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ASSOCIATION FOR BEHAVIORAL
AND COGNITIVE THERAPIES

President’s Message

Behavioral Medicine:
Back to the Future
Frank Andrasik, University of West Florida

My first AABT (our
name back then)
conference was in

the late 1970s, and I still re-
member the excitement, en-
thusiasm, and optimism that
permeated the convention.
Although many topics res-

onated for me, the one that captured my interest
(and continues to hold it) was behavioral medi-
cine. It was around this time that the seeds of
behavioral medicine were taking root. This pe-
riod was marked by many discussions (and a
couple of landmark conferences sponsored by
Yale University, Yale University School of
Medicine, The National Academy of Sciences,
and NIH-National Heart, Lung, and Blood
Institute) devoted to defining and demarking
the boundaries for this burgeoning field. This
AABT conference included a distinguished
panel of experts who were asked to address a
common set of issues. To the question, “What is
behavioral medicine?” Dr. Michael Cataldo of
Johns Hopkins gave my favorite reply—
“Whatever I am doing at the moment.” Such
was the promise and potential of behavioral
medicine. The movement had such force and
momentum, that key leaders soon felt a need to
launch an independent society, the Society of
Behavioral Medicine (SBM), which continues to
date.1

1 It is interesting that the membership of this group
mirrors our society in many respects. For example,
psychologists constitute the largest membership cate-
gory, with students and trainees representing the next
largest member category. However, SBM has a larger
array of disciplines, many unlikely to belong or attend
our conference (anthropologists, epidemiologists,
health educators, physiologists).
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Behavioral medicine flourished within
our organization in those days. But, some-
where along the way, behavioral medicine
lost its mojo within AABT. The Behavioral
Medicine SIG, established in the mid-70s,
withered on the vine and disbanded in the
early 1980s. However, in 2003 it saw a
resurgence. Such has seemingly been the
case for other hot areas within
AABT/ABCT (mental retardation and de-
velopmental disabilities, addictive disor-
ders, severe psychopathology, to name just a
few). Maybe it would be instructive to recap
the events leading to the emergence of be-
havioral medicine, to help see if it merits a
renewed or greater focus by members of our
society. I chose this area for discussion, not
because I believe it is the most important.
No, that is clearly not the case. I chose it be-
cause it is an area for which I have the great-
est knowledge. In fact, I plan to address
other important endeavors in a future col-
umn.

To begin this dialogue, I call upon Dr.
W. Stewart Agras, one of the founding fa-
thers of behavioral medicine, our 20th pres-
ident, and one of my personal heroes. (I
could just as easily have called upon the wis-
dom of Dr. John Paul Brady, one of the 10
founders of AABT and our 5th president.)

Dr. Agras’ historical overview, prepared
as one of the lead papers in the first special
issue devoted entirely to behavioral medi-
cine in the Journal of Consulting and Clinical
Psychology, succinctly summarized how and
why this new field had come of age. To the
question of why now, he gave but one an-
swer:

The development has been spurred by the
confluence of several overlapping interests.
These include the existence of a relevant
body of basic biobehavioral research pro-
moted largely by the field of psychosomatic
medicine; the rise of an applied behavioral
science that is seemingly effective in a num-
ber of areas and that was catalyzed by be-
havior therapy and applied behavior
analysis; by developments in epidemiology
with the isolation of specific risk factors for
illnesses of various kinds; and the growing
interest in the prevention of illness spurred
by the runaway costs of caring for the sick.
(Agras, 1982, p. 798)

Psychosomatic medicine, long a domi-
nant force, at this time was being overtaken
largely because of its limited focus (descrip-
tive) and failure to develop and evaluate ef-
fective treatments. This lack of emphasis on
intervention, Agras pointed out, served to
widen the gap between researchers and clin-

icians. Clinicians were left without a solid
basis for planning interventions and re-
searchers were not always addressing the
most relevant issues. What individuals are
best suited to address this limitation? I sub-
mit that we are. Early in my career I re-
member reading the seminal paper of Dr.
Mary McDill Sexton (1979), one that
clearly showed the intimate linkage be-
tween a handful of behaviors and mortal-
ity/morbidity and ushered in the new
concept of “behavioral epidemiology.” I was
particularly struck by one of her concluding
statements: “The way of life determines the
way of death.” The behaviors identified
back then continue as the leading behav-
ioral risk factors (e.g., smoking, poor diet,
physical inactivity, excessive drinking).
What society contains the largest number
of clinicians and researchers with the
knowledge to address these problematic be-
haviors? I submit it is ABCT. Dr. Agras
specifically mentioned the importance of
behavior therapy (perhaps now he would
say behavioral and cognitive therapy) and
applied behavior analysis as catalysts to be-
havioral medicine. These evidence-based
approaches stood in sharp contrast to the
then prevailing approaches (chiefly psycho-
dynamic). One has only to examine the past
and current membership rosters of
AABT/ABCT to see that our members
were (and continue to be) the leaders and
innovators in these areas.

Dr. Agras perhaps foresaw the magni-
tude of the shift away from AABT to SBM
and other societies, when he stated:

Unfortunately, societies and journals tend to
narrow their focus over time. It is not clear
how this can be avoided, since one of the fac-
tors promoting narrowness is the specializa-
tion necessary for the conduct of research
and the acquisition of new knowledge.
However, we should recognize that the dis-
sociation of basic and applied research will
be fatal to the development of behavioral
medicine. (Agras, 1982, p. 799)

The above led me to question why we
are not more involved in behavioral medi-
cine (as well as other areas mentioned
above).

Consider our mission statement:

The Association for Behavioral and
Cognitive Therapies is an interdisciplinary
organization committed to the advance-
ment of a scientific approach to the under-
standing and amelioration of problems of
the human condition. These aims are

achieved through the investigation and ap-
plication of behavioral, cognitive, and other
evidence-based principles to assessment,
prevention, and treatment. 

Consider the current definition of behav-
ioral medicine, obtained from the SBM
website:

Behavioral medicine is the interdisciplinary
field concerned with the development and
integration of behavioral, psychosocial, and
biomedical science knowledge and tech-
niques relevant to the understanding of
health and illness, and the application of this
knowledge and these techniques to preven-
tion, diagnosis, treatment, and rehabilita-
tion.

Note the similarities in focus. Note,
more importantly, the impressive wisdom
and expertise of our members and our insis-
tence upon empiricism. Can we do more?
Can we play a larger role? Should we play a
larger role in areas such as behavioral medi-
cine? If you agree, be guided by the words
of Dr. Neil Miller, another pioneer of behav-
ioral medicine, who stated at one of the
early conferences, “Be bold in what you at-
tempt, cautious in what you claim.”
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Approximately 25 million people in
the United States present with spe-
cific phobias (Thorpe & Salkovskis,

1997) and an additional 60.2% of the gen-
eral population demonstrate intense sub-
clinical levels of anxiety and fear of specific
objects (Eaton, Dryman, & Weissman,
1991). Although specific phobias are the
most prevalent of all anxiety disorders and
tend to run a chronic course if left un-
treated, they are also the most treatable.
Studies consistently show that exposure
therapy is the treatment of choice for spe-
cific phobias, and treatment typically spans 4
to 12 weeks. However, this may result in a
significant burden on the client’s time and
resources and may be unnecessarily long
(Öst, 1989). A large body of other work
suggests that specific phobias may be
treated effectively in a single 3-hour session,
such as is the case in One-Session Treatment
(OST), with a positive response rate of 76%
or better (for a recent review of treatment
outcome studies, see Zlomke & Davis,
2008). 

OST is essentially a form of massed ex-
posure developed by Lars-Göran Öst used
to treat specific phobias (Öst, 1989). With
in-vivo exposure and participant modeling
as its foundation, OST also utilizes psychoe-
ducation, verbal and physical reinforcement
contingencies, and cognitive restructuring
techniques to treat phobias in what is typi-
cally a 3-hour, single therapy session
(Zlomke & Davis, 2008). In contrast to fol-
lowing a formal linear hierarchy, OST struc-
tures in-vivo exposures as a series of
behavioral experiments with the goals of
promoting habituation and extinction, elic-
iting and challenging maladaptive cogni-

tions, and preventing behavioral and cogni-
tive avoidance (Zlomke & Davis). 

A large body of research supports the ef-
ficacy of OST in reducing fear and anxiety
symptomatology associated with several
subtypes of specific phobia, with many
studies demonstrating large effect sizes and
clinically significant change (Zlomke &
Davis, 2008). Generally, results indicate
that OST is successful in decreasing behav-
ioral avoidance during behavioral activation
tasks (BATs) as well as symptoms of fear,
anxiety, and maladaptive cognitions as mea-
sured by a variety of self-report measures. 

Specifically, OST has been used success-
fully to treat arachnophobia, with signifi-
cant improvements noted across several
domains, including behavioral avoidance,
physiological reactivity, and both self-re-
ported and observer-rated symptomatology
(Hellstrom & Öst, 1996; Öst, 1989; Öst,
Salkovskis, & Hellstrom, 1991). Likewise,
at least one study has shown that OST may
be effective for injection fears, with out-
comes successfully maintained 1-year post-
treatment (Öst, Hellstrom, & Kaver, 1992).
Similar good outcomes of OST have been
reported for claustrophobia (Öst, Alm,
Brandberg, & Breitholtz, 2001) and fear of
flying (Öst, Brandberg, & Alm, 1997).
More recently, Haukebo and colleagues
(2008) found that both one-and five-session
treatments of dental phobia were equally ef-
fective at reducing avoidance and changing
cognitions, findings which were also main-
tained at follow-up. 

Though such findings are encouraging,
it remains unclear whether outcomes of sin-
gle-session exposure also generalize to other
specific phobia targets, such as snake fear.
At this juncture, there is good reason to

speculate that exposure is a robust interven-
tion that ought to work across a range of
feared objects and situations (Richard &
Lauterbach, 2007). Yet, it is nonetheless
worthwhile to evaluate that speculation
more systematically. The central aim of the
present study was to evaluate the short-
term effectiveness of a single-session expo-
sure treatment for snake-fearful individuals.
Overall, we anticipated that a single session
of exposure therapy would be effective in re-
ducing participants’ fear of snakes as in-
dexed across behavioral and self-report
evaluative domains.  

Method

Participants

The sample consisted of 43 snake-fearful
female undergraduate volunteers (Mage =
19.16, SD = 2.98) who received up to 4
hours course credit for their participation.
The decision to exclude men was guided by
research showing that females are overrep-
resented in the phobic clinical population
and are more fearful of snakes relative to
males (e.g., Costella, 1982). Thus, because
females provide a more accessible and more
fearful population, males were excluded
from the study. The ethnic distribution of
the sample was as follows: 47% Caucasian,
14% African American, 9% Hispanic, 9%
Asian American, and 21% either biracial or
of a different ethnicity.  

Prescreening Assessment 

A structured phone interview using a
modified brief version of the Anxiety
Disorders Interview Schedule-IV (ADIS-
IV; Brown, DiNardo, & Barlow, 2001) was
used to screen potential study candidates for
any past or present medical or psychological
problems. Participants were excluded if
they reported: (a) angina, asthma, cardio-
vascular problems, hypertension, epilepsy,
or the possibility of being pregnant; (b)
meeting ADIS-IV diagnostic criteria for an
Axis I psychological disorder other than
specific phobia, including regular use of
controlled substances (e.g., marijuana,
stimulants), current depression, and/or sui-
cidal ideation; or (c) reporting past or pre-
sent treatment for a psychological problem
other than specific phobias, including use of
prescribed psychotropic medications for
such problems. Participants were also ex-
cluded if they reported that their fear of
snakes was less than 60 on a scale ranging
from 0 = no fear to 100 = extreme fear
(Mohlman & Zinbarg, 2000), or if they suc-
cessfully completed a pretreatment behav-

Research Forum

One-Session Treatment for Snake-Fearful
Individuals: An Open Trial Evaluating Short-
Term Outcomes 
Jill Sabsevitz,* Sean C. Sheppard, Amanda R. Russo, and John P. Forsyth,
University at Albany, State University of New York

*Note. This manuscript was completed in partial fulfillment of the first author’s master’s
thesis. During this time, the first author suffered a long and difficult battle with cancer; a bat-
tle that ultimately took her life prior to completion of this manuscript. The remaining au-
thors assisted in the completion of this manuscript for publication consideration, and we also
wish to express our appreciation for the support provided by Jill’s fellow lab members: Maria
Karekla, Megan Kelly, Carlos Finlay, Tiffany Fusé, Dean Acheson, Velma Barrios, Erica
Moses, Kristin Herzberg, and Chris Berghoff. This paper is a testament to Jill’s courage.
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ioral approach task (BAT) (i.e., were able to
pick up a live snake from its container). 

These exclusionary criteria were em-
ployed in order to reduce any risk of possible
medical complications, risks arising from
handling a live snake and snake-related
stimuli, and also to control for adequately
high levels of fearful responding to snake or
snake-related stimuli. Of the 209 partici-
pants screened, 166 (79%) were denied par-
ticipation for meeting one or more of the
above exclusionary criteria, with the vast
majority (84.3%) of exclusions resulting
from an inadequate initial fear of snakes.
Consistent with rates reported by Agras,
Sylvester, and Oliveau (1969), 46 of the 209
participants screened (or 22%) showed
more than moderate fear of snakes. And, of
these, data from 3 participants were lost
due to experimenter error, yielding 43 par-
ticipants who completed the full interven-
tion. 

Pretreatment Self-Report Measures 

A battery of well-established and psy-
chometrically sound anxiety-related mea-
sures were administered before treatment to
assess for individual differences in levels of
anxiety and their possible relation to phobic
arousal and treatment response: (a) the
Anxiety Sensitivity Index (ASI; Peterson &
Reiss, 1993) is a 16-item questionnaire de-
signed to assess fear of anxiety-related
symptoms. The ASI has a high degree of in-
ternal consistency (alpha coefficients from
.82 to .91; Peterson & Reiss) and stable test-
retest reliability over a 3 period (r = .71;
Maller & Reiss, 1992); (b) the Anxiety
Control Questionnaire (ACQ; Rapee,
Craske, Brown, & Barlow, 1996) is a 30-
item measure designed to assess perceptions
of control over potentially threatening in-
ternal and external events and situations as-
sociated with anxious responding. Rapee
and colleagues (1996) found this measure to
have good psychometric properties (alphas
from .80 to .89; test-retest, r = .88); and (c)
the Spielberger State-Trait Anxiety
Inventory Form–Y (STAI-S-T; Spielberger,
Gorsuch, Lushene, Vagg, & Jacobs, 1983) is
comprised of two 20-item scales, each of
which is designed to measure either state or
trait anxiety. These measures have been
used extensively in both clinical and non-
clinical populations and have demonstrated
good reliability and validity (alphas = .86
to .95 in adult and college student samples;
test-retest reliabilities range from r = .71 to
.86; Spielberger et al., 1983). The trait ver-
sion of the scale (i.e., STAI-T) was adminis-
tered as part of the pretreatment battery

and the STAI-S scale was administered both
pre- and posttreatment. 

BAT

A BAT was administered pre- and post-
treatment (see Öst et al., 1991). The BAT
included the following tasks, arranged by
increasing difficulty: (1) approaching a con-
tainer that housed a live snake, (2) opening
the lid, (3) reaching a hand into the con-
tainer, (4) touching the snake, (5) picking
up the snake, (6) removing the snake from
the container, and (7) holding the snake for
30 seconds. The behavioral and subjective
scores obtained from this measure were
based on the last step completed, and
ranged from 0 = refused to enter the room to
12 = held the snake for more than 30 seconds
(behavioral) and 0 = not at all distressed to
100 = very distressed (subjective). 

Treatment Self-Report Measures

Using 100 mm visual analogue scales,
participants made written evaluative rat-
ings prior to the onset of each level of the ex-
posure hierarchy, and evaluative ratings
again following completion of each expo-
sure task, and these ratings included the fol-
lowing domains: (a) anxiety level (0 mm =
not at all anxious to 100 mm = extremely anx-
ious); (b) sense of safety (0 mm = not at all
safe to 100 mm = extremely safe); and (c) de-
gree of improvement while completing the
exposure tasks (0 mm = no improvement to
100 mm = extreme improvement). Following
treatment, participants were asked to rate
the perceived benefit of the treatment (0
mm = not at all beneficial to 100 mm = ex-
tremely beneficial).

Persons suffering from specific phobias
experience many of the same symptoms
that characterize panic attacks, particularly
when confronting a feared object or situa-
tion (Craske, 1991; Forsyth & Eifert, 1996).
Therefore, prior to treatment, participants
completed the Diagnostic Symptoms
Questionnaire (DSQ; Rapee, Sanderson,
McCauley, & Di Nardo, 1992). The DSQ
asked participants to predict which DSM-
IV panic sensations they would experience
during the treatment and how intense the
sensations would be (0 = not at all felt to 8

= very strongly felt). After treatment, partici-
pants completed the DSQ again, but this
time the focus was on how they actually felt
during treatment, rather than on their pre-
dictions.

Procedure

Participants meeting inclusion criteria
completed a consent form, followed by the
pretreatment questionnaires, including the
DSQ. Next, participants completed the
pretreatment BAT and were asked to indi-
cate on a scale from 0 to 100 (0 = no fear to
100 =extreme fear) how fearful they were
immediately upon completion of the high-
est step achieved. Following the BAT, the
therapist1 seated participants in a comfort-
able recliner chair in a treatment room, pro-
vided detailed instructions about the
remaining procedures, and initiated the
treatment protocol.

The treatment procedure utilized in the
present study followed a one-session thera-
pist-directed exposure treatment (Öst,
1989, 1991, 1997), lasting 2.5 to 3.0 hours,
which combined therapist modeling and
graduated exposure to feared snake-related
stimuli. Upon arrival for treatment, partici-
pants were informed that the purpose of ex-
posure treatment was to provide them with
the opportunity to confront their feared
stimulus (i.e., snake) in a safe and controlled
way. As suggested by Öst and Ollendick
(1999), participants were instructed that
teamwork was necessary during treatment
and that both the therapist and the client
were responsible for achieving a good out-
come. Participants were informed that
nothing unplanned would occur during
treatment and that the therapist would first
describe each level of the exposure hierar-
chy, then demonstrate it, and finally give
the participant an opportunity to perform
the task. All participants were subsequently
informed of the efficacy of the treatment,
specifically that 89% of individuals with an-
imal phobias demonstrate significant im-
provement following completion of
treatment and that 93% maintain their
gains 1 year after treatment completion
(Öst, 1997). Participants were given oppor-

1 One therapist (first author) conducted exposure sessions for all participants. Prior to the onset of this
treatment study, the therapist had one year of supervised clinical experience with cognitive-behavior
therapy. In addition, the therapist had corresponded with Dr. L.G. Öst, the originator of the one-session
exposure treatment for phobias (Öst, 1989), and the fourth author (the supervisor for this treatment
study) while constructing the present treatment design to assure treatment quality. The procedures
used in the present treatment study were manualized consistent with procedures outlined by Öst
(1989).
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tunities to voice questions or concerns be-
fore the treatment was initiated.

Initially, participants were shown several
pictures of snakes, each illustrating different
colored and textured snakes, and were
asked to choose the one that produced the
most anxiety. The therapist then placed the
selected picture 91.4 cm from participants
and instructed them to look at the picture
for 2 minutes, focusing the entire time on
all aspects of the snake. After 2 minutes, the
therapist asked participants to describe how
much anxiety was elicited during the task (0
= not at all anxious to 100 = extremely anx-
ious). The therapist then asked participants
to look at the picture for another 2 minutes
and elicited another anxiety rating. This
process was repeated until a 50% pre- to
postexposure decrease in anxiety was noted.

The same procedure was carried out for
the remaining levels of the exposure hierar-
chy, which included a closer view of a differ-
ent snake picture, watching a videotape of
active snakes, observing a real caged snake
(45.7 cm, nonvenomous, black-and-white-
striped California King) from a distance of
213.4 cm, observing a live caged snake situ-
ated at a distance of 30.5 cm, handling a re-
alistic looking rubber snake, touching the
outside of the live snake’s container, reach-

ing one hand into the snake’s container and
touching the snake, and, finally, holding the
snake with the aid of the therapist.
Treatment was terminated after the partici-
pant successfully removed the snake from
the container and held the snake for up to 2
minutes. Immediately following treatment,
all participants completed a second BAT,
STAIS, DSQ, and an assessment of per-
ceived benefit.

Data Analysis

In order to assess the impact of the inter-
vention on behavioral and evaluative in-
dices of functioning, a series of repeated
measure ANOVAs were conducted on pre-
and posttreatment scores. Where appropri-
ate, within subject factors included extent
of change within each level of the exposure
hierarchy and extent of change over time
(pre- to posttreatment). Also when appro-
priate, significant omnibus effects were fol-
lowed by comparisons using paired-sample
t-tests. To control for familywise error rate,
reported alpha levels were adjusted using
the Holm’s modified Bonferroni procedure
(Keppel, 1991). In accordance with Cohen’s
suggestion (1988), partial eta squared (ηp

2)
was adopted as a measure of effect size

(large effect > .14, medium effect = .06,
small effect = .01).

Results

Pretreatment Questionnaires

Pretreatment anxiety-related measures
(ASI, ACQ, STAIT) fell within normal lim-
its for a nonclinical population.

BAT

As anticipated, participants completed
more tasks (M = 11.91, SD = .37) and re-
ported less subjective distress (M = 17.60,
SD = 18.83) during the posttreatment
BAT relative to the number of tasks com-
pleted (M = 6.93, SD = 1.50) and subjec-
tive ratings of distress (M = 75.00, SD
=14.68) observed during the pretreatment
BAT. This was supported by significant
main effects of time on number of BAT
tasks completed, F(1, 42) = 470.96, p <
.001, ηp

2 = .92 (large effect size) and sub-
jective ratings of distress during the BATs,
F(1, 42) = 391.61, p < .001, ηp

2 = .90
(large effect size).  
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Treatment Self-Report Measures

As expected, pretreatment anxiety levels
(M = 32.07, SD = 23.43) reduced signifi-
cantly overall relative to posttreatment anx-
iety (M = 14.52, SD = 18.87), as support-
ed by a significant main effect of time, F(1,
42) = 56.48, p < .001, ηp

2 = .58 (large ef-
fect size). Additionally, a significant two-
way interaction of anxiety pre- and
postexposure (for each level of the hierar-
chy) by time was found, F(8, 336) = 12.74,
p < .001, ηp

2 = .24. As anticipated, this in-
teraction was due to a greater reduction in
anxiety at the end of the hierarchy level (av-
erage difference pre-post = -23.74, SD =
25.57) relative to the beginning of the hier-
archy level (average difference pre-post = 
-13.62, SD = 23.17); though this contrast
emerged only as a nonsignificant trend,
t(42) = -1.97, p = .056.

As hypothesized, participants’ sense of
safety posttreatment (M = 81.60, SD =
21.68) significantly increased overall rela-
tive to pretreatment (M = 19.59, SD =
18.70), as supported by a significant main
effect of time, F(1, 42) = 116.63, p < .001,
ηp

2 = .74 (large effect size). Additionally, a
significant two-way interaction of sense of
safety pre- and postexposure (for each level
of the hierarchy) by time was observed, F(8,
336) = 5.01, p < .001, ηp

2 = .11
(medium-to-large effect size). As expected,
this interaction was due to an increase in
participants’ sense of safety at the end of the
hierarchy level (Average difference pre-post
= 55.36, SD = 30.02) relative to the be-
ginning of the hierarchy level (average dif-
ference pre-post = 32.95, SD = 32.23),
t(42) = 4.31, p < .001.

Finally, and similar to the findings for
anxiety levels and sense of safety, degree of
improvement posttreatment (M = 47.43,
SD = 22.01) was significantly greater over-
all relative to pretreatment predicted de-
gree of improvement (M = 12.36, SD =
14.48), as supported by a significant main
effect of time, F(1, 42) = 148.16, p < .001,
ηp

2 = .78 (large effect size). Additionally, a
significant two-way interaction of degree of
improvement pre- and postexposure (for
each level of the hierarchy) by time was ob-
served, F(8, 336) = 6.49, p < .001, ηp

2 =
.14 (large effect size). As anticipated, this
interaction was due to an increase in partici-
pants’ degree of improvement at the end of
the hierarchy level (average difference pre-
post = -53.50, SD = 27.41) relative to the
beginning of the hierarchy level (average
difference pre-post = -38.12, SD = 24.39),
t(42) = 2.96, p = .005.

State anxiety decreased from pre- (M =
41.67, SD = 8.89) to posttreatment (M =
25.26; SD = 6.19), as supported by a sig-
nificant main effect for time, F(1, 42) =
139.08, p < .001, ηp

2 = .78 (large effect
size). In addition, participants also reported
fewer DSM-IV panic symptoms (M = 7.81,
SD = 7.96) as well as decreased intensity of
symptoms (M = 2.16, SD = 2.60) post-
treatment relative to the number (M =
18.35, SD = 9.66) and intensity (M =
6.02, SD = 7.27) of symptoms reported
pretreatment. This was supported by signif-
icant main effects of time on number of
DSM-IV panic symptoms reported, F(1,
42) = 61.89, p < .001, η2 = .60 (large ef-
fect size), and intensity of reported panic
symptoms F(1, 42) = 319.24, p = .002, η2

= .21 (large effect size). Finally, participants
reported benefitting appreciably from the
treatment (M = 84.98, SD = 15.91).

Discussion

The purpose of the present study was to
evaluate the efficacy of a one-session expo-
sure treatment for snake-fearful individuals.
Consistent with previous findings
(Gotestam, 2002; Öst et al., 1991, 1997,
2001), participants completed more tasks
on the posttreatment BAT and reported de-
creased anxiety while doing so, relative to
the pretreatment BAT. Similarly, state anxi-
ety was reduced at the end of the treatment,
as were the number and intensity of re-
ported panic symptoms. 

In terms of evaluations conducted
throughout the exposure hierarchy, anxiety
decreased overall from pre- to posttreat-
ment. However, only a trend towards sig-
nificant reduction was noted for anxiety
levels within each level of the hierarchy. An
inspection of the means and standard devia-
tions suggests that this nonsignificant find-
ing may be due to the large variance of
scores pre- and postexposure as participants
repeated exposure tasks within a rung of the
hierarchy. Nonetheless, this will be an im-
portant area to consider in future investiga-
tions. 

As expected, both perceived safety and
degree of improvement increased from pre-
to posttreatment, as well as within each
level of the hierarchy. The fact that partici-
pants’ sense of safety progressively in-
creased is particularly important in the
context of outcomes in exposure therapy.
Specifically, these outcomes support con-
temporary accounts of exposure processes,
where the emphasis is on exposure as an op-
portunity for new learning, and specifically
new safety learning (Richard & Lauterbach,

2007). This new safety learning may have
contributed to the overall successful out-
comes noted above; however, evaluating
this domain more closely in the context of
OST would certainly be worthwhile for fu-
ture investigations. 

Lastly, and perhaps most importantly,
participants reported benefitting greatly
from the treatment. Collectively, these data
support the short-term efficacy of single-
session exposure therapy for snake fearful
individuals. As other authors (e.g., Öst,
1996) have noted, OST seems to be the
treatment of choice for specific phobias, but
the intervention could certainly benefit
from further refinement and continued in-
vestigation.

Other authors have presented various
directions for future research, including the
need for more rigorously controlled trials,
investigation of mediators and moderators
of treatment outcome (Zlomke & Davis,
2008), and further elucidation of the mech-
anism of action in OST (Öst et al., 1991). In
addition to these important lines of re-
search, it seems relevant to consider other
areas as well. While the treatment success
rates seen in trials of OST for specific pho-
bias are among the highest in the field,
some individuals fail to improve.
Understanding predictors of treatment suc-
cess will be an important avenue for future
research. In addition, while the research
suggests that OST is well-tolerated, it
would be helpful to explore whether attri-
tion rates could be further reduced. One
possible way to accomplish this might be
through the introduction of a values-based
exposure protocol (i.e., one that is less fo-
cused upon symptom reduction and more
aimed at helping individuals to perform ac-
tivities they have disengaged from due to
the distress of their phobias). 

Before concluding, we wish to point out
several limitations of the study that warrant
consideration. First, findings from the cur-
rent project should be interpreted with cau-
tion given that the methodology employed
was more in keeping with that of an open
trial and thus suffers from the limitations
and caveats that accompany such prelimi-
nary work. In particular, the lack of a com-
parative condition limits the impact of any
potential findings due to the inherent
threats against validity. However, the effect
sizes of all assessed indices in the current
study are comparable (and are much larger
in the case of the BATs) to effect sizes of
comparative OST outcome trials calculated
by Zlomke and Davis (2008) in their recent
review. While a direct examination cannot
be made given the limits of the current
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study, the large effect sizes suggest that the
outcomes in the current paper are robust
and would likely be replicable within the
context of a more rigorously controlled
trial.

It should also be noted that sample size
was relatively small and limited to snake-
fearful women. Our decision to restrict the
sample to women was largely pragmatic
and guided by epidemiological data show-
ing that women not only tend to be more
fearful of snakes relative to men, but also are
overrepresented in the clinical population of
persons suffering from specific phobias
(Bourdon et al., 1988; Costello, 1982).
Even then, few individuals met study inclu-
sion criteria for snake fear in the present
study (see Agras et al., 1969). This is not
surprising given that cues and contexts for
specific phobias are often readily avoided,
and thus do not typically result in the same
degree of functional impairment compared
to syndromal and subsyndromal forms of
other anxiety disorders (Barlow, 2001). A
next obvious step for future research of this
type would be to evaluate the efficacy of
one-session exposure therapy in a sex-bal-
anced sample of persons meeting diagnostic
criteria for specific phobia of snakes, and
perhaps to include additional indices of fear-
ful responding (e.g., methods to detect at-
tentional bias and capture).

Lastly, we wish to point out that the pre-
sent findings are obviously limited to acute
treatment response, and it is unclear, given
the absence of extended follow-up, whether
participants would maintain treatment
gains in the long-term. Nonetheless, previ-
ous research utilizing one-session exposure
therapy has shown favorable long-term out-
comes at 6 months and 1 year (Hellstrom,
Fellenius, & Öst, 1996; Öst et al., 1992,
1997; van den Hout, Tenney, Huygens, &
de Jong, 1997).   

In summary, the findings from the cur-
rent study support the efficacy of OST for
snake-fearful individuals. Furthermore, this
work adds to a growing body of research
supporting the use of time-limited behav-
ioral treatments for phobias and other anxi-
ety disorders. 
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Over the past 20 years there has been
very impressive growth in both
clinical and research programs cen-

tered on cognitive-behavioral approaches to
couple therapy. This expansion has led to
the creation of sophisticated models of un-
derstanding and assessment of communica-
tion patterns, the development of
problem-solving strategies and conflict reso-
lution techniques, and the prediction of suc-
cessful and unsuccessful marriages (Epstein
& Baucom, 2002; Gottman, 1994; Snyder
& Whisman, 2003). However, it appears
that cognitive-behavioral researchers and
clinicians have often ignored, and at times
almost avoided, dealing with issues of sex-
ual function and dysfunction. The two
major exceptions to this general lack of at-
tention regard issues of sexual trauma
(Comptom & Follette, 2002) and the im-
pact of extra-dyadic involvements (Snyder,
Gordon, & Baucom, 2007). However, sex-
ual functioning is often a primary difficulty
among individuals and couples seeking
treatment, and clients would benefit from
the greater attention to the topic by CBT
researchers and clinicians. 

This conceptual/clinical paper focuses on
reintroducing sex therapy interventions and
psychosexual skill exercises into CBT with
individuals and couples. Sex therapy is best
conceptualized as a subspecialty within cou-
ple therapy (McCarthy & Thestrup, 2008),
and sexual problems are therefore best un-
derstood, assessed, and treated from a cou-
ple perspective (Aubin & Heiman, 2004).
In this paper we present the classic PLISSIT
model for treating sexual concerns and dys-
function (Annon, 1974), provide a few spe-
cific examples of behavioral exercises that
may be incorporated into treatment, and
outline major categories of male and female
sexual dysfunction of which all CBT thera-
pists should be aware. 

While a full review of the classic PLIS-
SIT model is beyond the scope of this arti-
cle, in brief, it proposes a hierarchical
approach to treatment, where each level is
thought to represent a stage of treatment

with increasing depth. The model concep-
tualizes a four-dimensional approach to
clinical intervention for sexual concerns,
outlined as follows: 

P — Permission Giving
LI — Limited Information 
SS  — Specific Sexual Suggestions
IT — Intensive Sex Therapy

The first phase is focused on validating
sexuality as an important topic affecting
both couple functioning and individual
well-being, and invites the open discussion
of sexual topics. The second aims to provide
realistic expectations and norms regarding
sexual function and dysfunction. The third
focuses on behavioral intervention and the
teaching of psychosexual skill exercises.
Finally, the fourth stage turns the focus to
broader couple concerns that may be con-
tributing to sexual dysfunction. 

In interpreting this model, cognitive-be-
havioral clinicians are strongly encouraged
to address sexuality by providing accurate
sexual information and by helping the client
develop positive, realistic sexual expecta-
tions of him/herself and of the relationship.
Rather than being value-neutral (which is
neither possible nor genuine), the clinician
is encouraged to assume a prosexuality
stance. This includes asserting that sex is a
good thing in life and that sexuality is a pos-
itive, integral part of being a man or a
woman. It should be conveyed that the
challenge for any individual, whether 18 or
68, in a relationship or single, straight or
gay, is to express sexuality so it can con-
tribute significantly to an individual’s well-
being and couple satisfaction, without
being the dominant focus of the relation-
ship. In couple sex, the prime role of sexual-
ity is to energize the relationship bond and
enhance feelings of desire and desirability
(McCarthy & McCarthy, 2009). 

Providing positive, realistic sexual infor-
mation that is both scientifically valid and
provides relevant clinical guidelines should
be a forte of CBT. Our culture has gone

from one extreme of sexual ignorance, inhi-
bition, and denial to the opposite extreme of
sensationalism, unrealistic sexual perfor-
mance demands, and intimidating sexual
expectations. Examples of this latter ex-
treme include the performance expectation
that intercourse should last at least 30 min-
utes, that it is imperative that the woman
orgasm first, and that “G-spot” and multi-
ple orgasms are superior (Metz & McCarthy,
2010). Further, pro-erection medication ad-
vertisements and other media praising its
benefits pledge a return to the totally pre-
dictable erections of youth and perfect in-
tercourse performance, as well as the
assumption that loving, sexually functional
couples have a wonderful experience every
time (Baglia, 2005). 

Since the Sex in America study
(Laumann, Gagnon, Michael, & Michaels,
1994), there has been a dearth of high-qual-
ity epidemiological sex research in the U.S.
(Leiblum, 2007), although there continues
to be important evidence-based work on
sexual dysfunction, particularly at the
Kinsey Institute (Heiman, 2007).
However, sociological studies, research
from Canada and Europe, and clinical stud-
ies do provide a reliable base for helping in-
dividuals and couples create positive,
realistic sexual expectations. For example,
such research has shown:

1. The average length of a sexual encounter
is 15 to 45 minutes, with intercourse itself
involving 2 to 7 minutes. Few couples have
intercourse extending longer than 12 to 15
minutes (Metz & McCarthy, 2003). 

2. Female orgasmic response is more vari-
able and complex than male orgasmic re-
sponse (different, not better or worse), few
women are orgasmic at each couple sex en-
counter, and the new mantra of healthy sex
is desire, pleasure, and satisfaction rather
than the pass-fail performance criterion of
orgasm (Heiman, 2007).

3. The medicalization of male sexuality has
been accepted by both professionals and the
public even though based on poor scientific
evidence. In reality, among successful
Viagra, Cialis, and Levitra users, 65% to
85% of the time the medication results in
successful intercourse. The dropout rate is
extremely high, caused by unrealistic expec-
tations and the failure to integrate the med-
ication into the couple style of intimacy,
pleasuring, and eroticism (Metz &
McCarthy, 2004). 

4. Less than 50% of sexual encounters
among loving, sexually satisfied couples re-
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sults in the ideal scenario of mutual desire,
arousal, and orgasm (Frank, Anderson, &
Rubinstein, 1978). Couple sex is inherently
variable and flexible in terms of both func-
tion and meaning. This includes that 5% to
15% of encounters are dissatisfying or dys-
functional. Helping couples accept the mul-
tiple roles and meanings of sexuality
promotes a positive, realistic Good Enough
Sex model (Metz & McCarthy, 2007b).

5. Approximately 20% of married couples
and 33% of nonmarried couples who have
been together more than 2 years fall into a
nonsexual relationship, defined as being
sexual less than 10 times a year (Laumann
et al., 1994). 

These findings highlight the need to
provide realistic sexual guidelines for clients
presenting with sexual concerns or dysfunc-
tion. A crucial concept to convey in that
process is that sex is an interpersonal experi-
ence of sharing pleasure rather than an indi-
vidual sexual performance. The challenge
for all couples, regardless of sexual orienta-
tion or marital status, is to integrate inti-
macy and eroticism into their ongoing
relationship (Perel, 2006). Unfortunately,
the great majority of clinical work has been
focused on heterosexual, married couples.
There is a great need for CBT researchers
and clinicians to expand work with homo-
sexual and cohabiting couples. 

Specific Sexual Interventions and
Psychosexual Skill Exercises

Sexual interventions and exercises are
the core focus of this article and are the
PLISSIT model’s third dimension. Few cog-
nitive-behavioral clinicians adopt sex ther-
apy as a primary intervention modality
(Peterson, Dobbins, Coleman, & Razzock,
2007), but integrating sexual interventions
and exercises into traditional CBT treat-
ment programs is a natural fit. Most impor-
tantly, it meets the therapeutic needs of
individuals and couples. 

The most commonly adopted therapeu-
tic intervention is to place a temporary pro-
hibition on intercourse to reduce perfor-
mance anxiety and to encourage the couple
to engage in nondemand pleasuring
(Althof, 1998). Although this can be a valu-
able learning—that not all touch needs to
end in intercourse and orgasm—unless in-
tegrated into a change strategy to address
specific sexual anxieties and inhibitions, it
has little therapeutic impact. Specifically,
this intervention may not address the most
common sexual dysfunction for women and
a source of conflict and dissatisfaction for

couples—inhibited sexual desire (hypoac-
tive sexual desire disorder). 

The preferred therapeutic strategy is to
address desire issues directly. The core of
sexual desire is building positive anticipa-
tion and developing cognitions of deserving
to experience sexual pleasure at this time in
your life and in this relationship. Each per-
son is responsible for his/her sexual desire
and they function as an intimate team to
implement exercises that enhance comfort,
attraction, trust, and build individual and
couple sexual scenarios. In addition, the
couple engages in exercises to “build
bridges to sexual desire” and experiment
with using partner interaction arousal, self-
entrancement arousal, and role enactment
arousal (McCarthy & Metz, 2008). 

Specific interventions and exercises can
address the common male and female sex-
ual dysfunctions. Contrary to popular be-
lief, when couples stop being sexual it is
almost always the man’s decision, made
unilaterally and conveyed nonverbally
(Feldman, Goldstein, Hatzichristou, Krane,
& McKinlay, 1994). The most common
cause is the man’s reaction to a sex dysfunc-
tion; he has lost his comfort and confidence
with erections, intercourse, and orgasm
(Metz & McCarthy, 2010). The healthy
cycle of positive anticipation, pleasure-ori-
ented sex, and a regular rhythm of sexual
expression becomes replaced by the dys-
functional cycle of anticipatory anxiety,
tense and failed intercourse performance,
and frustration, embarrassment, and avoid-
ance (McCarthy & McCarthy, 2003). 

Male Sexual Dysfunction

The most common male dysfunction is
premature ejaculation (Metz & McCarthy,
2003). The “do it yourself ” techniques
commonly recommended on the Internet
are to reduce arousal by wearing two con-
doms, masturbating before couple sex,
and/or focusing on anti-erotic thoughts
such as how much money you owe or your
mother-in-law. These techniques can have
the iatrogenic effect of causing erectile dys-
function, inhibited desire, or couple alien-
ation. The preferred therapeutic strategy is
to approach learning ejaculatory control as
a couple task, learn self-entrancement
arousal, identify the point of ejaculatory in-
evitability, practice with masturbation
and/or partner manual stimulation, gradu-
ally introduce different intercourse posi-
tions and movements, and establish realistic
sexual expectations (Metz & McCarthy,
2003).

A second common male concern, erec-
tile dysfunction, is the major cause of inhib-
ited desire and sexual avoidance (Metz &
McCarthy, 2004). Conceptualization of the
etiology and treatment of erectile dysfunc-
tion presents a good example of the med-
icalization of the field of sexual health.
Previously, it was believed that the vast ma-
jority of erectile dysfunction was caused by
psychological or relationship problems, but
since 1998 the pendulum has swung to the
opposite extreme (Rowland, 2007). The
current belief, among both the lay public
and medical communities, is that erectile
dysfunction is typically medically caused
and treatment is generally a stand-alone
medical intervention. In fact, estimates sug-
gest that 90% of cases of erectile dysfunc-
tion are treated with a pro-erection
medication, such as Viagra, Levitra, or
Cialis (Althof, 2006). For more difficult
cases, treatment might be even more ex-
treme, including penile injection, and for
the most severe cases a penile prosthesis. In
truth, erectile dysfunction is a good exam-
ple of a multicausal, multidimensional
problem that is best approached from a psy-
chobiosocial model, with assessment, treat-
ment, and relapse prevention following a
couple approach (Metz & McCarthy, 2004).
A medical intervention (if employed) needs
to be integrated into a couple style of inti-
macy, pleasuring, and eroticism rather than
asking the drug to do more than it can do.
Psychosexual skill exercises include the
“wax and wane” of erection, use of multiple
stimulation to high arousal in both non-
intercourse and intercourse sex, and the
partner guiding intromission (McCarthy &
McCarthy, 2009).

Perhaps the most important interven-
tion is to adopt the Good Enough Sex
model, which suggests that that 85% of en-
counters will flow to intercourse and when
they do not to transition (without panick-
ing or apologizing) to an erotic, noninter-
course or sensual, cuddly scenario (Metz &
McCarthy, 2007b). Accepting a variable,
flexible approach to erection and inter-
course is a major challenge for the man, a
challenge made easier by his partner since
this is congruent with female sexual social-
ization and experiences. The variable, flexi-
ble approach is just as relevant whether or
not he is using a pro-erection medication
(McCarthy & Fucito, 2005). 

Ejaculatory inhibition is the least known
and most poorly understood male sex dys-
function. It is very rare in its most severe
form, total inability to ejaculate intravagi-
nally, but in the intermittent, secondary
form it effects as many as 15% of men over
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the age of 50 (Hartmann & Waldinger,
2007). The man often mislabels this as an
erectile dysfunction because he loses his
erection after 2 to 10 minutes of inter-
course. In reality, he loses his erection be-
cause he is unable to establish an erotic flow
to orgasm, becomes frustrated and “runs
out of gas” (Perelman, 2004). In assessing,
treating, and preventing relapse, it is crucial
to assess psychological factors (especially his
openness to using all erotic resources), bio-
logical factors (especially side effects of
medications and poor health habits/fitness),
and relational factors (especially whether he
views the woman as his intimate, erotic
friend). The most common interventions
are (a) transition to intercourse at high lev-
els of erotic flow, (b) use multiple stimula-
tion during intercourse, and (c) identify and
use “orgasm triggers” during intercourse
(Metz & McCarthy, 2007a).

In examining and treating male sex dys-
function, the dimensions that determine the
severity and impact on individuals and cou-
ples include cognitions (“I am a failure as a
man” vs. “My body functions differently
now”), emotions (shame vs. acceptance of
sexual variability), and behavior (avoidance
vs. embracing a variable, flexible couple
sexuality). While biological and sexual
functioning factors are very important, it is
the psychological factors that best explain
why some men and couples with sexual
function problems experience sexual dis-
tress while others with the same problems
successfully deal with the issue as an inti-
mate team (McCarthy & Metz, 2008). 

Female Sexual Dysfunction

Many of the PLISSIT concepts and in-
terventions described for male sex dysfunc-
tion are applicable to female dysfunction,
but there are gender-specific concerns that
need to be addressed. Perhaps the most
helpful concept in understanding female
desire problems is that of “responsive sexual
desire” (Basson, 2007). Desire problems are
the most common female concern and cause
most couple distress (Weeks, 2004). This
new model recognizes that female desire is
not driven primarily by erotic fantasy, a
need for orgasm, or rapidity of response, but
rather by complex touch, emotional, and re-
lational factors. Rather than the woman
feeling second class in a desire competition,
she develops and accepts her “sexual voice,”
which is more complex and variable than
male desire. 

The same concept applies to female or-
gasmic response—it is neither better nor
worse than male orgasmic response but is

more variable and flexible. The best esti-
mate is that one in three regularly orgasmic
women are never or only seldom orgasmic
during intercourse (Heiman, 2007). So the
most common male complaint (that the
woman cannot orgasm during intercourse)
is actually a normal variation, not a sex dys-
function (Sugrue & Whipple, 2001). In ad-
dition, the great majority of women (over
80%) have a variable orgasmic response
pattern rather than being orgasmic at each
couple encounter (Foley, Kope, & Sugrue,
2002). Another important empirical find-
ing is that only 1 in 4 women have the same
orgasmic pattern of men—a single orgasm
during intercourse not needing additional
stimulation. The majority of women who
are orgasmic during intercourse utilize mul-
tiple stimulation, and approximately 15%
have a multi-orgasmic response pattern,
usually with manual or oral stimulation
(Heiman, 2007).

As outlined by the PLISSIT hierarchy,
the first step of any therapeutic intervention
must therefore be permission-giving to en-
hance acceptance of variability and flexibility
of female sexuality and providing scientific
information and personally relevant guide-
lines to establish positive, realistic expecta-
tions. Following this step, the clinician can
focus on specific interventions and exercises.
The most helpful desire interventions are to
enhance female and couple receptivity with
comfort, attraction, and trust exercises. She
can develop and initiate her favorite bridges
to sexual desire with her preferred way to
set the stage for a sexual encounter (mood,
time, external cues), initiate (verbal or non-
verbal), how and when to transition from
sensual to erotic stimulation, preferred
arousal/orgasm pattern (before, during, or
after intercourse), how and when to transi-
tion to intercourse (high vs. moderate levels
of arousal, as well as who leads the transi-
tion and guides intromission), and estab-
lishing satisfying afterplay scenarios
(typically, the most ignored part of the sexual
encounter). 

The most important intervention for
arousal and orgasm is to understand if her
preference is for mutual vs. taking turns
scenarios; multiple vs. single stimulation;
manual, oral, intercourse, rubbing, or vi-
brator stimulation; use of partner interac-
tion, self-entrancement or role enactment
arousal; orgasm before, during, or after in-
tercourse. Through exploration of prefer-
ences she can find permission to honor her
own sexual voice rather than reacting to her
partner’s or society’s sexual performance
criterion. 

The problem of female sexual pain has
also been totally revolutionized in the past
decade (Binik, Bergeron, & Khalife, 2007).
It is now classified as a pain disorder rather
than a sex dysfunction. For the most com-
mon cases, the interventions/exercises are
the woman (especially women over 45) ac-
cepting the difference between subjective
and objective arousal and using a water-
based hypoallergenic lotion prophylacti-
cally, guiding intromission at high levels of
erotic flow, and using intercourse positions
and movements that are comfortable and
function. In chronic, severe cases a team ap-
proach with a gynecologist, couple thera-
pist, and the most important team member
—a female physical therapist with a subspe-
cialty in female pelvis musculature—is op-
timal (Bergeron, Meana, Binik, & Khalife,
2003). 

Couple Sexual Function and Satisfaction

Lindau and colleagues’ groundbreaking
study of sex and aging (2007) makes clear
that sexual satisfaction is much more than
objective sexual function. In integrating
sexual interventions and psychosexual skill
exercises into cognitive-behavioral individ-
ual and couple therapy, it is crucial that the
clinician reinforce a variable, flexible ap-
proach to sex desire, pleasure, and satisfac-
tion rather than the potentially iatrogenic
approach of perfect intercourse and orgasm
performance (Foley et al., 2002).

Sexual issues and concerns are very com-
mon among both individual and couple
clients. At a minimum, the cognitive-be-
havioral clinician can actively engage in per-
mission-giving, provide scientifically accu-
rate information, help develop personally
relevant guidelines, and help the individual
and couple establish positive, realistic sex-
ual expectations. Additionally, using rele-
vant sexual interventions and exercises can
improve both general and sexual outcomes.
With chronic, complex sexual dysfunction,
a referral for sex therapy is appropriate. The
goal of sexuality interventions is to help in-
dividuals and couples value sexuality so that
it can contribute to relational vitality and
satisfaction. 
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Pavlov and Skinner are sitting on your
shoulders in every psychotherapy/pharma-
cotherapy session you administer.

— J. P. MCCULLOUGH, JR.

The Cognitive Behavioral Analysis
System of Psychotherapy (CBASP)
manual for treating chronic depres-

sion (Keller et al., 2000; McCullough,
2000, 2003, 2006) is strongly disorder ori-
entated and contains techniques for chang-
ing the patient’s perception as well as his or
her behavior. Based on Skinner’s (1953)
model of operant learning, Piaget’s
(1971/1963) model of cognitive develop-
ment, and the Person × Environment
model by Bandura (1967), the CBASP is a
theory-driven psychotherapy from the third
generation of behavior therapy models.
Due to the weight that McCullough’s mul-
tidimensional approach puts on the dis-
turbed person-environment relationship
and the resulting deficient ability to act, the
patient’s core pathology (i.e., the malad-
justed way of experiencing the world and
the maladjustment with respect to social in-
teraction) becomes the focus of therapy.
CBASP’s therapeutic strategies can be di-
vided into interventions that have “bottom-
up” or “top-down” effects that help the
patient to learn in a systematic way to apply
proactive, goal-directed, and socially ac-
ceptable behavior on his or her social and
material environment (Schoepf, 2007). On
the one hand, from a bottom-up point of
view, a behavioral response to a “person-en-
vironment” condition will occur more re-
flexively if the psycho-physiological
activation of limbic and limbic-cortical
structures is strong. On the other hand,
from a top-down point of view, a modula-
tion of the perceptual and mnestic process-
ing gradients that is caused by cortical
networks has the effect that the interference
of those parts of information that do not

match the behavioral response is enhanced,
thereby facilitating reflexive behavior once
more. As Hofmann and Asmundson (2008)
have pointed out, new psychotherapeutic
approaches (“third-wave therapies”), such
as Acceptance and Commitment Therapy
(Hayes, 1999) and the CBASP, have to
demonstrate a strong link between their
theoretical model and how the therapy is
applied in practice. In other words, it is im-
perative that the specific mechanisms un-
derlying the therapeutic methods of new
psychotherapies are clearly elucidated. The
aim of this conceptual paper is to describe
the impact of learning mechanisms on a
specific CBASP method called the
Interpersonal Discrimination Exercise
(IDE).

Top-Down and Bottom-Up 
Processing Techniques in CBASP

Perception is the processing of informa-
tion that is acquired through one of the
senses (sight, hearing, smell, taste, touch).
This information about the structure of the
physical world is used for the adaptive con-
trol of behavior. Thus, perception and be-
havior are closely connected. According to
the psychology of perception, there are two
different types of processes or ways of stim-
ulus recognition: bottom-up and top-
down. In the case of bottom-up processing,
a specific property of the stimulus is de-
tected; the specific stimulus properties are
then combined into more complex forms
until final stimulus recognition takes place.
This explains why bottom-up processing is
sometimes referred to as “passive” (percep-
tion). By contrast, in top-down processing,
(perceptual) hypotheses about the stimulus
as a whole are formed (expectations and
prior knowledge); then specific properties
are selected and tested, and, finally, stimu-
lus recognition occurs. Top-down process-
ing is referred to as “active” (behavior).
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Anatomical correlates to bottom-up
processes include the brain stem and the
basal forebrain (affect-driven attention).
Top-down processes can be represented in
the dorsolateral or the prefrontal regions as
well as the anterior cingulate gyrus and the
basal cerebral cortex (given sufficient senso-
rial stimulation or individually developed
goals).

The CBASP manual for treating chronic
depression comprises bottom-up as well as
top-down strategies of treatment.
Generally speaking, top-down techniques
guide the therapeutic work from the pa-
tient’s rather general or global descriptions
to more concrete individual situations.
They are used in order to encourage formal
operational thinking and behavior. Bottom-
up techniques are designed to lead the pa-
tient from the concrete therapeutic
situation to interpersonal situations which
resemble the therapeutic situation. The
goal of these techniques is to help the pa-
tient modify adverse interactions or rela-
tionship patterns with the help of the
therapist’s use of Disciplined Personal
Involvement (Schoepf, 2007). One impor-
tant bottom-up technique is the IDE. The
IDE is used to address/heal developmental
trauma arising from negative experiences
with maltreating significant others. The
therapist demonstrates to the patient that
the therapist’s behavior in so-called “hot
spots,” or individual interpersonally diffi-
cult situations in session, stands in contrast
to the experienced behavior of significant
others in the patient’s life. By applying this
technique the therapist puts the deeply per-
sonal nature of the therapist-patient rela-
tionship into the foreground of therapeutic
efficacy as both a moderator variable of in-
session acquisition learning and an alterna-
tive to therapist neutrality. 

The Early-Onset Chronically Depressed
Patient Behaves Differently

In Treating Chronic Depression With
Disciplined Personal Involvement, McCullough
(2006) compares the social-cognitive-emo-
tional functioning of the early-onset chroni-
cally depressed patient with the
cognitive-emotional organization of chil-
dren during their preoperational stage of
development (Piaget, 1981). The deficit in
cognitive-emotional development is
thought to result from a multidirectional
combination of the following factors: genet-
ically caused dispositions, personality fac-
tors, recurrent experiences of helplessness
when interacting with the significant others
and early experiences of loss and/or chronic

neglect. According to a biologically prede-
termined person-environment “vicious cir-
cle,” the patient has not had a sufficient
quantity of reinforcing social events avail-
able in the appropriate motivational state to
accelerate the development of his cognitive-
emotional organization. Instead, stimulus
learning of stressful encounters with the sig-
nificant others has dominated social adap-
tive action-outcome learning. As a
consequence, social misbehavior and a pat-
tern of negative interactions interfere with
getting social rewards that are otherwise
available. A disturbance of the dynamic
person-environment interaction is associ-
ated and social interaction is experienced as
subjectively dissatisfying and is therefore
avoided. Necessary adaptation does not
occur and the adversities of life cannot be
dealt with in adequate ways. With respect
to the person-environment relationship, the
implications are as follows. As shown in
Figure 1, the patient and his or her percep-
tions are disconnected from the interper-
sonal world. The interpersonal efforts of
others are unable to penetrate the barrier as
depicted in Figure 1. The patient is caught
in an “emotional time warp”: his or her pre-
sent condition is characterized by past con-
ditions and predicted future conditions.
Interpersonal feedback does not reach the
patient and change in the behavior of others
is not recognized. Ultimately, emotional
change does not occur in the patient. Not
only is the patient unable to cognitively sep-
arate him- or herself from the situational
context, the patient’s behavior is also unaf-
fected by the concrete situation (Figure 1).

The patient doesn’t react to others but,
in a self-referential manner, only to him- or
herself. This is illustrated in Figure 1 by the
parallel arrows moving in opposite direc-
tions between the domains of “cognitive
disconnection/non-situational-directed be-
havior” and “psychological reactivity.”
Because new interpersonal information is
unable to penetrate the system and because
the patient is unable to change the situa-
tional context, painful memories, traumata,
and other emotional scars reverberate in the
patient’s subjective experience. This results
in old physiological reactivity patterns af-
fecting thoughts and behavior and vice
versa. During the IDE, the patient can learn
to end the “emotional time warp” and con-
nect to the present environment.

The Importance of the Transference
Hypothesis for the IDE

In order to perform an IDE, it is neces-
sary to first develop a transference hypothe-
sis. Transference hypotheses are deduced
using the “Significant Others History”
(SOH) technique in CBASP. McCullough
(2000, 2006) assumes four transference
areas of interaction that, from the perspec-
tive of developmental psychology, play an
important role in the patient’s relationship
with significant others. His theoretical con-
siderations concerning the transference hy-
pothesis refer to the concept of “tacit
knowledge“ (Polanyi, 1966) and the idea of
“reasoning based on implicit causal theo-
ries” (Nisbett & Wilson, 1977). In accor-
dance with these assumptions, learning
processes and instrumentally learned inter-
personal rules developed during toxic devel-
opmental conditions may have caused
implicit attentional and expectational
shifts. These shifts have helped the patient
as “emotional surviving strategies” to de-
crease the contact with interpersonal events
that are expected to have negative out-
comes. Correspondingly, automatic condi-
tioned patterns of interpersonal behavior
are elicited and executed regularly in “hot
spot” situations. This rigidly ruled behavior
usually does not correspond to the present
situation, arouses stress, and provides the
patient with a social disadvantage.
Specifically, McCullough (2000) describes
working with the construct of transference
as an exercise in “focused attention.” The
transference hypothesis differs from Freud’s
concept of transference in that it can be ac-
tively acted out in session with the therapist
and then processed within the IDE. The
four transference areas in which “hot spots”
occur are: 

1. Interpersonal intimacy (either felt by the
patient or the therapist).

2. Emotional needs of the patient toward
the therapist.

3. Mistakes the patient has made (e.g., not
doing his or her homework or being un-
able to solve problems presented during
therapy sessions).

4. Negative affects of the patient toward
the therapist.

After conducting SOH, a transference
hypothesis is worked out during the first
few sessions, taking the form of an “if-then”
connection. Then, from the transference
area most relevant to the patient, a causal
theoretical inference (transference hypothe-



60 the Behavior Therapist

sis) is deduced by the therapist and the pa-
tient (see examples at McCullough, 2006).
An example of this might be: “If I make
mistakes during therapy, the therapist is
going to dislike, punish, or humiliate me.”
The transference hypothesis then becomes
important in the IDE because it defines the
starting point or interpersonal hot spot.
Careful and correct identification of trans-
ference hypotheses is essential. If an incor-
rect or irrelevant hypothesis is developed,
the IDE will not work effectively.

Administration of the IDE

Three phases are carried out consecu-
tively during the IDE. The IDE starts with
the “negative phase,” which occurs during
initiation of the hot spot or typical area of
interpersonal dysfunction. For example,
when the patient has forgotten to do his or
her homework for the session, the therapist
might ask: “What would the significant
other have done if you had told her that
you’ve forgotten your homework?” In the
“negative phase,” the following is likely to
happen: The patient starts recalling a typi-
cal past interpersonal interaction with one
or two of his maltreating significant others

in a similar situation. Then he has to de-
scribe the negative consequences caused by
the behavior of his significant other. 

The second phase of the IDE is called the
“positive phase.” In this phase the patient is
asked to describe his or her perception of the
therapist’s reactions. After this, the patient
characterizes his or her feelings that have
been evoked by the current incident with
the therapist. The patient is then asked to
compare the therapist’s behavior to the re-
called behavior of his or her significant oth-
ers in a similar situation. The felt distress of
the patient usually decreases at this mo-
ment of the exercise. 

Sensitive to the timing and the magni-
tude of the felt decrease of distress in the last
phase of the IDE (i.e., “the healing phase”),
the patient is encouraged by the therapist to
identify the contrast between the therapist’s
behavior and the significant other’s behav-
ior. The result is a felt increase of the po-
tency of the therapist to specifically reduce
interpersonal distress during the experi-
enced “hot spot” situation and a new inter-
personal reality of the therapist-patient
relationship becomes meaningful to the pa-
tient. 

In the course of the therapy, the patient
learns to discriminate between the reactions
that he or she was expecting due to negative
experiences made in the past (“emotional
time warp”) and the therapist’s actual reac-
tions. In this way, over time, the patient will
have new experiences with other people in
everyday life and these experiences may be
different than prior experiences of the pa-
tient. Instead of punishing the patient for a
mistake, the therapist has listened carefully
and has shown understanding and interest.
Questions (e.g., “What made you realize
that I was interested in your story?”) pro-
vide the necessary intervention for the
learning theory perspective of IDE to direct
the patient’s attention to important and rel-
evant aspects of the therapist’s behavior
(properties of the stimulus; see also “bot-
tom-up process”). 

It may be possible to describe the unspe-
cific determinant known as the therapist-
patient relationship in terms of learning
theory and arrive at a transparent analysis.
According to McCullough (2006), the posi-
tive phase of IDE already contains the
mechanism of negative reinforcement. The
patient’s conditioned feeling of aversion is
weakened by the therapist’s positive reac-
tion. 

What Is Learned During the IDE? 

In order to describe the learning theory
aspects of IDE, it is important to recall
Bouton’s (2007) model of a synthetic cogni-
tive-biological perspective on instrumental
action. Bouton’s model describes the way in
which stimuli control behavior. The follow-
ing abbreviations are used in his model: 

• SD or CS stands for discriminative (SD sig-
nal/cue) stimulus, the conditioned stimu-
lus in the Pavlovian model (CS).

• S* or UCS is the biologically relevant
stimulus (reinforcer), the unconditioned
stimulus in Pavlov’s model.

• The arrow from R → S*; UCS designates
a theoretical association (i.e., an organ-
ism’s knowledge) that a specific behavior
leads to a (primary) reinforcer. 

• OS cue denotes a context cue, informing
the individual that, given the presence of
a stimulus cue ( SD, CS), a specific behav-
ior (R) leads to a reinforcer (UCS:S*).

Combining the two models of Pavlov
and Skinner results in a twofold learning
process:

1. Through the relation SD:CS → S*, the
organism gains information about the

Figure 1. Interpersonal Perception of Depressive Patients
(adapted from McCullough, 2006, p. 125)

Figure 2. Bouton’s Synthesis
(adapted from Bouton, 2007, p. 404)
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stimulus properties of the system
(Pavlov). For example: “In the presence
of the mother there is safety”; or: “In the
presence of the mother there is harm.”

2. The R → S* relation allows the organ-
ism to gain information about the possi-
bilities of attaining reinforcers within
the system (Skinner). For example:
“Getting close to the mother results in
safety”; or, “Staying away from the
mother prevents harm” (avoidance).

As Bouton (2007) points out, avoidance
behavior is always driven by fear. In the case
of the chronically depressed patient, it is in-
terpersonal fear that leads to interpersonal
avoidance. 

As we have summarized, at the begin-
ning of therapy, the therapist defines the
transference hypothesis. The following
transference hypothesis will serve as an ex-
ample:

“If I make a mistake in front of my 
therapist, she will punish me.”

The variables in Bouton’s model are:

SD , CS: Therapist

S*;UCS: Fear

R: Interpersonal avoidance behavior 
in order to reduce fear

In the negative phase of the IDE, bad
feelings and thoughts are evoked in the pa-
tient through tacit knowledge. The patient
remembers (experiences) negative feelings
like fear, pain, and sadness in the presence of
a positive stimulus. Counterconditioning
according to the principle of reciprocal inhi-
bition (Schoepf, 2007) takes place by the
benevolent therapist’s reaction. The goal of
counterconditioning (Cover-Jones, 1924) is
the substitution of an existing stimulus-re-
sponse connection with a new (and better)
one. Counterconditioning means that a
stimulus-response connection that was es-
tablished through classical conditioning is
unlearned or reconditioned through condi-
tioning with novel stimuli. The underlying
mechanism is that of reciprocal inhibition
(Hull, 1943; Wolpe, 1958). The feeling of
aversion is weakened in the presence of a
stimulus-induced positive emotion.

In the positive phase of the IDE, the
therapist directs the patient’s attention to
his or her own behavior and draws a com-
parison to the behavior of the significant
other (i.e., discrimination learning). The
focus of the patient’s attention is directed
outside him- or herself, and is focused in-
stead on the interpersonal situation and the

situational context (see Figure 1). Thus, the
patient will be able to perceive interpersonal
signals of the other individual in an ade-
quate manner, and the perceptual discon-
nection barrier has its first cracks. Based on
concrete interpersonal in-session situations
with the therapist, the patient learns some-
thing new about the stimulus properties of
the system. The therapist’s (SD) reaction to
the patient is different from that of the sig-
nificant other: Instead of punishing, he or
she reacts in a positive (S*) way. When the
patient talks about a mistake (R), the thera-
pist (SD) is interested and open-minded.
The patient makes a mistake and, instead of
being punished, is complimented (S*) for
his or her openness by the therapist. This is
the discrimination learning in the IDE.
Moreover, through this kind of S-S learn-
ing, the knowledge about what type of be-
havior (R) leads to reinforcement (S*;UCS)
changes. In order to achieve this, the thera-
pist focuses the patient’s attention directly
on the stimuli (cues) that are associated with
the behavior in question (e.g., tone of voice,
posture, facial expressions, choice of words,
exact wording).

In the healing phase of the IDE, both
discriminating the behavioral aspects and
contrasting the meaning between SD;CS =
therapist’s behavior and significant others,
the patient becomes aware of new interper-
sonal possibilities. The patient learns that
he or she no longer needs to behave in a
fearful, hostile, submissive, or aggressive
way, since his or her behavior is followed by
positive consequences (S*). The mechanism
of learning theory potentially underlying
discriminative learning in the positive and
healing phases is called sensitization; that is,
the strength of the focused social-adaptive
behavior results from the repeated demon-
stration and creation of awareness of the
eliciting stimulus (behavior of the thera-
pist). It may help the patient to integrate
traumatic relationship experiences arising
from negative experiences with maltreating
significant others into his self picture and to
experience a new interpersonal reality of lib-
eration. 

Reducing Interpersonal Avoidance:
The Role of Sensitization

Sensitization is defined as enhanced per-
ception and increased responsiveness (re-
sponse readiness) when repeatedly con-
fronted with a certain sensory stimulus.
Sensitization is a mechanism of the central
nervous system that plays an important
physiological role in everyday life. As a result
of the repeated presentation of a specific

stimulus, an increase in response occurs. A
typical increase in response is an increase of
attention with respect to the stimulus cue.
The better known term of habituation de-
scribes the opposite, meaning a decrease in
response to a stimulus that is repeatedly pre-
sented. Through sensitization, we learn to
pay special attention to important stimuli,
rather than ignoring them. Sensitization is
largely unspecific to the stimulus, which
makes it different from habituation. Both
mechanisms are triggered by a specific cog-
nitive stimulus processing and they origi-
nate in certain plastic processes in the
nervous system. In the literature, sensitiza-
tion is mostly described as a process that is
caused by harmful or noxious stimulus expo-
sure. However, from the neurology of learn-
ing, we know that positive stimuli can also
lead to sensitization (e.g., addiction mem-
ory; sensitization is a process contrary to tol-
erance development and it describes an
increase of the potency of a substance given
constant dosage → sensitization of the
dopaminergic system). Another example
comes from animal training: If, for example,
calling a dog becomes meaningful to the
dog because the dog gets a reward for coming
to the owner, the importance of the stimulus
to the dog increases. Therefore, the stimulus
will be met with increased attention in the
future. Habituation and sensitization are
forms of nonassociative learning; that is, in
order for a response to occur, no association
or combination of stimuli is necessary. They
are both stored as knowledge in the part of
the memory system called implicit (nonde-
clarative) memory.

Sensitization is defined as an induction
procedure (caused by specific stimulus
properties) and the resulting measurable re-
sponsivity. If the induction procedure causes
an appropriate response, its perpetual repe-
tition leads to a specific learning process
that causes hyperresponsivity. Applied to
the IDE, the following aspects of sensitiza-
tion are revealed:

If the patient is expecting the therapist
to react in a dismissive or devaluating man-
ner to his or her behavior, and if the thera-
pist’s behavior repeatedly fails to meet the
patient’s expectations, it can be assumed
that the patient will exhibit enhanced at-
tention and increased readiness to show the
behavior in question again. Reflecting upon
the therapist’s behavior and contrasting it
with the significant other’s behavior results
in the patient focusing on the therapist’s be-
havior. What happens next is this:

The patient realizes that R (making mis-
takes) in the presence of SD (therapist) does
not result in punishment (UCS) but, in-
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stead, leads to attention and interest (S*;
UCS). The specific stimulus properties of
the therapist (therapist’s behavior, cues; see
above) and the patient’s increased willing-
ness to show the relevant behavior again in-
dicate the induction process and trigger
sensitization. Through stimulus discrimina-
tion and the sensitization that follows, the
patient is able to learn a new type of inter-
personal behavior.

Case Example: Starting the Process of
Sensitization in the Positive Phase of

the IDE

“K, The Rowdy’s Son”

K is a 54-year-old man who has suffered
from depression since his childhood (early-
onset depression). He grew up in a violent,
chaotic family. The mother was depressed,
abused alcohol, and died of liver cirrhosis.
She never cared for K, or his brother, and
the children could not count on her. She was
weak, and was often threatened by her hus-
band with violence. His father was also an
alcoholic. He worked as a mechanic  He
drank during and after work, and was phys-
ically and verbally abusive toward his wife
and children when he was drunk. K’s father
was especially hostile to K, perhaps because
K was a fearful, shy child. K left school at
age 15 and never graduated. K has worked
for a large company in maintenance. He has
been married twice and, both times, his
wives left him because of his drinking and
depression. K’s typical interpersonal pat-
terns of behavior with his wives include
avoiding interpersonal conflict by drinking.
His wives reported that they felt that they
could not get emotionally close to K. After
each divorce he attended psychotherapy,
but discontinued treatment as soon as his
depression lifted. He appears to be fixed on a
dominant hostile interaction/relation style.

The Transference Hypothesis: “If I get close

to the therapist, he will hurt/abuse me”

NEGATIVE PHASE

THERAPIST: What was it like if you tried to get
close to your father?

K: I’ll give you an example. I was sitting at the
table, in front of a slice of bread. I did not want
to eat it. My dad stood behind me, and he came
up closer and then he forced me to eat the
bread.

Th: How did he do that?

K: He just said, “Eat it, eat it boy,” and I ate a bit
and started to choke. I didn’t vomit, but I re-
member I was choking.

Th: How did you feel then?

K: It was like being in a straightjacket. I be-
came frozen. Yes, fear, I felt fear.

Th: So that was what it was like to be close to
your father?

K: I remember, sometimes when I was sitting
on a chair he would hold my head and press it
between his legs. I couldn’t breathe. I would
cry and beg him to stop, but he would just
laugh. For him it was a funny game.

Th: So that was a game?

K: It was a violent game.

Th: What was is like to get close to your father?

K: I was afraid, afraid.

Th: Do you feel it right now?

K: Yes, I feel it, the fear and it is uncomfortable.

Th: I understand that this is tough, we can take
our time. I am here with you to help you
through it. OK?

K: OK, I can continue.

Th: What did you do then with your father
when he would hold your head down?

K: As soon as he let me, I would run away.

Th: OK, I think I understand.

POSITIVE PHASE

Th: K, you know we just had a difficult situa-
tion here between you and me.

K: Yeah, it was hard.

Th: What did I do when you said it was un-
comfortable for you?

K: You moved back. You were supportive and
patient and you were still friendly.

Th: And how did you feel then?

K: I felt safer.

Th: And what did you do?

K: I moved closer to you. I could stand the un-
comfortable feelings, and I could speak.

Th: Did I hurt you?

K: No, you did not.

Th: Did I do something that made it easier for
you to get close?

K: Yes, you said that you were with me. You
showed respect; the way you behaved was re-
spectful.

Th: What aspects of my behavior did you real-
ize helped you?

K: Your voice. You were not yelling or shout-
ing. You moved back. You looked at me. You
were friendly. I didn’t expect that. I mean I
never realized that there is a friendly aspect of
closeness.

Here, the therapist’s job is to direct the
patient’s attention to the new behavior and
the consequences that it entails. In the
Skinnerian sense of the word, the therapist

acts as a reinforcer for the patient, whereas,
within CBASP, the therapist’s behavior be-
comes the discriminative stimulus cue. As
described earlier, the barrier shown in
Figure 1 starts to crack. The patient is able to
draw a connection between his or her own
behavior and the situational context while
the therapist focuses the patient on the rele-
vant new stimuli, thereby starting the
process of sensitization. As the patient’s way
of experiencing changes in the course of sen-
sitization, old physiological patterns and
cognitions are altered and a new behavior
that is affected by the situation becomes
possible.

In contrast to exposure therapy, where
patients learn to omit their avoidance be-
havior (R) and experience a reduction of un-
pleasant symptoms resulting in decreased
response readiness (habituation) and extinc-
tion, the learning process that is started
during the positive phase of the IDE is that
of sensitization. Therefore, the IDE can be
described as a confrontation with new inter-
personal behavior, in which avoidance be-
havior (interpersonal avoidance) is reduced. 

Sensitizitation, IDE, and Memory

Implicit (procedural) memory is the part
of memory that stores knowledge acquired
through nonassociative learning, such as
processes of sensitization and habituation. It
is where behavior, skills, and priming
processes are stored. As mentioned above,
the cerebral regions involved in bottom-up
processing are the brain stem and the basal
forebrain. The internal reactions provoked
by the signals the therapist gives off (the be-
havior) could be instances of so-called basic
emotions (information from the environ-
ment is translated into internal codes, de-
pending on the degree of attention) that are
connected to new behavior and are stored as
interoceptive stimuli. The therapist uses the
detected basic emotion in the course of the
therapy, making it the focus during the heal-
ing phase of IDE and using it as an action di-
rective for the remainder of the exercise.

With regard to content, the basic emo-
tions mentioned above are those that repre-
sent relationships with other people
(relational content of emotion) and were
triggered during the positive phase of IDE.
We know that short-term memory and
long-term memory share the same funda-
mental processes. Short-term and long-
term sensitization lead to changes in the
strength of synaptic connections between
sensory and motor neurons (heterosynaptic
reinforcement). In both cases, the increase is
due to a heightened release of the corre-
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sponding transmitter (serotonin cAMP).
This is the reason why IDE should be per-
formed several times in the course of the
therapy. The aim is to achieve long-term
storage and activation of important cues
and emotions. 

Here, the working definition of neu-
ropsychotherapy given by Walther et al.
(2008) could take place. As the authors
pointed out, neuropsychotherapy is about
the identification of mediators and func-
tional targets, determination of new thera-
peutic routes to such targets, and the design
of psychotherapeutic techniques.

Following this definition, the next step
to take is to develop a rational model of the
IDE that goes beyond the present theoretical
considerations. By conducting therapy
studies and using imaging technologies,
more can be learned about the fundamental
mechanisms (processes of learning and
memory) that take place during an IDE.
For instance, if the process of sensitization
takes place during the IDE heterosynaptic
reinforcement, a stronger release of sero-
tonin cAMP should be found during the
treatment. Moreover, it is predicted that
after a course of IDE sessions, the ability of
patients to detect and memorize emotional
behavior in an adequate way should be im-
proved. Therefore, empirical data will be
needed to find neural signatures of the psy-
chological mechanisms. 
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Call to Order

President Bob Leahy welcomed mem-
bers to the 43rd Annual Meeting of
Members and called the meeting to order at
12 noon. Written notice of the meeting had
been sent to all members in August.

Minutes 

Secretary-Treasurer George Ronan
asked for any comments or corrections to
the minutes from last year’s meeting; hear-
ing none, he asked for a motion to accept. 

M/S/U: Minutes of the November 15,
2008, Annual Meeting of Members were
unanimously accepted as distributed.

The president thanked the members of the
Board and the leadership for their hard
work. Special thanks go to Anne Marie
Albano, who is rotating off as Immediate
Past President; Bob Klepac, Represent-
ative-at-Large, 2006-2009; Mitchell L.
Schare, Membership Issues Coordinator,
2006-2009; Joaquin Borrego, Committee
on Student Members Chair, 2006-2009;
Gerald Tarlow, Committee on Clinical
Directory & Referral Issues Chair, 2006-
2009; Philip C. Kendall, Publications
Committee Coordinator, 2006-2009;
Richard G. Heimberg, Editor of Behavior
Therapy, Volumes 37-40; Brian C. Chu,
Committee on Media Production Co-Chair,
2006-2009; Ellen C. Flannery-Schroeder,

Committee on Media Production Co-Chair,
2006-2009; Jennifer Block Lerner,
Committee on Academic Training Chair,
2006-2009; David A. F. Haaga,
Committee on Awards and Recognition
Chair, 2008-2009; Lata K. McGinn, 2009
Program Chair; and Carolyn M. Pepper,
Workshop Committee Chair, 2006-2009. 

The President thanked the Program
Committee, noting that, “We all know that
to put together a program of this size takes a
lot of time and dedication. This year we had
136 members help review program submis-
sions.” He thanked Anne Marie Albano,
Brad Alford, Drew Anderson, Peggy
Andover, David Atkins, Sonja Batten,
Abbie Beacham, Carolyn Black Becker,
Debora J. Bell, Kathryn Bell, Jennifer
Block-Lerner, Michele Boivin, Carolyn E.
Brodbeck, Elissa J. Brown, Steven Bruce,
Annmarie Cano, Cheryl Carmin, Corinne
Cather, Brian Chu, Mari Clements,
Meredith Coles, Frank Collins, Dennis R.
Combs, Jonathan Comer, James V.
Cordova, Lisa Coyne, Ronda L. Dearing,
Crystal Dehle, Tamara Del Vecchio, Patricia
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DiBartolo, David DiLillo, Keith Dobson,
Peter Donovick, Brian Doss, Greg Dubord,
Jill T. Ehrenreich, Susan Evans, Martin
Franklin, David M. Fresco, Dar Friedman-
Wheeler, Patti Fritz, Richard Gallagher,
Scott T. Gaynor, Brandon Gibb, Kathryn
Grant, Kim Gratz, Amie Grills-Taquechel,
Lindsay Ham, Ben Hankin, Melanie
Harned, Shelby Harris, Tae Hart, Trevor
Hart, James Herbert, Stefan Hofmann,
Flora Hoodin, Jennifer Hudson, Emily
Johnson, Jennifer Johnson, Shalonda Kelly,
Robert Kern, Muniya Khanna, Brett Kuhn,
Jennifer Langhinrichsen-Rohling, Robert
H. LaRue, Erika Lawrence, Nicole Leblanc,
Penny Leisring, Luana Marques, Lynn
McFarr, Lata McGinn, Dean McKay,
Daniel McNeil, John R. McQuaid,
Elizabeth A. Meadows, Deborah Melamed,
Douglas Mennin, Alicia Meuret, Catherine
Michas, Alec Miller, Todd M. Moore,
Katherine Muller, Douglas Nangle, Lisa
Napolitano, Tara M. Neavins, Karl Nelson,
Michelle Newman, Conall O'Cleirigh,
Phyllis Ohr, Bunmi O. Olatunji, K. Daniel
O'Leary, Holly Orcutt, Camilo Ortiz, John
Pachankis, David Pantalone, Sandra
Pimentel, Donna Posluszny, Jennifer Potter,
Sheila A. M. Rauch, Jennifer P. Read, Simon
Rego, Mark Reinecke, Sarah Reynolds,
John Riskind, Shireen Rizvi, Patricia
Robinson, Ronald Rogge, Kelly J. Rohan,
George Ronan, Zach Rosenthal, Kristalyn
Salters-Pedneault, Bill Sanderson, Steven L.
Sayers, Mitchell Schare, N. Brad Schmidt,
Kathleen J. Sexton-Radek, Tamara Sher,
Sandra Sigmon, George Slavich, Jasper A. J.
Smits, Jennifer Snyder, Diane Spangler,
Jennifer Steinberg, Gregory Stuart, Sharon
Sung, Steven Taylor, Dennis Tirch,
Kimberli Treadwell, Matthew Tull, Cynthia
L. Turk, Risa Weisberg, Robert Weiss, Amy
E. Wenzel, Kamila White, Claudia Zayfert,
and Michael J. Zvolensky. Dr. Leahy also
thanked the Local Arrangements
Committee for a terrific job and for making
attendees feel very welcome in the Big
Apple (and he hoped that everyone had re-
ceived their I LOVE ABCT tattoos!). Thanks
were expressed to Jan Mohlman, 2009
Local Arrangements Committee Chair, and
members Rebecca Price, Alison Staples, and
Dorian Hunter-Reel.

Coordinators’ Reports

Membership Issues 

Coordinator Mitchell Schare reported
that membership is good: the organization
had been experiencing a growth spurt, but
the bad economy has slowed things. We
currently have 4,835 members, with about

2,500 of those being full members and
2,000 student members. Our newly
launched Ambassador program is under
way and listed on the web. Dr. Schare stated
that this will be an effective way to commu-
nicate with members and prospective mem-
bers. In addition, he noted that ABCT is
embracing social networking: the Facebook
page is up, and Dan Hoffman, who main-
tains and moderates the pages, has policies
and procedures in place. The Membership
Committee is actively recruiting Canadian
members; and we have a new membership
category, the postbaccalaureate membership—
in its inaugural year, we already have 87
postbaccalaureate members. 

The Find-a-Therapist section of the
website remains the most frequented, ex-
cept at convention time, and the list serve is
working very well. Dr. Schare stated that in
our goal for members to help nurture and
teach via the website, the list serve is assist-
ing here admirably. We recently added sev-
eral video web casts to our site showing how
members can become involved and how to
become leaders. And we offered a session on
repaying loans via an NIH program, which
was attended by 125 students. 

Mitchell Schare added that we try to be
welcoming and inclusive. To that end, we
had nine international students paired with
U.S. and Canadian students who are show-
ing them the ropes and making them feel at
home at the ABCT convention. Finally,
ABCT currently has 37 SIGs plus 4 more in
formation (Clinical Research Methods and
Statistics, Technology and Behavior
Change, Military Psychology, and Self
Injury and Suicide).

Academic and Professional Issues 

Coordinator Joann Wright reported that
the Mentorship Directory, a project of the
Academic Training Committee, is up on the
web and being populated. She explained
that rather than a listing of graduate pro-
grams, we wanted to link people with po-
tential mentors. This, essentially,
accomplishes both tasks, but focuses on the
mentors. She noted that the Syllabi section
on the website continues to grow. We’ve
added a section on the web explaining how
ABCT can help our members who are run-
ning for office in allied and related organiza-
tions. 

She noted that Research and Facilitation
Committee has a new chair, Michael
Towhig; she hoped everyone enjoyed the
Awards program, which everyone reports
was fabulous; she’s especially gratified to see
the ABCT Self-Help Book of Merit pro-

gram begin and thinks the first dozen in-
ductees are all great resources for our lay au-
diences to consult. She reminds us that the
WCBCT2010 is coming to Boston, June 2-
5; and WCBCT2013 is in Lima, Peru. 

Convention and Education Issues 

Reporting for Coordinator Art Freeman,
Mary Ellen Brown, the Director of
Education and Meeting Services, noted that
Lata McGinn did an amazing job putting
this event together. She emphasized that
there are a lot of people here and that those
people are buying lots of tickets to our
events. 

The Director of Education and Meeting
Services reported that several of our sessions
sold out and other people just couldn’t get
into the rooms because they were filled to
capacity. She said we just can’t make the
rooms bigger; and we use the rooms, all the
rooms, we have, and we plot the best fits
based on past history.

She also noted that this was, by far, the
most well-attended meeting in our history,
with 4,135 attendees [ED NOTE: final num-
bers were 4,285 professional attendees;
4,407 attendees when including all who
registered].

Sandy Pimentel, the Chair of the
Continuing Education Committee, re-
ported that Social Work Day has been a
great success, and she thanked Joe Himle
and Dan Beck for their efforts to make it so.
She said this provided great contacts and we
may try to replicate this in San Francisco.
She noted that the committee is considering
doing road-shows again. She encouraged
members to post and utilize the on-line CE
calendar.

Publications

The Coordinator, Philip Kendall, noted
that his term ends and Dave Haaga will be
taking over. He reported on the progress
made on the priorities set by the
Publications Committee: 

Editor Maureen Whittal has done a
magnificent job moving forward on the
streaming videos showcasing therapist
techniques in Cognitive and Behavioral
Practice. We’ve already seen the embedded
page formats (with static images, the way a
reader of the print journal would see it) and
sample streams are now available. Elizabeth
Gosch completed the Medline application
early in the year. She also developed policies,
including a broad conflict of interest policy,
now in place for both journals. We’re a bet-
ter association for this comprehensive ap-
proach. 
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Drew Anderson continues his fine job as
editor of the Behavior Therapist. Next year,
he will turn the reins over to Kate
Gunthert. 

We continue to expand our video offer-
ings, adding to the list of audio-only and
video web casts on our website. Mitch
Prinstein and John Guerry, his RA, have
created joint pages with Division 53 to help
expand our offerings, especially related to
child anxiety issues. This has been a real
coup in that ABCT and SCCAP and the
constituencies they serve all benefit. He
pleaded that you must spend some time on
the website. There’s so much there, and we
welcome your feedback on what’s working
and what we could do to improve it. 

Bryce McLeod is heading up a task force
exploring the future of our journals as our
contract with Elsevier nears its conclusion. 

Dr. Kendall concluded with a special
tribute to Rick Heimberg, whose term as
editor of Behavior Therapy ends and who
leaves it in its best position in decades, with
an impact factor of 2.74, and ranked 14th
of 88 journals. 

Executive Director’s Report

The Executive Director, Mary Jane
Eimer, called this a very satisfying year, rev-
eling in the excellent member leadership
the Association’s enjoyed. We did very well
to keep membership high in a recession
year. In the same year, we converted to a
new database, enabling us to do better tar-
geted marketing and process registrations
and renewals; acquire a completely new
phone system; revamp our website from top
to bottom; and implement electronic vot-
ing. She asked the membership to “get in-
volved,” calling it her “call to action.” She
said she knows of no better place to get in-
volved, we are a nurturing environment, as
you might expect from a behavioral group. 

She thanked the members of her staff,
including Stephanie Schwartz, the manag-
ing editor for the three periodicals and
graphic designer for most of the print mate-
rial you see; Lisa Yarde, who can whip any
database into shape; Tonya Childers, who
handles registrations and exhibits; Keith
Alger, often the first voice you hear when
you call the Association and often the only
as he solves many of the day-to-day issues
members might have; Damaris Williams,
our bookkeeper, who keeps our accounts
update and transparent; David Teisler, who
got our podcasts up and is working even
now on major contractual issues; and Mary
Ellen Brown, once again, coordinating a
first-rate annual convention for the ABCT.

Secretary-Treasurer’s Report

George Ronan, the Treasurer, noted that
the Finance Committee has several impor-
tant functions, including overseeing the fis-
cal health of ABCT; monitoring income,
expenses, and projections; ensuring funds
are available for achieving specified goals;
making recommendations regarding per-
sonnel; ensuring funds are invested pru-
dently; and evaluating financial
considerations related to ownership of per-
manent headquarters. The Finance
Committee is comprised of two members
selected by the Chair, Judy Favell and Mike
Petronko, plus the President-Elect, cur-
rently Frank Andrasik and soon to be Deb
Hope. 

The Finance Committee works with
staff, especially our bookkeeper, Damaris
Williams, and the “big three,” Mary Jane
Eimer, Mary Ellen Brown, and David
Teisler, to manage $1.5M spread over more
than 400 budget lines and growing. For
2009, the year ending, we’re projecting
total income of $1,765,387 against ex-
penses of $1,777,049 for a loss for the year
of $6,865. The budget of one and three
quarter million dollars is divided among
three major areas: Convention has revenues
of $638,001; Membership has $529,902;
and Publications adds $475,430, with the
remainder from other areas. We are also
managing restricted reserve funds of
$644,000. This year we hired a financial
consultant to help us with these reserves.

Looking at the future, this year we are
kicking off our Five-Year Campaign to raise
$2 million to fund our reserves, labeling the
campaign “Fund the Future.” And we wel-
come Denise Davis, Treasurer-Elect, who
will coordinate gifting. 

The Treasurer ended indicating that the
Association enjoys sound overall financial
health: we are fiscally sound; we pass yearly
independent audits; we follow accepted ac-
counting principles (GAAP); we are com-
pliant with all state and federal regulations;
our budget is transparent; we track staff
time and task allocation; and, he and the
committee remain cautiously optimistic
during this recession.

President Leahy announced the following
members would be serving the Association:
Kristene Doyle, 2009-2012 Membership
Issues Coordinator; Todd Smitherman,
2009-2012 Committee on Student
Membership Chair; Catharine P. MacLaren,
2009-2012 Clinical Directory & Referral
Issues Chair; Ray DiGiuseppe, 2009-2012,
Leadership & Elections Committee Chair;

Daniel Hoffman, 2009-2012 Social
Networking Committee Chair; John Otis,
2010 San Francisco Program Chair; David
DiLillo, 2011 Toronto Program Chair;
Kristalyn Salters-Pedneault, 2009-2012
Academic Training Committee Chair;
Michael Twohig, 2009-2012 Research
Facilitation Committee Chair; Shelly
Robbins, 2009-2011 Awards &
Recognition Committee Chair; David A. F.
Haaga, 2009-2012 Publications
Committee Coordinator; Tom Ollendick,
Editor, Behavior Therapy; and N. Brad
Schmidt, 2009-2012 Media Production
Committee Chair. 

President Leahy announced the transi-
tion of officers: Deb Hope will serve as
President-Elect, Dean McKay will serve as
Representative-at-Large and liaison to
Convention & Education Issues, Denise
Davis will serve as Secretary-Treasurer and
will take office next November, and Frank
Andrasik will serve as President. 

The President noted that our goals have
been dissemination via tBT, reaching out to
the media, adding benefits for our mem-
bers, using the web to provide content, de-
veloping a Facebook page, looking into the
possibility of, although ultimately rejecting,
credentialing, and adding local communi-
ties. We’ve succeeded or are making great
progress on all lines. He stated, “I am happy
to turn the gavel over to our President,
Frank Andrasik, knowing things are in such
great shape.”

The incoming President, Frank
Andrasik, thanked now-Immediate-Past-
President Leahy, saying he was honored to
accept the gavel and the responsibility. He
said he hopes you all think at the end of next
year that you had a good year. He noted he
was looking forward to the convention that
John Otis would be heading in San
Francisco. 

Adjournment: There being no further
business, the meeting was adjourned at
1:05 P.M. Eastern Standard Time. �
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Thursday

6 hours | 9:00 a.m.
Unified Protocol for the Treatment of
Emotional Disorders • David Barlow, Kristen
Ellard, Christopher Fairholme, Todd Farchione,
Johanna Thompson-Hollands, Zofia
Wilamowska, Boston University

3 hours  |  9:00 a.m.
The Nature and Treatment of Depression
in Adolescents 
Cecilia Essau, Roehampton University

3 hours  |  9:00 a.m.
Beyond the Manual: Managing the Factors
That Interfere With The Effective Delivery
and Acceptance of Empirically Supported
Cognitive-Behavioral Therapies 
Cory Newman, University of Pennsylvania and
Center for Cognitive Therapy, Philadelphia

3 hours |  9:00 a.m.
Trichotillomania and Pathological Skin
Picking: The Essentials of Assessment and
Treatment • Martin Franklin, University of
Pennsylvania School of Medicine, Nancy Keuthen,
Massachusetts General Hospital, Harvard Medical
School, and Douglas Woods, University of
Wisconsin-Milwaukee

3 hours  | 9:00 a.m.
From Report to Court: Psychology, Trauma
and the Law • Sarah Heke, Institute of
Psychotrauma, East London Foundation NHS
Trust, London, and Georgina Smith, Imperial
College NHS Trust, London

3 hours  |  2:00 p.m.
Outpatient Cognitive Behavioural Therapy
for Adults With Anorexia Nervosa: A
Refresher Course  • Glenn Waller, King’s
College London and CNWL NHS Foundation
Trust, London 

3 hours  |  2:00 p.m.
CBT for Late Life Depression
Ken Laidlaw, Edinburgh University

3 hours  | 2:00 p.m.
Cognitive Behavioral Therapy for Adult
ADHD: An Integrative Psychosocial and
Medical Approach • Russell Ramsay and
Anthony Rostain, University of Pennsylvania

3 hours  |  2:00 p.m
An Acceptance-Based Behavioral Therapy
for Generalized Anxiety Disorder and
Comorbid Disorders
Sue Orsillo, Suffolk University, and Lizabeth
Roemer, University of Massachusetts, Boston 

3 hours  |  2:00 p.m.
Cognitive-Behavioral Treatment of PTSD
in Persons With Serious Mental Illness
Jennifer Gottlieb, Dartmouth Medical School,
Dartmouth Psychiatric Research Center, and
Massachusetts General Hospital, Boston, Kim
Mueser, Dartmouth Medical School and
Dartmouth Psychiatric Research Center

Friday

6 hours  |  9:00 a.m.
Working With the Couple With Cluster B
Spectrum Personality Disorders:
Comorbidity, Crisis, and Collusion
Frank Dattilio, Harvard Medical School, and
Arthur Freeman, Governors State University

6 hours  |  9:00 a.m.
Implementing CBT for PTSD in Clinical
Practice Using the Case Formulation
Approach • Jason DeViva, VA Connecticut
Health Care System, Newington, CT, and Claudia
Zayfert, Dartmouth Medical School

6 hours |  9:00 a.m.
Working With Shame and Self-Criticism: A
Compassion-Focused Approach
Paul Gilbert, Mental Health Research Unit,
NHS, Derby

3 hours  | 9:00 a.m.
Cognitive Behavioral Treatment of
Childhood Obesity: Basis Concepts and
Strategies • Caroline Braet and Ellen Moens,
Ghent University

3 hours  | 9:00 a.m.
Ending Cognitive Behavioral Treatment:
When Clinical Realities Collide With
Empirical Data
Deborah Dobson, Alberta Health Services,
Calgary Zone, and Keith Dobson, University of
Calgary

3 hours  | 9:00 a.m.
Cognitive Therapy for Addiction:
Motivation and Change • Frank Ryan,
University of London and CNWL NHS Foundation
Trust, London

3 hours  | 9:00 a.m.
Cognitive Therapy for Challenging
Problems: What to Do When the Basics
Don’t Work • Judith S. Beck, Beck Institute for
Cognitive Therapy and Research and University of
Pennsylvania

3 hours   |   2:00 p.m.
Cognitive-Behaviour Therapy for
Contamination-Related OCD:  ERP and
Beyond • Stanley Rachman, University of
British Columbia, Adam Radomsky, Concordia
University, and Roz Shafran, University of
Reading

3 hours   |   2:00 p.m.
Disrupting the Rhythm of Depression:
Prevention of Relapse in Depression Using
a Brief Cognitive Group Therapy • Claudi
Bockting, University Groningen

3 hours   |   2:00 p.m.
The ABCs of Case Formulation in
Complicated Grief • Ruth Malkinson, Israeli
Center for REBT, Rehovot

3 hours   |   2:00 p.m.
Cognitive-Emotional Therapy With Cancer
Patients • Yossi Adir, Sheba Medical Center, 
Tel-Aviv

Saturday

6 hours  |   9:00 a.m.
Staying Well After Psychosis: A Cognitive
Interpersonal Approach to Relapse
Prevention and Emotional Recovery
Andrew Gumley, University of Glasgow, and
Matthias Schwannauer, University of Edinburgh

6 hours  |   9:00 a.m.
Pseudo-Neurological Disorders:
Theoretical and Clinical Guide to
Diagnosis and Management
David Glosser, Tsao-Wei Liang, and
Christopher Skidmore, Jefferson Hospital for
Neuroscience and Jefferson Medical College,
Philadelphia

The World Congress includes a diverse and exciting group of In-
Congress Workshops and Master Clinician Seminars that are listed
below and described in detail at www.wcbct10.org. 

For full information about other events, including Pre-Congress
Workshops, Invited Addresses, and general sessions please visit the
website. Come join us for 4 days of exciting presentations on cognitive
and behavioral therapies!

IN-CONGRESS WORKSHOPS

June 2–5,  2010 • Boston University

World Congress of Behavioral and Cognitive Therapies

www.wcbct2010.org

WC BCT
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3 hours  | 9:00 a.m.
CBT for Body Dysmorphic Disorder
Fugen Neziroglu, Bio-Behavioral Institute, Great
Neck, NY, and Hofstra University, and David
Veale, Kings College London

3 hours  | 9:00 a.m.
Cognitive Behavior Therapy for Adolescent
Depression: The TADS Modular Approach
John Curry, Duke University

3 hours  | 9:00 a.m.
Cognitive-Behavioural Systems Approach
to Relationship and Sexual Problems
Mehmet Sungur, Marmara University and
Turkish Association of CBT

3 hours  | 9:00 a.m.
Case Formulation and Collaborative
Empiricism: Enhancing the Use of
Homework Assignments in CBT
Nikolaos Kazantzis, La Trobe University

3 hours  |  2:00 p.m.
Implementing a Cognitive-Behavioural
Group Program (Fun FRIENDS) With
Young Children Paula Barrett, Pathways
Health and Research Centre and University of
Queensland, and Kristine Pahl, Pathways Health
and Research Centre

3 hours  |  2:00 p.m.
Integrating Family Therapies Into Third
Wave CBT Interventions for Addictive
Eating Disorders • Phyllis Gildston, Brooklyn
College and North Shore Center, Great Neck, NY

3 hours  |  2:00 p.m.
Behavioral Couples Therapy for
Alcoholism and Drug Abuse
William Fals-Stewart, University of Rochester,
and Timothy O’Farrell, VA Boston and Harvard
Medical School

MASTER CLINICIAN SEMINARS

Thursday

2 hours  | 9:00  a.m.
Developing and Using a Case Formulation
to Guide Treatment • Jacqueline B. Persons,
San Francisco Bay Area Center for Cognitive
Therapy, Oakland, and University of California,
Berkeley

2 hours  | 9:00  a.m.
Four New Ways to Make Behavioral Couple
Therapy Work Better •  Kim Halford,
University of Queensland, St. Lucia

2 hours  | 9:00  a.m.
Rapid and Effective Treatment of Specific
Phobias • Lars-Göran Öst, Stockholm
University

2 hours  | 9:00  a.m.
New Ways of Working With Delusions
Philippa Garety, King’s College London and South
London & Maudsley NHS Foundation Trust,
London

2 hours | 2:00 p.m.
Cognitive-Behavioral Interventions for
Disadvantaged Participants With Chronic
Medical Conditions • Juan J. Sanchez-Sosa,
National University of Mexico, Mexico City

2 hours | 2:00 p.m.
Working With Negative Cognitions in
Depression: Evidence-Based and Utility-
Based Strategies for Cognitive Change 
Keith Dobson, University of Calgary

2 hours | 2:00 p.m.
Miracle Cures Do Happen: Two Examples
From a Cognitive Therapy Session and an
Interpersonal/Emotional Processing Session
Thomas Borkovec, Penn State University

Friday

2 hours  | 9:00  a.m.
Group Schema Therapy for Borderline
Personality: Catalyzing Change
Arnoud Arntz, Maastricht University and
Maastricht Community Mental Health Center
J. Farrell, Indiana University School of Medicine
and Larue D. Carter Memorial Hospital,
Indianapolis

2 hours  | 9:00  a.m.
Acceptance and Change in Couple Therapy
Andrew Christensen, UCLA

2 hours  | 9:00  a.m.
Metacognitive Therapy for Adult Anxiety:
Case Formulation and Meta-Level Change
Techniques • Adrian Wells, University of
Manchester

2 hours  | 9:00  a.m.
Group Treatment of Anxiety Disorders in
Children and Adolescents: The Cool Kids
Program • Ronald Rapee, Macquarie
University

2 hours | 2:00 p.m.
Treatment of Multiple Health Risk
Behaviors: Poor Quality Diet, Inactivity,
Smoking  • Bonnie Spring, Northwestern
University

2 hours | 2:00 p.m.
Illness/Wellness Management and
Recovery: Current Status and Future
Directions • Kim Mueser, Dartmouth Medical
School

2 hours | 2:00 p.m.
The Clinical Side of CBT for Anxious
Youth: “Tips From the Trenches”
Philip Kendall, Temple University

Saturday

2 hours  | 9:00  a.m.
A Cognitive Behavioral Approach to
Weight Loss and Maintenance
Judith Beck, Beck Institute for Cognitive Therapy
and Research and University of Pennsylvania

2 hours  | 9:00  a.m.
Attention Modification Program: An
Effective and Efficient Treatment for
Anxiety  • Nadir Amir, San Diego State
University

2 hours  | 9:00  a.m.
The Anatomy of a Stuck Point: Challenging
Specific PTSD Beliefs Within Cognitive
Processing Therapy • Patricia Resick, Boston
University

2 hours  | 9:00  a.m.
Developing the Therapeutic Alliance in
Adolescents With Dysfunctional Anger
Raymond DiGiuseppe, St. John’s University

2 hours | 2:00 p.m.
Bipolar Disorder: A Family Intervention
Approach • David Miklowitz, UCLA

2 hours | 2:00 p.m.
Cognitive Therapy for the Beginning of the
End of Life: Interventions for Chronic,
Progressive Illness  • Jason Satterfield,
University of California, San Francisco

2 hours | 2:00 p.m.
Beyond the Manual: How to Do Child and
Family Therapy Really Well!
Mark Dadds, University of New South Wales

[WCBCT 2010 Workshops, Saturday, Continued]

WC BCT
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