above behavioral theoreti-
cal orientation and rationale, behavior-
ist/behavior analysts (Behavior Therapy and
JABA) are hypothesized to report sample
characteristics less frequently compared to a
more mainstream psychology journal:
Journal of Consulting and Clinical Psychology

(JCCP). To assess for these differences, the
complete volumes for several years of
JABA, Behavior Therapy (BT), and JCCP

were reviewed to examine the inclusion of
basic sample characteristics (age, gender,
and race/ethnicity).

Method

Five hundred and six experimental stud-
ies published from 1995 to 2000 in BT (n =
65), JABA (n = 259), and JCCP (n = 182)
were reviewed. All studies utilizing experi-
mental designs employed to assess the ef-
fect of an independent variable on behavior
or reports of human behavior between these
years were included. Published articles
(both full and brief reports) related to
human participants were evaluated. The list
of reviewed articles and the coding manual
with operational definitions of the variables
are available from the first author. 

Training Procedure for Coders

Training occurred during a 2-hour ses-
sion that consisted of a comprehensive dis-
cussion of inclusion criteria and coded
variables. Operational definitions were dis-
cussed in detail and potential coding prob-
lems were resolved. Following the initial
training session, eight articles were coded,
two dependently and six independently, to
provide practice and verify consistent cod-
ing procedures.

A first-year graduate student and a
bachelor’s-level research assistant indepen-
dently read the titles, abstracts, and
Methods sections of all published articles to
determine whether they met inclusion cri-
teria. If inclusion criteria were met, the arti-
cle was coded and entered into a database.
A third coder, a second-year graduate stu-
dent, read every fifth article to assess the re-
liability of the inclusion criteria and coded
variables.

Interrater Reliability

For each variable, interrater reliability
was calculated by taking the number of
agreements, divided by the number of total
ratings, and then multiplying it by 100.
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Agreements for age, gender, and race/eth-
nicity were all acceptable at 95%, 95%, and
92% respectively. Interrater reliability for
article selection yielded a 95% agreement.

Results and Discussion

To test whether journals differed on the
reporting of age, gender, and race, three
likelihood ratio χ2 using SAS GENMOD
were conducted, with an alpha level set at
.017 (.05/3) to correct for multiple compar-
isons. The likelihood ratio χ2 revealed sig-
nificant dependence between the journals
on age, χ2= 21.23, df = 2, p < .0001, gen-
der, χ2 = 24.34, df = 2, p < .0001, and
race, χ2 = 204.24, df = 2, p < .0001. To
further examine these findings, follow-up
contrasts were conducted to examine jour-
nal differences (see Table 1). 

Results showed that JCCP and BT au-
thors regularly reported participant age and
gender. JABA authors reported age and
race data less frequently, although they still
reported these variables in over 80% of the
cases. Authors in all three journals reported
participant race/ethnicity in less than 65%
of the reports. However, JABA authors re-
ported race/ethnicity dramatically less often
relative to the other two journals, with BT

authors also reporting significantly less
often compared to JCCP. 

As shown statistically and descriptively,
behavioral journals tend to report race/eth-
nicity less frequently in comparison to JCCP,
with JABA authors also reporting age and
gender less regularly compared to the other
journals. These differences may not be sur-

prising given the orientations of the different
journals, but they are very likely to lead to
communication difficulties across the readers
of the journals and between professionals of
different orientations. This is more than the-
oretical significance: treatment research that
does not report sample characteristics will be
excluded from compilations of empirically
validated psychological procedures. Given
the increasing importance of these classifica-
tions in mainstream clinical psychology, this
will affect both the adoption of the treat-
ments and their potential societal benefits.

Behavioral researchers contend that
background characteristics merely “mark”
sample variation. Furthermore, the correla-
tional nature with other variables has lim-
ited functional information associated with
participants’ behavior. Many behaviorists
agree with this stance; however, the estab-
lishment of a cause-effect relationship can
be established during an experiment/treat-
ment should not render the finding insignif-
icant, given that these variables may assist
in understanding variability within the
data. However, if age, gender, or race/ethnic
differences are revealed after treatment, this
variation may be partially due to differential
reinforcement effectiveness. Moreover, even
under circumstances where sample charac-
teristics are not an analytic variable, this in-
formation allows readers and meta-analytic
studies a more complete understanding of
the sample (American Psychological
Association, 2001).

The authors argue that the editors of be-
haviorally oriented journals should man-

date the inclusion of sample characteristics.
The justifications for this are purely practi-
cal. First, the inclusion of these data, which is
not burdensome, would make behavioral
research more known across the field of psy-
chology and would significantly increase
the chance that these interventions will be
identified as empirically supported treat-
ments, thus reaching a greater number of
clients. Second, the question of whether
ethnicity and race is relevant to our under-
standing of clinical interventions is an em-
pirical question. Inclusion of this
information is advisable to allow direct ex-
amination of the variables that might ulti-
mately explain behavior. As indicated by
the American Psychological Association
(2003), researchers are encouraged to treat
ethnicity/race not as nuisance or control
variables, but rather as a variable that
might eventually explain behavior. In the
current system, these communication dif-
ferences influence psychologists from all
areas of psychology by hindering the dis-
semination of information and advance-
ments between orientations.
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Age

JCCP

JABA

BT

Gender

JCCP

JABA

BT

Race/Ethnicity

JCCP

JABA

BT

179

227

62

178

223

63

113

10

30

981

881,2

952

983

863,4

974

625,7

45,6

466,7

20.221**

3.832*

20.993**

7.554**

67.786**

TABLE 1

Frequency and Percent of Studies Reporting Sample Characteristics by Journal

Sample

Characteristics n % LR χ2

Note. The number of reviewed articles was 65 for BT, 259 for JABA, and 182 for JCCP. Values
with the same superscripts were significantly different from each other on post hoc tests.
** p < .007, * p < .05. 

195.825**, 4.947*
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Treatment Approach
Marco C.G. Merlo, Carlo Perris, Hans D. Brenner (Editors)

The evolution of cognitive-based therapies for schizo-
phrenia is changing psychiatric treatment of schizophre-
nia. This book describes the state of the art.

PUB. DATE: December 2001
LIST PRICE: $46.95
MEMBER PRICE: $37.55

� www.hhpub.com/index.php?content=books/isbn/

0-88937-253-5.html

Behavior and Medicine
Danny Wedding (Editor)

One of the most popular and highly regarded behavioral
science and psychology textbooks, with a practical, clin-
ical emphasis.

PUB. DATE: May 2001
LIST PRICE: $34.95
MEMBER PRICE: $27.95

� www.hhpub.com/index.php?content=books/isbn/

0-88937-238-1.html

Involuntary Childlessness: Psychological
Assessment, Counseling, and Therapy
Bernhard Strauss (Editor)

This book describes a range of counseling and therapy
approaches, introducing most recent knowledge about
psychosomatic treatment of fertility disorders.

PUB. DATE: December 2001
LIST PRICE: $32.95
MEMBER PRICE: $26.35

� www.hhpub.com/index.php?content=books/isbn/

0-88937-198-9.html

IMPACT PUBLISHERS 
PO Box 6016
Atascadero, CA 93423-6016
Tel.: 800-246-7228
Fax: 805-528-8879
Email: orders@impactpublishers.com
www.impactpublishers.com

Sex, Drugs, Gambling and Chocolate: A
Workbook for Overcoming Addictions
(2nd Ed.)
Thomas Horvath, Ph.D.

Shows how to eliminate or reduce addictive behavior.
Supported by research. Alternative to 12-step.

PUB. DATE: 2003
LIST PRICE: $15.95
MEMBER PRICE: $12.76
SHIPPING: $6.00 1st book, .50 each add’l

� www.impactpublishers.com

Anger Management: The Complete
Treatment Guidebook for Practitioners
Howard Kassinove, Ph.D., and R. Chip Tafrate, Ph.D.

Research-based and empirically validated “anger episode
model,” presented in a desktop manual for practitioners.

PUB. DATE: 2002
LIST PRICE: $27.95
MEMBER PRICE: $22.36
SHIPPING: $6.00 1st book, .50 each add’l

� www.impactpublishers.com

The Stress Owner’s Manual: Meaning,
Balance and Health in Your Life (2nd Ed.)

Ed Boenisch, Ph.D., and C. Michele Haney, Ph.D.

Specific solutions to help assess areas of stress; activities
to deal with stress on the spot; long-term life-changing
strategies. Emphasis on meaning, keeping perspective
and balance.

PUB. DATE: 2003
LIST PRICE: $15.95
MEMBER PRICE: $12.76
SHIPPING: $6.00 1st book, .50 each add’l

� www.impactpublishers.com

Master Your Panic and Take Back Your
Life! Twelve Treatment Sessions to
Conquer Panic, Anxiety and Agoraphobia
(3rd Ed.)

Denise F. Beckfield, Ph.D.

Parallels actual treatment program of 12 self-help treat-
ment sessions. Research-based methods, case examples.
Identifies triggers, challenges catastrophic thinking.

PUB. DATE: 2004
LIST PRICE: $16.95
MEMBER PRICE: $13.56
SHIPPING: $6.00 1st book, .50 each add’l

� www.impactpublishers.com

Ask Albert Ellis: Straight Answers and
Sound Advice from America’s Best-
Known Psychologist

Albert Ellis, Ph.D.

Ellis responds to reader questions submitted to the “Ask
Dr. Ellis” Web site. Distills fifty years of psychotherapy
experience and wisdom in this practical guide.

PUB. DATE: 2003
LIST PRICE: $14.95
MEMBER PRICE: $11.96
SHIPPING: $6.00 1st book, .50 each add’l

� www.impactpublishers.com
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Your Perfect Right: Assertiveness and
Equality in Your Life and Relationships
(8th Ed.)

Robert E. Alberti, Ph.D., and Michael L. Emmons, Ph.D.

The most highly acclaimed and widely recommended
assertiveness training book. Includes new material on
living in a multicultural society, assertive expression,
appropriate anger expression, treatment for social anxi-
ety and phobia.

PUB. DATE: 2001
LIST PRICE: $15.95
MEMBER PRICE: $12.76
SHIPPING: $6.00 1st book, .50 each add’l

� www.impactpublishers.com

How to Make Yourself Happy and
Remarkably Less Disturbable 

Albert Ellis, Ph.D.

Shows how to change disturbing thoughts into healthy
ones, handle adversity, overcome anxiety, depression,
rage, self-hate, or self-pity.

PUB. DATE: 1999
LIST PRICE: $15.95
MEMBER PRICE: $12.76
SHIPPING: $6.00 1st book, .50 each add’l

� www.impactpublishers.com

How You Feel Is Up to You: The Power of
Emotional Choice (2nd Ed.)

Gary D. McKay, Ph.D., and Don Dinkmeyer, Sr., Ph.D.

Teaches how to take responsibility for emotions, enhance
awareness of feelings and manage anger, anxiety, depres-
sion, guilt and stress.

PUB. DATE: 2002
LIST PRICE: $14.95
MEMBER PRICE: $11.96
SHIPPING: $6.00 1st book, .50 each add’l

� www.impactpublishers.com

KLUWER ACADEMIC 

233 Spring Street, 7th Floor

New York, NY 10013-1578

Tel.: 866-269-9527

Fax: 781-681-9045

Email: kluwer@wkap.com

www.kluweronline.com

Practitioner’s Guide to Empirically Based
Measures of Anxiety

Martin M. Antony, Susan M. Orsillo, Lizabeth Roemer

This comprehensive compendium includes reviews of
more than 200 instruments for measuring anxiety and
anxiety-related disorders in adults.

PUB. DATE: August 2001
LIST PRICE: $69.95
MEMBER PRICE: $56.00
SHIPPING:

� www.wkap.nl/prod/b/o-306-46582-5

Practitioner’s Guide to Empirically Based
Measures of Depression

Arthur Nezu, George F. Ronan, Elizabeth A. Meadows, 

and Kelly S. McClure

This volume provides critical overviews of key assess-
ment issues and available assessment tools in depression.

PUB. DATE: April 2000
LIST PRICE: $69.95
MEMBER PRICE: $56.00
SHIPPING: 

� www.wkap.nl/prod/b/o-306-47629-0

Practitioner’s Guide to Empirically Based
Measures of School Behavior

Mary Lou Kelley, David Reitman, and George H. Noell

Reviews a compendium of instruments used for assessing
children’s and adolescents’ behavior, social, or attention-
al problems in the school setting.

PUB. DATE: December 2002
LIST PRICE: $69.95
MEMBER PRICE: $56.00
SHIPPING:

� www.wkap.nl/prod/b/0-306-47267-8

Clinical Applications of Cognitive Therapy
(2nd Ed.)

Arthur Freeman, James Pretzer, Barbara Fleming, 

and Karen M. Simon

Updated to reflect current cognitive-behavioral prac-
tices, providing an integrative approach to the most
commonly encountered problems in therapy.

PUB. DATE: May 2004
LIST PRICE: $65.00
MEMBER PRICE: $52.00
SHIPPING: 

� www.wkap.nl/prod/b/o-306-48462-5
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NETWORKS, INC.
THE GRODEN CENTER
86 Mount Hope Avenue

Providence, RI 02906

Tel.: 401-274-6310

Fax: 401-421-3280

Email: groden@grodencenter.org

www.grodencenter.org

Coping With Stress Through Picture
Rehearsal: A How-to Manual for Working
With Individuals With Autism and
Developmental Disabilities

June Groden, Ph.D., Patricia LeVasseur, M.Ed., Amy Diller,

M.S., Joseph Cautela, Ph.D.

This book was written as a guide to provide a model for
using picture rehearsal to reduce stress in this population.

PUB. DATE: October 2002
LIST PRICE: $40.00
MEMBER PRICE: $32.00
SHIPPING: $7.00

VIRTUAL REALITY MEDICAL
CENTER
6160 Cornerstone Court East, Suite 155

San Diego, CA 92121

Tel.: 866-822-8762

Fax: 858-642-0285

cyberpsych@vrphobia.com

www.vrphobia.com

Expose Yourself! San Diego

Brenda K. Wiederhold, Ph.D., MBA, BCIA

This self-guided exposure companion for specific phobias
contains cognitive-behavioral techniques and suggested
exposure hierarchies for San Diego County and beyond.

PUB. DATE: February 2004
LIST PRICE: $19.95
MEMBER PRICE: $15.95
SHIPPING: $3.85

� www.vrphobia.com

Conquering Panic, Anxiety, and Phobias:
Achieving Success through Virtual Reality
and Cognitive-Behavioral Therapy

Brenda K. Wiederhold, Ph.D., MBA, BCIA

A resource to help those with anxiety take control of
their lives and become active participants in their own
recovery.

PUB. DATE: January 2004
LIST PRICE: $19.95
MEMBER PRICE: $15.95
SHIPPING: $3.85

� www.vrphobia.com

WOODBINE HOUSE
6510 Bells Mill Road

Bethesda, MD 20817

Tel.: 301-897-3570 / 800-843-7323

Fax: 301-897-5838

Email: info@woodbinehouse.com

www.woodbinehouse.com

Helping Your Teenager Beat Depression:
A Problem-Solving Approach for Families

Katharina Manassis, MD, FRCPC, and Anne Marie

Levac, RN, MN

Describes a successful treatment approach using CBT
that enables parents to become active participants in
the treatment of their teen’s depression.

PUB. DATE: June 2004
LIST PRICE: $19.95
MEMBER PRICE: $15.96* 
SHIPPING: $4.50 for the first book, +$1 each add’l.

� www.woodbinehouse.com/synopsis.asp Q product id E 1-

890627-49-6 A .asp

*Please be sure to mention “AABT” in mail or phone orders,
or by entering AABT as the discount code for on-line orders.

Send this coupon and your payment directly to the publisher. Each
publisher’s address is listed in the catalog. Do not send your
order to AABT.

Member prices are available through December 31, 2004.

I am a member in good standing with the Association for
Advancement of Behavior Therapy. I would like the following
item(s).

TITLE AND AUTHOR MEMBER PRICE

$

$

$

$

$

$

Shipping (see listing): $

State & Local Taxes (where applicable):    $

Total Enclosed: $

Paying With: � Check     � Credit Card

� Visa   � MasterCard    Exp. Date 

CC# 

Signature 

Name:

Address:

Phone / e-mail:

BOOkSEliNG CATAoG
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JUDITH BECK | Beck Institute for Cognitive Therapy

Cognitive Therapy: Basics and Beyond

WEDNESDAY, NOVEMBER 17, 9:00 A.M. – 5:00 P.M.

THURSDAY, NOVEMBER 18, 9:00 A.M. – 5:00 P.M.

Beginning to intermediate level of familiarity with the material. This practical, interactive session is designed to teach the essentials of
cognitive therapy and to help participants immediately start using what they have learned with “easier” patients and with patients
with more challenging problems. The focus in the first part is on learning how to conceptualize patients according to a cognitive
framework and how to use this conceptualization to plan treatment within and across sessions and to solve therapy-related prob-
lems. In the second part, participants will learn how to develop and maintain a strong therapeutic alliance, set goals, structure ther-
apy sessions, orient treatment toward problem solving, design effective homework assignments, elicit homework compliance, and
use standard strategies to modify dysfunctional thinking and behavior. In the third part, participants will learn how to design and
implement advanced strategies to help patients modify their entrenched, global, dysfunctional beliefs about themselves, their
worlds, and other people, including restructuring the meaning of early traumatic experience. Finally, Dr. Beck will discuss resources
and steps participants can take to learn more about cognitive therapy. Dr. Beck will demonstrate role plays, provide group experi-
ences in conceptualizing patients via worksheets, discuss participants’ cases, show and discuss videos of therapy sessions, and encour-
age questions and discussion. 

You will learn to: 

• Conceptualize patients according to the cognitive model;
• Establish and maintain a strong therapeutic alliance;
• Structure therapy sessions effectively;
• Use a variety of cognitive and behavioral techniques; and
• Vary standard therapy for patients with challenging problems.

ANNE MARIE ALBANO | Columbia University

Cognitive Behavioral Treatment of Anxiety in Children and Adolescents: 
Moving Beyond the Basics

WEDNESDAY, NOVEMBER 17, 9:00 A.M. – 5:00 P.M.

Intermediate level of familiarity with the material. Anxiety disorders are among the most common conditions affecting children and
adolescents. Estimates place the prevalence of anxiety disorders in youth to be greater than 10%. An individual anxiety disorder
may occur alone, but more often anxiety disorders are associated with high comorbidity with each other and with other inter-
nalizing disorders such as depression. Childhood anxiety disorders cause significant impairment in school performance, family
relationships, and social functioning. 

This session will be focused on the current status of evidence-based cognitive behavioral treatments for anxiety disorders in
youth.  Participants will be provided an overview of the cognitive behavioral model of psychotherapy for the three most common
and co-existing childhood anxiety disorders: separation anxiety disorder, social phobia, and generalized anxiety disorder. An
overview of assessment methods for clinical practice will be presented. There will be a detailed presentation of the components
of cognitive behavioral therapy for anxiety in youth, followed by a review of the foundations for empirical support for cognitive
behavioral treatment for childhood anxiety. Involvement of parents in treatment, school issues, and considerations for combined
treatment with medications will also be discussed.

You will learn: 

• The psychopathology of anxiety in youth and its sequelae;
• Empirically supported methods of assessment, diagnosis, and treatment;
• The basic elements of the cognitive behavioral treatment programs for anxiety concerns,

and when to apply these components in a comprehensive treatment plan;
• Optimal and innovative ways to involve parents and other family members in the recovery process.

Cl inical  Intervention TrainingsTICKETS

on-line at

www.aabt.org Use this expanded opportunity to learn from some of the finest clinicians in the behavioral therapies. 
In New Orleans this November AABT is offering 4 full-day and 1 two-day intensive learning experiences. 

C
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Earn 14 CE credits

Earn 7 CE credits



LINDA C. SOBELL | Nova Southeastern University

Using Motivational Interviewing With Substance Use 
and Comorbid Disorders 

WEDNESDAY, NOVEMBER 17 9:00 A.M. – 5:00 P.M. 

Beginner to intermediate level of familiarity with the material. This session will teach practitioners a variety of motivational and behav-
ioral skills to work more effectively with their clients. Motivational Interviewing (MI), initially developed for dealing with resistive
substance abusers, has been adapted to address other health behaviors and conditions (e.g., smoking, diet, physical activity, HIV
screening, sexual behavior, diabetes control, gambling, and medical adherence). MI is not an entirely new intervention; rather, it
is a collection of strategies and techniques from existing models of psychotherapy and behavior change. A key goal of MI is to assist
individuals who are initially low in terms of readiness to change. The tone of the MI encounter is nonjudgmental, empathetic, and
empowering. MI techniques and interventions will be demonstrated using short role-playing scenarios, videotape clinical vignettes,
and case material. These techniques can be used to enhance clients’ commitment to change. A variety of empirically based assess-
ment instruments that are practical to use and have clinical value will be presented. Handouts of the major motivational materi-
als and assessment instruments will be distributed.

You will learn: 

• How to use motivational strategies and skills to enhance clients’ commitment to change;
• How to use advice/feedback materials and assessment instruments in a motivationally enhancing manner; and 
• How to use a decisional balance exercise to evaluate and promote readiness for change.

MARSHA LINEHAN & KATHRYN E. KORSLUND

University of Washington

The A, B, Zs of DBT: Dialectical Behavior Therapy Basics and Beyond

THURSDAY, NOVEMBER 18, 9:00 A.M. – 5:00 P.M.

All levels of familiarity with the material. Dialectical Behavior Therapy (DBT) is a comprehensive, principle-driven, cognitive-behav-
ioral treatment for borderline personality disorder (BPD). Originally developed for the chronically suicidal individual, the treat-
ment has been extended to nonsuicidal individuals engaging in other patterns of life-threatening or severely dysfunctional behav-
ior. DBT is arguably the most researched treatment for BPD. To date, seven randomized controlled trials have shown DBT to be
effective across a wide range of outcomes.
On a fulcrum of dialectical philosophy, DBT blends interventions targeting behavior change (skills training, behavioral analysis,
contingency management, exposure procedures, cognitive modification) with therapeutic strategies that foster acceptance (vali-
dation and mindfulness). Treatment is carried out across four modes of service delivery (individual psychotherapy, group skills
training, as-needed telephone consultation, and a therapist consultation team) designed to enhance patient and therapist capa-
bilities and motivation, generalize to the natural environment, and shape the environment in a manner that does not reinforce
dysfunctional acts. 

This session will present the philosophical principles that serve as the foundation for DBT and the specific strategies and
techniques used in its application. It will cover the basics of DBT as well as more advanced topics. Clinical vignettes and video-
tape will be used to exemplify the therapy. Recent adaptations and outcome data will also be discussed.

You will learn:

• Empirical support for DBT’s effectiveness;
• The biosocial theory of BPD; and 
• Essential principles, structure, and strategies of DBT.

C
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at AABT’s  Annual Convention New Orleans

NOVEMBER

18–21, 2004
The goal, as always, is to help you master improved skills. With a longer format you will be able to voice your
particular concerns and get advice from the presenter and from your colleagues.

C
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Earn 7 CE credits
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Classifieds

POSTDOCTORAL FELLOWSHIP, WEIGHT
AND EATING DISORDERS PROGRAM,
UNIVERSITY OF PENNSYLVANIA
(Anticipated start date July/August 1, 2003). A
post-doctoral fellowship will be available at the
Weight and Eating Disorders Program
(WEDP), University of Pennsylvania. The can-
didate will participate in research concerning the
growth and development of children born at
high-risk and low-risk for obesity, who have been
tracked for the past 10 years. The candidate will
conduct a range of activities pertinent to this
project, as well as other issues concerning the in-
terplay of genetic and environmental influences
on pediatric obesity. There will be opportunities
for manuscript and grant writing, and to work
with a collaborative group of investigators 
(including Drs. Albert Stunkard, Robert
Berkowitz, Virginia Stallings, Myles Faith, and
others at Penn and the Children’s Hospital of
Philadelphia). Research experience is desirable,
although energy, initiative, and hard work are
more important. Interested applicants should
send cover letter, CV, (p)reprints, statement of
research interests and names of three references
including email addresses and telephone num-
bers to: Myles Faith, Ph.D., 3535 Market Street,
3rd Floor, Philadelphia, PA 19104, or
mfaith@mail.med.upenn.edu.

BEHAVIORAL TECH RESEARCH, INC.,
SEATTLE invites applicants for a full time
Research Scientist I position to coordinate and
collaborate on two large NIH-funded grants to
disseminate Dialectical Behavior Therapy
(DBT). The ideal candidate will have a Doctoral
Degree in clinical, social, or cognitive psychol-
ogy, instructional design, or multi-media devel-
opment; an interest in research regarding the use
of information technology to disseminate evi-
dence-based practices; and research and grant
writing experience. Activities include managing
various phases of research trials, managing a re-
search organization, grant writing, mentoring
undergraduate students, and supervising re-
search assistants. This position offers a competi-
tive compensation package, including health
and vacation benefits. Salary is negotiable based
on qualifications and experience. Organization
founded by Marsha M. Linehan, Ph.D. Desired
start date August 1, 2004. Forward letter of 
interest and curriculum vitae to: ldimeff@
behavioraltechresearch.com. 

BOSTON UNIVERSITY, POSTDOCTOR-
AL FELLOW / RESEARCH ASSISTANT
PROFESSOR IN CHILD ANXIETY AT
THE CENTER FOR ANXIETY AND
RELATED DISORDERS AT BOSTON
UNIVERSITY. The Child and Adolescent Fear
and Anxiety Treatment Program at Boston
University is recruiting one post-doctoral fellow
to join our Child Program at the Center for
Anxiety and Related Disorders (CARD) at
Boston University. CARD is a large, federally

funded anxiety disorders center with an interna-
tional reputation. Successful candidates will be
involved in one or more NIMH and SAMHSA
funded projects through our Child Program and
will also have clinical responsibilities. Position
will provide postdoctoral clinical hours and su-
pervision necessary for licensure. After successful
completion of the post-doctoral fellowship (Year
1), candidates will be eligible for a Research
Assistant Professorship in the Department of
Psychology at Boston University (Year 2).
Supervision of clinical psychology doctoral stu-
dents is expected along with teaching one course
at the graduate level.  Many opportunities exist
for participating in ongoing collaborative re-
search and scholarly writing. Applicants should
have completed their Ph.D. by the start of em-
ployment. Competitive salary and fringe bene-
fits. For additional information, email Donna
Pincus, Ph.D. at dpincus@bu.edu. Send cur-
riculum vitae, letter of interest, and three letters
of recommendation to: Donna B. Pincus, Ph.D.,
Director, Child and Adolescent Fear and Anxiety
Treatment Program, Center for Anxiety and
Related Disorders at Boston University, 648
Beacon Street, 6th Floor, Boston, MA 02215-
2015. Boston University is an Affirmative
Action/Equal Opportunity Employer.

COGNITIVE THERAPY TRAINING OP-
PORTUNITIES AT THE BECK INSTI-
TUTE. Please see our website for details:
www.beckinstitute.org

Thinking of Advertising?

Contact AABT for information on: 

• estimates

• display ad design

• multi-placement discounts

• deadline stratagems 

CLASSIFIED ADS are only $4.00

per line.  We send you an invoice

after publication. E-mail classified

ads directly to Stephanie Schwartz,

Advertising Manager, at sschwartz@

aabt.org (facsimile: 212-647-1865).

Camera-ready art may be sent elec-

tronically; or: mail hard copy to

Stephanie Schwartz, AABT, 305

Seventh Ave., 16th floor, New York,

NY 10001.

ISSUE DEADLINE

January December 2

February January 2

Spring February 3

Summer I March 3

Summer II May 3

September August 2

October September 3

Winter November 3

AD SIZES INCHES RATE

back cover 7 1/8 x 7 $550

full page 7 1/8 x 9 7/16 $400

2/3 page 4 11/16 x 9 7/16 $275

1/3 page H 4 11/16 x 4 3/4 $175

1/3 page V 2 3/16 x 9 7/16 $150

1/6 page H 4 11/16 x 2 3/16 $75

1/6 page V 2 3/16 x 4 11/16 $75

1/2 page V 4 11/16 x7 1/4 $250

1/2 page H 7 1/8 x 4 3/4 $250

(width x depth)

Display Advertising

fo
rm

Display Ad Preparation

• printing method: offset
• black-and-white
• halftone screening: 133 LPI
• trim size: 8 1/2” x 11”  
• binding: saddle stitched
• PDF, Quark files, and camera-

ready art accepted 
• proof must accompany digital

file submissions

Through these 

shapes and sizes 

may you find 

propensities 

and talents
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There was a special series 
on dialectical behavior therapy 

in C&BP 7 (issue 4) . . . 
Can I read the article abstracts? 

www.aabt.org/publication/cbp/c&bp7.4.html

Who treats depression in Idaho?

aabt.org/members/Directory/
Clinical_Directory_Results.cfm?

DIRTYPE=Clinical

Hmm, I wonder if

Arnold Lazarus has

ever been interviewed

by G. Terence Wilson?
aabt.org/members/source/

Orders/index.cfm

How do I set up and tear down my poster session?
www.aabt.org/Convention/convention%202004/forms/poster%20guidelines_2004.pdf

I need to learn about funding.
www.aabt.org/Resources%20for%20Researchers/resources.html

What are “ad hoc 
committees” and 

who serves on them?
www.aabt.org/Committee/
committees.html#Ad_hoc_

Committees

Who handles permissions in the AABT central office?
www.aabt.org/staff

Is the Criminal
Justice SIG for me?

www.aabt.org/sigs/
sigs.html

Who is AABT’s
Secretary-
Treasurer?

www.aabt.org/Committee/
committees.html#board

Can I 
fight with 
you on the 
listserve?

www.aabt.org/Listserve/
listserve-rules.html

How do I 

submit an 

article to

Behavior

Therapy?

www.aabt.
org/

publication/
BT/bt_

submission.
html

There are many reasons to visit



Treating a Client With 

Anxiety and Depression 

CLINICAL GRAND ROUNDS 1

Using Cognitive Behavioral Case Formulation 

Jacqueline B. Persons, San Francisco Bay Area 

Center for Cognitive Therapy

CLINICAL GRAND ROUNDS 2 

Using Functional Analytic Psychotherapy 

Robert J. Kohlenberg, University of Washington

CLINICAL GRAND ROUNDS 3 

Using an Integrated Psychotherapy Approach 

Marvin Goldfried, SUNY at Stony Brook

CLINICAL GRAND ROUNDS 4: Review

Comparing Three Treatment Approaches 

MODERATOR: Joanne Davila, SUNY at Stony Brook
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305 Seventh Avenue, 16th floor

New York, NY 10001-6008
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e-mail: publications@aabt.org

www.aabt.org

ADDRESS SERV ICE REQUESTED

Hilton Riverside Hotel

new orleans

C O N V E N T I O N

November 18–21, 2004

aabt’s 38th 

annual

Clinical Grand Rounds, formerly known as World

Rounds, has been a huge success since the introduction

of this exciting format at the 2001 World Congress of

Behavioral and Cognitive Therapies in Vancouver in

2001. 

In Boston last November each World Rounds session

was standing room only. In New Orleans these sessions,

which are included in the general registration fee and

need no ticket, will be presented in a larger ballroom.

Arrive early to get a good seat!

Using the Case Conference format, three expert clin-

icians of different orientations will demonstrate a thera-

py session with the same “patient” and then meet to dis-

cuss their differing approaches. 

This will be an exciting opportunity to observe the

experts at work, see how different approaches can be

used to treat the same problems, and discuss the

strengths of each approach and the contexts in which

each approach has advantages.
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Clinical 

Grand Rounds

Experience 3 Master Clinicians

Treating a Client With Anxiety and Depression


