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PRESIDENT’'S MESSAGE

Birds of a Feather

Jonathan S. Abramowitz, University
of North Carolina-Chapel Hill

FEBRUARY WITNESSED THE LOSS
of two great men who were
“birds of a feather” as far as
I'm concerned. Most people
might not make the connec-
tion between Cyril Franks,
; Ph.D., and Coach Dean
| Smith, but as a psychologist
and a University of North
Carolina (UNC) basketball fan, the parallels are
very clear. Both have much more in common
than meets the eye. Both were trailblazers—
guys who took a stand when they saw things
they didn’t like in the world. Guys who were
courageous enough to butt heads with the status
quo. And guys who will forever be remembered
as pioneers and leaders in their respective fields.
Dr. Franks (whose obituary appears on page
107 of this issue) was one of a small group of
behaviorally oriented psychologists who
founded ABCT (then called the Association for
Advancement of Behavior Therapy or
“AABT”). He was the ring leader and became
our association’s first president. That was in
1966, when behavior therapy was still very
much a fledgling enterprise. It was considered
an “extreme,” “radical,” and even “harmful”
approach compared to the dominant Freudian
psychoanalytic therapy of the time. And the
idea of psychologists—nonphysicians—deliver-
ing interventions to the mentally ill was loathed
by the psychiatric community. But Dr. Franks
was a visionary. Driven by his convictions, he
threw down the gauntlet at psychoanalysis and
called it out for its lack of a scientific founda-
tion. He knew that the growing body of research
on how people learn to behave and respond

[continued on p. 87]
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emotionally would give rise to more effica-
cious therapies. And he was not afraid to
stand up for an evidence-based approach.
Dr. Franks also founded (and was the first
editor of) Behavior Therapy as AABT’s
flagship journal. And they needed that
journal to disseminate their work since
journal editors of the day typically rejected
papers on behavioral treatments. Dr.
Franks was a game changer. The move-
ment he led was revolutionary in 1966, but
look at us now. ABCT and the importance
of science in psychological practice are his
rich legacy. His efforts made it possible for
us to take for granted who we are profes-
sionally in 2015.

Dean E. Smith was a different sort of
game changer; and I'm not talking about
his success on the basketball court. Sure, he
led the UNC men’s team from 1961 to 1997
and was one of the winningest college
coaches. But he was also a pioneer outside
the lines. He was a civil rights pioneer who
stood up for many causes that were unpop-

SCIENCE FORUM

ular in the south in the 1950s and 60s. In
1959—a year before the famous Wool-
worth sit-ins in Greensboro—Coach Smith
(then just an assistant coach) integrated a
notoriously “whites only” restaurant in
Chapel Hill, NC, by sitting down to eat
with a black theology student. He was also
a visionary, helping to integrate college ath-
letics by breaking the color barrier at UNC
and recruiting Charlie Scott as the first
African-American scholarship basketball
player there. Like Dr. Franks, Coach Smith
was also driven by the courage of his con-
victions. Unafraid to ruffle feathers, he
stood up for many causes often unpopular
in southern states like North Carolina: gay
rights, opposition to the death penalty, and
abuses of the justice system. He would
sometimes take his teams to practice at
local prisons as a form of entertainment for
the inmates. This also taught his students
important lessons—an important part of
Coach Smith’s legacy. Recognizing these
off-the-court efforts, President Obama in

A Meta-Analysis of CBT Components for

Anxiety Disorders

Thomas G. Adams, Yale University School of Medicine
and University of Arkansas

Robert E. Brady, Geisel School of Medicine at Dartmouth

Jeftrey M. Lohr, University of Arkansas-Fayetteville

W. Jake Jacobs, University of Arizona

SOCIETAL CONCERNS OVER ACCOUNTABILITY
and cost-effectiveness of mental health ser-
vices has kindled interest in the empirical
determination of the clinical efficacy of
psychosocial treatments. As a result, sev-
eral research groups have identified spe-
cific treatments for specific disorders
(Chambless et al., 1996; Chambless et al.,
1998). Based on these kinds of findings,
some treatments have become increasingly
structured and prescriptive. The purpose of
the approach is to target specific disorders
(diagnoses) or components of treatments
and thus identify and use efficacious treat-
ments of choice (Chambless et al., 1998).
Evaluating the impact of psychosocial
treatments is commonly accomplished by
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examining a large number of efficacy
and/or effectiveness studies simultaneously
using meta-analytic methods (Eysenck,
1994; Kazrin, Durac, & Agteros, 1979). The
earliest meta-analysis of psychotherapy
(Smith & Glass, 1977) documented evi-
dence for the efficacy of most psychothera-
pies, and provided evidence that cognitive-
behavioral therapy (CBT) had the largest
effect size among them. Subsequent meta-
analyses of CBT addressed specific disor-
ders including panic disorder (PD; Gould,
Otto, & Pollack, 1995), generalized anxiety
disorder (GAD:; Siev & Chambless, 2007),
posttraumatic stress disorder (PTSD;
Bradley, Greene, Russ, Dutra, & Westen,
2005; Ehlers et al, 2010; Van Etten &

2013 awarded Coach Smith the Presiden-
tial Medal of Freedom.

I never knew Dr. Franks or Coach
Smith, but their convictions and actions
speak for themselves. They risked their
careers and reputations to do what they
thought was right. They were true leaders
with real vision and authentic courage. It is
likely that in life, Cyril Franks and Dean
Smith did not cross paths. But they were
birds of a feather. Whether helping to
launch a “radical” scientific field of psy-
chotherapy or integrating a southern town
in the 1950s, we can learn much from these
men’s lives. They were a part of different
worlds, yet both left their field of expertise
a better place than how they found it.

Correspondence to Jonathan S.
Abramowitz, Ph.D., University of North
Caroline-Chapel Hill, Department of
Psychology, Campus Box 3270, Chapel
Hill, NC 27599; jabramowitz@unc.edu

Taylor, 1998), specific phobia (Wolitzky-
Taylor, Horowitz, Powers, & Telch, 2008),
social phobia (Gould, Buckminster, Pol-
lack, Otto, & Yap, 1997), and obsessive-
compulsive disorder (OCD; Rosa-Alcazar,
Sanchez-Meca, Gomez-Conesa, & Marin-
Martinez, 2008). Several meta-analyses
demonstrate the efficacy of CBT among the
anxiety disorders (Eysenck, 1994; Hof-
mann & Smits, 2008; Norton & Price,
2007) and mood disorders (Cuijpers, Smit,
Bohlmeijer, Hollon, & Andersson, 2010;
Cuijpers, van Straten, Bohlmeijer, Hollon,
& Andresson, 2010). Other analyses show
the superior efficacy of CBT relative to
nonspecific treatment factors (Bowers &
Clum, 1988; Eysenck, 1994; Hofmann &
Smits, 2008), other specific forms of psy-
chotherapy (Eysenck, 1994; Tolin, 2010),
and when anxiety disorders are comorbid
with other disorders (Olatunji, Cisler, &
Tolin, 2010).

Recent qualitative analyses addressing
the efficacy of CBT components have gen-
erated debate regarding the necessity of
directly modifying cognitive processes in
anxiety or depressive disorders directly
(Hofmann, 2008; Longmore & Worrell,
2007), and the notion that exposure alone
is responsible for the efficacy of CBT for
anxiety disorders (McMillan & Lee, 2010).
Recent meta-analyses (e.g., Hofmann &
Smitts, 2008) showing that the relative
effect size of exposure alone is roughly
equivalent to the combination of exposure
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and cognitive therapy indirectly support
this notion.

These findings are important for con-
tent-specific treatments such as CBT
because without directly addressing treat-
ment content and mechanisms, only lim-
ited conclusions can be made about why a
treatment is efficacious. That is, if a treat-
ment intervention has met the specific and
efficacious criteria, it can be concluded
only that: “the therapy contained some (as
yet unknown) active ingredients that
caused some degree of change (beyond the
change caused by factors common to all
forms of psychotherapy, or placebo condi-
tions, or chance) and this was true for a
particular problem, clients, setting, meth-
ods, therapists, and means of assessment"
(Borkovec & Castonguay, 1998, p. 137).

Component-controlled efficacy designs
help us identify mechanisms of change.
Such designs permit us to document the
causative agents of change by sorting the
characteristic (specific) from the incidental

(nonspecific) factors that contribute to
therapeutic efficacy ("what about it
works?"). The experimental analysis of
treatment efficacy using component-
controlled designs represents a strong-
inference approach to research by pitting
competing predictions based on theories of
treatment mechanisms and related proce-
dural content within and across treatments
against one another (Borkovec & Bauer,
1982; Platt, 1964). Strong inference is per-
haps the most rigorous approach we have
to rapidly improve treatment efficacy,
effectiveness, and efficiency.

To our knowledge, an analysis of com-
ponent-controlled efficacy studies has been
conducted only at the level of the individ-
ual studies, and in a qualitative analysis of
CBT for GAD (Lohr, Olatunji, Parker, &
DeMaio, 2005). Thus, we conducted a liter-
ature search for component-controlled
CBT-based efficacy studies for anxiety dis-
orders and submitted their results to a
meta-analysis to determine the relative

contributions of the behavioral and cogni-
tive components.

Method

We used several search strategies to
identify all available randomized, compo-
nent-controlled CBT outcome studies for
anxiety disorders. We began by reviewing
published qualitative reviews of behavior
therapy and CBT since Kazdin and
Wilcoxon (1976). These included Foa,
Cabhill, and Pontoski (2004), Butler, Chap-
man, Forman, and Beck (2006), Longmore
and Worrell (2007), and McMillan and Lee
(2010). We also reviewed the meta-analy-
ses listed in the Introduction. Next, two
independent internet searches were con-
ducted on PsycINFO. The first was a simul-
taneous search using the search terms:
random*, beh*, cog*, and ther*. The
second was a series of independent
searches using the search terms: general-
ized anxiety, GAD, obsessive compulsive,
OCD, post traumatic, PTSD, phobia, social

Table 1. Behavioral and Cognitive Treatment Content of Component-Controlled Studies Included in Meta-Analyses

Behavioral Content

In vivo exposure  Imaginal Relaxation Self-controlled Respiratory Functional
exposure desensitization control analysis

Emmelkamp & Bryant et al. Barlow et al. Borkovec et al. White et al. White et al.
Beens (1991) (2003) (1989) (2002) (1992) (1992)
Foaetal. (1999)  Foaetal (1999) Barlowetal.

(1992)
Foaetal. (2005)  Foaetal. (2005)  Borkovec et al.

(2002)
Hope et al. Marks et al. Craske et al.
(1995) (1998) (1991)
Koch et al. White et al. White et al.
(2004) (1992) (1992)
Marks et al.
(1998)
Mattick & Peters
(1988)
Mattick et al.
(1989)
Raes et al. (2011)
Szymanski &
O’Donohue
(1995)
Vogel et al.
(2004)

Cognitive Content

Cognitive Cognitive Cognitive Rational
reappraisal restructuring therapy restructuring

Koch et al. (2004)
Raes et al. (2011)

Barlow et al. (1989)
Barlow et al. (1992)
Bryant et al. (2003)
Craske et al. (1991)
Foaetal. (1999)
Foa et al. (2005)
Marks et al. (1998)

Mattick & Peters (1988)

Mattick et al. (1989)

Borkovec et al.(2002)
Hope ct al. (1995)
White et al. (1992)

Szymanski & O’Donohue (1995)

Emmelkamp & Beens(1991)
Vogel et al. (2004)
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anxiety disorder, SAD, panic agoraphobia,
acute stress disorder, component, disman-
tling.

Only randomized, component-con-
trolled, CBT outcome studies for anxiety
disorders were included in the data analy-
sis. This required that the study (a) used
random group assignment, (b) included a
variant of behavior therapy as a treatment
condition, and (c) contained a CBT com-
parison condition. Moreover, to qualify as
a dismantling (component-controlled)
design, the same content of the behavioral
condition was included in the cognitive-
behavioral condition.

Inclusions and exclusions were made by
independent examination by TGA and
JML. The aforementioned identification
procedures initially yielded 725 candidate
studies. Examination of previously pub-
lished qualitative and quantitative reviews
and the on-line search yielded 46 studies
based on the title, abstract, and keywords.
Twenty-nine studies were excluded for the
following reasons: (a) no dismantling
design (N = 11); (b) no diagnostic classifi-
cation of participants (N = 3); (c) inade-
quate data reporting (N = 5); (d) medica-
tion confound (N = 3); (e) reanalysis of
previously published data (N= 6); or (f) no
behavior therapy (BT) condition (N=1). A
Table and Figure representing the excluded
studies can be obtained from the corre-
sponding author.

Sixteen data sets (17 peer-reviewed
publications) were included in the meta-
analysis. We combined the data sets from
Barlow, Craske, Cerny, and Klosko (1989)
and Craske, Brown, and Barlow (1991) to
produce a data set providing for pretreat-
ment to posttreatment, and pretreatment
to follow-up comparisons. PTSD was
treated in four studies, GAD was treated in
three studies, OCD was treated in three
studies, panic disorder was treated in two
studies, social anxiety disorder was treated
in three studies, and specific phobia was
treated in three studies. The aforemen-
tioned studies are marked with an asterisk
in the Reference section.

The behavioral content was character-
ized as exposure therapy (ET: in vivo or
imaginal), self-control desensitization,
relaxation, respiratory control, functional
analysis, modeling and role-playing, and
behavioral activation. The cognitive con-
tent was characterized as cognitive restruc-
turing, cognitive reappraisal, cognitive
therapy, and rational restructuring. Table 1
presents the content of treatments in the
included studies as described by the
authors of the studies.
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Dependent variables were selected in a
manner similar to that of Hofmann and
Smits (2008). Measures were included if
the authors of the efficacy studies identified
them as primary measures and if the mea-
sure was a reliable and valid index of the
symptoms being treated. A measure was
excluded if it was secondary or incidental
to the disorder being treated (e.g., Global
Improvement in the treatment of PTSD
[Marks, Lovell, Noshrivani, Livanou, &
Thrasher, 1998]), if it was a reliable and
valid measure of another disorder (e.g.,
Beck Depression Inventory administered
in the treatment of an anxiety disorder
[Borkovec, Newman, Lytle, & Pincus, 2002;
Foa et al., 2005]), or if means and standard
deviations were not reported or made
available following e-mail requests from
the primary author. Two authors (TGA
and JML) made these decisions collabora-
tively where discussion and consensus
served to resolve disagreement. In Marks et
al.’s (1998) treatment of PTSD, the authors
labeled eight dependent variables as pri-
mary. Direct inspection, however, revealed
that seven were not primary measures of
PTSD, leaving only a Clinician-Adminis-
tered PTSD Scale (CAPS) score as a pri-
mary measure. The data matrix was com-
posed of 16 pre-post comparisons and 14
pre-first follow-up comparisons. Barlow,
Rapee, and Brown (1992) and Szymanski
and O’Donohue (1995) did not conduct
follow-up assessments. The mean length of
time from posttreatment to first follow-up
was 18.29 weeks (range: 4-36 weeks).

Analytic Strategy

All statistical analyses used Biostat
Comprehensive Meta-Analysis versionin a
manner consistent with Tolin (2010, 2014).
The reported means, standard deviations
(SDs), and sample size representing pre-
treatment, posttreatment, and first follow-
up measures (when available) within each
study condition served as the raw data.
Effect sizes (Cohen's d) for BT and CBT
were standardized with combined post-
treatment and follow-up SDs. Individual
effect sizes were calculated to measure dif-
ferences in change (pre to post and pre to
first follow-up) between each treatment
condition within each study collapsed
across all included measures. The magni-
tude and direction of pretreatment to post-
treatment effect sizes varied substantially
within and across studies. Inspection of
Table 2 shows that BT and CBT were both
highly efficacious treatments (both
Cohen's d-values = 1.23).

To examine differences between effect
size estimates between BT and CBT, effect
sizes were collapsed within conditions and
contrasted to test the overall differences
from pre- to posttreatment. Mixed-effects
between-group heterogeneity (Q) was cal-
culated where the random effects model
was used. The Q-statistic is a studentized
range statistic. It is used for multiple signif-
icance testing across a number of means.
The analysis showed there was no statisti-
cally significant difference between the
conditions (Qpepyeen = 0.004, p = .947).
There were very few studies within individ-
ual diagnostic categories (range = 1-4) and
comparisons within specific categories
should be interpreted with great caution.
The PTSD category had the most studies
(N =4), and although BT was slightly more
efficacious than CBT, there was no statisti-
cally significant difference between the
conditions (Qp,yeen = 0.082, p = .775).

The pretreatment to first follow-up
effect sizes of both BT and CBT were
slightly larger than those calculated from
pretreatment to posttreatment (see Tables
2 and 3). To examine differences between
effect size estimates between BT and CBT,
effect sizes were collapsed within condi-
tions and contrasted to test the overall dif-
ferences from pretreatment to first follow-
up. Mixed-effects between-group hetero-
geneity (Q) was calculated where the
random effects model was used. The com-
parisons of BT and CBT closely paralleled
those from pre- to posttreatment (see Table
3). There was no statistically significant dif-
ference in the efficacy of BT relative to CBT
within the entire sample (Qp,yeen = 0-194, p
=.659), or within all PTSD studies (Qpsyeen
=0.608, p = .436).

Two power analyses tested the requisite
sample size to detect statistical significance
given the observed differences in effect size
between BT and CBT from pretreatment to
posttreatment and from pretreatment to
first follow-up. Power was set at .80 and
alpha was set at .05 for both analyses. Given
the observed difference in effect size
between BT and CBT from pretreatment to
posttreatment (d = -.009), a minimum
number of 96,902 participants would be
required to detect a statistically significant
difference. Given the difference in effect
sizes between BT and CBT from pretreat-
ment to first follow-up (d = -.066), a mini-
mum of 88,676 participants would be
required to detect a statistically significant
difference.

the Behavior Therapist
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Discussion

The apparent zeitgeist within clinical
psychology has it that CBT for anxiety dis-
orders is superior to its constituent compo-
nents. The outcomes we describe here are
at odds with this idea. The present statisti-
cal analysis detected strong effect sizes for
both CBT and BT administrations that are
comparable to those reported in other
meta-analyses (e.g., Eysenck, 1994; Hof-
mann & Smits, 2008; Tolin, 2010). The
analysis also indicated that the addition of
cognitive content to behavioral content did
not produce a statistically significant
increase in effect size. Moreover, examina-
tion of effects for specific disorders (Tables
2 and 3), particularly PTSD, indicates little
benefit in adding cognitive content to each
disorder for which component-controlled
studies were conducted. This apparent
absence of incremental efficacy of cognitive
content to behavioral interventions is
inconsistent with the historical develop-
ment of CBT (Dobson, Beamish, & Taylor,
1992) and with CBT models of the change
process (Smits, Rosenfeld, McDonald, &
Telch, 2006; Tang, DeRubeis, Beberman, &
Pham, 2005), but is nonetheless consistent
with previous reviews (Deacon &
Abramowitz, 2004; Norton & Price, 2007).

There are several factors to consider in
understanding these null results. The first
is the possibility that the meta-analysis was
underpowered and that the apparent null
results represent a Type II error of infer-
ence. Though this is a possibility, the power
analysis reported above indicates that at
traditional levels of statistical significance,
a large number of research participants
would be required to reject the null
hypothesis. It is also possible that studies
selected on the basis of the dismantling cri-
teria represent a lower dosage of cognitive
content relative to behavioral content. We
selected only those studies that clearly indi-
cated in their Methods section that cogni-
tive content provided in the CBT condition
was specifically added to the behavioral
content. Perhaps a more appropriate com-
parison would include studies where the
CBT content contained equal dosages of
BT and CT content, and where CBT was
compared to BT content and to CT con-
tent. In our sample of studies included in
the meta-analysis only nine studies used
that method (Barlow et al., 1992; Barlow et
al., 1989; Borkovec et al., 2002; Craske et al.,
1991; Foa et al.,, 1999; Marks et al., 1989;
Mattick, Peters, & Clark, 1989; Szymanski
& O’Donohue, 1995; White, Keenan &

Brooks, 1992). Examination of the effect
sizes for these studies, however, reveals no
indication that CBT resulted in greater
effect sizes than BT (summaries of the
effect sizes for each study are available
upon request from the corresponding
author).

The apparent absence of incremental
efficacy of cognitive content over and
above behavioral content does not clarify
the mechanisms underpinning the efficacy
of behavioral content. Examination of
Table 1 shows eight different behavioral
procedures described in the 17 data sets.
The most frequently used procedure is in
vivo exposure, followed by imaginal expo-
sure, and relaxation training. In vivo and
imaginal exposure were both used in Foa et
al. (1999), Foa et al. (2005), and Marks et al.
(1998), while White et al. (1992) used a
combination of imaginal exposure, relax-
ation, respiratory control, and functional
analysis. The remaining studies used a
single other behavioral procedure. Thus,
we cannot specify the mechanisms that
produced effects of these sizes. On the
other hand, the design and procedures of
these studies indirectly indicates that there
are a number of different behavioral proce-

Table 2. Pretreatment to Posttreatment Effects of CBT Compared to Nested BT Component(s)

Cohen’sd LL UL )4 Ouwithin Obenveen
All Anxiety Disorders (17 studies, 34 groups) 0.004, p =947
BT 1.234 1.042 1426 <.001 37.839,p=.002
CBT 1.225 1.036 1414 <.001 31.796,p=.011
PTSD (4 studies, 8 groups) 0.082, p=.775 .
BT 1.739 1348 213 <.001 16.423,p=.001
CBT 1.661 1286 2.035 <.001  8.596,p=.035
Social Phobia (4 studies, 8 groups) 0.704, p = 401
BT 0.863 0.531 1.195 <.001 1.914,p=.590
CBT 1.066 0.727 1.404 <.001 3.156,p=.368
Specific Phobia (3 studies, 6 groups) 0.184, p = .668
BT 1.723 0979 2466 <.001 1.562,p=.458
CBT 1.512 0906 2.119 <.001 1.194,p=.550
GAD (3 studies, 6 groups) 0.69, p= 406
BT 1266 0.596 1937 <.001 425 p=.119
CBT 1.054  0.16 1947 =.021 8.05,p=.018
OCD (2 studies, 4 groups) 0.000, p = .992
BT 1.092 0.527 1.657 <.001 0.159,p=.690
CBT 1.088 0.457 1.719  0.001 1.075,p= 300
Panic (1 study, 2 groups) 0.340, p = .560
BT 1.493 0.343 2.643 =0.011 0.000,p=1.00
CBT 1.054 0.125 1.982 =0.026 0.000,p=1.00

LL = Lower Limit of 95% Confidence Interval; UL = Upper Limit of 95% Confidence Interval
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dures that can be considered when imple-
menting treatment strategy and technique.

It is possible that changes in cognitive
phenomena (e.g., negative thinking) are
responsible for clinical effects of both cog-
nitive and behavioral interventions (Hof-
mann, 2008; Smits et al., 2006; Tang et al.,
2005). Hofmann (2004) conducted a com-
ponent analysis of CBT for social phobia
and, using mediational analyses, concluded
that the comparable change in CBT and BT
groups were correlated with and caused by
changes in dysfunctional cognitions. Some
studies have also demonstrated that cogni-
tive changes temporally preceded—a criti-
cal factor when making causal inferences
(Kraemer, Wilson, Fairburn, & Agras,
2002)—and mediated manifest symptom
reductions following cognitive modifica-
tions (Smits et al.,, 2006: Teachman,
Marker, & Clerkin, 2010). Mediational
analyses, while informative, do not speak to
whether it is necessary to directly target
cognitive mechanisms to reduce clinical
symptoms. Perhaps the most famous study
to address this issue is that of Jacobson and
colleagues (1996), who showed that behav-
ioral activation for depression reduced

negative thinking, dysfunctional attribu-
tional styles, and depressive symptoms as
much as cognitive therapy and full-scale
CBT. Findings such as these suggest that
cognitive processes change following
behavior therapy and do not need to be
directly modified (i.e., with cognitive ther-
apy) in all circumstances.

There are several implications of com-
paring multicomponent CBT protocols
with single-component—or, at the very
least, lesser-components—BT protocols we
would like to consider. We assert that, if
comparable outcomes can be obtained
with a simpler protocol, we should admin-
ister the simplest, least expensive, and the
most easily tolerated protocol. Clients
incur costs for the benefits they receive.
Clients invest time, money, and themselves
in the interventions that we offer. The sim-
pler, least expensive, more parsimonious,
and perhaps more elegant protocols neces-
sarily reduce at least the time and resources
that clients must invest in the treatment
process. Moreover, those who provide ser-
vices also incur costs. Implementing multi-
component protocols requires training in
each component, the clinical integration of

the components, and delivery of those
components with fidelity. Rather than
being a Jack-or-Jill-of-All-Trades, the ser-
vice provider improves efficiency and per-
haps effectiveness by being Master-or-
Matron-of-the-Demonstrated-Tried-and-
True.

Similar concerns about strategy and tac-
tics may be brought to bear on the training
and development of clinical skills. Institu-
tions incur costs for the benefit of society;
those costs should be considered when
promoting protocols for application and
training. Obviously, training is a resource-
intensive process. There are institutional
costs associated with each model or proto-
col promoted for training and application.
Service provision teams can control insti-
tutional costs by training team members to
apply unified, parsimonious protocols.
Moreover, training team members might
function more efficiently if training per-
mitted personnel and protocols to be inter-
changeable.

The choice of treatment content and the
implementation of related procedures are
determined not only by data regarding effi-
cacy, but also by treatment effectiveness
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(Davison, 2000). Matters of effectiveness
are those that address the idiosyncrasies of
the individual client and the special cir-
cumstances of the clinical condition, the
social circumstances of their functioning,
and the resources that can be brought to
bear in improving psychological function
(Paul, 1969, p. 44). Although randomized
controlled group design research can tell us
little about the effectiveness of treatment
for a single individual, scientifically
informed clinical judgment can help deter-
mine which treatment component should
be implemented for that single individual
(Rosen & Davison, 2003), and in what tac-
tical order or combination. Procedures that
are more basic, more easily learned and
implemented, better understood by the
client, and of lower intensity will likely be
less expensive for the client, the therapist,
and the agency sponsoring treatment.
Indeed, Cougle (2012) has identified parsi-
mony, ease, and efficiency as essential fea-
tures of quality therapy. The present study,
much like nearly all quantitative reviews
that preceded it, has failed to provide evi-
dence that it is necessary to add direct cog-
nitive modification strategies to behavioral
procedures to effectively treat disordered

anxiety. Parsimonious behavioral interven-
tions for disordered anxiety are as effica-
cious as multicomponential cognitive-
behavioral interventions. As such, basic
behavioral procedures like exposure and
relaxation should be given equal consider-
ation as full-fledged CBT when treating
disordered anxiety.
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CLINICAL FORUM

Brief Cognitive Therapy for Schizophrenia
Interventions for the Therapeutic Milieu

Sally E. Riggs, Kings County Hospital Center, Brooklyn

IN AN ARTICLE PREVIOUSLY PUBLISHED
in this journal, Riggs, Stirman, and Beck
(2012) presented a model for training com-
munity mental health agencies in cognitive
therapy (CT) for schizophrenia. Specifi-
cally, this paper included details of the
training that pertains to the therapeutic
milieu, a setting in which the majority of
people with psychosis receive their treat-
ment, with a particular focus on building
empathy and learning to “work within the
delusional belief system.” This current
paper now provides more information
regarding specific brief interventions from
the CT for schizophrenia model that can be
used in the milieu setting. These interven-
tions, included within the original training
(Riggs et al.,, 2012), have subsequently been
used by this writer and by many of her col-
leagues and trainees on inpatient units to
much success.

In the U.S,, large numbers of individu-
als with psychotic disorders receive psy-
chological treatment solely through
milieu-based interventions: inpatient
units; day-programs; partial hospital pro-
grams; assertive community treatment;
psychosocial club house; and many more.
Many of these programs provide only
group therapy, many are staffed solely by
paraprofessionals, with few psychologists
or Ph.D.-level clinicians, and very rarely
are staff trained in evidence-based psycho-
logical therapies. While certainly there is
evidence that "supportive therapy" can be
very helpful for this population, a more rig-
orous, evidence-based treatment, CT for
schizophrenia (Mueser & Glynn, 2014;
Pilling et al., 2002), has been and can be
applied to milieu settings. Here, as part of
the ongoing dissemination effort, we
would like to describe some key interven-
tions that can be delivered in milieu set-
tings.

Brief Therapeutic Conversations

The most important mindset to con-
sider in the provision of treatment for psy-
chosis in milieu settings is that every con-
versation has very powerful therapeutic

value. Interventions do not just happen in
groups, treatment team meetings, or an
individual staff member’s office, but rather
every interaction has the potential for con-
tributing to the maintenance of psychosis,
or the facilitation of its improvement.
When a person comes to the nursing sta-
tion and asks for a cup of juice, there is
opportunity for engagement and empathy;
when a person paces in the hallway, talking
out loud to their voices, there is an oppor-
tunity for engagement, assessment of
voices, and facilitation of coping strategies;
when a person walks up to a staff member
and spontaneously elaborates on their
delusional belief systems, there is an
opportunity to work within this system to
engage, assess, and intervene. CT for schiz-
ophrenia is subtly different from standard
CT (Riggs et al., 2012). As a staff member I
can challenge a person’s beliefs or tell them
not to listen to their voices, and, by invali-
dating their emotional experience or push-
ing them to find more evidence to support
their beliefs, in 5 minutes contribute to the
perpetuation of their psychosis. Or in
about the same amount of time I can pro-
vide a therapeutic interaction that does the
opposite.

This not only provides access to a ther-
apeutic environment that actually works,
but it also reduces staff burnout by increas-
ing sense of efficacy and competence.
Helping so-called nonclinical staff to real-
ize the clinical utility of their 5-minute con-
versations is an important part of CT for
the milieu training. This utility is three-
fold: facilitating engagement; gaining
useful information about the person’s psy-
chotic experience (which they often with-
hold from clinical staff due to fears of
longer detention, treatment, etc.); and
enhancing and reinforcing other specific
clinical interventions initiated on a differ-
ent shift, with a primary therapist, or in a
group (to be described in more detail
below).
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Coping Skills Enhancement

Helping people to identify and utilize
strategies to manage their distressing expe-
riences has long been a part of cognitive
therapy. Even for those not trained in CT
for schizophrenia, specific skills for dealing
with voices or other hallucinations have
been an important focus of good practice in
treating serious mental illness. These
strategies can be broken down into several
categories: physiological strategies such as
relaxation; cognitive strategies such as self-
instruction or attentional switching;
behavioral strategies such as increasing or
decreasing activity; sensory strategies such
as listening to music (Breier & Strauss,
1983; Tarrier, 1992).

Unfortunately, coping skills enhance-
ment rarely goes beyond “do you listen to
headphones when the voices are bad?” We
can do so much more than this. On initial
discussion, a useful starting point begins by
asking what coping skills a person has
attempted to utilize in the past and to what
effect. Next comes ranking strategies in
order of effectiveness and troubleshooting
for roadblocks, and considering whether
existing strategies can be refined, or
whether new ones might be added. Then
perhaps the most crucial part of the process
is to make a plan, have the person carry it
out, get feedback, and adjust. All of us at
one time or another are guilty of having
suggested a strategy for homework and
then never checking in with the person
about it. It is important to remember that
the success is in the feedback and adjust-
ment, not in the prescription. Nelson
(2005) suggests some helpful questions that
may aid in the process (see Box 1).

Chadwick, Birchwood, and Trower
(1996) suggest that the first and most
important step in coping skills enhance-
ment is to congratulate the person on what
a great job they have been doing so far in
surviving the distress incurred by the psy-
chotic experience for so long. Much like in
motivational interviewing (Rollnick &
Miller, 1995), it is important to empower
the person first by affirming their
strengths. Fowler, Garety, and Kuipers
(1995) depict these strategies as those that
help to “self-regulate distressing psychotic
symptomatology” (p. 106). That is, they are
more than just distraction techniques, but
actually important in reducing psychotic
experiences. They stress the importance of
determining the antecedent to the psy-
chotic experience first as a means to select-
ing the most likely effective strategy. For
example, if the person notices that their
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voices are preceded by a failure in a certain
task and a reduction in self-esteem, the
coping strategy offered is going to be dif-
ferent than for those preceded by the sun
going down in the evening and an increase
in anxiety.

The most effective way to utilize coping
skills enhancement in the therapeutic
milieu setting is to have the primary clini-
cian meet with the person individually or
in group for assessment that informs an
action plan. This can then be detailed on a
coping card that the person carries with
them and can be referred to by other milieu
staff throughout the day or night. For
example, “When the voices say really mean
things over and over sometimes it’s
because I'm anxious or stressed. If this hap-
pens I can take my stress ball from the cab-
inet and play with it for a while or listen to
soothing music or talk to a member of staff
about what’s stressing me out.” However, if
this detailed assessment work is not possi-
ble, coping strategies can also be referred to
on an ad hoc basis by all staff throughout
the milieu. For example, “I can see the
voices are pretty bad right now. What do
you think might help: some relaxing music;
the point-look-name-game; or maybe we
could just walk and talk for a bit?” Then
successes should be shared with the rest of
the team, including nonclinical staff,
during team meeting or equivalent.

Relaxation and Sensory Modulation

Most therapeutic milieu settings have
access to materials and staff trained to facil-
itate relaxation and/or sensory modula-
tion. Distressing psychotic experiences
often happen at times of either heightened
or diminished arousal. Deep breathing
techniques, progressive muscle relaxation,
and guided imagery can all be used to
reduce arousal. In addition to anxiety,
other intense emotions can also be a trigger
for psychosis. Putting together a specific
music playlist to lift a person’s mood, help
them relax, or help them be more focused
and energized can all be helpful in dealing
with specific experiences. If a person is
experiencing a particular sensory halluci-
nation, helping them to focus on a different
sensory experience can also be grounding.

Voices

It is important to make the distinction
here between strategies that help patients
cope with voices and those that actually
have the potential to diminish them in
volume or intensity. Many people who
hear voices learn to deal with their voices

by listening to loud music, by answering
back, or shouting profanities. At worst this
serves to make them louder, and at best it
just serves to drown them out. There are a
number of strategies, however, that can
bring immediate improvement in the
voices. This in turn has the effect of
increasing the person’s sense of control,
thereby working to change the belief that
the voices are all powerful, and in turn
breaking the cycle of maintenance (Chad-
wick & Birchwood, 1994). These include
focusing or concentrating on the voices,
subvocal speech, singing, humming, read-
ing aloud or just talking to someone. In
particular, a strategy that combines ele-
ments of these, and can be taught to people
who hear voices as a very simple game, is
described in Box 2. It is often referred to as
“Look-Point-Name.” The practice of these
strategies can be made even more effective
by having the person bring the voices on
first by thinking about particular things
that they commonly say (Fowler & Morley,
1989). In addition, people who hear voices
can find relief from their distress by setting
a particular, limited time of the day when
they are going to interact with the voices.

Delusions

Delusions can be much more diverse
and so it is harder to list specific strategies
that might be helpful to a person without
assessing the details of their belief system
first. Certainly asking particular, interested
questions, using your “natural curiosity”
(Nelson, 2005), can be an intervention in
itself, and all milieu staff can be taught to
do this. Nelson lists specific questions that
might be useful in this situation, stressing
the importance of a neutral tone of voice
(see Box 3). Further to using such ques-
tions, if a person’s belief system includes
elements of paranoia or suspiciousness,
then stress reduction or relaxation (see
above) would be indicated. Staff members
can also help the person pick out an activity
to focus on to reduce their preoccupation
with ruminatory thoughts—for example, “I
can see that you have a lot on your mind
right now, which is causing you distress. Is
there something else you might enjoy
doing to take your mind off it? How about
a game of checkers?”

For the many people who experience
complex beliefs concerning being followed,
having their life interfered with by a partic-
ular agency, "sabotage," or other concerns
of this nature, it can be extremely validat-
ing and empowering to have this experi-
ence conceptualized as a form of "bullying."
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Comments such as, “I am so sorry this is
happening to you”; “This is really not
acceptable”; and “I wish there was some-
thing I could do to stop this, but unfortu-
nately 'm not really important enough in
these circles” can be extremely supportive.
In addition, urging the person not to let the
bullies win, and supporting them to con-
tinue making steps towards achieving their
goals anyway, can be very powerful. Clini-
cians often fear that engaging in the delu-
sional content in this manner serves as col-
luding with it and therefore increases
conviction in delusional beliefs; however,
this assumption has not been borne out in
clinical practice. Instead, these interven-
tions can be strongly therapeutic for facili-
tating recovery.

Negative Symptoms

Over the years negative symptoms of
psychosis have been a source of major dif-
ficulty for staff in therapeutic milieu set-
tings. Traditionally seen as “treatment
resistant” (i.e., persistent in the face of so-
called therapeutic doses of antipsychotic
medication), such symptoms as lack of
energy, lack of motivation, and diminished
affect contribute to the serious mental ill-
ness stereotype: the therapeutic milieu set-
ting with large numbers of people sitting,
staring blankly for the majority of the day.
But we now have studies that support a
cognitive therapy approach for the treat-
ment of negative symptoms too (Grant,
Huh, Perivoliotis, Stolar, & Beck, 2012;
Perivoliotis, Grant, & Beck, in press) and
these are extremely simple for all milieu
staff to carry out.

Activity is the backbone of negative
symptom treatment. According to the cog-
nitive model of negative symptoms, people
with negative symptoms experience dimin-
ished capacity to anticipate pleasure from
previously enjoyed activities, as well as
impaired reward learning when actually
engaged in such activities. Coupled with
the effects of cognitive limitations, aversive
life experiences (e.g., failures in school,
work, relationships), positive symptoms,
and societal messages about schizophrenia
and its prognosis, they come to believe that
it is not worth engaging in productive or
pleasurable activities and that they cannot
enjoy or succeed in anything again (Periv-
oliotis, Grant, & Beck, in press). Support-
ing someone while they engage in activity,
enhancing their enjoyment of it through
praise and reward, and helping them to
notice and build on the enjoyment and suc-
cess they do experience helps to correct
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these maladaptive and recovery-interfering
defeatist beliefs.

Determining an activity that a person
used to like or enjoy, encouraging them to
engage with it again, maybe bringing it to
their bedside or to where they are, and pro-
viding ample praise when there is even a
flicker of a smile or enjoyment. This could
be described as the "cheerleader" interven-
tion. This can be as simple as playing a
game of cards or checkers, watching funny
clips on youtube, listening to music, taking
a walk together. In addition, staff members
can have a person rate their anticipation of
enjoyment or sense of achievement on a 0-
10 scale before and then again after the
activity, with much praise and reinforce-
ment for even one point of difference.

Building upon this work would be activ-
ity monitoring/scheduling, again using rat-
ings for enjoyment and sense of achieve-
ment, as well as closeness to other people.
Many programs have a daily schedule and
are keen for people to engage with it.
Having someone monitor how their mood
and experience changes as a result of differ-
ent items in the program, and modifying
their schedule the following week in order
to capitalize on positive outcomes can be
extremely powerful. Simply helping some-
one to eliminate or minimize unpleasur-
able activities (e.g., getting out of bed,
showering, laundry) and maximize plea-
surable ones (e.g., a favorite group, time in
the gym, a favorite game or conversation
with a particular staff member) in their
daily schedule can also positively impact
negative symptoms. This leads to goal set-
ting, which again fits with the recovery-
driven model that many agencies are now
reorienting their programs to include. Here
the key is assisting the person to break
down every goal (however unrealistic) into
tiny, daily achievable steps, and then
having them celebrate the achievement of
every single step along the way. By doing so
the clinician is investing in a strategy that
the person can continue to utilize postdis-
charge or graduation from the program,
that can also be shared with their next
provider(s) to facilitate continuity of care.

Coping Cards

Although many people have access to
smart technology devices these days, tradi-
tional pen-and-paper coping cards still
have strong value. In many therapeutic
milieu settings phones or other devices
may not be allowed, and in many neigh-
borhoods it may not be prudent to pull out
devices on the street. A simple flash card

with hand-written items on the front and
back can be taken almost anywhere and
used easily to reorient someone during a
time of distressing psychosis. Specific
strategies that have been determined to be
effective in specific moments can be briefly
detailed, providing cues for a particular
cognition, behavior, or technique. In addi-
tion, they help large teams of staff be able
to know the specific interventions relevant
to each individual: any staff member can
simply say, “I can see you are having diffi-
culty with your voices right now. Is there
anything on your coping card (see Box 4)
that I can help you with to feel better?”
Coping cards can also be used for daily
goals, and again facilitate the sharing of
information between staff specific to each
individual in the program.

Conclusion

CT for schizophrenia is an evidence-
based therapy than can be utilized in the
community mental health setting, and not
just by those trained as licensed clinicians.
Many of these strategies you might recog-
nize as classic CT interventions, just
applied in a more specialist way. It is criti-
cal to engage all staff on a milieu to con-
sider how their interactions can impact the
experience of psychosis, and to give them
the tools to contribute to treatment
through brief interventions and interac-
tions. Not only does this facilitate faster
and more lasting recovery for clients, it also
empowers and validates staff, reducing
burnout for those who arguably perform
some of the most valuable roles in the treat-
ment of mental illness in the U.S.

References

Breier, A., & Strauss, J.S. (1983). Self-con-
trol in psychotic disorders. Archives of
General Psychiatry, 40, 1141-1145.

Chadwick, P.D.]., & Birchwood, M.
(1994). The omnipotence of voices: A
cognitive approach to hallucinations.
British Journal of Psychiatry, 164, 190-
201.

Chadwick, P.D.]., Birchwood, M., &
Trower, P. (1996). Cognitive therapy for
delusions, voices and paranoia. Chich-
ester: Wiley.

Fowler, D., Garety, P., and Kuipers, E.
(1995). Cognitive behaviour therapy for
psychosis: Theory and practice. Chich-
ester: Wiley.

Fowler, D., & Morley, S. (1989). The cog-
nitive-behavioural treatment of halluci-
nations and delusions: A preliminary
study. Behavioural Psychotherapy, 17,
267-282.

99



Grant, P.M., Huh, G.A.,, Perivoliotis, D.,
Stolar, N.M., & Beck, A.T. (2012). Ran-
domized trial to evaluatie the efficacy of
cognitive therapy for low-funcionting
patients with schizophrenia. Archives of
General Psychiatry, 69(2), 121-127.

Mueser, K.T., & Glynn, S.M. (2014). Have
the potential benefits of CBT for severe
mental disorders been undersold? World
Psychiatry, 13(3), 253-256.

Nelson, H. (2005). Cognitive behavioral
therapy with schizophrenia: A practice
manual. Cheltenham, UK: Stanley
Thornes Ltd.

Perivoliotis, D., Grant, P.M., & Beck, A.T.
(in press). Recovery oriented cognitive
therapy for schizophrenia: A treatment
manual. New York: Guilford.

Pilling, S., Bebbington, P., Kuipers, E.,
Garety, P, Geddes, J., Orbach, G., &
Morgan, C. (2002). Psychological treat-
ments in schizophrenia: I. Meta-analysis
of family intervention and cognitive
behaviour therapy. Psychological Medi-
cine, 32(5), 763-782.

Riggs, S.E., Stirman, S.W., & Beck, A.T.
(2012). Training community mental
health agencies in cognitive therapy for
schizophrenia. the Behavior Therapist,
35(2), 34-39.

Rollnick, S., & Miller, W.R. (1995). What
is Motivational Interviewing? Behav-
ioural and Cognitive Psychotherapy,
23(4), 325-334.

Tarrier, N. (1992). Management and
modification of residual positive psy-
chotic symptoms. In M. Birchwood & N.
Tarrier (Eds.), Innovations in the psycho-
logical management of schizophrenia.
Chichester: Wiley.

Correspondence to Sally E. Riggs,
Adult Outpatient Department, Kings
County Hospital Center, 451 Clarkson
Ave., Brooklyn, NY 11203;
sallyeriggs@gmail.com

100

Box 1

Questions for Coping Skills Enhancement

¢ Do you do anything when you feel like this? ... or hear the voice?

e Is it worse in some places than others?

¢ Have you ever noticed anything special that helps at all when that happens?
¢ In what way does it make you feel better?

* Do you use it every time, or do you forget sometimes?

e Would it be helpful if you were to use it more often?

Note. Based on the principles of Nelson (2005), Cognitive behavioral therapy
with schizophrenia: A practice manual. Cheltenham, UK: Stanley Thornes Ltd.

Box 2

Look-Point-Name Strategy for Voices

» Rate the loudness of the voices (0-10)

¢ Look at an object, point to it and name it out loud
* Keep going until you run out of objects

* Rate the loudness of the voices again (0-10)

Box 3

Questions to Ask When Talking With Someone About
Their Delusional Beliefs

e Use your natural curiosity
o What happened?
o What lets you know that people are talking about you?
o Have you any idea what they are saying about you?
o How could you tell...?
¢ Importance of neutral tone of voice

Note. Based on the principles of Nelson (2005), Cognitive behavioral therapy
with schizophrenia: A practice manual. Cheltenham, UK: Stanley Thornes Ltd.

Box 4

Sample Coping Card

When the voices are really bad | can:

1. Check my emotion and my thoughts to see what made them start

2. Do point-look-name

3. Remind myself that the voices don’t know what they are talking about,
“they are only 10% wise”

4. If I'm feeling stressed my soothing activities are:
a. Drawing and art
b. Writing in my journal
c. Listening to music from the 80s
d. Reading about animals on the internet

the Behavior Therapist



PROFESSIONAL & LEGISLATIVE ISSUES

Professional Challenges Facing African
American Psychologists: The Presence and
Impact of Racial Microaggressions

Ryan C.T. Delapp and Monnica T. Williams, University of Louisville

RACIAL DISCRIMINATION HAS EVOLVED
to occur on a continuum ranging from
constant yet covert experiences to very
explicit and blatant hate crimes and
assaults (Williams et al., 2014). Researchers
argue that a modern form of racial mis-
treatment, termed racial microaggressions,
is more subtle, frequent, and can include
daily racial slights or insults directed
towards racial minorities (Torres, Driscoll,
& Burrow, 2010). Such mistreatment can
be detected in nonverbal or verbal expres-
sion, can seem unintentional or inten-
tional, and appear vague or specific,
thereby generating a variety of experiences
that place the responsibility on the racial
minority to decipher whether a given expe-
rience was racially motivated or not
(Torres et al., 2010). Within these interac-
tions, there is variability regarding one’s
awareness of racial microaggressions as
influenced by the individual’s level of racial
consciousness (Constantine & Sue, 2007;
Helms, 1984). There are commonly three
categories of such experiences: microas-
saults, microinsults, and microinvalida-
tions. This paper will focus on the latter
two categories (Sue et al., 2007).
Microinsults are subtle messages that
demean and debase the racial heritage or
identity of minorities. Such racial microag-
gressions can include a peer/colleague
expressing skepticism regarding an African
American’s qualification for a prestigious
position or their ability to obtain a
renowned achievement (e.g., lighthearted
jokes, making sure they are aware of less
prestigious positions), which may uninten-
tionally or intentionally communicate that
African Americans only qualify for presti-
gious positions or awards through affirma-
tive action or quota-based programs
(Williams, Gooden, & Davis, 2012). Simi-
larly, microinsults can be committed non-

verbally by students, peers, colleagues, and
supervisors. For example, a supervisor may
frequently appear distracted when a Black!
colleague is talking in a meeting or unin-
tentionally appear to discredit their contri-
butions to the meeting topic, which may
communicate that the intellectual contri-
butions of the racial minority are not
important or valued (Sue et al., 2007).
Additionally, microinsults can include the
unintentional endorsement of both posi-
tive and negative stereotypes. For example,
a peer may interact with a Black male
exclusively to discuss recent sporting
events. Within an academic environment,
limitation of conversational content to
sports may reinforce the idea the Black
male solely possesses expertise in sports,
despite having rich and varied domains of
intellectual ability and interest. Moreover,
this example becomes more nuanced if the
Black male is not personally interested in
sports, but must appear knowledgeable
about sports to preserve the vitality of his
social interactions with his non-Black col-
leagues. Importantly, this example demon-
strates that (a) microaggressions do not
necessarily encompass malicious intent
towards racial minorities, and (b) seem-
ingly innocent attempts to socially interact
inadvertently incite unwanted social pres-
sure.

Similar to microinsults, microinvalida-
tions are covert messages that may result in
the unconscious mistreatment of racial
minorities. Sue and colleagues (2007)
define this category of racial microaggres-
sions as messages that “exclude, negate, or
nullify the psychological feelings, or experi-
ential reality of people of color" (p. 274).
Commonly, microinvalidations include
statements and/or broad social interactions
that minimize the importance of one’s
racial/ethnic heritage. For example, though

IThe word Black is sometimes used interchangeably with the word African American. Use of the
ethnic identifier African American is specific to Black people raised in America while Black is an all-

inclusive word used to refer to people of African ancestry worldwide. The word White is used to indi-

cate the European American ethnoracial group in America (Williams et al., 2012).
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the apparent goal of statements such as “I
don’t see race or color when I talk to you” is
to communicate acceptance and inclusion,
such statements also have an underlying
message that the racial minority’s accep-
tance and inclusion is in spite of their phys-
ical appearance or racial/cultural experi-
ences. Such statements devalue the
minority’s racial/ethnic heritage. Another
example of microinvalidations can include
the dismissal of a racial minority’s belief
that negative or uncomfortable life events
may have resulted from racism (e.g., “Let’s
hope you weren’t treated that way due to
racism”). Extant literature has demon-
strated that there are social costs for
making causal attributions to discrimina-
tion, which include being rated less like-
able, viewed as a complainer, and viewed as
attempting to avoid personal responsibility
(Garcia, Reser, Amo, Redersdorff, &
Branscombe, 2005; Stangor, Swim, Van
Allen, & Sechrist, 2002). Therefore, racial
minorities must attempt to resolve disso-
nance between their personal reality of
encountering race-based stressors and
microinvalidations which communicate
racism is not a valid explanation for their
experiences.

Microaggressions in Academia/
Professional Settings

In an attempt to illustrate the impact of
racial microaggressions on the daily experi-
ences of Black psychologists in academia
and other professional settings, we will uti-
lize a conceptual model that is inspired by
the stress-coping literature (Torres et al.,
2010). Broadly, the model conceptualizes
racial microaggression as a potentially
stressful life event commonly experienced
by Black psychologists which requires
ongoing cognitive appraisal and coping to
manage cognitive, emotional, environ-
mental, and physiological consequences
associated with such experiences. Accord-
ing to Folkman, Lazarus, Dunkel-Schetter,
Delongis, and Gruen (1986), when nega-
tive life events are encountered, an individ-
ual engages in cognitive appraisal, which
entails a determination of the potential
threat and overall impact the life event can
have to an individual’s well-being. The
individual engages in a primary appraisal
(or the rating of how affecting or meaning-
ful the event is) and a secondary appraisal
(or the contemplation of the availability of
resources to assuage the potential impacts
of the stressor). For Black psychologists,
there are a number of potentially stressful
events within professional settings, such as

101



time management of various responsibili-
ties spanning teaching, mentorship, clini-
cal supervision, or publishing. However,
microaggressions generate an added stress
that minorities are required to manage.
Extant literature has demonstrated that
racial discrimination (which subsumes
racial microaggression) is predictive of
negative health outcomes beyond solely
accounting for perceived life stress,
thereby demonstrating the unique source
of stress that racial microaggressions can
have on Black psychologists (Clark et al.,
1999; Pieterse, Todd, Neville, & Carter,
2012; Torres et al.,, 2010). As such, the
amalgamation of the already taxing
demands of one’s professional setting with
the race-based stress of microaggressions
engenders a distinct experience for the
Black psychologist.

Race-based stress may involve interac-
tions with superiors, colleagues, adminis-
trative staff, and students (Pittman, 2010,
2012; Torres et al., 2010). Several studies
investigating such experiences in graduate
students and faculty have captured an
array of racial microaggressions com-
monly encountered in this environment.
Torres and colleagues assessed the experi-
ences of Black individuals who had
obtained or were in the process of obtain-
ing a degree in various disciplines (i.e.,
physical sciences, health sciences, social
sciences, arts, and humanities) and found
three primary themes descriptive of their
encounters with racial microaggressions.
First, the theme of “assumptions of crimi-
nality/second-class citizen” described
race-based negative experiences in which a
Black individual was confronted as if
he/she were doing something illegal or
treated in a demeaning fashion. For exam-
ple, a professor in this study reported that
a distinct obstacle in the academic envi-
ronment is “getting past peoples’ expecta-
tions and perceptions of what it is to be a
young Black man. .. . Once while working
towards my master's I was told by a
woman that worked at the university that I
should not shave my head because I looked
like a criminal and looked like other Black
people” (Torres et al., p. 1085). This man’s
statement is characteristic of a microinval-
idation in that it communicates there is
something wrong with resembling other
African Americans; it conveys that the
standards of an academic setting require
the abandonment of one’s racial/ethnic
heritage (e.g., African style of dress) to
belong and be respected. Potentially more
concerning is that this statement also
labels Black men with shaved heads as
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criminal, communicating that if this Black
scholar were to wear such a hair style, then
he looks like a “thug.” As a result of such
messages, Black scholars may become
hypervigilant of their image, which can
come in the form of monitoring their style
of speech, emotional expression, and style
of dress. For example, a Black male scholar
reported that he is “very cognizant” of how
others may perceive him and attempts to
avoid confirming pathological stereotypes
often associated with being a Black male
(Constantine, Smith, Redington, &
Owens, 2008). Specifically, he acknowl-
edges that by simply being a Black male, he
“may be intimidating to some people,”
which translates into combating such per-
ceptions by “dress[ing] in a certain way”
and not saying “anything grammatically
incorrect or anything that might perpetu-
ate stereotypes about Black people” (Con-
stantine et al., 2008, p. 353).

Additionally, a commonly endorsed
microaggression included interactions
that communicated an “underestimation
of personal ability”—the encountering of
messages regarding how others perceive a
person’s ability or capacity to succeed in a
professional setting. This type of microag-
gression can be in the form of a microin-
sult or microinvalidation (e.g., feeling as if
others in your department do not value
your scholarly work, especially when it
focuses on race/ethnic/gender issues; Con-
stantine et al., 2008), and can foster a moti-
vation to constantly prove one’s ability.
For example, a Black graduate student
explained, “most of the time, I get the feel-
ing that others do not feel that I belong.
That the only reason I am there is to fill a
quota. I have overheard comments about
the concern for my lack of ability to per-
form as others. This is nothing new. When
I finish this degree and get in the real world
this mess will continue to exist” (Torres et
al., 2010, p. 1085). This illustrates that
racial microaggressions are a common and
expected obstacle to be overcome as an
individual continues to grow in their
career.

Along these lines, Constantine et al.
(2008) found a similar theme among
African American scholars, which she
described as “Alternating Feelings of Invis-
ibility/Marginalization and Hypervisibil-
ity.” Specifically, these participants per-
ceived that they were invisible to the
members of their department until cul-
tural matters became a department prior-
ity (e.g., multicultural requirements for
accreditations, minority recruitment). For
example, Black faculty and students often

become hypervisible when there is a need
for someone to serve on race-related com-
mittees, to lead race/culture-related
classes, and to attend race-related meet-
ings. On the surface, the expectation for
African American scholars to fulfill such
responsibilities seems intuitive, especially
if race or culture-related topics are a focus
of their scholarly work. However, the dis-
proportionate expectation for these indi-
viduals to fulfill these roles in addition to
the typical demands of their academic
work, can communicate that Black psy-
chologists are solely valued as experts on
“all things Black” (Pittman, 2012). Collec-
tively, these findings describe that African
American scholars can be confronted with
contradictory messages that question,
demean, and devalue their intellectual
ability until moments where their expertise
as a member of the Black community is a
high priority. Such experiences can con-
tribute to a sense of not belonging, isola-
tion, and poor support.

Aside from comments inciting feelings
of isolation or not belonging, there are
often contextual dynamics (e.g., few
African Americans in various professional
settings) that also bolster a sense of cul-
tural/racial isolation. For instance, a Black
scholar reported that, “By being [one of]
only a few of the minority or Black stu-
dents in my program, I have had increas-
ing paranoia over the years about people’s
perceptions of my academic performance.
My anxiety and stress levels have hindered
my performance in classes and in my
research production” (Torres et al., 2010,
p. 1086). This statement highlights how
being a visible minority in a professional
setting can create an added pressure to
perform, which can come at the expense of
one’s emotional well-being. Moreover,
aside from being the only “one” of your
race or ethnicity within a department,
institution, or even in the classroom, the
theme of cultural/racial isolation can be
exacerbated when Black scholars perceive
that the racially homogeneous academic
environment is unwelcoming or excludes
their racial/ethnic heritage (Pittman,
2012).

Additionally, Black members of acade-
mia, especially faculty —members,
encounter racial microaggressions from
their students; this experience has been
tied to amplified emotional management
demands (Harlow, 2003) both within the
classroom and outside it. Black professors
are also rated lower on student evaluations
compared to White faculty, rated as less
intelligent relative to White faculty, and
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encounter a lack of respect from White
students (Dipietro & Faye, 2005; Hamer-
mesh & Parker, 2005; Rubin, 2001). In a
recent article published in the New York
Times, Dr. Carolotta Berry (2014), an
African American professor, explained
that “in class, I have my derivations ques-
tioned, lectures critiqued, grading
regarded as too harsh or unfair and my
expectations dismissed as too high or diffi-
cult.” Moreover, she noted that, “I once
had a student who would review notes
with me that he had taken on my lecture,
then offered tips on how I could improve.”
Her students’ actions blatantly communi-
cated she was not qualified to lead the
course despite her doctoral-level training
and 6 years of experience. Altogether,
these accounts from qualitative research
provide an illustration of race-based stres-
sors that Black scholars may encounter
within the academy. It should be noted
that the summary of these experiences are
not deemed universally applicable to all
scholars, but should be considered a sam-
pling of how such experiences can gener-
ate an added stress or even barriers for
Black scholars.

Another professional setting where
African American psychologists may
encounter racial microaggressions is
within clinical practice. As a racial minor-
ity in the field of psychology, the odds of
working with non-Black clients are rela-
tively high; however, the majority of stud-
ies have only examined the presence of
racial microaggressions within White ther-
apist-Black client dyads (Bronstein, 1986;
Comas-Diaz & Jacobsen, 1995; Jones &
Seagull, 1977). Comas-Diaz and Jacobsen
uniquely brought to light the power rever-
sal seen in Black therapist-White client
dyads in that the relationship is incongru-
ent to the historical racial divisions of class
and power in Western society. As a result,
a Black therapist may encounter client
mistrust, racial guilt or shame, hypercriti-
cal interactions (e.g., overemphasizing
therapist mistakes), and even have their
competency questioned by a non-Black
client (Comas-Diaz & Jacobsen). Among
the few studies describing how such race-
based stressors might impact Black thera-
pists, Kelly and Greene (2010) unearth
microaggressions that may be unique to
female African American therapists. The
authors describe that clients might endorse
gender-specific stereotypes, such as per-
ceiving Black female therapists as charac-
teristically nurturing and maternal (i.e.,
the “Mammy” stereotype), overly sexual
and seductive (i.e., the “Jezebel” stereo-
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type), or easily angered (i.e., the “Angry
Black Woman/Sapphire” stereotype). The
authors broadly explain how a client’s
endorsement of these stereotypes can
result in subtle behaviors (e.g., seductive
statements directed towards the therapist;
client avoiding confrontation in therapy
due to fear of therapist’s excessive anger)
that jeopardize rapport building and over-
all progression toward treatment goals.

Besides interactions with non-Black
clients, Black therapists may also experi-
ence racial microaggressions when engag-
ing in clinical supervision. Specifically,
Constantine and Sue (2007) surveyed the
experiences of Black supervisees and
found several broad themes of microag-
gressions encountered within the supervi-
sor-supervisee relationship. Such themes
included  microaggressions  directed
towards Black clients during the supervi-
sion period (i.e., communicating stereo-
typic assumptions about minority clients;
heavily emphasizing clinical deficits rather
than acknowledging clinical strengths;
blaming the clients for their unfortunate
circumstances that are rooted in oppres-
sion). For example, a Black supervisee
recalled that her European American
supervisor stated, “You shouldn’t expect a
lot of African American clients to be in
touch with their feelings and do some real
intrapsychic work. Sometimes you have to
be more directive and problem-focused in
dealing with Black people” (Constantine &
Sue, p. 146). Also, racial microaggressions
were directed towards the Black supervisee
in the form of exhibiting stereotypic
assumptions about the supervisee, such as
making statements like “Don’t be late for
supervision” and noting that “I don’t want
[Black people’s different time orientation]
to turn into some kind of cultural thing”
(Constantine & Sue, p. 146). Altogether,
these statements illustrate how stereotypes
about Black culture distort the quality of
supervision as well as influence the rapport
within supervisor-supervisee relationship.
Such racial microaggressions resulted in
feelings of frustration, anger, and occa-
sionally led to the Black supervisees avoid-
ing discussions of their Black clients as well
as broader discussions of racial-cultural
issues.

In summary, racial microaggression
can impact Black psychologists across
diverse professional settings, which most
notably includes the academic and clinical
arenas. In many of these encounters, it is
often unclear that these experiences are
attributable to racial biases, which requires
the scholar to determine the most realistic

cause of their experience. Such ambiguity
can result in an array of emotional
responses and contribute to stress within
the academic environment. For example,
Torres et al. (2010) found that racial
microaggressions experienced in the acad-
emic setting were positively related to
future perceived stress, which subse-
quently predicted depressive symptoms a
year later. Also, Black psychologists may
feel an added pressure to prove compe-
tence and experience anger, resentment,
and anxiety following exposure to racial
microaggressions (Comas-Dias & Jacob-
sen, 1995). More broadly, a preponderance
ofliterature has conveyed that the severity,
temporality, and chronicity of exposure to
discrimination are associated with poor
physical and psychological health out-
comes across both genders and diverse
ethnic groups (Pascoe & Richman, 2009).
In particular, evidence supports the harm-
ful effects of discrimination across a multi-
tude of mental health outcomes (e.g.,
depression, anxiety, psychological distress,
well-being; Clark et al., 1999; Paradies,
2006; Soto et al., 2011; Williams et al,,
2003). Given its potentially harmful
effects, it is imperative that Black psychol-
ogists are equipped with resources to
manage the onset and emotional responses
related to racial microaggressions.

Coping With Microaggressions
in Academia

When confronted with stressful situa-
tions, an individual’s emotional responses
are often the impetus that initiates the
coping process (i.e., the selection and
implementation of coping strategies).
When coping with racial microaggres-
sions, the perceived availability and suit-
ability of coping resources in one’s envi-
ronment can influence the overall
appraisal of the event and the general per-
ception of life stress (Clark et al., 1999;
Lazarus & Folkman, 1984), which high-
lights the importance of having knowledge
of accessible resources when confronted by
race-based stress.

Torres and colleagues (2010) found
that the relationship between racial
microaggressions (i.e., the underestima-
tion of personal ability) and perceived
stress a year later was moderated by coping
style. Although Torres and colleagues did
not assess the specific coping strategies uti-
lized to manage the stress associated with
racial microaggressions, their findings
suggest that certain coping strategies can
serve as a buffer against racially stressful
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events. As such, we provide a brief sum-
mary of the coping strategies implemented
by African American psychologists to
address race-based stress in academia.
However, it is important to acknowledge
that no singular coping strategy is thought
to be universally effective for all African
American scholars, nor is a sole strategy
effective across all possible academic situa-
tions. To effectively navigate racial
microaggressions in academia, one must
consider individual goals, desired out-
comes, available coping resources, and spe-
cific demands of the situation (Folkman &
Moskowitz, 2004).

In terms of coping with microaggres-
sions at one’s academic institution or
department, ethnic minority female faculty
members provide several coping options
intended to overcome an unsupportive and
unfriendly environment within the depart-
ment/institution (Thomas & Hollenhead,
2001). For instance, a faculty member
described how exhausting and self-defeat-
ing such an environment can be and noted
that she has observed "talented" scholars
begin doubting their abilities. In turn, she
recommended that Black scholars establish
a social network (either within or beyond
one’s academic environment) that will
allow them look objectively at their own
work and provide a safe place for the per-
sonal reflection regarding one’s talents and
overall experiences. Moreover, she sug-
gested that scholars utilize this social net-
work “to tell [their] horror stories to one
another so [they are] not afraid that it really
is [their] problem” (Thomas & Hollen-
head, 2001, p.171). In other words, seeking
social support can become a source of
objective feedback and validation to
combat experiences within an unsupport-
ive environment (Constantine et al., 2008).
Black psychologists struggle with securing
effective and supportive mentorship (Con-
stantine et al., 2008), but the participants in
the Thomas and Hollenhead study alluded
to the “creative strategies” that African
American students, faculty members, and
even therapists must employ in order to
manufacture the mentorship needed to
pursue personal career goals and cope with
the stress resulting from microaggressions.
Specifically, it is recommended that Black
psychologists seek mentorship from others
outside of one’s department, institution, or
even beyond one’s professional setting as
needed. In summary, establishing a social
network can provide an emotional outlet,
validation and support, and mentorship in
pursuit of career goals. Additional strate-
gies include religious coping (e.g., prayer,
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church group), avoidance of perpetrators
of racial microaggressions, and “choosing
one’s battles carefully” (e.g., selectively
determining when to confront race-based
stressors; Constantine et al., 2008).

Regarding coping with microaggres-
sions in the classroom, Pittman (2010) uti-
lized the responses from 16 African Amer-
ican, award-winning faculty to describe
potential strategies for managing exposure
to racial microaggression from students.
Specifically, many of these Black scholars
endorsed contemplating whether a stu-
dent’s openly expressed racial biases could
be redirected into a positive teaching
opportunity. This approach minimizes the
one-on-one confrontation between the
instructor-student and instead conveys a
broader message about the implications of
racial assumptions as it may relate to the
course’s material. Along these lines, these
scholars generally supported the impor-
tance of providing students (especially
those who exhibit racial biases towards
stigmatized groups) with a safe space to
challenge and encounter experiences that
disconfirm their preconceived notions
about African Americans. A specific strat-
egy for facilitating a safe space is to utilize
nonreactive questioning: for example,
“Why do you believe that?” or “What
enables you to know this about that person
or group?” (Pittman, 2010). A similar rec-
ommendation was made for coping with
racial microaggressions in a clinical setting.
Particularly, Kelly and Greene (2010) note
that the therapist should be sensitive to the
emergence of racial microaggressions
within the therapist-client relationship
and, when deemed vital to the client’s treat-
ment goals, the authors recommend
exploring the client’s racial assumptions of
the therapists and setting boundaries when
appropriate (e.g., in response to a male
client’s seductive advances towards a Black
therapist).

Finally, Pittman (2010) found that
African American faculty members coped
with microaggressions in the classroom by
using both assertive actions to establish
authority and through the use of anticipa-
tory actions (e.g., discussing expectations
for classroom discussions about race; pre-
senting educational credentials at begin-
ning of semester to challenge assumptions
of not being qualified). Such coping strate-
gies offer options for addressing the inap-
propriateness of classroom microaggres-
sions without singling out the racial biases
at the foundation of the racially microag-
gressive behavior (Pittman, 2010).

Conclusion

Racism in the form of racial microag-
gressions is commonplace and African
American psychologists must navigate
these experiences in nearly all professional
domains. Such experiences are inherently
stressful and anxiety producing and can
lead to discouragement and feelings of iso-
lation. The negative sequela of such events
can be mitigated with proactive coping and
judicious handling of select experiences.
Nonetheless, additional energies are
required to manage the problems that
result from pervasive stereotypical beliefs
about African Americans and their fitness
as scholars and professionals. We need a
cultural shift within our own ranks to cele-
brate African American scholars, not only
as worthy fellow psychologists, but as fight-
ers, survivors, and victors in the war against
racism.
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Introducing . . .

Where did you grow up?

I was born and raised in Camden, New
Jersey, and have lived in New Jersey my
entire life. My family moved to Lawnside,
New Jersey, when I was in my late teens
since this was the hometown where my
father grew up. Lawnside has a long and
rich African American history. The current
name of Lawnside was coined in 1907
when the Pennsylvania and Reading Rail-
road built a station stop there.

What led you on the path of planning
meetings/events?

I fell into this industry while working for
Penn Mutual Life Insurance Company. I
had the opportunity to learn about meeting
and event planning when a position
became available in the Marketing &
Advertising Department. We did incentive
trips for insurance agents and senior lead-
ership. When my direct supervisor was
preparing to retire, I was given the oppor-
tunity to take on the meeting planning por-
tion of his job. He was a wonderful mentor
who took the time to teach me the art of
planning and executing incentive meetings
which included contract negotiations, food
and beverage, etc. I truly believe it was a
very valuable foundation that fueled my
desire for meeting, trade show, and event
management. The profession has evolved
over the years, and now there are many
hospitality, hotel and meeting manage-
ment courses/degrees offered today.

Can you tell us any high points of
your career so far?

My career includes working for the
National Association for Recording Mer-
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chandisers (now Music Business Associa-
tion), the American Association for Cancer
Research and the Juvenile Products Manu-
factures Association, just to name a few. I
have been blessed to travel to most of the 50
states as well as international travel. Never
in my wildest dreams did I ever think I
would plan meetings and conferences in
Amsterdam, Hong Kong, India, Israel, and
Singapore. I led a team of my colleagues to
plan a Rally for Medical Research in Wash-
ington, DC, for 10,000 attendees, and cred-
ited for many successful conventions in
San Francisco, San Diego, Orlando, Wash-
ington, DC, Denver, and Chicago. I have
planned conventions that included con-
certs by Phil Collins, Liza Minnelli, Seal,
Rod Stewart, Dionne Warwick, N’Sync,
KD Lang, Mandy Patinkin and many more.
I worked for some amazing associations
whose members inspire me to do better in
my personal endeavors.

How to you measure the success
of an event?

It depends on the event. Achieving the
goals of the association, increasing atten-
dances, presenting first-class educational
content, no major mishaps at the venue, an
overall high approval rating for the atten-
dees.

What other interests do you have?

I love to read, work in the garden/yard,
cook, go to the movies, and spend time
with family and friends.

What inspires and/or motivates you?

People inspire me. Spending time at the
beach/near water. I normally vacation with

Linda M. Still, CMP, Director of Education
and Meeting Services, to the ABCT Central Office

my extended family in Ocean City, New
Jersey, every summer. This is where I re-
energize and center myself.

What do you love most about
planning an event?

I love creating a new experience for atten-
dees. I love making people feel at home,
make their experience easy and enjoyable. I
love the element of surprise in the everyday
event. If I can make the experience memo-
rable, then I have achieved success. I also
love collaborating with some amazing
people throughout the planning process.

Do you have a secret skill?

Yes, but if I told you then it wouldn’t be a
secret any longer.

What's up with all the flowers in
your office?

I have been in this industry for many years,
and have made so many lasting friendships
and partnerships with peers and vendor
partners. I am overwhelmed with the out-
pouring on notes, flowers, and calls I
received after joining ABCT. Meeting
Management/Hospitality is a close com-
munity and we celebrate and support each
other. I guess these flowers are my visible
blessings.

Is there anything else we should
know about you?

I love music, all genres. I also have a thing
for Denzel Washington. Perhaps now that I
am working at ABCT I should talk with
someone. Hahaha!!!! m
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OBITUARY

CYRIL M. FRANKS, PH.D., DIED ON MONDAY,
February 23, in Bloomington, Indiana. He
was 91. Born in Neath, Wales, United
Kingdom, Cyril completed his Ph.D. in
Psychology at London University where
his mentor and friend was the renowned
Hans Eysenck at the Institute of Psychiatry.
He then emigrated to the United States,
living in Princeton, New Jersey, for 52 years
before moving to Bloomington. From the
late 1960s until his retirement in 1991 Cyril
was a faculty member at Rutgers University
and the Graduate School of Applied and
Professional Psychology where he was not
only active in both the Ph.D. and Psy.D.
programs, but also served as Director of the
Psychological Clinic. On the occasion of
his retirement he established the annual
Cyril M. Franks Award for Outstanding
Psy.D. Dissertation. Cyril also served as
program chairperson of the New Jersey
Psychological Association and of the
Pavlovian Society of North America. He
was a Fellow in both the American Psycho-
logical Association and the British Psycho-
logical Society.

It would be difficult indeed to overstate
the seminal and enduring influence Cyril
had on the development of the field of
behavior therapy. Cyril was a founding
member and the first president of our orga-
nization that was originally established in
1966 under the name Association for
Advancement of Behavioral Therapies
(AABT). He also founded the organiza-
tion's flagship journal Behavior Therapy
and was the first editor of the AABT
Newsletter. It is a little known fact that in
choosing the original title of AABT, Cyril
had as his model the British Association for
the Advancement of Science. In short order
Cyril then altered the title to the “Associa-
tion for the Advancement of Behavior
Therapy” in response to an article he
accepted for publication in the Newsletter
in 1967 (see History, ABCT website). Yet in
1969, in the Preface to his landmark edited
volume Behavior Therapy: Appraisal and
Status, Cyril voiced his misgivings over
abandoning the plural form. With trade-
mark eloquence Cyril wrote that “T am still
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Cyril M. Franks, Ph.D.

G. Terence Wilson, Rutgers University

not certain whether the use of the singular
is justified since it assumes a unified body
of knowledge and an underlying concep-
tual harmony which may be more in the
nature of wishful thinking than an
obtained objective at this time.” Of course
in 2005 another name change reclaimed
the plural and added the cognitive.

Cyril was the author and editor of sev-
eral hundred articles, book chapters, and
professional texts. In addition to editing
Behavior Therapy, he was also editor of
Child and Family Behavior Therapy. He
was prolific and very influential through
his various publications. His 1969 edited
volume, Behavior Therapy: Appraisal and
Status, was a classic—massively important
at the time. From 1973 to 1988 Cyril was
the senior editor of the Annual Review of
Behavior Therapy: Theory and Practice.
was fortunate to be a co-editor in the series.
It was Cyril’s good sense to understand that
an edited volume, reprinting key journal
articles with accompanying critical com-
mentary, would greatly assist the dissemi-
nation of behavior therapy in those early
days when access to the journals was lim-
ited in many countries outside of the U.S.
and UK. It was Cyril’s custom, drawing
upon his rich history of scholarship, to pre-
cede the preface in each volume with a
pithy quotation about the nature of science.
One of his favorites appears in Volume 4,
1976, from Sir William Osler: “To the
[practitioner] particularly, a scientific dis-
cipline is an incalculable gift, which leavens
his whole life, giving exactness to habits of
thought and tempering the mind with that
judicious faculty of distrust which can
alone, amid the uncertainties of practice,
make him wise. ...”

No remembrance of Cyril could possi-
bly be complete without celebrating his
sense of humor—a quintessential British
one. Cyril was a “character,” replete with
some engaging idiosyncracies. In a recent
exchange of emails among past-presidents
of our organization, it was both striking
and moving to read how the many anec-
dotes and personal memories of Cyril
fondly featured his infectious sense of

humor and occasional offbeat action. Cyril
influenced the field in so many ways,
including his vision of the future, his
encouragement of students and junior col-
leagues, and his shrewd appreciation of
talent and fellow professionals. His 1969
edited volume, noted above, is a case in
point. The list of authors of the various
chapters was a timely and extraordinary
collection of the best talent the field had to
offer.

As cognitive behavior therapy is “thriv-
ing” as an ever-expanding and evidence-
based intervention around the world, it is
all too easy to forget the original contribu-
tions of Cyril and his fellow pioneers.
Those founding figures encountered objec-
tions, rejection, and hostility. Yet they per-
severed, inspired subsequent generations,
and helped lay the foundations for chang-
ing the world of mental health and its treat-
ment. In 2016 in New York, ABCT will cel-
ebrate its 50th anniversary. It will be a
fitting occasion to remember Cyril and
honor his remarkable vision and numerous
accomplishments.

Cyril is survived by his wife Violet, a
distinguished clinical psychologist in her
own right; his son Steven, his wife Karen
and their children Julia of Coral Gables,
Florida, Elisabeth, of Edinburgh, Scotland,
and David of Bloomington; and his daugh-
ter Sharrin Franks Vernall and her two
children Brendon Liam Miles and Emily
Sage Vernall of Auckland, New Zealand.
Donations may be made in his memory to
the American Psychological Foundation,
750 First Street NE, Washington, DC
20002, or online at www.apaa.org/APF for
the Cyril and Violet Franks research fund
for stigma in mental illness.

Correspondence to G. Terence Wilson,
Ph.D., Oscar K. Buros Professor of Psy-
chology Graduate School of Applied and
Professional Psychology, Rutgers —The
State University of New Jersey;
tewilson@rci.rutgers.edu
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@ ABCT | Welcome, Newest Members!

Full Members
Tajudeen Abiola
Maria Celeste Airaldi
Moujan
Suzanne Allen
Robert W. Anderson
Bryan Batien
Karen Bearss
Dorrie Bernstein
Andrea Busby
Martha Capreol
Robin L. Carosella
Stacia Casillo
Michael Paul Collins
Bruce Compas
Mary Beth Connolly
Gibbons
Lee D. Cooper
Anna Czipri
Brian Daly
Daniel David
Clara Doctolero
Anne Michelle Donnelly
Amber N. Douglas
Michelle Drapkin
Jennifer Duffecy
Christine Bowman
Edmondson
Janet Isabel Harding-
Curley
Judith Harrison
Rachel Christine
Hoffman
Margo A. Jackson
Keith Klostermann
Michelle Lim
Andrew Littlefield
Susan Longley
Rosemarie Manfredi
Gayla Margolin
Nadine Rachel Mastroleo
Katie D. McCabe
Justin Robert Misurell
Meghan Morean
William L. Mulligan
Laura Kay Murray
Ashley Niemeyer
Michelle Otelsberg
Stacee Paley
Roselyn Peterson
Suzanne Pineles
Katherine Pruzan
Sanjay Rao
Vanessa Handsel
Roddenberry
Brad Rosenfield
Brian Rutland
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Carolyn Saligman
Matthew Schrock
Ryan N. Sharma
C. Richard Spates
Marc L. Steinberg
Carole Campbell
Swiecicki
Sarah Trosper Olivo
Dorothy Uhrlass
Jude M. Uy
Barbara Van Noppen
Timothy Verduin
Kathryn Waggoner
Mariann Weierich
Jeff Willems
John Pasquale
Williams Jr.
Andrea Lynn Wolloff
Kate Young

New Professional

Members

Danielle Arigo

Bridgette Atallah

Melissa Conway

Rick Anthony Cruz

Bradford Czochara

Sylvia Maria Davidson

Hilary Erin Dingfelder

Benjamin Gottosman

Jennifer Susan Harris

Susan Haverty

John Paul Paul Jameson

Jung Eun Kim

Megan Davis Kumming

Allison K. Labbe

Ovsanna Leyfer

Denise Martz

Jessica Masty

Claudia Maria
McCausland

Elizabeth McIngvale-
Cegelski

Connie Moody

Elisha Parkhill

Alison Pullman

Sarah Racine

Claudia A Ranaldo

Alison Steinhauser

Katherine Louise Thorpe
Blaha

Lindsay Rae Trent

Rachel E. Wiley

Breanna Winder-Patel

Judy Wong

Postbaccalaureate
Members

Jenna Lynn Ashman
Eliana Butler

Cyrus Chi

Adam Chuong

Rivka Cohen

Jessica Flores

Aaron Gubi

Sydney Katherine Heiss
Stephanie Johnson
Elizabeth Kaiser

Tara Kenworthy
Alexandra Morgan
Mouton King

Cara Knoeppel
Miriam Korbman
Jenny Lee

Karena Leo

Bridget Moran
Kathleen Olson
Alyssa Parker

Diana Partington
Chao Xu Peh

Dana Saifan

Dustin Seidler
Mariana Sierra-Murguia
Rachel L. Snow
Sheryll Waring
Stephanie Ann Wilson

Student Members
Megan Adelson
Peter Adolphson
Jennifer Alexander
Danielle Alfrey
Darcey Michelle Allan
Nicholas P. Allan
Samiyah Almutairi
Nana Amoh
Laura Christine
Anderson
Arthur Andrews III
Ashley M. Araiza
Brenda Aranda
Natalie Arbid
Jean Marie Arlt
Noa Avirbach
Jessica Christine Balderas
Cristina Balducci
Pevitr Singh Bansal
Devin Rae Barlaan
Marshall Beauchamp
Jennifer Bellotti
Annie Benson-Greer
Tatiana Benton
Samantha Berthod

Irina Beyderman
Emily Biggs

Brianna Leigh Bilkins
Susan K. Bione-Grevious
Lindsay Bodell

Olivia E. Bogucki

Axel Bouchard

Sejal Brahmbhatt
Charles Alexander Brake
Alisa Mae Braun

Leigh Cara Brosof
Abigail Damsky Brown
Alexander Buhk
Rachel Caffey

Emily Carlson

Cassady Casey

Jordan Cattie

Sung Hye Cho

Marika Coffman
Joseph Cohen
Catherine Corno
Katherine Corteselli
Amanda Costello
Trevor Coyle

Ryan Scott Creech
Joshua Curtiss
Christina D’Angelo
Kelly A. Daly

Sarah Jo David
Amanda De Laurentiis
Peter Dearborn
Leandra Desjardins
Maria Ditcheva

D. Allen Donahue

Keri Dotson

Mary Dozier

Michelle Lisa Eisenberg
Melissa Ellsworth
Jennifer Engelhardt
Jackaira Espinal
Brittney Christine Evans
Spencer Evans

Caleb Fair

Stacey Farmer
Matthew E. Fasano
Robin Fatovic
Jonathan Noah Fiskus
Vincent Forleo

Leah Frenkiel

Jordan Sawyer Fuller
Thea Gallagher
Amanda Gehrke

Nora Gerardi

Michelle Gilmer
Judelysse Gomet
Matthew Joseph Gormley
Maggie Gorraiz

Elise Goubet

Desiree Green

Jared P. Grigg

Mike Gross

Brian Guise

Leah Guttman

Selamawit Hailu

Alexandra Hamlet

Meghan Hansen

Matthew David Hanson

Jacqueline Hayes

Robert Dennis Henry

Sara Caroline Hibbs

Margaret Hoban

Ariel T. Hochster

Byron Holzburger

Sarah Horton

Amy Michele Houston

Melissa Hudson

Gabriela Marie

Hungerford

Jillian Hunsanger

Chelsea Huttner

Irena Ilieva

Brittany Jacobson

Simon T. Jencius

Marissa Jesser

Dawn M. Johnson

Kristen Laprade Johnson

Selmi Kallmi

Erin Kang

Simona Kaplan

Devon Kardel

Rebecca Kason

Kelli L. Kerbawy

Rebecca Wyckoff Kim

Beth Catherine
Kliethermes

Tamar Aliza Kodish

Katherine Korelitz

Ashley S. Korn

Nicole Kreiser

Amy Kupper

Andrea Laikin

Ashley Marie Langlois

Elin Louise Lantz

Jessica L. Larsen

Josephine Lee

Lucy Leibowitz

Kelly LeMaire

Elizabeth Janet Lewis

Stephanie Lim

Kathy Lee Lin

Stacy L. Lin

Arielle Claire Linsky

Lauren Liotta

Julia Lockyer
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New Student Members, continued

Michael Loeffler
Margarita E. Lorence
Stephanie Losavio
Lucy Ellen Lubinski
Jaimie Lunsford
Liz Machado
Ralitsa S. Maduro
Julia Marinos
Lauren Sophie Marx
Liza Mastikhina
Lindsay Mathews
Jessica Maura
Andrew McAleavey
Alyssa Erin McCarthy
Andrew McClintock
Wade Compton
McDonald
Sarah Kate McGowan
Annalise D. McGrath
Laura Elizabeth
McLaughlin
Dorothy L. McLeod
Rosemary Meza
Tarah Midy
Emma Millon
Pamela H. Minelli
Amanda Morales
Vivien Moreno
Allison R. Morton
Mary Moussa
Ryan Mulffi
Rosa Munoz
Allison Shana Nahmias
Juliana Negreiros
Elizabeth Temitope
Okunrounmu
Maryann Owens
Nina M. Pacholec
Laura Paret
Elizabeth Pasipanodya
Jennifer Paul
Samuel Peer
Rokas Perskaudas
Samuel Peter
Christopher P. Plant
Lauren Pollack
Megan Ramaiya
Genevieve Marmo Reich
Frances Rekrut
Catherine Riskie
Gabriela Romero
Joscelyn Rose Rompogren
Sara Arin Rothschild
Christina Rouse
Katelyn Rowe
David C Rozek
Ashley Brett Rudnick
Elizabeth Ruzicka
Lauren Salvatore
Aditi Sarda

April « 2015

Celeste Saucedo

Lauren Manning Schaefer

Jacob Lee Scharer

Annie Schearer

Mark Schiffman

Kristin Serowik

Naysha Naima Shahid

Amanda Shamblaw

Annie Shearer

Ilana Shiff

William M. Skelton

Matthew Sloan

Brooke M. Smith

Diana Socie

Miryam Sperka

Helen Josephine Squitieri

Nicole Stewart

Hannah Stroup

Brittany Sutton

Aaron Sweisbrod

Alexander Tice

Mary M. Tomkins

Autena Torbati

Elizabeth K. Torgersen

Emily Treichler

Melanie Rose Uy

Andrew Valdespino

Marcus R. VanSickle

Claire M. Varga

Lindsey M. Vater

Alicia Ventresca

Allison Christine
Vercellone

Julie Vieselmeyer

Meghan Lorraine
Vinograd

Cara Wallace

Lucia Walsh

Rachael Lynn Wandrey

Leah Ward

Catherine Ware

Amanda M. Warning

Akeesha M. Washington

Rachel Elizabeth
Weinstock

Aaron S. Weisbrod

Samantha Welsh

Linnie Wheeless

Daniel Parsons Wilkie

Dara Maria Winley

Megan E. Wolensky

Min-Jeong Yang

AnaMercedes Yeganeh

Alex Zeitchick

Aimee Zhang

Yue Zhao

Kimberly Zito

Jenna Zucchi

Ivori Alexandria Zvorsky

Acknowledge
the accomplishments
of your colleagues
or graduating

students.

Give the Gift of ABCT
Membership today.

For more information, visit www.abct.org,
or contact Lisa Yarde at lyarde@abct.org
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8th World Congress of
Behavioural and Cognitive Therapies

Advances and innovations in the behavioural
and cognitive therapies across the world

The World Congress of
Behavioural and Cognitive
Therapies is the premier
international forum for
research, theory and
developments relating to
coghnitive and behavioural
therapies.

Join practitioners, researchers
and policy specialists from
around the world in Melbourne
to discuss advances,
innovations and emerging
trends in the field.

Hosted by the Australian Association
for Cognitive and Behaviour Therapy

PN
D:.:.:.:g AUSTRALIAN ASSOCIATION FOR
N9=Re8,” COGNITIVE AND BEHAVIOUR THERAPY
e’

22-25 June 2016

Melbourne Convention
and Exhibition Centre
Australia

www.wcbct2016.com.au

For further information

8th World Congress of
Behavioural and Cognitive
Therapies Congress Office

119 Buckhurst Street

South Melbourne VIC
Australia 3205

T +61 39645 6311

F +61 3 9645 6322

E wcbct2016@wsm.com.au

MELBOURN

AUSTRALIA

www.visitmelbourne.com.au
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CBT Medical Educator Directory

Another indispensable resource
from ABCT—an online directory of
CBT educators who have agreed to
be listed as potential resources to
others involved in training physi-
cians and allied health providers. In
particular, the educators on this list
have been involved in providing
education in CBT and/or the theo-
ries underlying such interventions
to medical and other allied health
trainees at various levels. The listing
is meant to connect teachers across
institutions and allow for the shar-
ing of resources.

Inclusion Criteria

1. Must teach or have recently
taught CBT and/or CB interventions
in a medical setting. This may
include psychiatric residents, med-
ical students, nursing, pharmacy,
dentistry, or other allied health pro-
fessionals, such as PT, OT, or RD.
Teachers who exclusively train psy-
chology graduate students, social
workers, or master’s level thera-
pists do not qualify and are not list-
ed in this directory.

2. “Teaching” may include direct
training or supervision, curriculum
development, competency evalua-
tion, and/or curriculum administra-
tion. Many professionals on the list
have had a central role in designing
and delivering the educational
interventions, but all educational
aspects are important.

3. Training should take place or be
affiliated with an academic training

ABCT’s
Medical

facility (e.g. medical school, nursing
school, residency program) and not
occur exclusively in private consul-
tations or paid supervision.

Please note that this list is offered as
a service to all who teach CBT to the
medical community and is not
exhaustive.

To Submit Your Name
for Inclusion in the Medical
Educator Directory

If you meet the above inclusion cri-
teria and wish to be included on this
list, please send the contact infor-
mation that you would like includ-
ed, along with a few sentences
describing your experience with
training physicians and/or allied
health providers in CBT to Barbara
Kamholz at barbara.kamholz2
@va.gov and include “Medical
Educator Directory” in the subject
line.

Disclaimer

Time and availability to participate
in such efforts may vary widely
among the educators listed. It is up
to the individuals seeking guidance
to pick who they wish to contact and
to evaluate the quality of the
advice/guidance they receive. ABCT
has not evaluated the quality of
potential teaching materials and
inclusion on this list does not imply
endorsement by ABCT of any partic-
ular training program or profes-
sional. The individuals in this listing
serve strictly in a volunteer capaci-

ty.

@ http://www.abct.org

Resources for Professionals

Educator

Teaching Resources 5

Directory

CBT Medical Educator Directory 5
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Vote! _|

April is election month:
Here's a great chance to help
shape the future vitality of ABCT.

in-press

Parenting Skills and Parent
Readiness for Treatment Are
Associated With Child Disruptive
Behavior and Parent Participation
in Treatment

“The best first intervention for
the client may not be the one
with the most evidence for
effectiveness but the one most
suited to the client’s perception
of skills, his or her level of
functioning, and current readi-
ness for the treatment intensity
and process.”

Andrade et al.

Behavior Therapy
doi: 10.1016/j.beth.2015.01.004

then

“In our view, the effective behav-
ior therapist must be both a
competent experimentalist and a
sensitive, warm human being, a
person with a positive set of val-
ues and a firm belief in the digni-
ty and worth of man, a humanist
in the traditional sense in which
this term was first used. It is also
essential that he have a keen
awareness of the total environ-
ment within which both he and
his patient function and of the
need to view the individual in
terms of more than a presenting
symptom to be modified.”

—Cyril Franks & John Paul Brady

Behavior Therapy 1(1), 1970
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ABCT 49th Annual Convention

N Thurs., November 12 to Sunday, November 15, 2015

Improving Dissemination by Promoting

Empirically Supported Principles of
Psychopathology and Change

ABCT REASON #12

Hilton Chicago “I must confess a shameful secret:
November 12—-15 I love Chicago best in the cold.”

— Erik Larson






