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Introduction

Among the many varieties of group psychotherapy, there is enormous
diversity in terms of format, goals, and the role of the leader. Many authors
have comprehensively addressed the conceptual and theoretical aspects of
the more traditional group psychotherapies—for example, Irvin D. Yalom in

his Theory and Practice of Group Psychotherapy (1975).

Surprisingly, there has been no similar undertaking with respect to
specific focal groups. Focal Group Psychotherapy attempts to fill this clinical
gap. Each chapter in the book describes the group process as it relates to a
particular focal problem, providing concise, step-by-step directions for

starting, structuring, and leading such a group.

Focal Groups and the Traditional Groups Therapy Model

The Tavistock and transference-focused groups, as well as the Gestalt
and "encounter” groups, all have notable elements in common that set them
apart from focal group psychotherapy. They have tended to treat a
heterogeneous population—individuals with diverse problems—by
promoting some form of affective sharing, reality testing, and a process

designed to re-experience and examine maladaptive behavior patterns.

In contrast to these more traditional models, the last decade has seen
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the flourishing of homogeneous groups focused on specific client populations.
These focal groups have addressed the treatment of a wide range of issues,
such as spouse battering, incest (survivors and perpetrators), shyness,
depression, post-traumatic stress disorder (PTSD), and codependency.
Although formats, approaches, and styles for these groups certainly differ,
they usually have about half a dozen general qualities in common. Focal

groups tend to
* Have a specific and limited target issue
* Be strongly goal-oriented

¢ Place a high value on efficiency (homework and structured
exercises designed to promote rapid change)

* Have a high educational function

» Discourage attention to transference issues

It can be argued that focal groups afford clients less opportunity to
explore process, reality test, and evaluate affective and behavioral responses
than would be offered in more traditional groups. However, focal groups do
create several important advantages. First, they promote greater group
identification and faster cohesion because everyone presents with the same
problem. A number of studies have supported the link between high cohesion

and successful outcomes (Maxmen, 1978; Budman, 1981; Marcovitz and

Focal Group Psychotherapy 29



Smith, 1983). A second advantage is that focal groups are more effective, at
least superficially, in reducing client distress. A body of evidence is beginning
to show that focal groups provide greater symptomatic relief than traditional
heterogeneous group models. After reviewing the literature, Klein (1985)
suggests that "homogeneous group treatment may be the treatment of choice
for symptom relief, and for situations in which time, expense, and patient
resources are limited" (p 317). A third advantage, implied by Klein's
conclusion, is that focal groups tend to offer a brief and concentrated
therapeutic experience. Group members often show more rapid improvement
because the high degree of group structure rivets attention on a single
problem area. Because many focal groups are time-limited, clients may push

themselves to learn and practice new behaviors in the short period available.

The issue of efficiency is worthy of special note. If therapy is to be brief,
as well as successful, it may be focused. Burlingame and Fuhriman (1990),
after reviewing the literature on time-limited group therapy, concluded the
following: "No other dimension reaches such consensus among the writers as
does the importance of focusing treatment objectives and processes.... There
is substantial agreement that a focus needs to be taken by the clients, the

therapist, and the total group” (p 105).

Advantages of Focal Groups Over Individual Therapy for Specific Target Populations
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At a time when government-funded mental health resources are
diminishing, HMOs are proliferating, and insurance companies are restricting
mental health coverage, group therapy has emerged as an extremely cost-

effective alternative to individual therapy.

Davies (1975) points out that, for most people, interaction in groups is
the norm—at home, in the workplace, and in social situations. One-on-one
pedagogic or emotional encounters are relatively rare in our society. This can
make individual therapy extremely uncomfortable for certain individuals, and

can even deter them from pursuing help.

Further, in a group setting, the difficulties clients have in their lives can
be reproduced directly rather than symbolically, and thus can be dealt with
more effectively. In groups, participants are encouraged to share their
resources in coping with similar issues. They can develop new self-
perceptions along the way, experiencing themselves, for example, as helpful,
sympathetic, or supportive. It's also sometimes easier for clients to accept
help or insight offered by their peers, rather than by a therapist in an

authoritarian position.

Addressing the need for cost-effective treatment, Budman et al. (1988)
compared time-limited individual therapy with time-limited groups. Clients

rated themselves on various scales, and were also rated by the therapist, an
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independent evaluator, and their spouse or significant other.- "Before" and
"after" measures were used. Budman et al. concluded that there was
significant improvement in both treatment conditions, and that, for the most
part, subjects appeared to do equally well in the group and in individual

therapy.

Research by Rose et al. (1986) showed no significant differences in
outcome for groups that addressed issues of stress management versus
individual therapy focused on the same topic. Clients in both treatment
modalities felt that they'd benefited, and were pleased not to have been in the
alternate modality. Rose and his colleagues also confirmed that the cost of

group treatment was dramatically lower than the cost of individual therapy.

Toseland and Siporin reviewed the literature in 1986, finding 32 studies
comparing individual and group treatment (these studies met the classical
experimental criteria of random assignment of clients to individual and group
modalities, with comparisons made across the two modalities). In 24 of the
32 studies—75 percent—no significant differences in effectiveness were
found between the two treatment modalities: group treatment was as
effective as individual treatment. In the remaining eight studies (25 percent),
group treatment was found to be significantly more effective than individual
treatment. In no case was individual treatment found to be more effective

than group therapy. Not only was group therapy more efficacious than
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individual therapy, but the dropout rate was also lower for the groups than
for the cases involving individual treatment. While no clear pattern emerged
indicating the particular presenting problems or characteristics of clients who
would benefit most from group treatment, successful group treatments were
reviewed for depression, agoraphobia, assertiveness, parenting, and incest,

among others.

In a commentary on Toseland and Siporin's literature review,
Mackenzie (1986) suggests that the group format is a powerful method for
overcoming low motivation. In support of his observation, he reiterates the
lower dropout rate in groups than among participants in individual therapy,
and notes the success of group treatment with difficult client populations,
such as substance abusers. Mackenzie also points out that the use of group
therapy for treating aggressive clients has a lengthy and distinguished history
in the therapeutic community. He concludes that "by far the most difficult
challenge lies in overcoming professional and institutional resistance to the

sensible application of group modalities" (p 210).

The Use of Focal Groups as an Adjunct to Individual Therapy

As noted above, research supports the advantages of focal group
therapy over individual therapy, not only on the basis of cost effectiveness,

but also with respect to outcome. However, it's also important to
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acknowledge that group interaction can be a powerful trigger for emotions
and memories. Clients may need to have the additional support of individual
therapy throughout the group process. This is especially true for clients
whose clinical issues may require long-term treatment—for example,
character disorders, abuse survivors, and so on. Such clients can nonetheless
derive significant benefits from participating in a short-term focal group. The
added support of individual therapy may also help prevent the attrition of

certain difficult clients in group therapy.

Many clients will not accept group therapy as their sole treatment
modality. In their 1986 study, Toseland and Siporin also found that when
given a choice between individual and group therapy, many clients opted for
a one-on-one therapeutic relationship. Budman et al. (1988) found a similar
trend among their clients. Despite nearly identical effects within the two
treatment modalities, clients subjectively perceived individual therapy to be
more beneficial. Such client biases limit group therapy to an adjunctive role
for many individuals. Nonetheless, as Mackenzie argued in 1986, as
professional resistance to group therapy decreases and a corresponding shift

in "therapeutic atmosphere" occurs, client attitudes will shift accordingly.

Until such a shift occurs, group therapy can still serve as an important
adjunct to individual therapy for those clients who do not wish to rely on the

group process alone. Participants derive enormous hope and support from a
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group in which others are all struggling with similar issues. Group members
are exposed to peer-generated problem solving in an atmosphere of learning

and exploration: this can expedite the progress of individual therapy.

Peer pressure is a strong motivator for change in the group setting.
Behaviors and skills developed in individual therapy can be rehearsed within
the group; clients also learn from the work and progress of other group

members.

The confrontation of denial provided by members in a group often
speeds the progress of individual therapy. Similarly, the interpersonal
patterns of individuals are more readily exposed in a group than in a one-on-
one setting. This provides the group therapist with an array of projective
patterns that may not be fully observable in individual transference

relationships.

How To Use This Book

In composing these chapters, the authors have assumed a certain level
of therapeutic expertise among their readers. Aspiring group therapists—
whether graduate students or practicing professionals—should acquire not
only basic therapy skills, but familiarity as well with the particular client
group being addressed. It would be a mistake to attempt to run a focal group

on the basis of one of these chapters alone, without a working knowledge of
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the clinical population in question.

Each chapter in Focal Group Psychotherapy follows the same
organizational structure. Regardless of theoretical perspective, or the type
and style of ilnterventions, all chapters use a consistent format so that you
can easily find the specific information you need. It isn't necessary to read
every word of the shyness groups chapter, for example, to locate basic ground
rules or main concepts and skills. For each type of group, this information

appears in clearly marked sections.

Every chapter begins with an Introduction that gives an overview of the
relevant problem area. This section may include research findings on the
scope of the disorder, as well as commentaries on the effectiveness of specific
treatments in the group setting. The Selection and Screening section provides
criteria for determining who should and should not be in the group. In many
chapters, this section includes screening techniques and even specific
questions to ask prospective group members. The Time and Duration section
makes recommendations about the ideal number of weeks the group should
run, and the length of each group session. In some chapters, two alternate

formats are provided for longer- and shorter-term groups.

The section Structure focuses on basic framework issues: whether the

group should be open or closed, how many clients to accept, and so on. The
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Goals section describes appropriate client goals for amelioration of the target
problem. There may also be group goals for providing education and
information about the target problem, as well as creating opportunities for
the acquisition of skills. Ground Rules provides recommendations for how the
therapist should establish group rules about confidentiality, feedback,
interruption, attendance, homework, and so on. Often this section is written
in the form of a script, providing you with a model for introducing these
issues to the group. Of course, every script in the book is subject to your
individual revision. Starting the Group gives instructions for handling the first
15 to 30 minutes of the initial group session—again, this is in many cases
presented as a script. The emphasis is on methods of introduction, ice-
breaking techniques, and an overview statement to clearly establish the goals,

ground rules, and format of the group.

The Main Concepts and Skills section provides concise summaries of
didactic material that you can present at appropriate points throughout the
group. Concepts and Skills are listed in an alphabetical outline format. For
example: A. Concept: Development of Agoraphobia; B. Concept: The
Agoraphobic Personality Profile; C. Concept: The Causes of Agoraphobia; D.
Concept: Relaxation; E. Skill: Abdominal Breathing; F. Skill: Progressive Muscle
Relaxation. Most of the information here is written in the first person, just as
you might present it to group members. No one of these sections is meant to

be exhaustive or universal: you will probably wish to modify the didactic
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material to better fit your particular group of clients and your own

therapeutic approach.

As you read, you will notice that concepts are frequently followed by
related skills (for example, R. Concept: Knowing Your Boundaries, followed by
S. Skill: Setting Limits). The skill usually consists of a set of new behaviors that
are at first described didactically, and later practiced in a series of

experiential exercises for your members.

The Main Interventions section offers a week-by-week outline of how to
blend content and process for each particular focal group. A given weekly
session usually consists of some kind of opening process, such as discussing
the previous week's homework, followed by the introduction of one or more
concepts and sKills. These match the outline format of the Concepts and Skills
section so that you can refer back and forth between the two. While the
Concepts and Skills section gives an example of how to present a topic
didactically, the iInterventions allow you to experientially explore and teach a

particular concept or skill.

You will notice that, in most chapters, the ilnterventions are numbered.
This is a time-saving device. It allows you to assume that each time you see
Intervention 5—Dyad Exercise, for example, this is essentially the same

technique as previously described in the chapter. The instructions, therefore,
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don't have to be repeated.

Many of the ilnterventions contain sample transcripts to show how a
particular process can be played out in a group, and how you might deal with
typical problems and client responses. The transcripts also model the

therapist's function in this type of group.

As you read through the week-by-week outline in the Main Interventions
section, keep in mind that this is a generic formula, subject at every step to
the modifications that will make it function better for your particular client
population. You may want to change the structure, type, and sequence of

ilnterventions, as well as the tone or individual style of the didactic sections.

Because focal groups are directed at specific target problems, there is a
strong emphasis on behavior change. For this reason, most chapters include a
section describing the criteria for measuring change. You will also find
sections at the end of each chapter on problems specific to that particular

focal group, relapse prevention, and strategies for coping with resistance.
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Chapter 1

Co-Dependency Groups

Ani Amerslav, MA., M.F.C.C.

Introduction

Co-dependency affects the lives of many people. It can be defined as "a
specific condition that is characterized by preoccupation and extreme
dependence (emotionally, socially, and sometimes physically) on a person or
object. Eventually, this dependence on another person becomes a
pathological condition that affects the co-dependent in all other
relationships.” (Wegscheider-Cruse, 1985) Co-dependency hinders
marriages, friendships and healthy family functioning. It destroys trust and
the ability to have honest and open communication. It blunts a person's
feelings and impedes his or her judgment about reality. These things happen
because co-dependents put their own needs aside, aren't assertive, often
attempt to control others and outcomes of events, and are often unaware of

their feelings.

One of the most effective ways of treating codependence is with group
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therapy (Cermak, 1986). Through the group process, a co-dependent's
interactional problems are triggered; at the same time, peer validation,

feedback, modeling of new behaviors, and healing can occur.

Twelve-step groups such as Al-Anon and Co-Dependents Anonymous
(CoDA) are important adjuncts to a co-dependency group. Although there are
big differences between a 12-step program and a psychotherapy group, a 12-
step program offers invaluable ongoing support long after the therapy group

has terminated.

As Cermak (1986) points out, co-dependency can be approached in
three different ways: as a didactic tool, a psychological concept, and a disease
entity. Utilizing these three views, in addition to the adjunct of a 12-step
program, creates a dynamic framework within which group psychotherapy

can be highly effective.

Selection and Screening

Several characteristics create a secure foundation for the group and
help ensure success. The following issues are best screened for in an
individual pre-group interview:

* Consistent attendance is of utmost importance. Potential

absences are best discussed ahead of time, so group

cohesion is not affected and the individual
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« has an opportunity to explore the double message "I want to
be in group and I can't come to group.”

 This group is designed for beginners, people who have had
little exposure to the clinical issues of co-dependency and
have not been in long-term therapy groups focused on co-
dependency. This group would be too basic for individuals
who have had such experience and exposure.

¢ It's best to limit the group to adults, although mature older
teens can fit in well. In such a case, assess whether the teen
will be able to relate to adults in a group milieu. Most co-
dependent teens relate easily to adults, but this is not always
so.

¢ It's also important to rule out clients with the following
characteristics:

¢ Those who are actively chemically dependent. If needed,
numerous evaluation instruments are available, including
AA's "Twenty Questions" and the Michigan Alcoholism
Screening Test. Recovery of at least one year is advisable for
chemical dependents before pursuing a group such as this.

¢ Those who are actively psychotic or on heavy psychotropic
medications.

* Those who have little insight into their own motivations and

behavior and are unwilling to develop introspective skills.

¢ Individuals who are related or in a significant relationship
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with one another.

Keeping in mind the above considerations, meet with each potential
group member individually. Explain the scope of the group, its goals, the
expectations, and the cost. Be clear and concise. Being open to questions and
concerns is very important. During this session, identify and rule out people
with hostile, aggressive, or serious borderline characteristics. Careful
selection in the beginning saves much aggravation and disruption later. This
material, although it sounds simple, is very charged. Witnessing a group
member decompensate or become verbally abusive is an experience other

group members (and you) don't need to have.

Time and Duration

The group runs for 12 weeks and is 1 %2 hours long.

Structure

This group is designed to be a closed group. Group members develop
skills and insights in a cumulative manner from week to week. For this
reason, attendance of all 12 sessions is essential. Of course, if a client is ill or
an emergency arises, all is not lost. However, the returning client may feel out

of sync with the group and have a feeling of having "missed out."
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The optimal size for the group is eight to ten people. It can be run alone
or with a co-therapist. Pay attention to the room in which the group meets.
Chairs should be placed in a circle so that everyone has a clear view of
everyone else. Gently invite members to "join us in the group" if they are
hiding behind others outside the circle, behind posts, or in doorways. A room
with adequate ventilation and satisfactory lighting is also important, since

many co-dependents have anxiety symptoms.

It's important to start and stop on time and to have a good
understanding of the material being covered. Having these things under
control, in addition to being relaxed and emotionally present, gives group
members a sense of security. Members often enter group feeling anxious,
fearful, and full of anticipation, wondering how they will be required to carry
conversations, take care of others, or monitor you. A demonstration of good
boundaries on your part, aptly modeled from the beginning, is necessary. A

thorough discussion of boundaries can be found in Vannicelli (1989).

Goals

The goals are very straightforward:

1. Help clients understand what exactly co-dependency is and how it

negatively affects them.

2. Improve boundaries for clients by helping individuals own their
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feelings and identify their own needs and wants.

3. Increase self-esteem as manifested by better assertiveness, more
self-nurturing behavior, and a decrease in self-critical
thoughts.

4. Help the client identify and begin to appropriately express feelings.

The behavioral skills taught during the group address the above goals.
This in turn reduces the discomfort, fear, and depression with which co-
dependents present. As they see that they are not alone, their problem is not
unique, and that there is an ongoing outside support (peers, 12-step groups,
and so on), a sense of relief and healthy control develops. This allows clients
to make healthier choices in their lives and choose more appropriate outlets

for their feelings.

Such group experiences can be the catalyst for existential awakenings,
or what 12-step programs term "spiritual awakenings." AA literature goes
into this phenomenon very adequately, as do the writings of Victor Frankl and
many others. If you don't feel comfortable with this concept, it's imperative
not to invalidate what a client reports, but to refer the person to someone

well versed in this area.

Ground Rules
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Confidentiality, timeliness, and attendance are mentioned in the first
session, in addition to issues of no dating or sex with other group members.
People with poor boundaries may confuse frank, open talk with sexual
availability. This issue must be brought up. Don't reserve this information just
for mixed-sex groups; it pertains to all-male and all-female groups, too. Also

mention mandatory child and elder abuse reporting laws.

These are somber issues. To balance the heaviness, approach the group
with an attitude of hopefulness and a sense of "this is the place where healing

occurs." Modeling honesty and openness is imperative.

Description of Group Process

Each session begins with a brief check-in (except the first session, in
which each client makes a brief introduction). Next, the didactic material
scheduled for that week is presented. Lastly, the group processes that
material and begins incorporating it into the body of knowledge each member
is accumulating. Specific exercises are suggested for this portion of the group.

Starting the Group

You might begin in the following way:

"Hello everyone! I'd like to welcome you to our 12-week group. As you
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all know, I'm . Let me begin by going over some ground rules so we all

have the same understanding of what this group's about and how it's run.

"As we've talked about before, it's really important that you attend
every group meeting. Each week builds on the previous week, and it's easier if
we all go through this process together. Also, please be on time. Come a few
minutes early, because I start at 7:00 p.m. sharp. Please be sitting down and
ready to go at that time. Anyone have any questions about this? I'll be making

sure that we not only start on time, but that we end promptly at 8:30, too.

"In order for the group to work we must honor everyone's
confidentiality. In other words, what's said in this group stays in this group.
This is so important. Does anyone have any questions about this? Do we all
agree to honor this rule? The only exception is if I believe that you or

someone in your life is in a potentially life-threatening or abusive situation.

"It's each person's responsibility to let me know when they'd like to
have some group time—so please speak up. I can't always tell if you need to
speak; it's up to you. Also, only one person talks at a time. Otherwise I can't

clearly follow what's being said, and we all miss each person's contribution.

"Then there's the issue of relationships between people in this group. It
probably sounds odd to you, but I must ask that you not date or have sex with

any other member of this group. Of course, after our 12 weeks together are
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up, what you do is your own business; but in the meantime, let's just come
together for group therapy and not muddy the waters with socializing and

Sex.

"Okay, enough about ground rules. Now, what are we here to do? We're
going to look at co-dependency—not only the issue in general, but how it
relates to you specifically. We're going to look at how to change situations or
behaviors that don't benefit you anymore. Oh, I know they probably worked
great at one time in your life; but as life progresses, things change—
sometimes we're stuck with old behaviors in new situations and the end
result is pain..or fear..or self-defeating behaviors..or problems in

relationships.

"This is probably a good time to get started with introductions. You all
know me already. [Note: you may briefly self-disclose your interest and
history with codependency at this point if you wish. This is optional.] Maybe
each of you can take two or three minutes to tell us your name and then say

what brings you to a codependency group.”

Don't allow people to go over their time limit. Gently remind them that
their time is up and that they will have opportunities later to talk in more

depth.

Main Concept and Skills
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A. Concept: How Co-Dependency Operates

"Co-dependency was first identified in work with alcoholic families.
More recently it became clear that people can become co-dependent when no
chemical addiction exists in the family. Some people believe that co-
dependency is a disease, some that it's a personality disorder, and others
claim it to be a spiritual deficit. What anyone believes really doesn't matter in
this group. Let's just say that the condition of codependence develops from
living in a dysfunctional, less-than-nurturing, or abusive family. John
Bradshaw says, "Co-dependence is a loss of one's inner reality and an
addiction to outer reality.” (Bradshaw, 1988) Pia Mellody (1989) says that co-

dependents have difficulty
1. Experiencing appropriate levels of self-esteem.
2. Setting functional boundaries.
3. Owning and expressing their own reality.
4. Taking care of their adult needs and wants.

5. Experiencing and expressing their reality moderately.

"Dysfunctional parenting can turn the natural characteristics of a child
into codependent traits. This is not to say that your parents are bad or

'wrong-headed' people. In fact, they probably did the best they knew how. Co-
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dependency is transmitted from one generation to the next. Your parents

passed on to you what was done to them."

B. Skill: Identifying Your Own Co-Dependency

"Codependence is passed on as long as there is no consciousness or
awareness of it. As soon as you become aware, beginning to examine and
question, the cycle is disrupted. So the first step in breaking the cycle is to

become aware of your own co-dependent behaviors and thoughts.

C. Concept: Changing the Pattern That Maintains the Turmoil

"Constant and exclusive focus on another person or a behavior as the
BIG PROBLEM keeps people stuck feeling anxious, worried, and powerless.
Tensions rise, health suffers, relationships are hindered, and the BIG
PROBLEM doesn't get better. Moreover, this focus gets in the way of

appropriately and responsibly addressing one's own issues.

"Tensions are greatly reduced by taking the focus off the BIG PROBLEM
and putting it on yourself. By broadening your perspective, you can begin to
see how you and others in your life actually contribute to keeping turmoil
going. Of course, you do this unwittingly; but, nonetheless, such behaviors as

fighting, arguing, distancing, getting sick, and blaming keep tensions high.
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"When you begin to focus on yourself, you automatically shift from a
position of blaming others for your situation to one in which you take more
responsibility. You can begin to be responsible for your health, mental well-
being, and personal growth; you can then allow others to be responsible for
themselves and their own issues. It's a form of detaching compassionately:
disengaging from others' problems without simply cutting off; thinking about
your needs and wants rather than reacting to theirs; and being assertive

rather than passive or manipulative.

"As individuals begin taking better care of themselves, tensions in the
system reduce and the system's overall health improves. The lower the levels
of anxiety and tension in a system, the fewer living problems the members of

the system are likely to experience.

Some achievable, moderate ways of putting the focus back on yourself
are regular exercise, meditation, laughter, having meaningful friendships

outside the primary relationship, and engaging in good communication.”

D. Concept: Control

"When the focus is off the BIG PROBLEM and on you, several things

become apparent:

You really can't change anyone else.
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Trying to do so makes life difficult or unmanageable.

Over the years, the need to control people's behavior, feelings, and
thoughts, and the outcomes of situations, has become
important—even though it doesn't work.

"The negative effects of attempting to control others are twofold.
Attention to your inner reality is lost. When you're attempting to control
others, your focus is on the outside: what others do, say, or think; the effect
you're trying to make; the way events turn out. You lose touch with your
inner life. A major symptom of this is not being able to adequately process
your feelings. They get denied, sidetracked, stuffed, or overexpressed (as in
overreacting). The second negative effect is that you're trying to control
something that is not controllable by you. This failure at successful contol
becomes food for shame and increases the need to control. Your self-esteem
begins to depend on your controlling behavior. It's a vicious cycle with a no-

win ending.

"No matter how adept at controlling you are, something always goes
awry. Someone is late, you burn the eggs, you forget an appointment, an

emergency comes up. Life is unpredictable.

"Having some control is a good, recommendable thing. You are not
being told to lie down and give up. It's trying to control things that are beyond

your control and not your business that's negative. It's important to know
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what is in your range of control and what is not."

E. Skill: Differentiating Between What You Can and Can't Control

(Adapted from Hall and Cohn, Self-Esteem: Tools for Recovery)

"Problems fall into two categories: those that can be controlled and
those that can't. As a first example, let's consider an incest survivor. She can't
control this past event. It happened. However, she can try to change her
feelings about it. She has two options: one, she can resist, wish it hadn't
happened, and try to forget and ignore the physical and mental side effects of
the experience. Of course, this option most likely leaves her feeling rotten
about herself. The second option is to accept the fact that the incest
happened. She can take steps to overcome the effects of this devastating
event. By exploring more about the events, their impact on her life, her
feelings about the abuser and herself, she can begin to feel better about

herself and to heal.

"Now let's consider a man with an eating disorder. This is a problem
that can be controlled. The man has three options. One, he can attempt change
and seek help to tackle the eating disorder. Entering recovery helps a person
feel good about himself. Two, he can resist change and simply wish things
were different. He can find excuses to support not changing. This leads to

poor self-esteem. The third option involves accepting that the problem can be
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changed but realizing that he's not quite ready to do so. The man can
understand how his eating disorder serves him and can accept the
consequences. The small steps involved in this acceptance can lead to his

feeling better about himself, and can eventually lead to tackling the problem."

F. Concept: Compassionate Detachment Versus Caretaking

"Caretaking is another form of control. It means not only taking care of
others but also taking responsibility for them (and from them). Caretaking
implies getting so deeply involved in other people's lives that you prevent
them from growing and experiencing the natural consequences of their
behaviors. Many times caretaking begins with love and concern. An example
of this is an overprotective mother who loves and cares for her son but is
blind to his need for independence. He is always her "good boy" and she gives
him all the money he needs. When he incurs drug debts, she rescues him by
paying the debts, giving him a place to stay, and telling lies on the phone for

him.

"Another example is a man who constantly monitors his mate's feelings.
He is constantly worried about her reactions, carefully watches what he says,
and 'walks on eggs." He worries about whether she's happy or not, and

carefully controls his own actions in an attempt to ensure her happiness.

"Compassionate detachment means detaching from the problem, but
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not cutting yourself off from the person. Detaching in this way involves not
controlling another's life yet remaining emotionally present to him or her. It
means being there as a friend, listening and responding. It does not mean

giving solutions, fixing the problem yourself, criticizing, or judging.

"All individuals have the right to be free, to have and to solve their own
problems. When you don't allow others their personal freedom of choice, then
you are being possessive. Solving their problems or being responsible for
their feelings is also a form of possessiveness. Possessiveness is not love.

Compassionate detachment allows us to love our friends and ourselves."

G. Skill: Identifying Feelings

"One of the major problems of co-dependency is not being in touch with
your feelings. Most dysfunctional families either overtly deny your right to
your feelings or covertly denigrate them. As you grow up, you teach yourself
to either override, become numb, or overreact to your feelings. The exact

method depends on what you had to do to survive in your family.

"This may have worked in your family of origin, but it can cause

problems in adulthood and stand in the way of healthy relationships.

"Feelings are very important. We all have the potential to experience a

wide variety of feelings. When they remain unexpressed or are stuffed down,
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they begin to cause emotional or physical trouble for us. They can show
themselves inappropriately, become overwhelming or confusing, or become

transformed into physical symptoms like high blood pressure and ulcers.

"A good way to start identifying your feelings is by using a very basic

list:
Mad Hurt
Sad Ashamed
Glad Afraid
Of course there are many more feelings than this, but the list is a good
starting place.

"Remember, feelings are just feelings. Accepting them as they are is the
key. You are experiencing the feelings you are experiencing. This doesn't
mean you have to act on them. It doesn't mean you're good or bad because
you have them. Feelings are not concrete facts in the outer world. Once you

identify a feeling, then you have the choice to act on it or not."

H. Skill: Communicating Feelings

"Learning to talk about your feelings is the next step. It sounds so
simple, yet in reality can be quite difficult, especially when you've been taught

that your feelings are inappropriate. However, expressing feelings can
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enhance trust, improve your self-esteem, deepen intimacy, and reduce the

need to control.

"A good way to start is to use this formula:

[ feel (your feeling)
when you (an action)
because (your reason).

I. Skill: Dealing With Difficult Feelings—Fear, Shame, and Resentment

"Fear, shame, and resentment are very powerful emotions. Not dealing

with them can keep you trapped.

Fear

"It is often said that fear is a lack of faith. Instead of a higher power
running the universe, you feel as if you're personally in charge. Therefore,
control plays a big part in struggling with fear. You may attempt to control
people or outcomes rather than looking at the underlying, or root, causes of

your fear.

"Root causes of fear may be rejection, abuse, the need for approval, hurt,
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suppressed anger, or ignorance about taking risks or knowing how to change.
These things elicit fear because they seem overwhelming. You haven't learned
how to address these feelings. Possibly your family of origin punished you in
some way for having these feelings. As a result, you have a feeling, you don't
know how to deal with it, and it turns into fear. It's easier to project fear
outside of yourself than to see that it springs from your not knowing how to
deal with a feeling or situation in a healthy way. And how do you deal with
fear that is projected onto someone or something else? By controlling that
person or thing. This is a vicious cycle that never addresses the underlying

cause of fear.

"This, of course, doesn't refer to reality-based fears, such as being afraid
of a mugger with a gun; or afraid of abandoned, dark alleys; or riding with a
drunk driver. Such reality-based fears are matters of survival and protection.

They keep us out of trouble.”

Shame

"Shame and good self-esteem are never found together. Shame is used
in dysfunctional families to control people and keep secrets. Guilt differs from
shame in that whereas guilt implies that your behavior was not okay, shame
implies that you are not okay. '‘Shame on you!' means not only 'What you did

isn't okay,' it also says, 'Who you are isn't okay, and nothing you do will
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change that.' (Beattie, 1989)

"Shame implies that what you did is a direct reflection of who you are.
We become ashamed of our bodies, sexuality, feelings, mistakes, and even our

thoughts."

Resentment

"Resentment is commonly identified with anger. However, the roots of
the word mean to 're-feel.'" Resentment can involve the re-feeling of most

feelings: anger, hurt, grief, jealousy, fear, shame, and so on.

"As long as you feel resentment, you hold on to a feeling. This feeling
grows and changes. It causes physical side effects. Pretty soon the original

event or feeling is obscured by out-of-proportion resentment.

"The cure for resentment, as for fear and shame, is to look at the
underlying cause and address it. In time, talking about the initial event or
feeling and the resulting feelings and difficulties can alleviate the resentment.

Acceptance starts to creep in and resentment diminishes."”

J. Concept: Boundaries

"Boundary problems are common in co-dependency. Boundaries refer

roughly to where you end and someone else starts. A boundary is a matter of
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knowledge, an internal line that marks off me. There is a sense of respect for
'me' and 'my space.' Only selected people are invited in. Boundaries have to

do with what you feel comfortable doing and with whom.

"Boundaries are developed in your family of origin. Parents who have
poor boundaries can be intrusive and disrespectful of their children's
boundaries. They teach children how to have unhealthy boundaries. This is
done by shaming, abusing, and controlling. When your boundaries aren't
clear and healthy, you don't know where your responsibilities begin and
someone else's end. The same goes for your feelings and even your life. You

feel mixed up with other people.

"When you have poor boundaries in a relationship, you often end up
taking on someone else's life at the expense of your own. A current joke asks
what the codependent person sees as she's drowning. The answer is that
someone else's life flashes before her eyes. Of course, such focus can seem like
love or caring. But this obviously leads to controlling and, ultimately, trouble.
At the other extreme, if you've walled yourself off (a form of poor boundary
definition called rigid boundaries), relationships are very difficult to have

because you can't let someone get close enough to be intimate.

"The ideal is flexible boundaries. To be able to give support and accept

it. To respect your own and others' feelings, needs and wants, and to be clear
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about their separateness. To be able to talk and have fun with each other,

while allowing each person to be responsible for herself or himself.

"As our boundaries become defined, our self-esteem improves. Melody

Beattie (1989) sites the following facts about boundaries:

« Setting boundaries means learning to take care of ourselves.
* Defining what we deserve means developing boundaries.

¢ Knowing what our needs, wants, and likes are helps

boundaries develop.

* Boundaries develop as we define our personal rights, and
define who we are.

¢ Boundaries emerge as we honor and value ourselves."

K. Skill: Setting Limits

"Limit setting builds on what you learned to do with 'feeling scripts' (I
feel when you because .) by adding two important

additional components:

1. Your limit. This should be stated specifically and behaviorally: 'l
don't want you to shout at me when you're upset.' Or ' don't
want to have to do the dishes every night; I'd like us to do

them on alternate nights.'
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2. Consequences of noncompliance. This is your plan for how you will

take care of yourself if the other person doesn't accept your
limit. Don't make it sound attacking or punishing, just
matter-of-fact. 'If you shout, I'll leave immediately and we'll
talk about it only after you've calmed down.' Or 'If you won't
do the dishes, I'm planning to start eating on paper plates.'

"Here's how to put it all together:

[ feel frightened and hurt when you shout during our conflicts because it
reminds me of growing up with my family. I don't want you to shout at me
when you're upset (limit). If you shout, I'll leave immediately and we'll talk
about it only after you've calmed down (consequence). I feel frustrated
and irritated, Sis, when I come to pick you up and you're not ready. I get
concerned about rushing through traffic and being late to work. Please be
ready when I get here (limit). I'm afraid I'll have to stop carpooling with

you if this isn't possible (consequence).”

L. Concept: Honesty, Openness, and Willingness—"HOW" To Recover

"Recovery is about change. Changing the way we are inappropriately

involved in others' lives. Changing the way we handle our feelings. Improving

our communication and feeling better about ourselves.

"Three things that help keep recovery going are honesty, openness, and

willingness."

Honesty
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"Honesty is simply a matter of being truthful about your feelings, your
needs, or whatever is going on for you. Many co-dependents lie. Honesty is an
act of honoring yourself. Because you honor your feelings, you don't lie about

them. They deserve to be valued.”

Openness

"Openness refers to being emotionally present and available. You are
able to put aside preconceived notions and feelings and really listen and hear
what another person is saying. Openness means being flexible instead of rigid
with demands and expectations. You are able to hear what is being said to you
and reflect back. You are open to new options or different ways of

approaching things."

Willingness

"Are you willing to do things another way? Hearing and being open is
the first step, being willing is the next. Are you willing to actually try different
approaches to living? Willingness takes great personal courage. It also opens

the doors to change."

M. Skill: Congruity

"Congruity means that the way you look, the message you are giving,
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and the way you feel all match up. Incongruity is common in codependence.
How many times have you asked a glassy-eyed, disheveled, exhausted woman
how she is and received the response, 'Oh, just fine!" Or how about the man

with fire in his eyes, clenched jaw, and red face exclaiming, 'l am NOT mad!'

"We learn to be incongruent in families in which having feelings is not
okay. Some families cannot tolerate anger, so the children learn to cover up
and deny their feelings. Some families cannot tolerate grief, so the children
learn never to cry or show sadness. Those feelings are pushed down.
Unfortunately, feelings don't just go away because they're ignored. Usually
they are revealed nonverbally in body language, leading to the kind of

incongruity just described."

N. Concept: Self-Esteem

"Mellody (1989) says this about self-esteem:

Healthy self-esteem is the internal experience of one's own preciousness
and value as a person. It comes from inside a person and is reflected
outward into relationships. Healthy people know that they are valuable
and precious even when they make a mistake, are confronted by an angry
person, are cheated or lied to or are rejected by a lover, friend, parent,
child, or boss.... Healthy individuals may feel other emotions such as guilt,
fear, anger, and pain in these circumstances, but the sense of self-esteem

remains intact.’

Self-esteem is about honoring your internal reality. Externally based self-

esteem means your worth is dependent on who you are married to, how
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much money you make, what kind of fancy clothes you wear, the car you
drive, where you go to be seen, and the kind of job you have. You value
yourself only as you are reflected by external circumstances.

This kind of self-worth is very vulnerable because at any time these things
can be taken away. It becomes important to try and control things that
maintain your sense of worth and, as mentioned before, the world doesn't
always function by your plans. When you lose something, your self-worth
goes down.

Honoring your inner self is achieved by: focusing on yourself, controlling
only that which is controllable, being compassionately detached, honoring
and talking about your feelings, having healthy and flexible boundaries,
being honest and open, and being congruent.

Healthy self-esteem can be manifested by actively working on accepting
yourself as you are rather than constantly criticizing or berating yourself,
responsibly taking care of yourself rather than putting your own needs
and wants aside in favor of another's, and honoring your value as a unique
individual on this earth, rather than trying to mold yourself to be like
someone else.

0. Skill: Examining Your Self-Esteem

"How do you feel about yourself? This is an important question. You
can't change until you know where you're starting from. With a starting point

in mind, you can then set goals for yourself."

P. Skill: Assessing Wants and Needs

"Co-dependents are notorious for not taking proper care of themselves.

One way this is seen is through the tendency to overindulge oneself. The
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person who does this has poor self-esteem but attempts to mask it with
extravagance, little regard for others, and what seems to be a self-serving

lifestyle.

"Another way of not taking proper care of oneself is more blatant. It's
demonstrated by the person in obviously poor physical condition and shaky
mental condition, who eats poorly and doesn't get proper medical care. She
has 'friends' who all take and don't give; her intimate relationships are in
trouble or nonexistent. She may dress poorly and doesn't have time or energy
to have fun. This person doesn't know what she needs or wants, and therefore

rarely asserts herself.

"It is nearly impossible to have a healthy relationship with someone like
this. Because they're so out of touch with their needs and wants, they can't be

emotionally present in a relationship.

"Pia Mellody (1989) lists four categories of difficulty in meeting wants

and needs. They include:

1. Being too dependent. You know your needs and wants, but don't

meet them because you expect others to do so.
2. Being anti-dependent. You know your needs and wants, but insist

on trying to meet them yourself. You're unable to accept
help, and feel too vulnerable to ask.
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3. Being needless and wantless. You are unaware of having any needs
or wants.

4. Needs and wants are confused. You know what you want and you
get it, but you don't know what you need. For example, you
buy everything you want and you use this to 'cure' needs
that aren't being met (maybe you're not even aware of
them).

"Needs as opposed to wants, are necessities. Some examples of human
needs are food, shelter, love, affection, nurturance, a sense of belonging, and

medical care.

"Wants are things we'd like to have or do. They might include such
things as: wanting to own a Corvette, wanting to go to Hawaii, wanting to

learn to windsurf, wanting to get married, wanting to call a friend."

Q. Skill: Expressing Wants and Needs

"You can express wants or needs by using a very simple assertive script.

It has three basic parts:

1. The situation. Just describe the facts—no blaming, no attacking, no
pejorative language. Be as careful as you can to be objective

and straightforward.

2. Your feelings. Use I-statements. This means you say 'l feel hurt' or 'l
feel scared' or 'l feel overwhelmed'; not 'You hurt me' or
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'You're scaring me' or 'You're overwhelming me.' Those are
you-statements. They convey blame. They make people feel
attacked and defensive, and less likely to respond to your
needs.

3. Your wants. Be specific—what, when, and where. People have
trouble remembering or responding to general requests. Ask
for behavioral rather than attitudinal change. People can
alter what they do a lot more effectively than change their
beliefs.

"Here's how you can put the three parts together into a coherent
assertive statement. Let's say, for example, that your best friend keeps

borrowing money—3$5 here, $10 there—but never pays it back.

Two or three times a week you borrow money for lunch or cabfare.
But you often forget to pay it back [situation]. I feel irritated and frustrated
sometimes when I don't get the money back [feelings]. I would like you to

keep track of the tab and try to pay me back by the end of each week [wants].'

"Notice that the situation is described without using aggressive
language, the feelings are I-statements, and the last part asks for a specific

behavior change.”

R. Skill: Self-Care
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"You're learning to identify your needs and wants. The next step is to
put them into practice and live in a self-caring way. To be self-caring means to
honor and value yourself, your needs, and your wants. It means to live for
you, not for others. You may—and hopefully will—choose to have others in

your life; but they're not the sole reason for your living or dying.

"Self-care means moderation. Too much or too little involves denying

your needs. For instance, impoverishment is a mask just as much as excess is.

"Self-care means self-discipline. You are like a flower garden that needs
to be tended, watered, and cared for on an ongoing basis, a little every day.
It's easy to start something and give up in a few days or weeks. Loving
yourself enough to follow through and commit a bit of time just for you is a

mark of good self-esteem.

"Self-care means that the focus is on you. Learning to control the things
you can rather than trying to control what you can't. The focus is off the other

person, place, or thing.

"Self-care means acceptance, accepting that you need to care for
yourself. It means accepting yourself just as you are now and working with

this body and soul to keep them running well.

"Self-care also means thoughtfulness. You have to contemplate your
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needs and wants and then determine how you can best care for yourself."

S. Concept: Tying It All Together

"Maybe you've noticed that all the issues we've covered in this group
are somehow interrelated. For example, controllers have boundary problems
and they have trouble detaching. People who are confused about their
boundaries don't know how they feel, nor can they communicate well. They

don't take good care of themselves, reflecting their poor self-esteem.

"Recovery from codependence begins with becoming conscious of what

you're doing. Your focus must be redirected onto yourself.

"Learning to live with yourself in mind is the first step toward
increasing your self-esteem. You cannot feel high self-esteem and shame at
the same time. Honoring and valuing yourself means accepting yourself as
you are in reality. You must take responsibility for yourself and work toward

positive change. This is what recovery is—one day at a time."

Main Interventions

Week 1

Introduction
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See Getting Started.

A. Concept: How Co-Dependency Operates

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 2: Mini-Evaluation

After the didactic presentation, evaluate quickly how group members

are responding to the material. The reason for this is

1. To determine which issues can be addressed during the group

process

2. To quickly assess how individual group members are coping with
the material

Sometimes the pulse of the group is calm, at other times a few clients
might be upset, confused, or angry. Make a mental note of how various
individuals are reacting, and weave this into later group process work if at all

possible.

The best way to do a mini-evaluation is to briefly entertain questions
(no more than 5 to 10 minutes) after the didactic part of the session. Observe

each person and note the sorts of questions being asked.
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Example
Leader: Okay, are there any questions about the way co-dependency operates?

Chris: (agitated) 1 don't know. This sure seems like laying all the blame on my
parents. I'm an adult. I came from a nice family.

Leader: Yeah, it's difficult to understand this at first. We're not blaming your
parents. Co-dependency is multigenerational and it happens to lots of nice
families who just aren't aware of it. [Explain "multigenerational” if
necessary.] But you're aware now, and because of your courage, the pattern
won't have to repeat itself.

Note that Chris is experiencing difficulty admitting and accepting that
his family of origin was dysfunctional. Consider focusing on or highlighting

denial as a defense during an appropriate portion of the group process.

B. Skill: Identifying Your Own Co-Dependency

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 3: Soliciting Examples From Clients

Clients often have trouble in the beginning verbalizing their symptoms.
Trust has not yet been established within the group; this is also a new

behavior. Gently guide clients along.

Example

Leader: 1'd like to take a minute or two and see if you can identify any of your own
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co-dependent behaviors or thoughts. Let's go around the room and have

everyone give at least one example.
Dale: Well, I know that at times I just can't say no.
Leader: To whom, Dale? Can you give an example?

Dale: Oh, sure. My daughter. I just love her so much that when she's in trouble and
seems to be really sorry, [ just give in.

Leader: So that's an example of a boundary issue. Thanks, Dale. Anyone else?
Sandy: 1 can't come up with anything.
Leader: Think about why you came to group.

Sandy: I'm very unhappy at home. My life has been going down the tubes since all
my kids left home.

Leader: It sounds like your focus—whether you know it or not—has been on your
kids more than it's been on you. Maybe your own needs aren't being met.
What do you think?

Sandy: 1 never thought that I focused too much on my kids, but I guess I did.

Intervention 4: Group Process

After everyone has given examples, engage the group members in a
discussion concerning their co-dependent behaviors, how they feel about

these, and what it's like hearing others talk about their co-dependency.

Homework
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At the end of group, hand out the "Coping With Turmoil" worksheet

located at the end of this chapter. Have clients bring these to group next week.

Week 2

Check-in

C. Concept: Changing the Pattern That Maintains the Turmoil

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Share homework.

Intervention 2: Mini-Evaluation

Briefly entertain questions.

Intervention 5: Family Sculpting

The goal of family sculpting is to give clients a transformational
experience of what it looks and feels like to be caught in a turbulent situation.
Since it's often difficult for clients to verbalize family turmoil, sculpting allows
them to reveal their private views of invisible but meaningful boundaries,
alliances, triangles, roles, and so on. Clients do this by translating their

thoughts and feelings about family into physical positions in space. You then
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are able to simply comment on or point out the dynamics in the sculpture.

Instruct individuals in the group to imagine their family as if they were
going to pose them for a three-dimensional family portrait. This can show any
stage of the family's life together. The important thing is that this pose be
representational of the client's example of family turmoil from the previous
week's homework assignment. A client chooses other individuals in the group
to represent family members. The client positions each person and explains
who he or she is playing. The whole sculpture is then observed by the group.
The "sculptors” are asked to explain their creations. People representing
parts of the sculpture may be called upon to comment on how they feel being

in their specific stance.

Once the ice has been broken with the first sculpture, other clients are
usually more than enthusiastic about having their turn at sculpting. For
complete information regarding family sculpture, refer to Satir (1972) and

Duhl, Kantor, and Duhl (1973).

Make sure there's time to process everyone's feelings before group

ends.

Intervention 4: Group Process

Homework
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At the end of group, hand out the "Control Within the Family System"
worksheet found at the end of this chapter. Have clients complete the

worksheet and bring it to group next week.

Week 3

D. Check-in D. Concept: Control

Intervention 1: Didactic Presentation (See Concepts and Skills section)

E. Skill: Differentiating Between What You Can and Can't Control

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 3: Soliciting Examples From Clients (Use homework)

Example

Leader: I'd like everyone to look at their homework—the worksheet I passed out
last week. I'd like everyone to share one example of what you can control
and another example of something you can't. [Note: When they get to the
latter example, ask them if their manner in attempting control is passive,

aggressive, destructive, or some other style.]

Frank: My first example is that I can do something about my mental health—I'm
going to therapy and this group. I can't control my wife's personality. She
loves to travel; and every time she talks about it, | worry that she's unhappy

here in our home.

Leader: So what do you do?
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Frank: Sometimes I just keep it in and then get overly mad about something else.
Sometimes I get on her case for not being happy at home. It eats me up.

Leader: Does that work?
Frank: No! She just gets mad at me and we end up fighting. It never works.

Leader: It sounds like neither the passive nor the aggressive approach works. Now,
I'd like to talk about the last statement on the sheet: ways in which feelings
aren't dealt with adequately. When we don't adequately address our
feelings, then we tend to get into controlling behaviors. Would someone like
to share an example?

Loren: I've always had trouble with hurt. I just push it down and hope it goes away.
Then I get resentful at the person who hurt me, and I avoid him. I've drunk a
lot because of hurt.

Week 4

Check-in

F. Concept: Compassionate Detachment Versus Caretaking

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 2: Mini-Evaluation

Briefly entertain questions.

Intervention 3: Soliciting Examples From Clients

http://www.freepsychotherapybooks.org 78



At this juncture, tie in the concept of detaching with that of letting go of
control. Point out that detachment does not mean cutting someone or
something out; it's not a rigid reaction. The key is to tie the skill of
differentiating what can and can't be controlled (Concept E) to the concept of
detachment (Concept F). Have everyone come up with an example of

caretaking from his or own life.

Intervention 6: Problem Solving

This ilntervention focuses on how clients are failing to fulfill their needs.
When faced with a problem, they handle it in old ways that are no longer
adequate. After this process is clarified, clients can then formulate new

options that serve them and the problem better.

Example

Leader: Let's take a look at this caretaking behavior and see if you can't come up
with some different options, behaviors based on compassionate
detachment: letting others be responsible for their own problems, you for
yours.

Alexis: 1 used to make excuses for my partner's drinking. I'd minimize how much he
drank; I'd say he was under pressure. Down deep inside I didn't believe it—
but I wanted to.

Leader: What might be a way of compassionately detaching?

Alexis: Next time I'm not going to make excuses for him. He has to be responsible
for his own drinking. I love him, but next time someone says something to
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me, I'm not going to bad-mouth him; but I won't cover up for him or excuse

him either. Maybe I'll just shrug in agreement.
Leader: How do you feel about changing your behavior this way?
Alexis: Well, it's kinda scary. What if I can't do it?

Leader: If you don't succeed, don't give up. Just try it again the next time the
situation comes up. Changing a way of responding is difficult, particularly
when it involves letting someone you care about cope with their own
problems—and floundering sometimes.

Intervention 4: Group Process

Week 5

Check-in

G. Skill: Identifying Feelings

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 2: Mini-Evaluation

Briefly entertain questions.

H. Skills: Communicating Feelings

Intervention 1: Didactic Presentation (See Concepts and Skills section)
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Intervention 3: Soliciting Examples From Clients

Use the formula given in the Concepts and Skills section (I feel ,

etc.). Have clients think of something that happened recently and have them

fill in the formula with the appropriate feelings, actions, and reasons.

Then have group members recall an incident in which they were in a
caretaking role with someone. Have them reflect on their feelings about the
person's behavior, and then use the formula to express themselves. This is an
introduction to the idea that expressing feelings is a healthy alternative to

controlling or co-dependent behavior.

Example 1
Leader: Who would like to give an example using the feeling formula?

Luke: 1 feel sad when I come to group because I hear all these things I identify with,
and it makes me remember lots of things from the past that I had forgotten.

Leader: Okay. Now can someone use the formula at a time when you've been in a
caretaking role?

Stacy: This one is for my boyfriend Roger. "I feel angry when you don't show up
when you say you will, because I get all worried and obsessed with where
you are. I go looking for you all over town. I guess I feel like you don't care
about me and that [ must be pretty worthless."

Intervention 4: Group Process Homework
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"Prepare at least three 'feeling scripts' (I feel when you
because ) regarding people you care about. Attempt to say at least one of

them out loud."

Week 6

Check-in

Have group members give examples from their homework.

Shame, and Resentment

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 2: Mini-Evaluation

Briefly entertain questions.

Intervention 4: Group Process

Group process at this juncture should focus on people's experiences of

fear, shame, and resentment. Keep these three goals in mind:

1. Have them use the feeling formula for expressing these three

feelings.
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2. Whenever appropriate, point out how these feelings keep people

stuck (not growing emotionally and psychologically).

3. Aid clients in searching for and examining underlying feelings and
past events.

Intervention 6: Problem Solving

Group members have discussed how fear, shame, and resentment get in
their way and how they don't adequately deal with these feelings. Now have

them brainstorm new ways of coping.

Homework

"Keeping in mind what you said and heard in the group, think of one

way in which you can deal differently with fear, shame, or resentment."”

Week 7

Check-in

Explore group members' plans to cope differently with fear, shame, or

resentment.

J. Concept: Boundaries
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Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 2: Mini-Evaluation

Briefly entertain questions.

Intervention 5: Family Sculpting

"Boundaries help you to be in a relationship by defining who you are.
That way you can always be with someone without losing the sense of who
you are, what you like, and what you need. This sense of self is necessary for

intimacy.

"Over-closeness or enmeshment is not intimacy. You are so entangled
with someone that neither of you can stand on your own. Leaning on that
other person is so much a part of you that if he or she leaves, then your
balance is thrown off. With good boundaries, two people stand side by side,

connected by mutual desire but each firmly balanced on his or her own.

“With this in mind, let's sculpt some enmeshed relationships. Let's use
examples from your own life." As clients sculpt enmeshment, have them get a

good feel for, and view of, the entanglements.

“Next, let's have some sculpting examples of relationships with good,

healthy boundaries." Healthy boundaries are quickly sculpted.
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K. Skill: Setting Limits

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 7: Role-playing

Role-playing is used to help clients practice setting boundaries in an

enmeshed situation. You can use the situations illustrated by their sculptures.

Example

Leader: (after observing Nell's sculpture) I see you're feeling trapped and dragged
down by your husband. You were talking earlier about his resistance to
your working. Do you have any ideas what it would sound like for you to set
some boundaries?

Nell: No.

Leader: John, play Nell's husband and tell her you don't like her working. Nell,
verbalize to your husband how you feel. Use the script: "I feel when you
because ."

John: (playing husband) Nell, I want you home with the kids. I need you to be here
with us. You're my wife and that's your role.

Nell: John, I feel humiliated when you order me around like that because it makes
me into a helpless child.

John: But I love you. I know what's best for you!
Leader: (coaching) Okay, Nell—now's the time to set some limits.

Nell: Well, John, you may love me and I love you—but it's my life and the decision
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to go to work part time is mine. That's what I'm doing.

John: But the kids! Me! We need you.

Nell: I'm not turning my back on you. I'm not leaving my family. I need to do this for
me so I can be happier here at home.

Leader: Good job, Nell. How did that feel?

Nell: Wow! Really different! I feel as if I can stand up tall and breathe!

Repeat this process with a number of enmeshed situations. Be sure to

practice asserting consequences where appropriate.

Intervention 4: Group Process

If there's time, you may want to process what this brings up for group

members. This ilntervention is optional, depending mainly on how much time

is left.

Homework

"Identify at least one situation in which you need to protect your
boundaries with someone close to you. Prepare a limit-setting statement. You

can either practice setting the limit or get support from the group next week

to do so.

Week 8
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Check-in

Discuss limit-setting homework.

L. Concept: Honesty, Openness, and Willingness: "HOW" To Recover

Intervention 1: Didactic Presentation (See Concepts and Skills section)

The concept of willingness to trust in a Higher Power may be added
here. Given that some people have difficulty accepting this concept, it's best
presented as an optional resource. For example, "Many people find the
concept of a Higher Power useful in their path to recovery. This concept
involves the notion that there is a power greater than you in the universe.
This power, not you, runs the universe. In order to live by this concept, you
must be willing to let go of control and then be open to and accepting of

whatever happens.”

M. Skill: Congruity

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 3: Soliciting Examples From Clients

"Let's go around the room and have each of you give an example of

congruent behavior.” Clients do so. "And now, can you think of a time recently

Focal Group Psychotherapy 87



when you behaved in an incongruent manner?" Have clients give examples.
Those who are stuck can get help from other group members who have
possibly noticed their incongruent behavior in the group, or might remind

them of incongruent behavior they've reported.

Intervention 4: Group Process

Process should assimilate concepts of HOW (honesty, openness,

willingness) and congruity.

Week 9

Check-in

N. Concept: Self-Esteem

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 2: Mini-Evaluation

0. Skill: Examining Your Self-Esteem

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 4: Group Process
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Have each group member list five strengths. Then have them list three

weaknesses. The next step is to tie the weaknesses to their strengths.

Example

Bob: My strengths are that I'm strong, hard-working, insightful, sensitive, and
caring. My weaknesses are that I overwork, [ get easily disappointed, and
I'm impatient.

Leader: Can you relate your weaknesses to the strengths you have, even those
strengths that you haven't mentioned?

Bob: My overworking comes from my being a hard worker! I get disappointed
easily because I'm sensitive, and my impatience comes from my ability to
see the big picture and from my intelligence.

Spend the rest of the group session processing this material and any

other related issues that may come up.

Week 10

Check-in

P. Skill: Assessing Wants and Needs

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Make sure that everyone understands the difference between wants and

needs. Also go over the four categories of difficulty in meeting wants and
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needs. Writing them on a board may be helpful. Refer to Mellody (1989) for a

complete explanation.

Also mention that moderation is an important issue here. In co-
dependency, we tend toward too much or too little. Moderation needs to be

cultivated.

Intervention 6: Problem Solving

Divide everyone into groups of two or three. The assignment is for each
person to talk about his or her wants. Then each person is to identify his or
her needs. If a client gets stuck, the others are to help. Advise group members

to jot down their personal lists. These will be used later.

Intervention 4: Group Process

Example
Leader: What did you discover about your wants and needs?

Carmen: I had a very hard time with my needs. I know what I want, but I've never
thought about what I need.

Luke: 1 had the opposite problem—hat do I want? [ know my needs.
Leader: What did you come up with?

Luke: T'll have to think some more, but I'm pretty sure that [ want a mate. I'm so
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independent and I have lots of friends; but I think I'd like to get married.
Also, I'd like to branch out in my consulting business, take advantage of my
Navy background. Do something different in my work.

Carmen: Safety in my home. I realize how unsafe I feel where I live. I also want to
have more fun. My life is so serious!

At this point, discussing moderation may be in order. Use a group

discussion format if necessary.

Homework

"Continue working on a complete list of wants and needs."

Week 11

Check-in

Q. Skill: Expressing Wants and Needs

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 7: Role-playing

Here the emphasis is on practicing a brief assertive script.

Example
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Leader: Think of something that you want in relation to someone you know pretty
well. How could you express your desire, using the three-part assertive

script: situation, feeling, want?

Miranda: My mother's always calling me up and giving me advice on how to take
care of my kids. I end up feeling incredibly criticized.

Leader: Okay, what do you want in the situation?
Miranda: Support, not criticism.

Leader: Fine, but try to be more concrete about what you mean by support. How

could your mother act supportively?

Miranda: Just say what she appreciates about what I'm doing as a parent. And if
she's worried about something, fine. But also tell me what I'm doing right.

Leader: How does her advice or criticism make you feel?

Miranda: Stupid, a failure, angry.

Leader: Can you try putting it together into an assertive script?

Miranda: "Mom, often you point out problems and give me advice with the kids. But
I don't hear what you appreciate about me as a mother. I end up feeling
stupid, like I'm not doing it right. And sometimes angry at you. Could you
talk more about the things I do as a parent that you appreciate? About what

I do right? And balance the advice out with what you see that you like?

Leader: That really worked. The situation, feelings, and wants were very clearly

expressed.

Try to role-play one assertive request with each person in the group.

Emphasize that the situation should be described in non-blaming terms.
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Feelings should be expressed in terms of I-Statements. Wants should be

specific rather than general, and behavioral rather than attitudinal.

R. Skill: Self-Care

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 3: Soliciting Examples From Clients

Have group members give examples of self-care. As with last week,

include the concept of moderation when necessary.

Intervention 4: Group Process Homework

Using your list of wants and needs from last week, come up with a list of
ways to care for yourself. Try and expand on your current repertoire of self-
care behaviors. In addition, practice expressing a want or need to at least one

person, using the three-part assertive script.

Week 12

Check-in

Homework review.
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S. Concept: Tying It All Together

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 4: Group Process

Start group with Robert Schuller's quote, "The 'l am' determines the 'l
can."" The leader can use this quote to emphasize how self-esteem ("I am")
underlies everything we do. The better you feel about yourself, the more you
believe you can achieve, and therefore do achieve. This group integrates all
the information covered in weeks 1 through 11. Ask group members to briefly

review what they've gotten from the group. Finally, bid everyone farewell and

good luck. Don't be surprised if you get requests for another group.

Criteria for Measuring Change

The main criteria for measuring change are

1. A growing understanding of co-dependency terminology and
concepts, as indicated by correct usage of terms during

group and self-report of change in co-dependent behavior.
2. An increase in the ability to identify and communicate feelings.

3. An increase in self-esteem as manifested by improved
assertiveness, more self-nurturing behavior, improved

boundaries, and an increase in self-acceptance.
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4. An understanding and improvement in boundary issues, such as
knowing likes and dislikes, and an identifying of

unacceptable behaviors.

5. The development of trust among group members.

Problems Specific to the Group

Nonparticipation is more prevalent during the first few sessions. This
can be addressed by gently saying, "We haven't heard from all the group
members. How about someone else contributing?" If someone is particularly
silent, it's advisable to comment on it: "George, you've been so quiet tonight.

What's going on for you? Could you share some of it with us?"

Another problem can be caused by one member who tends to dominate
the group. Usually the signs of this tendency are visible early. The best
strategy is to address the imbalance as soon as possible, before it becomes a
chronic pattern. For example, "Thanks for being so open. I'm going to have to
ask that we let someone else have their turn now. It's great that you can talk
so freely—but with only an hour and a half for group, we have to make sure

there's time for others to share as well."

Relapse Prevention

Since this is a beginning group, relapse simply means returning to a
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previous level of problematic functioning. Once clients are educated on the
topic of co-dependency, a return to ignorance is impossible. Relapse behavior
usually means that the client chooses to return to old behaviors for one
reason or another. It's a conscious choice. Therefore, the only prevention is to
predict in the group that such behavior is possible. The choice ultimately

belongs to the client.

Resistance

Resistance is not usually a problem. Sometimes a certain topic is
difficult for clients to accept or begin acting on. This is not resistance; it's
usually fear. Work from the fear perspective and the trouble eventually
dissolves, because you have aligned with your clients and they feel supported

and understood in their trouble.
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Coping With Turmoil

1. What situation of unrest can I identify in my life or family?

2. How have I reacted to this unrest?

3. How has my way of reacting affected my emotional health? Physical
health? Work situations?

4. What are some modest, thoughtful options for me to take?
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Control Within the Family System

1. Define control. Give an example of a situation requiring control
within your life or family.

2. Who has the most control in your life or family? The least control?
3. Do you want more control? If so, how can you gain it?

4. Is your manner of exercising control passive or aggressive? It is
effective?

5. Is your manner of exercising control healthy or destructive? Give

examples of each.

6. Give examples of ways in which you don't adequately deal with
anger.

e resentment
e envy

o fear

o grief

e shame

e guilt

e hurt
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Chapter 2

Shyness Groups

Lynne Henderson, M.S., M.F.C.C.

Introduction

Current interest in psychotherapy for shyness began when Phil
Zimbardo designed a research study utilizing a simulated prison. He
discovered that normal students pretending to be guards and prisoners took
on the characteristics of real guards and prisoners in a shocking way.
Students eventually gave up basic human rights when they were punished for
rebellion, acquiescing to coercive tactics and capricious rules. Zimbardo
noticed that these rules and tactics no only inhibited spontaneous behavior,
but the students also agreed to do things that were clearly incongruent with
their values or even their welfare. He further noticed that they behaved like

shy people (Zimbardo, 1986).

This research provoked Zimbardo's interest in shyness. He and his
students developed a questionnaire called the Stanford Shyness Survey,

which they administered to 400 other students. When 40 percent of these
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students reported being shy, Zimbardo revised the questionnaire, turning it
into a checklist. It was eventually administered to thousands of people, cross-
culturally as well as in the United States (ibid., item 4). A startling 93 percent

of the population acknowledges feeling shy at some point in their lives.

People for whom shyness is an ongoing problem don't take advantage of
social situations, date less, are less expressive verbally and nonverbally, and
show less interest in other people than those who are not shy (Jones &
Carpenter, 1986). Although shy people are perceived as being less friendly
and assertive than others (Cheek & Buss, 1981; Pilkonis, 1977), they are not
viewed as negatively as they fear (Curran, Wallander, & Fischetti, 1980; Smith
& Sarason, 1975). Shy people simply remember negative feedback better than
less socially anxious people do (O'Banion & Arkowitz, 1977) and remember
negative self-descriptions better than positive self-descriptions (Breck &
Smith, 1983). They overestimate the likelihood of unpleasantness in social
interaction (Lucock & Salkoviskis, 1988), and are sensitizers—that is, they
deal with threat by rumination and worry (Bell & Byrne, 1978; Schmitt &
Kurdek, 1984). They underestimate their own ability to cope with social
situations (Edelmann, 1985; Trower & Gilbert, 1989) and are pessimistic
about social situations in general, failing to expect favorable responses even
when their behavior is appropriate (Maddux, Norton, & Leary, 1988). Shyness
thus becomes a self-handicapping strategy—a reason or excuse for possible

social failure (Snyder, Smith, Augelli, & Ingram, 1985; Snyder & Smith, 1986).
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Cognitive factors are tremendously important in dealing with shy
clients, because cognitive biases about social interaction and the self-inhibit
social performance even when appropriate social skills are available. In fact,
clients who show the most cognitive change are less likely to relapse or need
further treatment (Trower & Gilbert, 1989). In some cases, however,
behavioral change may precede cognitive and affective change. Hammerlie
and Montgomery (1986) studied shy males who, without any other
ilntervention, participated in positively biased social interactions with
friendly, facilitative confederates. Follow-up after six months showed

increased dating frequency and long-term reduction in heterosexual anxiety.

Because the majority of shy people appear to lack self-confidence
(Crozier, 1982) and have a negatively biased self-concept (Franzoi, 1983),
they need to learn new ways of thinking about social interaction and
themselves. It's important to teach shy clients self-assertion and self-
expression through planning, rehearsal, and the organization of ideas in
advance (Phillips, 1986). Because self-consciousness and negative evaluation
interfere with shy people's ability to pay attention to social cues and the
needs of others, they must also learn to actively observe other people and to
attend to others' wants and needs. This facilitates social interaction and

reduces anxiety (Alden & Cappe, 1986; Trower, 1989).

Ten to twenty percent of shy individuals are not only painfully shy but
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also lack social skills (Arnkoff, Glass , McKain, Shea, & Greenberg, 1984; Glass
& Furlong, 1984). These people must be prompted, pushed gently into role-

plays, and helped to practice, practice, practice.

The therapist in a shyness group must be more active, self-directed, and
goal-oriented than in the usual psychotherapy group. For instance, you will
find yourself frequently asking group members, "What do you want from the
group? From the situation? From yourself? What do you want from others?
How do you want to be?" Shy people view themselves as reactors, without
agendas. But we all have agendas and wants and needs. Shy people need help

in recognizing their needs and agendas and in acting on them.

The therapist must also be aware of an important affect in shyness—
shame. I learned this the hard way in 1982 when I was struggling with my
first shyness group. My shy clients seldom mentioned feeling guilty, as did
clients in the psychotherapy groups I had been running for ten years.
Nevertheless, around the third month of the group, they began to experience
tremendous pain in relation to the self. Group members resisted their
homework, became furious at me when they weren't making progress, felt
stuck, and refused to do the most obvious things to make themselves feel
better, like checking out other group members' reactions to them, paying a
compliment, or telling about their hurt feelings at another's real or imagined

slight. They were touchy, angry, hurting, and unempathic with each other.
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They wanted my approval and pushed me away at the same time.

| finally realized that these shy clients were feeling shame—an affect
that can lead to intense cognitive interference and behavioral inhibition and
to the sense that the self is worthless and devalued, by oneself and by others
(Tomkins, 1987; Izard, 1971; Lewis, 1979). Group members began to talk
about these feelings, discussing how difficult it was to make progress when
they felt hopeless about improving. They talked about their fear of being
unable to control their own destinies and their fear of expressing themselves

and having no one listen.

Clients also discussed their secret feelings of superiority and their
fantasies of appearing powerful and perfect. These discussions helped
members begin to deal with their feelings of helplessness, powerlessness, and
secret grandiosity and perfectionism. They began to experiment and find that
they were not in fact helpless, that their immediate goals could become more

aligned with current reality, and that they could reach them.

Selection and Screening

Candidates for a shyness group may exhibit one or all of these problems
in social situations: anxiety and unpleasant somatic arousal, worry and
cognitive interference, and behavioral inhibition. Occasionally clients have

other psychological problems, such as a thought disorder that is extremely
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disruptive, borderline issues that involve acting out and an intense
involvement with the therapist, or a high degree of sociopathy. You may
choose to refer these clients elsewhere or work with them if they are
currently in individual psychotherapy and you can consult with the therapist

on an ongoing basis.

Testing

Candidates spend at least three to four hours taking tests. Because shy
people fear negative evaluation, they frequently "overthink" their responses
to test items or are intimidated by the testing process. Explain that there are
no right answers, that the purpose of the testing is to clarify goals. You may
also point out that there is homework in the structured groups, and the
willingness to take tests may be an indicator of motivation to do the

homework.

You may wish to use a social anxiety questionnaire (Cheek & Buss,
1981; Cheek, 1983; Jones, Briggs, & Smith, 1984), the Stanford Shyness
Survey (Zimbardo, 1977), a depression inventory like Beck's, a self-esteem
inventory (either Rosenberg's or Coopersmith's), the Fear of Negative
Evaluation Scale and the Social Avoidance and Distress Scale (Watson &
Friend, 1969). Any of these measures can be used for screening and for pre-

and post-testing.
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The MMPI (Minnesota Multiphasic Personality Inventory) or Millon will
assess for characterological information and confounding pathology. Many
clients, by the time they reach the Shyness Clinic, have psychological
problems in addition to shyness and may find individual psychotherapy
helpful in addition to the shyness group. A life history questionnaire of your
choosing will also help to focus on problems that may not appear in the

screening sessions.

A ten-item shame/guilt questionnaire called the Personal Feelings
Questionnaire (Harder & Lewis, 1986) is useful because some of the most
intense resistance in shy people, in terms of refusal to take risks, express

feelings, and accept group support, revolves around issues of shame.

Screening Sessions

In addition to the tests, there are two screening session. Because shy
clients may have difficulty talking in the first session, it's helpful to use a
shyness situation questionnaire with a Likert-style response format. Ask the
questions and have the clients respond with the numbers corresponding to
the answers. "On a scale of one to five, how much distress or discomfort do
you feel when you are at a party? Saying hello to someone of the same sex?
Saying hello to someone of the opposite sex?" Develop your own

questionnaire, using the most common situations that elicit shyness (social
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gatherings, classroom situations, dealing with an authority figure, talking on

the telephone, asking for a date, and so on).

Use this first session also to explore the onset and development of a
client's shyness and to define goals. "How old were you when you first
noticed that you were shy? What is your earliest memory of being shy? What
situations elicited shyness? How would you describe your early relationships
with your mother and father?" Here you are looking for parental criticism and
"too much" attention to the child's behavior in social situations. Parental
scrutiny is frequently the breeding ground for the self-consciousness and
intense self-criticism so common to the shy person. Shy people think they are
too fat or too thin, don't like the way they talk, don't like their noses. You

name it, and they don't like it. But they are often very attractive people.

"What were your relationships with your siblings?" Here you look for
bullying or teasing by a sibling. "Were you ever hospitalized or separated
from your parents at an early age or later?" Often shy people have
experienced early separations or losses, which contribute heavily to their
current insecurity and fear in relationships. They are afraid of rejection and

abandonment, as well as criticism.

"What part did your shyness play in your experiences in elementary

school?" Progress through junior high school, senior high school, and college,
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if appropriate. "Did you have friends? What were your friendships like? Did
you date? How often? Have you ever had a steady girlfriend/boyfriend? Have
any of your relationships been sexual? How did your relationships start? How
did they end?" You are looking for traumatic or upsetting experiences that
have provided the base for fears and biased perceptions about relationships,
and for continuous and supportive relationships that can be used as positive

examples when the client feels insecure and hopeless.

Your next task is to determine current social functioning. "What brought
you to the Shyness Clinic just now? What are your current relationships with
your family like? Do you have friends? Can you express yourself freely to
them? How about a boyfriend/girlfriend? How do you like your work
situation? How would you say your shyness affects you at work? What is it
like for you when you meet people socially?" This line of questioning is very
important because it provides information about the current support system
and about appropriate homework—whether you will encourage assignments
such as established eye contact and starting conversations first, rather than
joining clubs or finding places to meet the opposite sex. Also ask what the

client has done to deal with shyness and what has helped in the past.

Next, explore past and present experiences with psychotherapy When
was the client in therapy and for how long? Has therapy helped and if so,

how? Clients will often say that nothing has helped. This may indicate a
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passive style and/or suggest the necessity for placing behavioral techniques

and an active orientation first.

These questions should take you through the first screening session and
perhaps into the second. Use the remainder of the second session to complete
the history and explain the structure and activities of shyness groups. I do
short-term and long-term groups. A long-term group is psychodynamic and
involves here-and-now interactions within the group. A major focus is on
issues relating to attachment (Bowlby, 1988), because insecurity and self-
doubt in relationships are based on early separation anxiety and fears of
abandonment. Fear of evaluation and rejection, with concomitant feelings of
shame, again related to early family relationships, are other major concerns of
group members. Short-term groups are highly structured and didactic. They
involve weekly reading, homework, daily behavioral assignments,
recordkeeping, relaxation practice, and cognitive and/or behavioral exercises

during each group session.

At the end of the second screening session, have the client list three
goals. These goals will have to do with changing unpleasant physiological
arousal or painful emotions, persistent negative thoughts and worries, and
inhibited or inappropriate behavior. Goals must be specific and measurable.
Ask, "How will you and I be able to tell that you have made progress toward

this goal?" "Because you will say fewer negative things to yourself during a
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given day,” or "Because you will initiate at least one conversation with
another person besides your family each day." Arrange goals in a hierarchy
from most to least important. Clients usually tackle the easiest goal first,
rather than the most important; but their most important goal will be the
motivator for long-term change, and both you and the client need to stay

focused on it.

Finally, ask clients to pick up four books: How to Start a Conversation
and Make Friends by Don Gabor, Feeling Good, the New Mood Therapy by
David Burns, Phil Zimbardo's Shyness: What It Is, What To Do About It, and
David Johnson's Reaching Out: Interpersonal Effectiveness and Self-
Actualization. Have them read Don Gabor's book in its entirety because it is
used during the first session. Also suggest that clients get a notebook they can

carry with them to record their shyness homework.

Time and Duration

Groups meet weekly for an hour and a half. Members may come 15
minutes early to discuss their homework with each other after the group has

been meeting for a few sessions.

Although the group described here is 12 weeks long, it is sometimes
necessary to be more flexible. Short-term groups meet anywhere from 6 to 20

weeks, depending on the needs of the group and the participants' ability to
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tolerate the stress of group interaction. Because shy people are highly
sensitive to criticism and are afraid of hurting others, the expression of
thoughts and feelings can be a highly stressful process. If members of a group
seem fragile, we contract for 6 weeks and then decide whether to continue at
the end of that time. Groups usually last for at least 12 weeks, but can run up

to 20 weeks.

Most shy individuals completing work in a short-term group need
additional practice in developing intimate relationships. Many want to go on
to a long-term group—an experience lasting a year or more—while others
find opportunities in the community to continue developing their social skills.
Political action groups, service groups, and volunteer groups can be
wonderfully helpful after a shy client has "kick-started" himself or herself

with a structured group.

Structure

Short-term groups are closed and have three to five members,
depending on clients' level of functioning and the availability of people who
are ready to begin therapy. Shy people find more than four other people at a

time difficult to manage.

Long-term groups are open and can involve up to eight members. When

a client is added to the group, give two weeks' notice and plenty of group time
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for members to explore their feelings before the new person arrives. Clients
are usually afraid that a new person will be critical, because they remember
how critical they were when they first arrived and how much they feared

criticism.

They are also usually angry at the therapist for bringing in someone
new. Because shy people often see themselves as "losers," they may think that
new people are being added because the group is not good enough as it is.
Eventually, though, established members of the group usually acknowledge
that they are curious and even excited about having a new viewpoint and a

new source of feedback in the group.

Commitment

Creating commitment is crucial for behavior change in both short- and
long-term shyness groups. Shy people frequently have histories of being
passive, feeling ineffectual, and waiting to be directed. Explain to clients that
if change is to occur, they must have an active orientation, pay their fees, do
their homework, and make their commitment to group a top priority in their
lives. Otherwise they will waste their time and set themselves up for the

failure that shy people expect in interpersonal situations.

Shy people tend to believe that they will not be missed if they are absent

from the group. Explain that they must not miss sessions, because they are
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depending on each other and no one is able to take anyone else's place. Ask
them to think about their feelings when someone else is absent; and to
recognize that their own absence will spark these feelings in others.
Constancy and commitment are of the utmost importance. Help clients take
responsibility for the group by confronting each other about absences and
lack of participation. By fulfilling their responsibilities, they can improve their
self-esteem and enhance their feelings of self-efficacy. There are times, of
course, when someone does miss a session. If a member does this to take
advantage of an important opportunity socially or at work, the group is

usually pleased.

The collection of fees is the same in both long-term, unstructured
groups and in the short-term groups. If someone "forgets” to pay more than
once or habitually pays late, treat it as a therapeutic issue. Is the person
ambivalent about group? Does he or she feel a lack of support in the group? Is
it hard for the person to take responsibility for him- or herself in this manner?
Is it difficult to see him or herself as a full-fledged member of the group? Does
he or she want to be special or exceptional—in other words, above the

routine obligations of everyday life?

Often shy children are overprotected in their families, and not enough is
expected of them in terms of contribution to group life. Treat nonpayment as

the kind of behavior everyone feels like engaging in now and again, stressing
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that it's important to fulfill responsibilities and explore the feelings and
reasons behind the behavior. Talking about these feelings in safety can
function as an effective agent for change, because shy people often don't

understand why they feel resentful at the expectations of others.

Goals

Individual goals in shyness groups include improved social skills, better
interpersonal communication, reduced physiological arousal, cognitive
restructuring of social situations including the shy person's role in social
situations, and cognitive restructuring of the shy person's self-concept.
Cognitive restructuring means identifying negative, illogical cognitive

distortions and substituting more adaptive cognitions.

Short-Term Groups

The function of the structured short-term group is to provide
instruction and opportunities for practice in social interaction through role-
plays, behavioral rehearsal, and games. The short-term group also provides in
vivo desensitization in and outside the group in the form of exercises and
homework. Time set aside for spontaneous sharing builds group cohesiveness
and individual self-esteem, and counteracts shame, helping members learn to

express their feelings and to listen to themselves and others.

http://www.freepsychotherapybooks.org 114



Long-Term Groups

Long-term groups are the place to practice techniques, to develop
spontaneous expression of thoughts and feelings, to become a full
participating member, and to assume leadership roles. The model is that of a
collaborative problem-solving group. The goal for the individual is to feel safe
and productive, to take risks and receive constructive feedback. Group is a
playground for hypothesis testing in the development of skilled interpersonal
behavior. Clients share with new members what they have learned, and in

peer tutoring, become more expert themselves.

In a long-term group, members work to build a culture free of
destructive evaluation, a culture where shame arises only in small doses,
occurring when clients are not pleased with their own behavior and have the
immediate opportunity to try something different. Group becomes an
environment for the emergence of stifled talents and self-expression, a phase

that is highly rewarding for the therapist.

Group Process

As you read about the specific skills and exercises, remember that you
may be flexible in your introduction of specific skills. Timing will vary,
depending on the group. Each group is structured so that homework

reporting and discussion come first, the concept to be learned and the
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exercise accompanying it next, and further discussion and conversation last.
Clients design their own homework each week, continuing some tasks for
several weeks and/or adding pieces as they go (for example, eye contact, then

initiating conversations, continuing conversations, and so on).

Ground Rules

Confidentiality issues are among the most important in a shyness group.
Assure members that you do not discuss the group process outside of group,
except for purposes of consultation. Then explain that their commitment to
confidentiality is essential for group function, because shy people are
especially afraid of self-disclosure. Trust will be the most important aspect of
their group life. Ask individuals whether they will be able to keep this
agreement with other members. You, as a therapist, are bound by ethics and
the law, but clients must make a choice and promise one another to maintain

confidentiality.

There are few other ground rules except, of course, for one’s forbidding
behavior like hitting (unlikely in a shyness group!). Interruptions are
tolerated in a shyness group because they indicate that members are
becoming less self-conscious and more spontaneous. When necessary,
prompt and encourage them to speak up. Discuss the danger of wanting to

play "therapist” to gain approval and avoid risk.
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Explain that this is their laboratory in which they can take risks and try

new behaviors.

Starting the Group

A shyness group has a natural starting place—getting acquainted. After
the new members give their names and before they begin interacting, use a
short relaxation exercise. They will be using relaxation techniques throughout
the group and this gives them practice, as well as help in beginning to interact

in a relatively relaxed state.

In the exercise, have the group visualize a room and furnish it to make it
safe and comfortable. Ask members to choose floor coverings—carpets,
hardwood floors, oriental rugs, and so on. Ask: "What do you want to put on
the walls? Your favorite painting? Wall hangings? Posters?" Tell the group
that the room faces the ocean and has a huge window spanning most of one
wall. Ask them to imagine a window treatment for the room. "Do you want
curtains? Shades? Blinds? Shutters? Or do you want to leave the windows
uncurtained and open to the view?" Then ask: "Do you want a piano or your
favorite musical instrument in the room? Your computer? Your VCR? A sofa
with thick down cushions that seem to melt underneath you? How about a
rich wooden coffee table with a bowl of fruit? A desk, so you can write?

Bookcases with your favorite books? What kind of art objects do you like?"
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Use your judgment about how specific you will be. The point is that the
room should be comfortable and, if clients like, luxurious—but mainly a place
where they can be completely safe and at home and where they can meet

their needs for peace and solitude.

Next, introduce SOFTEN—an acronym taken from How to Start a
Conversation and Make Friends (Gabor, 1983). The acronym stands for
smiling, open posture, forward lean, touch, eye contact, and nodding,
behaviors that indicate that someone is receptive to contact with others. Have
members write the words on the board, along with the goal of the behavior.
This gets them moving around and focused on the behaviors they will use in

the first exercise. Then briefly discuss the book and their reactions to it.

Next, have members break into dyads and use the information on the
board to guide their behavior. "I'll give you ten minutes for this exercise,
essentially five minutes a person. [ want you to get acquainted. Ask each other
where you were born, what it was like when you were a child, what work
your parents did, what work you do now, what hobbies and interests you
enjoy, etc. You can take five-minute turns, or you can ask each other questions
as you go along so that you share the ten minutes. But be sure you find out
what you'd like to know about each other. I'm going to leave the room, and

when [ come back I will ask you to introduce each other to the group."
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Although this exercise seems a little difficult for shy people, they handle
it well. If they leave anything out when introducing their partners, simply ask
partners to fill in the information. There is no evaluation or feedback—just

practice, exposure, and support and appreciation for their efforts.

After partners introduce each other to the group, ask individuals
additional questions about their childhoods. Use information from your
individual interviews to guide the questions so that clients become better
acquainted with one another and see the commonalities in the development

of shyness.

Main Concepts and Skills

A. Concept: Fear Reduction, New Thinking Styles, and Self-Acceptance Are Important
in Dealing With Shyness

"Although many shy people do have social skills, they become anxious in
social situations because they are deathly afraid of negative evaluation and
rejection. Because of early family experiences with negative evaluation of
themselves as social beings, and sometimes because of bullying by an older
sibling or teasing in elementary school, shy people often have a shame-based
self-concept. They've been criticized and devalued. Some have been physically

abused, but most have suffered the emotional abuse that produces shame.
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"As a result, either a feeling of shame triggered unconsciously, or a
thought related to a shame-producing situation, can initiate a vicious cycle of
thoughts and painful emotions that makes the shy person experience routine

social situations as intensely painful and frightening.

"Shy people feel vulnerable, and they are. But they are mainly
vulnerable to themselves and to their negatively biased accounts of social
situations—situations in which they seem always to fail and remain helpless

to do anything about it.

"The average person has what is called a self-enhancement bias—a bias
that shy people reverse in interpersonal situations. The average person
blames the situation when something goes wrong and takes credit when
things go well. But shy people blame themselves when the outcome of an
interpersonal situation isn't what they had hoped and give credit for a
successful social outcome to the situation or to luck. It will take active effort
for you to interrupt your negative thoughts about yourselves and to
substitute positive thoughts instead. However, it is possible, and you can learn

to control your anxiety through relaxation training and practice."

B. Concept: Self-Expression and Accurate Empathy Are Essential to Help Shy People
Experience Social Interaction in New Ways

"In this group, you will learn to listen accurately to yourself and others.
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You will also learn to check with yourself to determine whether you have said
what you really think and feel or simply what you thought the group wanted

to hear.”

C. Concept: Appropriate Self-Assertion and Negotiation Are Essential to Maintain
Behavioral and Cognitive Gains

"It's important to learn to resolve conflict situations. Shy people are
sometimes surprised to learn that these situations can be resolved by means
other than passive accommodation or fearful compliance. Because their
families have used domination and manipulation, shy people often think that
they must either comply with others' wishes or dominate by force and/or
manipulation. One way to learn conflict resolution is by practicing ways of
handling criticism. Assertiveness training and negotiating techniques give you
the confidence to handle criticism and decide for yourselves what you want to

change. This will lessen any tendency you have toward hypersensitivity."

D. Skill: Social Skills

Social skills refers to the ability to initiate and maintain a conversation
and to deal effectively with others. This also includes giving and accepting

compliments, meeting people, and taking leave of them.

E. Skill: Relaxation Training
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"Tension in the stomach, shaking, sweating, breathing difficulty, the
urge to urinate, and dizziness are all symptoms of anxiety. Anxiety is

distracting, causing you problems in social situations and in the group.

"Research shows that others do not notice these physical symptoms as
much as you think they do. Nevertheless, such symptoms are uncomfortable.
Exercises involving the tensing and relaxing of muscles will help make you

aware of your bodies and better able to control your arousal level.

"Relaxation training leads not to loss of control but to increased control
of the body and a sense of mental clarity. Furthermore, you remain in control
of the process, able to interrupt it at any time. Some of you may leave your
eyes open during the initial phases but close them after you realize that this
facilitates relaxation. If your minds wander during relaxation, allow any
thought to simply pass through before you go back to relaxing. It is not

necessary to strain.

"A good way to estimate how tense you are is to use what we call the
SUDS level, which stands for the Subjective Units of Distress Scale. This has a
range from 0 to 100, with 0 representing extreme relaxation and 100 extreme
tension. You may feel little change in tension the first time, which is fine;

relaxation will develop naturally with practice.

"Begin the relaxation by making yourself comfortable. Close you eyes,
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relax into your chair [or the floor], and feel yourself heavy, sinking into the
chair. Develop an awareness of your breathing. Notice it getting deeper and
deeper. Allow yourself to let your breath all the way out, feeling yourself relax
more deeply with each exhalation. I will direct your attention to sensations in
your body and show you how to reduce those sensations. First, direct your
attention to your left arm. Clench your fist tight and notice the tension in your
hand and forearm [five seconds]. Now relax your arm and let it rest
comfortably. Notice the difference between the tension and the relaxation
[ten seconds]. Now let's do the same with the right hand. Clench your fist tight
and a little tighter. Note the tension in your hand and in your forearm [five
seconds]. Now let go—relax your arm, and let your fingers relax, too. Notice
the difference between muscular tension and muscular relaxation [ten

seconds].

"Now bend both hands back at the wrists, tensing the muscles in the
back of the hand and in the forearm. Point your fingers toward the ceiling.
Study the tension [five seconds]. Now relax [ten seconds]. Enjoy the
difference between tension and relaxation. Notice your muscles beginning to

loosen.

"Now clench both your hands into fists and bring them toward the
shoulders, tightening your biceps in your upper arms. Feel the tension in the

muscles [five seconds]. Now relax—Ilet your arms drop down to your sides,
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and notice the difference between the tension and the relaxation [ten

seconds]. Your relaxation feels deeper and deeper. Just keep letting go.

"Now direct your attention to your shoulder area. Shrugging your
shoulders, bring both shoulders up toward your ears. Notice the tension in
your neck and shoulders. Hold it, study it [five seconds], and now let go. Let
your shoulders relax, noting the difference between the tension and the

relaxation [ten seconds]. Keep letting go, deeper and deeper.

"Wrinkle up your forehead and brow until you feel your forehead
furrowed and tight [five seconds]. Now let go, and smooth out the forehead.
Feel the muscles relaxing, loosening, and again notice the difference between

the tension and the relaxation [ten seconds]. Feel the relaxation spread.

"Close your eyes tight. Feel the tension around your eyes as you squint
them tightly, and hold the tension [five seconds]. Now relax, and let go of the
tension. Notice the contrast between the tension and the relaxation [ten

seconds], leaving your eyes comfortably closed.

"Now clench your jaws, biting your teeth together.” (If the client wears
dentures or has tooth pain, suggest that he or she press the tongue against the
roof of the mouth instead.) "Study the tension in your jaws, and hold it [five
seconds]. Now relax your jaws, and note the difference between the tension

and relaxation in your jaw area.
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"Now press your lips together as tightly as you can, and feel the tension
all around your mouth [five seconds]. Now let go, and allow the muscles
around your mouth to become loose and relaxed. Let your chin rest
comfortably [ten seconds]. Let go of the muscles more and more. Notice how
you are becoming more deeply relaxed. "Direct your attention to your neck,
and press it back into the chair [or into the floor]. Feel the tension in the back
of your neck and your upper back [five seconds]. Hold the tension. Now relax,
and let your head rest comfortably, enjoying the difference between the

tension and the relaxation [ten seconds].

"Now try to bury your chin in your chest. Feel the tension in the front of
your neck, and study it [five seconds]. Now let go, becoming more and more

relaxed [ten seconds].

"Direct your attention again to the muscles in your upper back. Arch
your back, sticking out your chest and stomach [clients with back problems
may simply stiffen the muscles of the upper back], feeling the tension in your
upper back [five seconds]. Hold the tension. Now relax, letting your body
relax, sinking into the chair. Notice the contrast between the tension and the
relaxation, letting your muscles go. Continue to let your body feel looser and

looser [ten seconds].

"Now take a deep breath, fill your lungs, and hold it, studying the
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tension in your chest and your stomach [five seconds]. Study the tension, and
now relax. Notice again the difference between the tension and the relaxation

[ten seconds].

"Tighten the muscles in your stomach. Make the stomach muscles tense
and hard. Hold the tension [five seconds]. Now let go, allowing the muscles to
relax more and more, loosening the tension. Notice the difference between

tension and relaxation [ten seconds].

"Stretch both legs straight out in front of you. Feel the tension in your
thighs as you stretch them way, way out [five seconds]. Now relax. Notice the
difference between the tension in the thigh muscles and the relaxation you
feel now [ten seconds]. Let your muscles go loose, get rid of the tension, relax

more and more deeply.

"Now point your toes toward your head, tensing your calf muscles. You
can feel the pulling, tightening sensations, the contraction in your caves and
thighs. Hold the tension [five seconds]. Now let go, noticing again the

difference between tension and relaxation [ten seconds].

"Now I am going to go through the muscle groups with you one more
time so that you can continue to notice the difference between tension and
relaxation. You will learn to notice tension in your muscles and learn to let go

of the tension, directing your muscles to relax." (Go through the muscle
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groups again.)

"As you sit in the chair [lie on the floor] relaxing, I am going to review
the muscle groups with you. As [ name each group, notice any remaining
tension in those muscles. If you notice tension, allow the muscles to relax.
Develop the image of the tension rushing away from the area, slipping away
from your body [five seconds]. Relax the muscles in your feet, ankles, and
calves [five seconds]. Relax the muscles in your shins, knees, and thighs [five
seconds]. Allow the muscles of your lower torso and hips to relax [five
seconds]. Relax your stomach, waist, and lower back [five seconds]. Relax
your upper back, chest, and shoulders [five seconds]. Relax your arms, upper
arms, forearms, and hands, to the tips of your fingers [five seconds]. Loosen
the muscles of your throat and neck [five seconds]. Relax your jaw and all the
facial muscles, feeling your face go slack and loose [five seconds]. Allow all the
muscles of your body to relax and loosen, until you are more and more deeply
relaxed. Now sit quietly with your eyes closed for a couple of minutes [two

minutes].

"Place yourself on the SUDS scale, from 0, complete relaxation, to 100,
extreme tension. Write the number down in your notebook when you open
your eyes and feel refreshed and wide awake. One...two...three...four..five.

Open your eyes."
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F. Skill: Developing Affirmations

"An affirmation is a short, powerful, positive emotional statement about
the self. It may be said or written 20 or 30 times a day. Examples are 'l love

myself the way I am,' 'l am a good person,' 'l share freely and receive freely.'

G. Skill: Systematic Desensitization

"Systematic desensitization is a technique for gaining some control over
anxiety-producing situations. It consists of two parts. The first part requires
developing a hierarchy of situations, ranked according to how much anxiety
they provoke, from the least to the most anxiety-provoking. The second part
involves using muscle relaxation and visualization to decrease the

physiological arousal (anxiety) associated with each situation."

H. Skill: Behavioral Rehearsal

"Social interaction is like physical fitness. Even natural athletes have to
stay in shape in order to perform at peak ability. It's possible to be out of
shape socially, too, especially if you have withdrawn from social situations.
That's why it's important to stay out there socially, exercising every day, or at
least several times a week. If you do this, you will feel fit and happy, and both
your performance and comfort level will steadily improve. With practice,

social exercise becomes an enjoyable game or pastime.
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"If you feel hesitant, remember that shyness is a self-handicapping
strategy. Research shows that shy people use shyness as an excuse for
possible negative outcomes in order to protect themselves from a sense of
failure. This tactic protects self-esteem but it also makes you believe that you
are not in control of thoughts and behavior related to shyness. You then

continue to avoid social situations."”

I. Skill: Cognitive Restructuring

"Aaron Beck (1976) indicates that it is the fear of the consequences of a
given situation, not the situation itself, that causes people to avoid situations.
You may fear you'll perform in a substandard fashion in a social situation and
be judged negatively. The negative thoughts generated by this fear interfere
with adequate social performance, are illogical, and lead to self-defeating
behavior such as not attempting activities that are well within your
competence. Negative, illogical thoughts can be changed, and positive,
constructive thoughts substituted, leading to positive mood change and

increasingly effective behavior.

"In David Burns' book, Feeling Good, the New Mood Therapy (1980), the
author defines ten common cognitive distortions: all-or-nothing thinking,
jumping to conclusions, mental filter, disqualifying the positive, magnification

and minimization, emotional reasoning, should statements, labeling and
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mislabeling, overgeneralization, and personalization.

1. "All-or-nothing thinking refers to the tendency to think in black-
and-white terms—'If I'm not perfect, then I'm worthless."'

2. "lumping to conclusions occurs in the absence of any facts to justify
the conclusions. 'They think I'm stupid." The thinker is so
certain of the conclusion that it's not checked out to test for
validity.

3. "Mental filter involves focusing on the negative details, no matter

how small, and ignoring anything positive.

4. "Disqualifying the positive is the tendency to take positive
experiences and not just ignore them but turn them into
negative ones. For example, responding to a compliment

with the statement, 'They must want something.'

5. "Magnification and minimization refers to the tendency to
exaggerate the importance of your errors and fears while

minimizing the value of your positive characteristics.

6. “Emotional reasoning is the backwards process of inferring reality
from your emotions. 'l feel nervous' translates into
'Therefore I must be incompetent' A more accurate
reflection of reality is 'I feel nervous because I'm telling

myself how incompetent I am.'

7. "Should statements are attempts to motivate yourself that result in

guilt, frustration, and resentment.
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8. "Labeling and mislabeling refers to the tendency to label yourself
based on a particular mistake, making that mistake the sum
total of who you are. 'l forgot her birthday; what a

thoughtless, selfish person I am.’

9. "Overgeneralization is the tendency to assume that if you erred
once, you will always err; if a bad thing happened to you

once, it will always happen.

10. "Personalization involves assuming personal responsibility for a
negative event in the absence of any valid basis for doing so.

"Burns, who worked with Beck, has a clear, informal writing style, and
includes numerous useful exercises, such as the triple column technique, for
changing negative thought patterns. The exercises will improve your mood as

well as reduce social anxiety."

J. Skill: Trust Building

"Shy people anticipate criticism. They seldom feel safe and secure
enough to take the risks that are necessary to build satisfying relationships.
They also often view trust as a gift some people have rather than as a
response that people learn and work to achieve. Because shy people
frequently don't recognize their own impact on others, they don't realize that
they need to earn the trust of others and that others are willing to work to

earn their trust. Furthermore, they need to learn to trust themselves, to be
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able to count on themselves to take care of themselves, to support themselves
when they fail, to persist in spite of failure, and to keep their commitments to

themselves and others."”

Johnson (1972) describes the elements of trust as openness, sharing,
acceptance, support, and cooperativeness. In order to be willing to risk
sharing thoughts and feelings, group members need to feel accepted and
supported. In order to be considered trustworthy, group members must
demonstrate acceptance, support, and cooperativeness. Shy clients may
violate each other's trust by being judgmental, silent, or laughing nervously
when someone self-discloses. They are not aware that they prevent the

intimacy they crave.

Trust is a gradual, developing process. Self-disclosing too much too
early may be overwhelming to another person and leave the discloser feeling
vulnerable and exposed. It's important to disclose only in situations where

the other person is not exploitive.

"Trust is also a self-fulfilling prophecy. If people trust each other and
behave in a trustworthy manner, it increases the chances trust will be
reciprocal. We will still sometimes get hurt, because that is the nature of
relationships. People have conflicting needs and sometimes make mistakes or

inadvertently hurt each other. But we will get hurt less often if we trust, and
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our experiences with people will be more enjoyable if we spend energy on

trust building rather than on suspicion and guardedness."

K. Skill: Active Listening

"Active listening is the process of listening to both the verbal and
nonverbal content of a person's communication. It involves listening without
judgment, interpretation, or advice with the intent to understand fully the
message being communicated. Active listening also involves confirming the
accuracy of the message received by a process called paraphrasing. To
paraphrase, the listener restates the sender's message, including feelings and

meanings, using his or her own words.

"For example, in response to someone saying, 'I'm sick and tired of
cleaning up after Jim," a paraphrase might be 'you sound frustrated and angry
at Jim for not cleaning up after himself." Alternatively, in response to 'Oh god!
What if I make a fool of myself and they think I'm an idiot?" A paraphrase
might be 'you seem really nervous about your performance and how you'll be

judged."

L. Skill: Perception Checks

"Because communication is complex, human beings cannot respond to

everything, and people usually pay more attention to one part of a message
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that to others. Needs, expectations, and beliefs influence what is attended to
and heard. If negative evaluation and rejection is expected, it will be heard,
and messages that do not confirm beliefs may be misperceived or not

perceived at all.

"Shy people remember negative feedback better than other people, and
remember negative self-descriptions better than positive self-descriptions.
It's important to check your perceptions to make sure you don't misinterpret
what others are saying and doing, especially when you feel negatively

evaluated or rejected.”

M. Skill: /-Statements and Relationship Statements

"It's important to make I-statements. If you take responsibility for your
own thoughts and feelings, you will be a strong communicator and avoid

misinterpretation.

"The opposite of an I-statement is a you-statement. You-statements are
usually perceived as blaming or attacking and tend to provoke defensive
responses. Whereas 'l was worried when you didn't call me last night' takes
responsibility for the anxiety experience, 'You never call when you say you
will' simply blames. Be careful that you-statements don't get disguised as I-

statements: 'l feel that you never....'
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"Relationship statements are also useful either when conflicts arise or
when relationships are going particularly well. For example, 'l really
appreciate how well we are getting along, and the easy give-and-take I
experience with you lately.' Or 'You seemed angry when I told you I didn't
want to go to a movie last night, that I preferred to stay home. Is something

wrong? Are you satisfied with the amount of time we spend going out?"’

N. Skill: Perspective Taking

"It's important to understand another person's perspective, because no
two people have exactly the same perspective. You've all grown up in
different families, and even members of the same family have different
perspectives, such as that of parent or child. And men and women, youngest
and oldest children, do not view the world in quite the same way. A person
may also react differently at different times. Teasing may be funny at one time
and hurtful at another, particularly if you are feeling vulnerable or have just

been disappointed.”

O. Skill: Expression of Feelings

"Because the sharing of feelings is the 'glue’ that holds relationships
together and provides intensity and meaning, it is one of the most important

experiences in the life of the group. Feelings are internal states and are
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difficult to express when we fear rejection or disapproval. Fear of rejection
and evaluation is constant for shy people, who habitually ignore their feelings

and are frequently even unaware of them."

P. Skill: Self-Esteem and Self-Concept Restructuring

"You can improve your sense of self-efficacy by rewarding yourselves
for doing your homework, using poker chips representing money, or by
rewarding yourself with high-probability behaviors—that is, behaviors you
like, such as taking walks, relaxing in hot baths, listening to music, and so on.
That way, you reward yourself for your own behavior, rather than letting the

outcome of a given situation determine your evaluation of your behavior.

"Using attributions in a deliberate and positive manner can also
improve your self-esteem. Attributions can be distinguished according to
whether they are internal or external, global or specific, and stable or
transient (and of course positive or negative!). An internal attribution is 'I did
well on the test because I studied effectively/ while an external attribution
would be 'l did well on the test because it was easy.' A global attribution is 'l
fall to pieces under pressure,’ whereas a specific attribution might be 'l got
really anxious about that presentation yesterday.' A stable attribution is 'I'm a
thoughtful person,’ while a transient attribution would be 'sometimes I think

about other's feelings.'
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"Giving yourself credit for success by using positive stable, internal
attributions increases your motivation and makes you perform better. These
kinds of attributions improve your self-image and change your self-concept to
one including characteristics of maturity and self-confidence. When you hear
yourself using a negative adjective that is internal, global, and stable to
describe yourself, you must substitute a positive adjective or at least use one
that is specific and transient. For instance, 'l am inadequate. If I introduce
myself to this woman, she will see that I am inferior, that I cannot assert
myself, that I lack something that others seem to have. It is no use.' This
attribution is internal, global, and stable because it implies a permanent
personal trait that is all-encompassing. You may substitute 'l am nervous at
the moment (specific and transient), but I am also excited to meet this woman.
I sometimes perform less well socially than [ would like, but facilitative social
behavior is a learned skill, and [ am practicing. I feel deficient sometimes, but
that is simply a cognitive label for a feeling state in which I feel a little sad and
hopeless. I can choose to be optimistic and hopeful and can reinforce myself
with each step I take toward self-confidence and friendly behavior. I can use
meeting this woman as a learning experience. Here goes. 'Hi, I'm Andrew, I
saw you at the meeting earlier about Saving the Bay. I wondered what you
thought of the speaker.' Finally, use your affirmations daily to build self-

esteem.”

Q. Skill: Expression of Anger
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"Do you ever send nonverbal messages through silence, 'forgotten’
appointments, looks of boredom, gaze aversion, body tension, physical
distance, or a 'spacey’ demeanor? If so, you are probably angry. If you become
aware of your anger, you can begin to recognize the feelings and/or
frustrated needs underlying it, express these feelings and needs, and begin to
negotiate with other people to get your needs met. Many shy people harbor a
kind of seething resentment toward people around them because they have

not learned to be assertive and to negotiate to get their needs met.

"Confrontation involves clear communication regarding one's thoughts
and feelings about a situation or conflict. It can be defined as an attempt to
meet the needs of the participants in a conflict by clarifying the issues
involved: it's a collaboration in creative problem solving. Confrontation is
most likely to result in successful negotiation when there is adequate time,
when you can communicate openly with minimal threat and fully understand
the other's perspective, and when you do not demand but rather request
change. Requesting change acknowledges that the other person has a choice
and does not trigger a control struggle that inevitably leaves at least one
person feeling like a 'loser." As with good communication in general, use I-
statements; express feelings about the situation and the other person; use
behavioral descriptions only; acknowledge the other person's feelings and
thoughts; use perception checks, practice nonthreatening feedback skills; and

use statements that describe the effect of the other person's behavior on the
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receiver. The last item is particularly important because the intent of the
sender and the message heard by the receiver are frequently different.”

(Adapted from Johnson, 1972.)

R. Skill: Responding to Criticism

"Do you expect criticism, fear it, avoid it, and tend to become silent or
defensive when you encounter it? In this group the only being who may truly
know what is right and wrong is God, who is not available for comment.
Therefore group members who criticize each other are expressing their own
preferences in terms of right and wrong. Each of you may define for yourself
what is right and wrong, as well as decide whom you wish to please and

whom you do not care about pleasing.”

Fogging

"There is a good chapter on dealing with criticism in Manuel Smith's
book, When I Say No I Feel Guilty (1975). Smith calls the primary verbal skills
he uses 'Fogging,' 'Negative Inquiry,’ and 'Negative Assertion.' The first skill
you will learn and practice is Fogging, which simply involves refusing to offer
resistance to manipulative criticism. Criticism can be agreed to 'in truth,’ in
'principle,’ or one can simply 'agree with the odds.' It's possible to agree with

criticism and assertively state one's intentions at the same time.
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"For example, a frequent criticism of the shy person is, 'You ought to get
over this shyness. Just get out there and make friends. It isn't hard; it's all in
your mind." This advice of course comes from an extroverted friend who
cannot understand what all the fuss is about. The shy person may feel
embarrassed, ashamed of being shy, and agree that shyness is a disgraceful,
but trivial, problem. A shy person usually becomes tongue-tied or stammers

through some kind of defense—'It's easy for you to say...."

"Instead you can substitute, 'l agree with you that [ am shy and that it is
a problem for me. I can see how it may not be hard to make friends; most
people do seem friendly. I also agree that it is in my mind that I experience
discomfort. I am working on my social skills and on the way I talk to myself in
social situations. I intend to make friends at my own pace, using the skills [ am
learning.' These simple techniques are surprisingly powerful. People are often
surprised at their own sense of personal power in social situations as they

practice these strategies.”

Negative Inquiry

"Negative Inquiry simply involves asking the critic exactly what it is
about one's behavior that the critic finds objectionable or offensive. 'There
you go off to that stupid Shyness Group again. Why don't you just get up the

nerve to ask someone out on your own? This could go on forever!" The
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responder replies: 'What exactly is it about my going to a Shyness Group that
bothers you? Tell me what it would mean to you if 'l did it on my own?' If it
does take me some time to ask someone out, what about that bothers you?'
This response is usually sufficient to quiet the critic. Critics don't usually
analyze why they are bothered or upset but prefer to analyze others. If a critic
is honestly concerned, he or she will respond to the negative inquiry. If the
critic is simply manipulative, he or she usually doesn't answer, and the
conversation is over. If the critic persists, the responder continues the

negative inquiry."

Negative Assertion

"Negative Assertion involves agreeing honestly with someone who has
criticized you about a shortcoming that you acknowledge and want to change.
For example, 'You were very self-centered during our last conversation. You
hardly listened to what I was saying; you didn't even look at me when I was
talking.' The negative assertion in this case is simply, 'You're right; when I feel
shy I become self-centered. I start criticizing myself and thinking how silly I
look and sound, and I do lose track of what people are saying. I'm working on

that and I appreciate your willingness to tell me how you felt about.'

"Shy people are usually surprised at how freeing it is simply to

acknowledge a shortcoming. They may experience a good deal of shame and
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thus think that acknowledging a behavioral deficiency or excess is
tantamount to acknowledging that they are inferior or bad people. You may
be relieved to discover that you can simply acknowledge a behavior that you
may change if you choose to do so. This discovery will help you view social
situations as areas for experimentation and as places where you can learn

from the consequences of your behavior and make choices as you go along."

Main Interventions

Week 1

Getting Acquainted, Getting Moving

See Starting the Group.

A. Concept: Fear Reduction, New Thinking Styles, and Self-Acceptance Are Important
in Dealing With Shyness

Intervention 1: Didactic Presentation (See Concepts and Skills section)

B. Concept: Self-Expression and Accurate Empathy Are Essential to Help Shy People
Experience Social Interaction in New Ways

Intervention 1: Didactic Presentation (See Concepts and Skills section)

It's important that social interactions become less an area for evaluating
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social performance and more simply an avenue to intellectual and emotional

sharing, and growing self-expression.

C. Concept: Appropriate Self-Assertion and Negotiation Are Essential to Maintain
Behavioral and Cognitive Gains

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Be prepared for the ingenious passive aggressive techniques used by

shy people, as well as the mind-reading games they play.

Shy people also seem "touchy" because they are hypersensitive to
criticism and hyper-vigilant in recognizing even mildly negative evaluation in
social situations. In other words, they take things personally and sometimes

have a hard time processing even constructive feedback.

Homework

¢ "l want each of you to begin a social interaction diary in
which you'll record each social interaction: what occurred,
how you felt, what you said to yourself, and your
physiological responses. Bring the diary next week and we'll

discuss it.

« "Also finish How to Start a Conversation and Make Friends by
Gabor (if you've not already done so), and Phil Zimbardo's

chapter, "Developing Social Skills," in his book Shyness: What
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Is It, What to Do About It (1977).

¢ "Finally, begin reading at least one newspaper or weekly

news magazine so you have topics of conversation at hand.”

Week 2

Review Homework

Clients' awareness of their own interfering cognitions should be
beginning to grow. These interfering thoughts can be used as examples of
cognitions amenable to positive thought substitutions. Suggest that they
begin using a thought-stoppage technique when they find themselves
engaging in negative self-talk during social interactions. They simply yell
"Stop!" to themselves whenever they hear themselves describing or labeling
their behavior in a negative manner. Model the exercise for them, even
slamming your hand down for emphasis. Stress the importance of doing the

exercise consistently, every time negative self-talk occurs.

D. Skill: Social Skills

Intervention 2: Strategy Planning

Have clients strategize new behaviors to try. Refer back to the reading,

and encourage them to share their strategies and rationales with one another.
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Emphasize their ability to choose to incorporate those strategies that make
sense, and reject those that seem unworkable. Clients then learn that they can
make their own decisions and do not have to look to others to tell them what

to do.

For example, a client might say, "I don't like the way the author suggests
that in the library, you approach so directly a person you don't know. I think I
might stand next to them at the checkout desk for a few moments before I
started a conversation. That would give the person time to get used to my
presence." Shy people can often be quite considerate when they pay attention
to others because they're sensitive to intrusion themselves and often

approach people in a nonthreatening and gentle way.

Intervention 3: Exercise—Meeting People

"We're going to have a small 'party’ in the waiting room. This will help
you get further acquainted and give you practice in meeting people.” Provide
coffee, tea, soft drinks, and snacks so clients may practice juggling a glass, a
napkin, and food while they interact. This exercise last 20 to 30 minutes,

depending on how easily clients can keep conversations going.

Intervention 4: Discussion

Example
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Fred: 1 didn't know what to say to Bob after I asked him how he was and he said
"Fine." My heart started to pound, I heard myself saying what a stupid idiot I
was that I couldn't even converse, and [ felt myself blushing and just
wanting to run out of the room.

Therapist: What happened then?

Fred: Well, we stood there a minute and I remembered I could just try anything, so
I asked him about his job as a forest ranger. [ was kind of interested in what
he said about his job in the last meeting.

Talk about the rewards of continuing a conversation in spite of
nervousness, the self-supportive feeling of being able to experiment socially,
and the ease of picking up on free information (further information about the
self that a person shares in the context of the current topic of conversation) to
follow up in the next encounter. Often shy people are surprised at how well

they recover when they don't allow themselves to bolt from a situation.

Homework

¢ "] want you to assign yourselves a behavioral task like
making eye contact, initiating conversations, sustaining
conversations, asking someone over for coffee, and so on. Do
this behavioral task at least once a day and reward
yourselves with tokens worth money, with food, or with
activities you enjoy each time you do the homework. Record
your performance in a homework notebook.

 "Second, read the rest of Zimbardo's book, Shyness: What Is It,
What to Do About It (1977).
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e "Third, write down 15 positive characteristics about yourself.
You'll use these to begin practicing affirmations." (Although
there is no exercise more cognitively simple than this one,
this particular exercise illustrates clients' difficulty with self-
esteem. They may not understand what is expected and may
ask for an example. Or they want to know the definition of
characteristics. If so, ask them to use 15 positive adjectives to
describe themselves, explaining that if they have difficulty,
they may ask family and friends for help.

» "Finally, list ten things you do well." (Interestingly, they do
not usually ask questions about this exercise and are able to
recite many things they do well.)

Week 3

Review Homework

Review behavioral homework including clients' cognitions associated
with each performance, and their success with thought stoppage. Then review
the 15 positive characteristics they have listed and the 10 things they do well.
If they have fewer than the required number, help them add to their lists by

sharing others' lists and by suggesting characteristics.

E. Skill: Relaxation Training

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Focal Group Psychotherapy 147



It's important to begin muscle relaxation by the third week, when many
clients have begun to struggle with intense autonomic arousal. This arousal
can distract them during ongoing social interaction and the group process.
Group muscle relaxation training begins in a quiet room with relatively low
lighting. (No one should have a light shining in his or her eyes.) Clients may sit
in chairs or lie on the floor. They may want to remove contact lenses and
loosen clothing. For a discussion of physical symptoms and how to cope with

them, refer members to Johnathan Cheek's Conquering Shyness (1989).

Intervention 4: Discussion

Check to see whether clients are aware of the reasons for relaxation. Shy

people fear a loss of control, particularly in situations that seem threatening.

Reassure clients who experience increased anxiety as they use
relaxation techniques that they are simply becoming more aware of their

anxiety and that it will dissipate with practice.

Intervention 3: Exercise—Letting-Go Induction

After a couple of weeks of practice or when clients begin to relax fairly
easily (dropping to 20 or below on the SUDS scale), introduce a letting-go
induction. Go through the muscle groups in the group session, simply

suggesting relaxation, but not muscle tension. You may include suggestions to
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relax more and more deeply, further and further, heavier, looser, and calmer.
You may want to provide tapes again for practice. When SUDS levels again
drop to 20 or below, have clients begin to practice on their own before they

turn on the tape.

Intervention 3: Exercise—Differential Relaxation

When clients have learned to relax consistently, add differential
relaxation, in which you help them learn to relax muscles not in use at a given
moment. When clients are engaging in role-plays, suggest that they become
aware of the muscles they use to maintain a standing position. Then suggest
they attempt to relax the muscles not needed at the moment, such as facial
muscles. This kind of cueing during role-plays helps them become aware of
the tension they hold during their daily activities and helps them remember
to use their relaxation skills in other situations. Goldfried and Davison have
an example of a letting-go induction and a differential relaxation procedure in

their book, Clinical Behavior Therapy (1976).

F. Skill: Developing Affirmations

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Affirmations practiced in the context of relationships often generate

positive emotional states that carry over into social situations.
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Intervention 3: Exercise—Writing Affirmations

"You may take your affirmations from the list of positive characteristics
and the thing you do well that you wrote down in your notebooks for your

homework exercise.”

Intervention 3: Exercise—Relaxation With Affirmations

"As you practice relaxation, visualize yourself saying affirmations.
Visualize your facial expressions in great detail as you remember your
affirmations (about feeling loved, knowing you are good, sharing and

receiving, and so on)."

Intervention 3: Exercise—Practicing Affirmations

Suggest to clients that they may also use their special room as a setting
in which to practice their affirmations, visualizing themselves letting go of old
negative self-descriptions and substituting positive self-descriptions. They
may write their affirmations across the blue sky visible from the window of
their special room. Or they may project themselves on the screen of a
videotape monitor or home movie screen they keep in their special room On
the screen, they may see themselves enjoying social interactions, looking self-

confident and happy, socializing with people they want to know, and so on.

Homework
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¢ Provide clients with audiotapes of the relaxation exercise.
"Practice at home once or twice a day for up to 30 minutes in
a quiet place. Use your notebooks to record your SUDS level
before and after each session and to note any difficulties you

notice in the session.

"Practice your affirmations at the end of the relaxation

practice session, while you're still in a relaxed state.

"Finally, choose new behavioral homework, building on the
skills you've already mastered, or continuing to work on the
same tasks if you're having difficulty. One excellent piece of
homework involves specifically focusing on aspects of the
person you're interacting with. What color are their eyes,
what is their facial expression? What are they feeling?"
(They often have difficulty with this one: it is good practice
in empathy training and taking the focus away from the self.)
"Be sure that you're using your reward system. Reward your
own behavior as soon as possible after the behavior occurs,
or at least imagine the reward you'll give yourself

immediately after the homework."

Week 4

Review Homework

G. Skill: Systematic Desensitization

Intervention 1: Didactic Presentation (See Concepts and Skills section)
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Intervention 3: Exercise—Construction of a Hierarchy

Pass out 3-by-5-inch cards, and have clients describe in detail one
anxiety-arousing situation on each card. If, for example, they are fearful of
public speaking, have them write down items, or situations, leading up to the
actual speaking experience, from least to most anxiety-producing. Situation I
may, for example, involve receipt of an invitation to speak at an
organizational meeting or a request to give an oral report at the next staff
meeting at work. Situation 2 may involve sitting down to prepare the talk.
Situation 3 may be practicing, with notes, in front of a mirror at home.
Situation 4 may involve listening to a tape recording made of the talk;
situation 5, listening to the introduction of the talk; situation 6, approaching
the podium; situation 7, placing the notes on a table or podium and looking at
the audience; and so on. Clients reshuffle the cards and add situations as they

occur.

Some clients may choose to write down situations that are graduated in
terms of arousal level but do not build to an eventual goal, like giving a talk or
asking for a date. Instead, they write a series like this: 1) "Starting a
conversation with another person of my own sex," 2) "Starting a conversation
with someone of the opposite sex," 3) "Starting a conversation with someone
I'm attracted to." What is important is that the hierarchy begin with items

lower in anxiety arousal and build to items that are higher in arousal
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Emphasize that clients should include the details of each situation; the finer

the detail, the more effective the exercise.

Intervention 3; Exercise—Visualization

Have clients imagine their first, or least, anxiety-producing situation in
fine visual detail, including colors. Also ask them to include sounds, body
sensations, and even touch, taste, and smell. Ask them to rate their SUDS

levels on a scale of 0 (no distress) to 100 (extreme distress).

When clients have reached SUDS levels of 60 or above, give them
instructions to relax each muscle group according to the relaxation training
described in the Concepts and Skills section. Do not include suggestions to
tighten their muscles. They relax while they are visualizing the scene. When
all clients' SUDS levels have come down to 30 or below, have them click off
their scene from the hierarchy and relax, using a pleasant image if they wish.

They may use a relaxation image (like that described in Starting the Group).

Homework

¢ "Because the next session will be devoted entirely to
desensitization, continue working on your hierarchies at
home. Continue practicing your affirmations as well, using
your growing collection of relaxation techniques.
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¢ "Choose another behavioral task for this week and remember
to reward yourself as soon as possible following the

performance of your desired behavior."

Week 5

Review Homework

Ask about experiences with affirmations as well as with the thought-
stoppage technique. Ask clients to report one thing they felt proud of this
week. Check to see that they are rewarding themselves for their behavioral

homework.

Also check that clients have finished developing their hierarchies for the

desensitization exercises.

G. Skill: Systematic Desensitization (continued)

Intervention 3: Exercise—Systematic Desensitization

Ask clients to visualize their first anxiety-arousing situation in careful
detail. When they are aroused, at SUDS levels of 60 or above, have clients
signal arousal by raising one finger. When the last person raises a finger,
begin using relaxation suggestions, such as "You are now beginning to feel

your muscles relax and loosen, your breathing deepen, your heart rate slow
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down, and your limbs and body becoming more and more deeply relaxed." Or
you may use, from the relaxation training exercise in the Concepts and Skills
section: "Feel your feet, ankles, and calves loosen; let the tension slip away
from your shins, knees, and thighs..." Have clients proceed through their

hierarchies, reporting their SUDS levels at the end of the exercise.

Intervention 4: Discussion

Encourage clients to discuss their experiences with reducing their levels

of anxiety.

Homework

e Choose another behavioral task for this week.

e Have clients read Chapter 11, "Visualization," from McKay
and Fanning's book, Self-Esteem. Ask clients to read the
chapter and do the exercise where they visualize performing
their chosen behavioral task, and then visualize their overall
goals.

Week 6

Review Homework

By now, many clients should be asking someone to lunch or a movie, or
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calling a singles' group, attending meetings of volunteer organizations, and so
on. Have clients brag about one thing they have done in the past week. Check

that they are rewarding themselves consistently.

H. Skill: Behavioral Rehearsal

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 5: Role-Plays

Once systematic desensitization is under way, clients may begin
behavioral rehearsal of the situations they wish to master. Have members
choose a situation from their hierarchy to rehearse, selecting another group
member to role-play with them. The situation may be a conversation they
would like to initiate with someone at work, a friend they would like to ask
out for coffee, or a phone call to ask someone for a date. The clients describes
the situation in detail, including what the other person might be likely to say
and what it is that the clients would like to say and do. Ask the client to state

the SUDS level as the interaction begins and when it is finished.

Example

Sam: Let's try an easy one first. I'll ask John to have coffee after our computer
programming class this evening. I've started several conversations with him
in the last two weeks, and he seems very friendly. We're both looking for

jobs as technical writers, so we can talk about changing careers and job
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searches. Alan, will you please play John? We talked about job interviewing
last week and I'll start the conversation there. Just act friendly and please
say yes!"

Alan: Okay, I'll play John. Is there a particular interview you talked about?

Sam: Oh yes, I forgot. I told him [ was interviewing at HiTech this week and that I
would let him know how it turned out.

Alan: (as John) Okay. Hi, Sam.

Sam: Hi, John. Interesting class tonight.

Alan: Yeah, I'll be sorry when the course is over.

Sam: Me too. By the way, remember I told you I had the interview at HiTech this
week? I've got some more thoughts about what companies are looking for in
tech writers. Would you like to go out for coffee and kick some ideas
around?

Alan: Sure, Sam. That's uppermost on my mind now. Where would you like to go?

Sam: 1 discovered a place just around the corner last week that's pretty good. Let's
go there.

Alan: Great.

Stress that the purpose of initial role-plays is exposure and practice in
learning to relax while interacting. If group members' SUDS levels are still
high after a role-play or if they are dissatisfied with the interaction, they may
do it again, several times if they wish. If they ask specifically for feedback,

offer a suggestion, but do not focus on it; these first practice times are tough
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enough without fine-tuning. That can be done later during communication
training. Give each member of the group at least one chance, and more if
possible. Allow for more than one session, if necessary; but if the role-plays
run a great deal longer than expected, break up the group and move around

the room to help people who need it.

Intervention 3: Exercise—Paradoxical Intention

Ask each member to describe the symptom that is the most troublesome
in social situations. It may be a physiological symptom, a behavioral pattern,
or a thought pattern. For example, "My heart thumps faster and faster when I

walk into a room filled with people”; "I begin to shake before a job interview";

"I blush when people look at me."

Ask each member to demonstrate and experience their pattern in front
of the group. This task functions as an ilntervention using paradoxical
intention. If the symptom is a fast heart rate, ask the member to exaggerate it
to make the heart beat even faster. As the person concentrates on the task,
the heartbeat, of course, begins to slow down. A client who usually becomes
silent in a situation is asked to become silent sooner and stay silent longer.
Most clients have trouble maintaining an even greater silence and begin to
think of things they want to say. Discuss the experience afterward and allow

some free interaction. Suggest that they also try this during the week.
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This exercise shows clients that they have more control than they think
they do, which is useful during behavioral rehearsal in the group and during
in vivo desensitization outside the group in their behavioral homework

exercise.

Homework

e "Read David Burns' book, Feeling Good: The New Mood
Therapy.

e "Also, continue with your behavioral tasks [assigning

themselves a new task as the previous one is mastered]."

Week 7

Review Homework

Ask clients to brag about one behavior they feel proud of. Check that
they are rewarding themselves consistently. Stress the importance of control

of one's own reinforcement.

I. Skill: Cognitive Restructuring

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 6: Soliciting Individual Examples
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While subjects are using behavioral rehearsal to continue desensitizing
to threatening social situations, it's a good time to begin work with the
cognitive distortions discovered by Aaron Beck in his pioneering work with
depression (1979). David Burns' book includes numerous useful exercises for
changing negative thought patterns. Shy people, by the time they come to a
shyness clinic, are often depressed as well as socially anxious and avoidant, so
that their cognitive distortions are typical of those of both depression and
anxiety. Review cognitive distortions in the group session, and have group
members write their automatic thoughts, cognitive distortions, and rational
responses on the board. Have members help each other to identify common

cognitive distortions and to come up with rational responses.

Example 1
Automatic thought: I'm making a total fool of myself.
Cognitive distortion: All-or-nothing thinking.
Substitutive thought: Even if I seem a little awkward, I can work on it, I
can learn.
Example 2
Automatic thought: I'm hopeless, I can never act right in social
situations.
Cognitive distortion: Overgeneralization.
Substitutive thought: People are generally supportive, and no one is
perfect.

http://www.freepsychotherapybooks.org 160



Homework

e "Use Burns' triple-column technique as homework for the
next two-week period. (The mood of the group shifts
perceptibly when members are faithful in doing this piece of
homework.)

e "Read the chapters from Johnson's book Reaching Out:
Interpersonal Effectiveness and Self-Actualization (1972) on
trust, self-disclosure, and listening.

« "Continue working on behavioral tasks."

Week 8

Review Homework

Review progress on the continuing behavioral homework, as well as
reading assignments. Have each member brag about one behavior this week.
Review, in detail, examples of the triple-column technique, giving feedback on

the examples. Answer questions.

J. Skill: Trust Building

Intervention 1: Didactic Presentation (See Concepts and Skills section)
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Intervention 4: Discussion

Ask questions about the extent to which group members self-disclose,
are honest with each other, are supportive, listen carefully, and so on. Ask
members to discuss the ten most important things they can do to develop

trust within the group.

Intervention 3: Exercise—Trust Walk

Have the group do an old-fashioned "trust walk," in which one person
leads another "blind" person (eyes closed) on a brief excursion through the
office and the waiting room. The person leading helps the "blind" person
explore the surroundings by using all senses except sight. The "blind" person
can touch furniture and books, listen to the office noises, smell fresh flowers,
and the like. When group members discuss the experience, they usually
discover how difficult it is for them to rely on another person, to relinquish

their sense of control.

Intervention 3: Exercise—Self-Disclosure and Trust Building

Depending on the level of trust established, ask group members to pair
up with the person they trust the least, share their thoughts about the reasons
for the low trust level, and make suggestions for improvement. Have them be

aware of the level of self-disclosure and the degree of acceptance and support.
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Next have them choose the person they trust the most and discuss why the

trust level is high.

These exercises function to build awareness and to establish a context
for interpersonal skills training. Because shy people are asked to do things
that they find extremely frightening, they must be highly motivated and

understand the rationale for the exercises in order to be willing to participate.

K. Skill: Active Listening

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 4: Discussion

Have group members discuss the effect of childhood experiences on
their communication patterns, and name one behavioral pattern involving

listening that they want to change.

Intervention 3: Exercise—Paraphrasing

In dyads, have one partner make a statement (it needs to be personally
meaningful) to the other and have the listener paraphrase the statement. The
sender makes five statements which are paraphrased by the listener, and
then the roles are reversed. After paraphrasing the first five statements, the

original sender makes one more set of five statements, and then the roles are
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again reversed.

Example 1

Susan: The boss was uptight today and bugged me all day about a report

that is due tomorrow.

Andrew: Sounds like your boss was stressed and made your life stressful

today too.

Example 2

David: I'm attracted to a woman [ work with but I avoid talking to her. It

makes me nervous.

Sam: You like a woman at work but you feel nervous and scared about

talking to her.

Following the exercise, group members discuss how they felt listening
and being listened to, and whether they had difficulty paraphrasing without

evaluation.

Intervention 3: Exercise—Listening for Meaning

On the board, list common problems in communication that interfere
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with attending to the meaning of the communication. These include lack of
organization, too many or incomplete ideas on the part of the sender, thinking
of your reply rather than the other person's message, evaluating, and

excessive focusing on details.

Following a brief discussion of these communication problems, have
members repeat the paraphrasing exercise, this time listening specifically for
meaning. The sender makes a statement about himself or herself, about the
receiver, or about the relationship. The receiver responds by saying, "I think
you mean..." The sender agrees or corrects the receiver until they are in

agreement. They each make five statements in all.

Intervention 4: Discussion

"What did you notice about your own communication and listening

skills and about those of your partner?”

Homework

« "Continue to work on the cognitive restructuring assignment
given at the end of Week 7.

¢ "Read communications skills chapters from Johnson's Reaching
Out: Interpersonal Effectiveness and Self-Actualization (1972).

e "Continue with behavioral tasks."
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Week 9

Review Homework

Review, in detail, examples of the cognitive restructuring homework.
Review behavioral homework. Individual group members can add new
homework assignments of increasing difficulty and risk level as their anxiety
decreases and skill improve. If they have initiated more conversation during

the week, they may extend them, ask more questions, and increase self-

disclosure.

L. Skill: Perception Checks

Intervention 1: Didactic Presentation (See Concepts and Skills section)
Intervention 3: Exercise—Perception Checks

Have group members check perceptions of evaluation from each other
and use examples from their lives.
Example

Alan: When I walked in the waiting room tonight and said hello to you, you looked
angry.

Kathy: Oh really? What I was really feeling was nervous. I think [ frown sometimes
when I'm nervous.
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M. Skill: I-Statements and Relationship Statements

Intervention I: Didactic Presentation (See Concepts and Skills section)

Intervention 6: Soliciting Individual Examples

Have group members practice making personal statements (/-

statements) about their strengths and weaknesses and their wants and needs.

Intervention 3: Exercise—Practicing Relationship Statements

Have group members practice relationship statements in dyads. For
example, "['ve been wondering how our relationship is going. You were quiet
when we went out for coffee and you didn't return my last phone call. Have I
done something that upsets you?" Or "I'm enjoying our relationship so much

lately. Having a friend to talk to makes a big difference in my life."

N. Skill: Perspective Taking

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 5: Role-Play

"We're going to role-play a communication exercise to different
receivers. You have just successfully completed a shyness homework exercise

that you've been working toward for weeks. There's a person in your pottery
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class that you're attracted to. You've been initiating conversations with him
or her for a month and have finally extended an invitation to go out for coffee
after class next week. The person has just accepted. Communicate this news
to a) a fellow group member, b) your father, who is critical of your shyness,

and c) a co-worker."

Intervention 4: Discussion

Have members discuss how they communicated differently with each
person, depending on the perspective. Ask them to describe the perspectives

of the group member, the father, and the co-worker.

Intervention 5: Role-Play

"We're going to role-play both senders and receivers in the following
scenario. You're having difficulty completing a report at work because your
boss expected you to complete several other important projects as well. You
just haven't had sufficient time to put into the report, even though you
worked until nine o'clock every night last week. You are also having difficulty
getting some information you need from your counterpart in another
department, who was directed by his or her manager to have it to you two
weeks ago. Your boss calls and complains, your counterpart reminds you that
you are well behind schedule, and your counterpart's manager asks you why

the report hasn't appeared on his or her desk for next week's meeting.
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Consider, in each case, the role of the person, the nature of the relationship,

and the possible consequences of communication.” (Johnson, 1972)

Have group members discuss their thoughts and feelings, and describe

the perspectives of each participant.

Intervention 5: Role-Play

Have group members practice real-life examples:

Sam: Mary, last week when you said I talked too much when I was nervous, I felt
hurt and misunderstood. You don't seem to want to hear what I have to say
and are accusing me of hogging attention.

Mary has an opportunity to hear how she affected Sam and to correct a

misperception.

Mary: I'm sorry | hurt your feelings last week. I just meant that you seem to talk
more and repeat yourself when you're nervous. I feel pushed away when
you do that, but I do want to hear your feelings. You've said some things that
have helped me a lot. I don't think you are hogging attention on purpose, but
I want to have time to talk, too.

Sam can learn to repeat himself less (people in fact react negatively

when he does, and he feels hurt) and Mary can refine her feedback skills.

0. Skill: Expression of Feelings

Intervention 1: Didactic Presentation (See Concepts and Skills section)
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Intervention 5: Role-Play

Have group members role-play situations in which they express their
feelings (angry, sad, hurt, happy, joyful, and afraid). Shy people, in an exercise
where they simply tell another person they are scared of being judged or of
being close, will often experience a transformational experience and say,
"Gosh, that wasn't so bad! I've never told another human being that I'm
scared of rejection or of being close! It doesn't seem so scary or so
insurmountable, or even so unusual. Actually, John said he was scared, too. |
knew that I wouldn't purposefully hurt him, so what was I so scared of? He

probably wouldn't intentionally try to hurt me either!"

Homework

¢ "Continue using your relaxation technique in social
situations.

e "Finish reading Johnson's Reaching Out: Interpersonal
Effectiveness and Self-Actualization (1972)."

Week 10

Review Homework

Check to see whether clients are rewarding themselves consistently for

their behavioral homework. Have them brag about one behavior that week.
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P. Skill: Self-Esteem and Self-Concept Restructuring

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Shy clients sometimes have shame-based self-concepts that cause them
to feel badly about themselves in a global way. They may believe that they are
inadequate or inferior and that simply changing their behavior and thinking
patterns will not be sufficient to change "who they really are." These kinds of
thinking patterns are motivation killers. Some clients change, become more
expressive and assertive, and still claim that they are not doing better or even
that they are doing worse. Some will effectively role-play an assertiveness
situation, demonstrating clearly to the group that they have the capacity and
the know-how for effective interpersonal performance; and then shrink from
praise and applause, reaffirming loudly that they could not possibly repeat
their performance in real life, that they are really hopeless, and so on. Some of
their strongest assertions will involve their insistence that they are indeed
inadequate. In these situations, prod them gently to affirm their effective
performances, to acknowledge themselves for good work, and to use positive

adjectives to describe themselves and their behavior.

Intervention 6: Soliciting Individual Examples

Have each member practice restructuring his or her internal cognitions

about the self with two examples from his or her own life. Also ask clients to
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brag for several minutes at a time about something that made them proud of
themselves during the week. They may brag about completing homework,
changing a thought pattern, finding good positive substitutes for negative
thoughts, or gradually changing their attitudes. Ask them to stand up for
emphasis or shout how proud they are of themselves and how pleased they
are with their own behavior, their thoughts, or even their physiological well-
being. They have been practicing this during homework review, which makes

it a bit easier to do.

Intervention 4: Discussion

Have clients increase their self-esteem, as well as build a sense of
expertise, by sharing their problem-solving techniques and coping

mechanisms with each other.

Q. Skill: Expression of Anger

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 5: Role-Play

Put a list of questions on the board. What do you want to achieve? On a
scale from one to ten, how important is your goal to you? How important is

this relationship to you? What is the best way to reach an agreement? What
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can you learn about your communication skills that you can use in the next
conflict situation? Have you asked for feedback? Is this a situation in which an
agreement can be reached? If not, what can you live with? Can you agree to
disagree? Ask members to consult the board as they role-play, and hold a
discussion after the exercises. In the discussion, group members may share
strategies that worked and consult each other for additional ideas. You may
make up vignettes that are relevant to group members' daily lives, or ask

them to volunteer recent situations that are applicable.

For example: "I sense that you are angry at me for resisting going to the
movie. Actually, I would rather stay home. I realize that I am angry at you
because we have gone out at your suggestion the last three nights and you
haven't asked me what I want to do. I would like to stay home tonight and

perhaps go to the movie tomorrow. Flow do you feel about it?"

Homework

"Read Chapters 5 and 7 of Asserting Yourself by Sharon and Gordon
Bower (1976).

"People profit from planning and organizing their thoughts before
they encounter a situation that requires assertive behaviors
and responses. Choose two real-life situations in which you
want to be more assertive—one situation that is work- or
school-related, and the other involving a more intimate

relationship, either a friendship or a love relationship. Write
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Review Homework

scripts for these situations following the examples in

Asserting Yourself, and plan to role-play them next week.

"The Bowers use the acronym DESC to describe their
scripts. Use this acronym, writing scripts that first
DESCRIBE the problem, then EXPRESS your thoughts and
feelings about it, next SPECIFY what you want, and finally
that state the positive and/or negative CONSEQUENCES of
getting or not getting what you want.

"During desensitization training, you visualized scenes that
evoked anxiety for you, and learned to use visual detail and
all five senses to create anxiety-provoking scenes in your
imagination. Use these same skills in writing your scripts in
order to make them as lifelike as possible." The role plays
that follow script-writing thus will serve as desensitization
exercises as well as behavioral rehearsal for increased

assertiveness.

Week 11

Have clients read their usual and revised attributions out loud. Give

clients additional ideas and ask them to rehearse one or two adaptive

attributions aloud in group. Ask them for examples of cognitive restructuring

in relation to their self-concepts.
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Homework

Role-play DESC situations that members have written. If you haven't
done so previously, it's a good time to use a video camera to give members
feedback and to build confidence. At the end of the role-play, have clients

practice two or three affirmations in front of the camera.

Week 12

Review Homework

Ask about behavioral homework. Check to see if clients are using

rewards.

R. Skill: Responding to Criticism

Intervention 1: Didactic Presentation—Fogging (See Concepts and Skills
section)

Intervention 3: Exercise—Practicing Fogging

Have group members practice fogging, using situations from their own

lives.

Intervention 3: Exercise—Responding to Continuing Criticism
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As group members practice and become more confident, have them take
part in an exercise in which there is continuing pressure. When they respond
to the first criticism, come up with another. Criticize the way they respond at
each moment as they continue the fogging response. At some point, the
exercise usually becomes funny, and they begin to laugh at the absurdity of

the underdog position.

Intervention 1: Didactic Presentation—Negative Inquiry (See Concepts
and Skills section)

Intervention 3: Exercise—Practicing Negative Inquiry

Have group members role-play situations from their own lives and then
role-play with the therapist (if they want a tougher critic) continuing their

practice of negative inquiry for a longer time.

Intervention 1: Didactic Presentation—Negative Assertion (See Concepts
and Skills section)

Intervention 3: Exercise—Practicing Negative Assertion

Allow as much group time as possible for role-playing these kinds of
interactions, again taking examples, that are pertinent to shy people or using

examples from group members' lives.
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Intervention 4: Discussion

Ask group members what it was like to be criticized and to criticize

others.

Termination Discussion

Hold a wrap-up discussion in which members express their feelings
about leaving, talk about their original goals and the extent to which they met
them, and discuss how they will continue on their own. Have them be specific
about changes in thoughts, behaviors, and feelings. Ask for feedback about
techniques that were helpful and those that were not. Encourage group
members to express any negative feedback to you about the group. (This

serves as further practice in giving negative feedback in general.)

Criteria for Measuring Change

Measurable behavioral goals were set in the second screening session.
Criteria for measuring change are: reduced physiological arousal; new, more
positive, and hopeful thinking patterns about social situations and the self;
and new behaviors that were not evident previously. Increased self-esteem

and self-expression are usually present.

Relapse
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Shy clients relapse if they do not practice or keep themselves in social
situations, just as people get out of shape physically if they don't exercise.
Explain this phenomenon to the group. To prevent getting out of "social
shape," recommend and encourage them to get into community groups,
dating services, and church activities. If they do relapse, they can come back
for individual booster sessions or another group experience without further

screening.

Resistance

Shy people resist change in general more than most people—so you
should expect a good deal of resistance in shyness groups. Clients will
hesitate to try new behaviors in group, and resist doing their homework. This
of course varies within the group, because shy people are also conscientious
and want to please you. This counterforce aids them in carrying out their

behavioral and cognitive assignments.

Passive aggression is the dominant style among shy people, who are
highly creative in finding methods to defeat themselves and you. Shy clients
can try your patience beyond anything you have experienced in working with
other therapy groups. Confront group members about passive aggressive
techniques, and share your feeling about these maneuvers. Confront their use

of shyness as an excuse not to assume the ordinary risks and responsibilities
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of everyday living. Confront also the arrogance that assumes that everyone is
watching and evaluating them, the shy people. They are shocked to discover
the hidden arrogance in the shy position. They are surprised to find that they
often expect to be treated as exceptions, as special. They expect others to
initiate, contact, to seek them out, and to lead and take care of them.
Acknowledging these aspects of themselves to the group, and working on
them together, makes it less painful for clients to confront their attitudes.
People do not feel singled out and can hear others acknowledge these

tendencies in themselves.

The single biggest contributor to resistance in the Shyness Group is the
effect of shame. Talk about it early on during the course of the group,
describing shame and how it manifests itself in such cognitions as "I am
inadequate and inferior." Feelings influence cognitions and cognitions
influence feelings, often creating a vicious circle. Saying that "l am
inadequate" simply creates additional feelings of shame. It's better to express
the feelings themselves rather than the cognitions, because feelings pass and
people can be comforted and reassured when they express them. Encourage
group members to say aloud that they feel ashamed when these feelings come
up. Encourage them to express the behaviors, thoughts, and feelings that
cause shame. They find that others experience similar feelings and that they
are not as unique or deficient as they thought they were. Shy people

frequently are moralistic, perfectionistic, and naive about ordinary behavior,
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thoughts, and feelings because they have not had opportunities to share in an
intimate way with other people. Sharing in this manner is one of the most

powerful healing experiences in the life of a Shyness Group.

Group members will sometimes be absent because they are ashamed of
the way they are feeling or behaving, or because they haven't done their
homework. Respect their right to choose, but stress that it is only through
taking the risk of acknowledging who they really are and through sharing and
mutual support that they will change. The choice is theirs, but it is a choice,

acknowledged or not.

Termination

Termination is an experience of separation, difficult for shy people
because they feel insecure in interpersonal relationships. In long-term
groups, ask members who are leaving to give the group three months’ notice
so that they can take the time to complete unfinished business and say
goodbye. Group members explore their feelings about the termination and
associate this loss with previous losses. The process is powerful. Group
members recover forgotten experiences and connect the memories and
feelings with their reluctance to become intimate with others as well as their

reluctance to say goodbye to someone with whom they have become close.

Group members share whatever unexpressed thoughts and feelings

http://www.freepsychotherapybooks.org 180



they have toward the departing person, often finding the courage to say
things they may not have dared to say before, such as how close they felt, how
angry they were during an interaction, or that they were sexually attracted to

the departing member.

In short-term structured groups, mention termination several weeks
before the group is due to end. Encourage clients to use the impending
termination to motivate themselves to take risks that they might not
otherwise take and to allow their feelings about separation to emerge.
Emphasize in shyness groups that clients may come back for booster sessions
and that more work is not a sign of failure but is usually a sign of another
growth spurt or of the readiness to tackle a new developmental task. They
may also join another group later or a long-term group if they like, without
further screening. Encourage them to check in, to let you know how things are
going, and just to touch base if they like. These groups are springboards to
increased association and intimacy with others, and you may become a bit of
a home base for some of these people, who come back off and on for years.
Sometimes they agree to continue seeing each other socially or to telephone
each other when they need someone to talk to. These negotiations are best

left to the individuals in the group.
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Chapter 3

The Agoraphobia Treatment Group

Edmund J. Bourne, Ph.D.

Introduction

Agoraphobia is one of the most disabling of the anxiety disorders,
affecting approximately 5 percent of the adult population in the United States.
The term agoraphobia was originally coined by Westphal (1871) to describe a
fear of walking in open spaces. However, the principal fear in agoraphobia
involves apprehension about having a panic attack in situations where escape
is perceived to be difficult. Common phobic situations include driving, stores
and restaurants, elevators, planes and other public transportation, and being
alone. Agoraphobia wusually develops after an individual has been
experiencing panic attacks and begins to avoid situations previously
associated with panic or perceived as likely to bring on panic. The fear can, in
some cases, progress to the point where a person is entirely housebound.
Agoraphobia frequently involves dependency on a spouse, partner, or
support person who must accompany the agoraphobic on forays away from

their safe place. It also may involve depression: agoraphobics feel helpless
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and hopeless in avoidance of routine activities which they formerly
accomplished easily. Some agoraphobics also experience obsessive, intrusive
thoughts, warranting a dual diagnosis of agoraphobia and obsessive-

compulsive disorder.

About 75 to 80 percent of agoraphobics are women, and the disorder
typically begins in the early twenties. There is some evidence for a hereditary
basis, as concordance rates for identical twins are three to four times higher
than for fraternal twins (Torgersen, 1983; Slater & Shields, 1969).
Predisposing family history factors are also involved: parents who are overly
protective, overcritical and perfectionist, or phobic themselves may set the
stage for their children to later develop agoraphobia or another anxiety

disorder.

The most effective treatment for agoraphobia is in vivo exposure—a
process in which the client directly but gradually confronts a phobic situation
in small increments. Typically, the agoraphobic and a support person will go
together to confront a situation, such as a grocery store, continuing to the
point where anxiety becomes slightly unmanageable. The client temporarily
retreats from the situation at that point, allowing the anxiety to subside. After
doing some breathing and relaxation exercises, the client proceeds with the
exposure and then reenters the situation until anxiety rises to a certain

criterion level again. Frequently, the agoraphobic will have desensitization to
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the situation in imagination (following Wolpe's systematic desensitization

techniques—see Wolpe, 1958, 1973) prior to undertaking in vivo exposure.

Recent research indicates that self-paced exposure, carried out over a
longer period of time and utilizing a support person, is superior to intense
exposure (also known as flooding) over a short period of time (Barlow &
Waddell, 1985). It is also critical that clients receive extensive training in
learning to cope with panic attacks prior to engaging in in vivo exposure
(Barlow, 1988, Chapter 11, and Bourne, 1990, Chapter 6). Current treatment
protocols emphasize training clients to control panic symptoms that are

deliberately provoked during treatment sessions (Barlow & Craske, 1989).

Another critical area to address in treating agoraphobia is the client's
anxious self-talk and underlying core beliefs or cognitive schemata that
predispose this self-talk. Clients are taught to identify anxiety-provoking
thinking patterns, as described by Beck (1979) and Beck & Emery (1985).
They learn to rationally dispute distorted thoughts and replace them with
more rational, supportive self-statements based on direct experience. Core
beliefs that perpetuate anxiety are also identified. Their origins are explored
in the context of the client's developmental history, and then the client learns
to evaluate their validity and work with more rational, self-supportive

affirmations.
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Agoraphobia can be treated through individual therapy, or in a group
format as described in this chapter. There are advantages to each approach. It
is important, in initially evaluating a client, to explore his or her preferences
as well as ability to be comfortable in a social situation (see next section).
Groups can provide considerable interpersonal support for recovery as well as
incentive to do homework and practice self-paced exposure between sessions.
It may be asking a lot from individual therapy to be able to generate the same
degree of support and motivation to practice that is possible within a group,

although clients who prefer individual therapy tend to do better in that mode.

The approach to group treatment presented in this chapter draws
considerably from TERRAP—a group treatment program for agoraphobia
developed by Arthur Hardy more than 20 years ago. TERRAP (a contraction
derived from "territorial apprehensiveness") currently offers treatment
groups throughout the United States and is operated by TSC Corporation in
Menlo Park, California. This chapter also draws heavily from The Anxiety and
Phobia Workbook (Bourne, 1990), which is based on the author's clinical

experience with individual and group therapy treatment approaches.

An adequate recovery program for agoraphobia can be achieved in ten
weeks by a group covering the main treatment ilnterventions described

above, namely

¢ The Causes of Panic and Agoraphobia (Weeks 1 and 2)
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» Relaxation Training (Week 3)

 Physical Exercise (Week 4)

» Coping with Panic Attacks (Week 5)

« Imagery Desensitization (Week 6)

 Real-Life Desensitization (Week 7)

e Field Trip 1 (to practice in vivo exposure) (Week 8)

e Self-Talk (Week 9)

» Mistaken Beliefs and Affirmations (Week 10)

These are core ingredients of recovery that constitute the main focus of

this chapter and need to be addressed in any effective treatment program.

Additional treatment components that might be included in a more

comprehensive program would include:

« [dentifying and Expressing Feelings (one session)

* Assertiveness Training (two sessions)

¢ Self-Esteem Training (two sessions)

¢ Nutrition and the Use of Medication (one session)
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¢ Anxiety and Life Meaning (Existential-Spiritual Perspective)

(one session)

A longer, 18-week treatment format incorporating the above elements
constitutes, in my opinion, an ideal program for recovery. Space limitations
prohibit detailed discussion of these components in this chapter. Relevant
chapters of The Anxiety and Phobia Workbook cover them in some depth,

however.

Selection and Screening

A pre-group evaluation is necessary to determine the suitability of
prospective clients for the group. Generally, only those clients who meet DSM-
III-R criteria for Panic Disorder with Agoraphobia or Social Phobia are
appropriate for inclusion. Since so much of the work of the group focuses on
desensitization to phobias, clients presenting with other types of anxiety
disorder—such as "pure" panic disorder, generalized anxiety disorder, or
obsessive-compulsive disorder—are likely to feel misplaced. Individuals
dealing with a simple phobia, for example, who are only fearful of freeways or
flying, and who do not have panic attacks, can utilize the group, although they
may find the section on coping with panic attacks to be irrelevant to their

problem.

Clients who are motivated to overcome their difficulties and are willing
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to make a 10- to 18-week commitment are most likely to benefit from the
group. It's important to ask clients about their motivation and commitment at
the outset. A moderately to severely phobic person may have no conception
of the discipline needed, nor the commitment it really takes, to recover. Many
phobics say "yes" emphatically, that they are ready and willing to work
toward recovery. Yet when it comes right down to doing the work required,

they will rationalize and avoid to extremes.

Another issue is clients' social anxiety level. Certain individuals are so
phobic about being in any group that they are likely to do better by
completing a course of individual therapy focusing on communication skills
such as self-disclosure and desensitization to social situations prior to
entering a group. It is important to raise the issue of comfort level in a social

situation with all prospective clients.

Two additional variables predict outcome in group treatment:
depression and marital adjustment. Agoraphobic clients who concurrently
meet DSM-III-R criteria for dysthymic disorder or major depression may be
too depressed to do the homework necessary for recovery—in particular,
real-life exposure to phobic situations. The moderate to severely depressed
client is likely to gain support from the group, but may make little real
progress until the depression abates. Individual psychotherapy helping a

client to resolve life crises or interpersonal issues causing depression may be
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a necessary adjunct to effective group work. Sometimes these issues get
resolved in the latter sessions of the extended group, which focus on feelings,

assertiveness, and self-esteem.

Research has repeatedly demonstrated that clients with a spouse or
partner tend to do very well when the partner is supportive of their recovery.
(Munby & Johnston, 1980; Barlow, O'Brien & Lust, 1984) Conversely, when
the partner is indifferent or in opposition to the treatment, the chances of
success are significantly diminished. This is the reason for including clients'
partners or support persons in the group during the first seven sessions and
in subsequent sessions on assertiveness and communication. It is most useful
at the stage of the pre-group evaluation to explore the possibility of collusions

between client and partners against recovery.

Time and Duration

Groups can be run either for 10 or 18 weeks. The shorter version
focuses on providing training in relaxation, panic-reduction, desensitization,
and cognitive skills and includes one field trip where clients practice in vivo
exposure. These are the "bare essentials" for beginning recovery. The longer
version adds an emphasis on interpersonal skills (assertiveness and
communication, self-esteem, nutrition, medications, and personal meaning).

The advantage of the 18-week group lies not only in providing clients with
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additional relevant skills, but in giving them a longer period of time for
practicing real-life desensitization within the structured context of the group.
(A second field trip, where clients practice exposure during the regular time

of the group meeting, is offered in this extended version).

Group sessions typically last between one-and-a-half and two hours.

Structure

The agoraphobia treatment group works best as a closed group
consisting of eight to ten clients. When there are more than ten clients, group
members don't have enough opportunity to share their experiences on a
week-to-week basis. Partners or support persons of clients are included in
the group during the first seven sessions to help make the group a "safe
place." In the longer format, partners return for later sessions on

assertiveness and communication to engage in role-plays with clients.

Attendance at all sessions is stressed. This is reinforced by having the
client pay in advance for each month (or for each of three six-week segments)
of the group. Clients sign agreements at the outset that they will pay for the

groups at the beginning of each month or six-week segment.

The group leader takes responsibility for presenting the lesson for each

week, handling clients' questions, stimulating discussion, and conducting
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exercises and role-plays. For the group to be successful, the leader must
provide guidance and instruction to clients individually, confronting them
when necessary. At the same time, he or she needs to create a supportive
atmosphere, impart enthusiasm to the group, and inspire commitment in

each group member to do the homework.

In addition to the leader, there is a group assistant who is preferably a
recovered agoraphobic. The group assistant takes minutes of the meeting
each week, reinforce the lesson discussed, and writes up a one- to two-page
summary that is mailed out to clients a day or two after each meeting. The
most important function of the group assistant is to be available to clients
between group meetings. Clients are encouraged to call the assistant if they

have any questions or concerns during the week.

If the assistant is unavailable or unable to answer the client's questions,
the group leader may be contacted instead.
Goals
The goals of the agoraphobia treatment group are fourfold:
1. To provide clients with strategies and skills for coping with panic
attacks—specifically, abdominal breathing, muscle

relaxation, grounding skills such as physical exertion, and

cognitive skills emphasizing the use of coping statements
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(sessions 3 and 5).

2. To provide clients with a knowledge of how to practice both
imagery and real-life desensitization as a means to
overcoming their phobias. In addition, clients are given
support and encouragement to practice desensitization on a
regular basis at home (sessions 6 and 7).

3. To assist clients in identifying and modifying unhelpful self-talk and
mistaken beliefs that contribute to their anxiety on an
ongoing basis (sessions 9 and 10).

(sessions 11-14).

Ground Rules

The following ground rules are presented to clients during the first

week of the group:

1. Assigned homework is to be completed and turned in each week.
Homework consists of a self-monitoring form on which
clients check off whether they practiced relaxation, exercise,
desensitization, and cognitive restructuring or affirmations
on a daily basis. Additional written homework assignments
relevant to each component of the program are given each
week. Completed homework is turned in to the group
assistant, who takes it home and provides written comments
to the client. It is given back to the group leader prior to each
group meeting and is reviewed by the leader at the outset of

Focal Group Psychotherapy 197



that meeting. Both the leader and assistant repeatedly
emphasize to group members during the first few weeks that
completing homework is essential to their progress toward
recovery.

2. Clients are told that the door to the group room is always left open
and that anyone who feels the need to leave can do so at any
time. Clients are encouraged to leave the group only
temporarily if they are feeling anxious, to allow themselves
time to calm down and recover, and then to make every
effort to return to the group, if possible, for the remainder of
the session. However, it's OK to leave for the day and call the
assistant afterwards if they feel that doing so is absolutely

necessary.

3. Clients are encouraged to share with the group on a weekly basis
what is going on in their life and any progress they're
making in their recovery program. However, they are asked
not to talk about specific anxiety or panic symptoms (such as
heart palpitations, sweaty hands, feeling dizzy, disoriented,
out of control, or fearful of something terrible happening).
Agoraphobics tend to be very suggestible and are susceptible

to "swapping" symptoms.

4. Clients are told to avoid watching television programs or reading
newspaper articles that focus on violent or fearful themes.
This only serves to aggravate their proclivity to view the
outside world as an unsafe place.

5. Each week after the second session, every client is to call one other
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person in the group. During the second week, clients are
given a list of group members with their telephone numbers
and are told to call a different person each week. When they
call, they are to discuss how their week has been going and
any progress they've made with their program, but to avoid
talking about symptoms. If clients feel shy or awkward about
calling someone, it's OK for them to share that they're feeling
that way—or that they can't think of anything to talk about

—and to stay on the phone for just a minute or two.

The purpose of this exercise is to help clients give and
receive support, reduce their social anxiety, and foster

group cohesion.

6. It is emphasized from the outset that everything that goes on in the

Starting the Group

group is to be kept strictly confidential. If a client's partner
or support person has participated in the group, it's OK to
discuss the group's process with that particular person
(even on weeks when they aren't in attendance), but with
nobody else. Clients are permitted to record group sessions

if they choose.

The group needs to begin with the leader and group assistant

introducing themselves. Then clients introducing themselves. I've found it

helpful to have clients break up into dyads afterwards (not with their support

person) for more extensive introductions. This begins the process of group
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members getting acquainted. Additional "get-acquainted" periods of five or
ten minutes each during the first three weeks of the group, in which each
client meets a new person each time, will help build an atmosphere of support

and cohesiveness.

Following introductions, the ground rules mentioned in the previous
section should be discussed. The leaders should acquaint clients with basic
policies and procedures of the group, and distribute handouts describing

ground rules, policies, and procedures.

It is very important when starting a group to emphasize the importance
of doing the assigned homework. This is a good place to present anecdotal
evidence that the most successful "graduates” of previous groups were the

ones who consistently did homework and practiced real-life exposure.

Main Concepts and Skills

A. Concept: Development of Agoraphobia

"Agoraphobia is a complication that develops in some individuals who
have experienced panic attacks. A panic attack is a sudden intense surge of
anxiety that seems to be coming out of the blue, involving such symptoms as:
1) heart palpitations, 2) chest constriction and difficulty breathing, 3)

dizziness or vertigo, 4) faintness, 5) sweating, 6) trembling, 7) feelings of
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unreality (sometimes called depersonalization), and 8) fears of imminent
danger, such as dying, going crazy, or losing complete control. Panic attacks
are so uncomfortable that when one has occurred, you may become fearful of
ever again entering the situation that provided its context—especially if this
is a situation you can't easily exit, such as driving on the freeway, being in an
elevator, or standing in line at the checkout stand in the grocery store.
Because you want to avoid future panic attacks, you start avoiding those
situations in which you're afraid one might occur. It's this avoidance that
really marks the beginning of agoraphobia. What you're really afraid of is not
so much the specific situation—the grocery store or the freeway—but of

having a panic attack in such situations.

"Agoraphobia can be mild, moderate, or severe, depending on the
number of situations you avoid and the degree of restriction this imposes on
you. In the most severe cases, you can become housebound altogether. All
agoraphobics need a "safe person” and a "safe place" where they can feel at
ease and free of fear about panic. In the most extreme case, an agoraphobic
cannot leave this safe place at all without panicking. In many cases, though,
there are a variety of situations and places you can still deal with outside your

home, and you have only a few, select phobias.

"Two secondary problems that develop with agoraphobia are

dependency and depression. Being with someone you can trust—your 'safe
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person'—enables you to engage in activities or go places you wouldn't try
alone. So you become dependent on that person, typically to a greater degree
than you'd like. Depression develops because of the feelings of helplessness
you get from not being able to control your panic reactions—and especially
from being unable to go places and do things you used to negotiate with ease.
In recovering from agoraphobia, you will gain both a greater sense of self-

sufficiency and a more optimistic, hopeful outlook toward life."

B. Concept: The Agoraphobic Personality Profile

"Agoraphobia affects one in every 20 people in the United States, or
about 5 percent of the population. As an agoraphobic, you have a number of
special personality characteristics, many of which are quite positive, that set

you apart from the 'average' person:

e You're very sensitive. You are sensitive to environmental
stimuli such as temperature, light, smells, and sounds. And
you are also often sensitive to other people and their
feelings. Many agoraphobics have a heightened sense of
intuition—some are "psychic.’

* You probably have an above-average IQ.

* You're creative. Being both intelligent and creative, you have
the best of both worlds. Typically, you have a very rich and
vivid imagination. In this group, you'll learn to use your

http://www.freepsychotherapybooks.org 202



imagination positively, instead of against yourself, by

magnifying your fears.

¢ You have intense emotions and often a high degree of
emotional reactivity. This is usually an inborn trait, and it
makes your experience of life more vivid and poignant. In
this group, again, you can learn to make this trait work for

rather than against you.

"Many famous people have this profile of characteristics and have
struggled with phobias, including Johnny Carson, Barbra Streisand, Carly

Simon, Bob Dylan, and Vladimir Horowitz.

"Some of the less positive traits you may have include:

¢ A lot of negative thinking—particularly 'what-if' and 'should'
thinking.

* A tendency to be compulsive (doing things compulsively) or

obsessive (having recurring, repetitive thoughts).

» A tendency to be a perfectionist—you can become very upset
if things don't work out exactly the way you'd like them to.

¢ A tendency to procrastinate—you put off things you don't
want to deal with. You're also very adept at avoidance and
have great skill at coming up with excuses for getting out of
what you don't what to do.

* You're a 'people pleaser'—from an early age you have sought
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others' approval and often believe that pleasing others is
more important than taking care of yourself. (The modern

term for this characteristic is co-dependency.)

* You're secretive—it's often difficult for you to tell anyone
else about your problem. You feel ashamed of your problem
and fear that others will make fun of you or regard you as
‘crazy’ if you talk about it.

These less positive traits are 'learned’ and can therefore be unlearned

and replaced with more positive patterns of thought and behavior."

C. Concept: The Causes of Agoraphobia

"There are three levels of causes which contribute to developing

agoraphobia:

1. Long-term, predisposition causes

2. Recent causes, such as the conditions and circumstances that
trigger a first panic attack

3. Maintaining causes, conditions such as negative self-talk and
withheld feelings that keep the problem going

"There are three types of long-term, predisposing causes: 1) heredity, 2)
your childhood environment and upbringing, and 3) cumulative stress over

time. Agoraphobia tends to run in families. About 20 percent of children of an
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agoraphobic parent develop panic attacks or agoraphobia, while the
incidence of agoraphobia in the general population is about 5 percent. More
compelling evidence for the role of heredity comes from the fact that if one
identical twin has problems with phobias, the other twin is up to three times
more likely to have problems as well than would be the case with a pair of
fraternal twins. Researchers believe that you do not inherit agoraphobia per
se but rather a volatile, reactive nervous system that is more easily sensitized
to anxiety-provoking situations. The particular type of anxiety disorder you

develop, given this personality, depends on other factors.

"Apart from heredity, there are several types of dysfunctional family
circumstances that show up in the background of agoraphobics. The most

common ones are as follows:

e Your parents communicate an overly cautious view of the
world. Parents of agoraphobics—even when not explicitly
phobic themselves—often are excessively concerned about
potential danger to their children. They frequently attribute
danger to normal childhood activities that aren't really
dangerous. The child of such parents, unfortunately, learns

to regard the world outside the home as a dangerous place.

e Your parents are overly critical and set excessively high
standards. A child growing up with critical, perfectionist
parents is never quite sure of his or her acceptability. As an

adult, such a person may be overly eager to please, look
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good, and be nice at the expense of his or her needs and
feelings. Having grown up feeling insecure, you have a
tendency as an adult to depend on a safe person or safe place
and to restrict yourself from activities involving public,
performance, or social situations where there is a possibility
of losing face or 'looking bad.'

e You've grown up with emotional insecurity and dependency.
There are many kinds of disfunctional family situations that
can generate deep-seated insecurity. Loss of a parent due to
death or divorce can precipitate strong fears of
abandonment in a child. Neglect, rejection, physical or sexual
abuse, or family alcoholism also leave a child feeling very
insecure. When that child responds to this insecurity with
excessive dependency, the stage is set for over-reliance on a
safe person or place later in life. While agoraphobia isn't the
only type of problem that can develop when a child has
learned to be overly dependent, it's a common outcome.

"The third long-term, predisposing factor that contributes to the onset
of panic and agoraphobia is cumulative stress. Stress can accumulate over
months or years as a result of long-standing psychological problems. Or it can
accumulate as the result of too many 'major life changes' (such as marriage or
divorce, a change of jobs, geographical moves, health problems, a financial
reversal, and so on) within a short period of time. [It's very helpful to have
clients fill out the Homes-Rahe "Life Events Survey" at this point to get an

estimate of their current level of cumulative stress—see Chapter 2 of The

http://www.freepsychotherapybooks.org 206



Anxiety and Phobia Workbook.]

"When stress isn't managed well, it tends to accumulate. The long-term
effects of stress are varied. Some people develop chronic tension headaches,
ulcers, or high blood pressure. Others become depressed. In those who have a
genetic vulnerability to anxiety, panic attacks may be the outcome in place of
a psychosomatic illness. An important implication of this is that good stress
management—including relaxation, exercise, good nutrition, time
management, social support, and adopting low-stress beliefs and attitudes
toward life—should help reduce or eliminate your vulnerability to panic

attacks.”

Recent Causes

"A first panic attack is often triggered by some kind of stressful event or
situation. This acts as a 'last straw,' since in most cases stress has been
accumulating for many years beforehand. Among the most common

precipitating events are

e A significant personal loss—This can be the loss of a
significant person through death or divorce, the loss of

employment, a financial loss, or the loss of physical health.
» A significant life change—Any turning point in your life cycle

qualities, such as getting married, having a baby, going off to
college, changing jobs, making a geographical move, and so
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on.

e Stimulants or recreational drugs—It's not uncommon for a
first panic attack to develop after excessive ingestion of
caffeine. Even more common is the appearance of panic
attacks in people using cocaine. Amphetamines, LSD, high
doses of marijuana, and withdrawal from sedatives and

tranquilizers can also jolt a person into a first panic attack.”

Maintaining Causes

"Maintaining causes operate in the here-and-now to keep panic attacks
and agoraphobia going. Most of the skills you will be learning in this group
will help you to deal with maintaining causes. The primary maintaining

causes are

1. Phobic Avoidance

"Continuing to avoid facing your phobia is what maintains
its hold over you. Obviously, it's very rewarding to continue
this avoidance; the reward is that you're saved from having
to experience anxiety. Trying to think or reason your way
out of a phobia won't work as long as you continue to avoid

confronting it directly.
2. Anxious Self-Talk

"Self-talk is what you say to yourself in your own mind. You

engage in an internal monologue much of the time,
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although it may be so automatic and subtle that you don't
notice it unless you step back and pay attention. Much of
your anxiety is created by statements you make to yourself
beginning with the words 'What if'—such as 'What if [ have
another panic attack?' '‘What if [ lose control of myself while
driving?' 'What will people think if I get anxious while
standing in line?' This type of self-talk anticipates the worst
in advance. The more common term for this type of
thinking is simply 'worry." You can learn to recognize
anxiety-provoking self-talk, stop it, and replace it with

more supportive and calming statements to yourself.
3. Withheld Feelings

"Holding in feelings of anger, frustration, sadness, or even
excitement can contribute to a state of free-floating anxiety.
Free-floating anxiety is when you feel vaguely anxious
without knowing why.

"You may have noticed that after you let out your angry
feelings or have a good cry, you feel calmer and more at
ease. Expressing feelings seems to have a distinct
physiological effect that results in reduced levels of stress
and anxiety.

4. Lack of Assertiveness

"To express your feelings to other people, it's important
that you develop an assertive style of communicating.
Assertiveness, in a few words, is expressing yourself in a
direct, forthright manner. It involves a healthy balance
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somewhere between submissiveness, where you are afraid
to ask for what you want at all, and aggressiveness, where
you demand what you want through coercion or threats.
People who are prone to anxiety and phobias frequently
tend to act submissively. They avoid asking directly for
what they want and are afraid to express strong feelings,
especially anger. Often they are afraid of imposing on
others or of not maintaining their self-image as a pleasing
and nice person. They may be afraid that assertive
communication will alienate their safe person, on whom

they feel dependent for their basic sense of security.

"Learning to be assertive, and to directly communicate
your needs and feeling, is essential to overcoming

agoraphobia.

5. Lack of Self-Nurturing Skills

"Common to the background of many people with anxiety
disorders is a pervasive sense of insecurity. This is
especially apparent in agoraphobia, where the need to stay
close to a safe place or safe person can be so strong. Such
insecurity arises from a variety of conditions in childhood,
including parental neglect, abandonment, abuse,
overprotection, perfectionism, as well as from patterns of
alcoholism or chemical dependency in the family. Since
they never received consistent or reliable nurturing as
children, adult survivors of these various forms of
deprivation often lack the capability to properly take care
of their own needs. Unaware of how to love and nurture
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themselves, they suffer from low self-esteem and may feel
anxious or overwhelmed in the face of adult demands and
responsibilities. This lack of self-nurturing skills only
serves to perpetuate anxiety.

"The most lasting solution to parental abuse and
deprivation is to become a good parent to yourself. In
session 13 of this group, you will learn how to gain
awareness of your needs and develop a nurturing

relationship with your 'inner child."" (It would be useful for
ten-week group leaders to briefly discuss the relevance of
self-esteem to recovery from agoraphobia and refer clients

to Chapter 14 of The Anxiety and Phobia Workbook.)
6. High-Stress Lifestyle

"Managing your stress will help reduce your vulnerability
to panic attacks and anxiety in general. Mastering the
concepts and skills taught in this group in connection with
relaxation, exercise, nutrition, self-talk, mistaken beliefs,
feelings, and assertiveness will all contribute to helping you
reduce the sources of stress in your life. Other stress
management skills such as time management, delegating,
and pacing are described in such books as Life after Stress,
by Martin Shaffer, and The Relaxation and Stress Reduction
Workbook, by Martha Davis, Matthew McKay, and Elizabeth
Eshelman.

7. Lack of Meaning or a Sense of Purpose

"It has been my repeated experience that people
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experience relief from anxiety as well as phobias when they
feel that their life has meaning, purpose, and a sense of
direction. Until you discover something larger than
personal self-gratification—something that gives your life a
sense of purpose—you may be prone to feelings of
boredom and a vague sense of confinement because you
are not realizing all you can be. This sense of confinement
can be a potent breeding ground for anxiety, phobias, and

even panic attacks.

"We will explore various ways of creating meaning and a
broader sense of life purpose in the next-to-last session of

this group.

D. Concept: Relaxation

"Relaxation is one of the most powerful tools at your disposal for
overcoming anxiety and a predisposition to panic. It is at the very foundation
of any program undertaken to overcome agoraphobia. The type of relaxation
that really makes a difference is the regular daily practice of some form of
deep relaxation. Deep relaxation refers to a distinct physiological state that is
the exact opposite of the way your body reacts under stress or during a panic
attack. This state was originally described by Herbert Benson (1975) as the
'relaxation response.' It involves a number of physiological changes,

including:

e a decrease in heart rate
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* a decrease in respiratory rate

» a decrease in blood pressure

» a decrease in skeletal muscle tension

 a decrease in metabolic rate and oxygen consumption
« a decrease in analytical thinking

e an increase in alpha-wave activity in the brain

"If you are willing to practice deep relaxation for 20 to 30 minutes per
day on a regular basis, a generalization of the state of relaxation to the rest of
your life will occur. After several weeks of practicing deep relaxation on a

regular basis, you will feel more relaxed all of the time.

"Some of the more common forms of deep relaxation include:
abdominal breathing, progressive muscle relaxation, visualizing a peaceful
scene, medication, autogenic training, guided imagery, biofeedback, and
sensory deprivation. For the purposes of this group, we'll be focusing on the

first three."

E. Skill: Abdominal Breathing

"Abdominal breathing means breathing fully from your abdomen or

from the bottom of your lungs. It is exactly the reverse of the way you breathe
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when you're anxious or tense, which is typically shallow and high in your
chest. If you're breathing from your abdomen, you can place your hand on
your stomach and see it actually rise each time you inhale. To practice

abdominal breathing, observe the following steps:

1. Place one hand on your abdomen right beneath your rib cage.

2. Inhale slowly and deeply through your nose into the bottom of your
lungs (the lowest point down in your lungs you can reach).
Your chest should move only slightly, while your stomach

rises, pushing your hand up.

3. When you've inhaled fully, pause for a moment and then exhale
fully through your mouth. As you exhale, just let yourself go
and imagine your entire body going loose and limp.

4. In order to fully relax, take and release ten abdominal breaths. Try
to keep your breathing smooth and regular throughout,
without gulping in a big breath or exhaling suddenly. You

might count each breath on the exhale, as follows:
Slow inhale—Pause—Slow exhale (count 1)
Slow inhale—Pause—Slow exhale (count 2)—and so on

If you start to feel light-headed while practicing abdominal

breathing, stop for 30 seconds and then start up again.

"You'll find that abdominal breathing will help to slow you down any
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time you feel symptoms of anxiety or panic coming on. Three or more
minutes of abdominal breathing can abort a panic attack if you initiate it
before the panic has gained momentum. Abdominal breathing will also
counteract hyperventilation symptoms, which can be mistaken for symptoms
of panic." (Note: An explanation of hyperventilation and how it can contribute

to panic attacks may be in order here.)

F. Skill: Progressive Muscle Relaxation

"Progressive muscle relaxation is a time-honored relaxation technique
that is very helpful in reducing skeletal muscle tension, which is one of the
principal contributing causes of anxiety. To best utilize it, practice the

technique
« for at least 20 minutes
e ataregular time
« preferably before or one hour after a meal
e in a quiet setting
« with your head supported

"While practicing, make a decision to let go of your worries and

concerns. Refrain from judging your performance or the results of the
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exercise. Follow these steps:

1. Clench your fists tightly. Hold them clenched for 7 to 10 seconds.
You may want to count one-thousand-one, one-thousand-
two, and so on, to mark off seconds.

2. Concentrate on what's happening. Feel the buildup of tension in the
muscles of your hands. It may be helpful to visualize the
muscles tensing.

3. After 7 to 10 seconds, release the muscles in your hands abruptly,
imagining them going loose and limp. Allow relaxation to
develop for at least 10 to 20 seconds before proceeding. Use
the same time intervals for all the other muscle groups in
your body.

4. Tighten your biceps by drawing your forearms up toward your
shoulder and "making a muscle" with both arms. Hold for 10

second, then relax for 15 to 20 seconds.

5. Tighten your triceps (the muscles on the undersides of your upper
arms) by extending your arms out straight and locking your
elbows. Hold and then relax.

6. Tense up the muscles in your forehead by raising your eyebrows up
as far as you can. Hold..and then relax. Imagine your
forehead muscles becoming smooth and limp as they relax.

7. Tense up the muscles around your eyes by clenching them tightly

shut. Hold ..and then relax. Imagine sensations of deep

http://www.freepsychotherapybooks.org 216



relaxation spreading all around the area of your eyes.

8. Tighten your jaw by opening your mouth so wide that you stretch
the muscles around the hinges of your jaw. Hold...and then
relax. Let your lips part and allow your jaw to hang loose.

9. Tighten the muscles in the back of your neck by pulling your head
way back, as if you were going to touch your head to your
back. Focus only on tensing the muscles in your neck.
Hold...and then relax. Since this area is often especially tight,

itis good to do the tense-relax cycle twice.

10. Tighten your shoulders by raising them up as if you were going to

touch your ears. Hold...and then relax.

11. Tighten the muscles around your shoulder blades by pushing your
shoulder blades back, as if you were going to touch them
together. Hold the tension in your shoulder blades...and then
relax. Since this area is often extra tense, you might repeat
the tense-relax sequence twice.

12. Tighten the muscles of your chest by taking in a deep breath. Hold
for up to 10 seconds..and then relax slowly. Imagine any
excess tension in your chest flowing away with the
exhalation.

13. Tighten your stomach muscles by sucking your stomach in.
Hold..and then release. Imagine a wave of relaxation

spreading through your abdomen.

14. Tighten your lower back by arching it up. You can omit this
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exercise if you have lower back pain. Hold...and then relax.

15. Tighten your buttocks by pulling them together. Hold...and then

relax. Imagine the muscles in your hips going loose and limp.

16. Squeeze the muscles in your thighs all the way down to your
knees. You will probably have to tighten your hips along
with your thighs, since the thigh muscles attach at the pelvis.
Hold...and then relax. Feel your thigh muscles smoothing out

and relaxing completely.

17. Tighten your calf muscles by pulling your toes toward you.
Hold...and then relax.

18. Tighten your feet by curling your toes downward. Hold...and then

relax.

"The entire progressive muscle relaxation sequence should take you
about 20 to 30 minutes the first time. With practice, you may decrease the

time needed to as little as 15 to 20 minutes."

G. Skill: Visualizing a Peaceful Scene

"While progressive muscle relaxation is useful for relaxing your
muscles, visualizing a peaceful scene will help you to relax you mind. Any
scene that feels very calming to you will do. It could be a remote beach, a
mountain stream, a calm lake, or an indoor scene such as a cozy fireplace or

your own bedroom. It's very important in visualizing a peaceful scene to take
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time to see it in as much detail as possible. Focus on all the objects you can
see—their colors, shapes, and sizes. Also be aware of any sounds, smells, or
things in the situation you can touch." A suggested script for visualizing a
peaceful scene is as follows:

Close your eyes and imagine you're in a very peaceful, comfortable setting.

It can be outdoors or indoors. It can be realistic or imaginary. You find that

you feel very safe and supported there...this is a safe place. (Pause) Now

look all about you and notice the colors of everything in this particular

scene. (Pause) You might focus on one color in particular ..and you find

this color to be very relaxing. As you feel more and more relaxed, take

notice of any sounds that you can hear in this special place. (Pause) You

might now focus on one sound in particular, and you find this sound to be

very relaxing. Now become aware of anything that you're touching on the

ground or elsewhere. How does it feel? Let these tactile sensations help to

relax you still more. Just continue allowing yourself to settle in, feeling

very relaxed and at peace in this wonderful place. You're feeling very safe,

secure, and at ease.

Remember that the more you picture yourself in this peaceful scene, the
easier it will be to return there whenever you like. You can learn, after a
while, to retreat to your own special scene—the safe place in your mind—

whenever you're feeling anxious or tense.

H. Concept: Physical Exercise

"A program of regular physical exercise will help you to reduce your
vulnerability to panic attacks and anxiety in general. Exercise provides a

natural outlet for the excess adrenalin and physiological arousal that
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accompany anxiety states. It also releases muscle tension and stimulates
production of endorphins in the brain, resulting in a state of increased
calmness and well-being. There is some evidence that regular exercise helps
to correct some of the neurophysiological imbalances associated with panic

attacks.

"To optimize the anxiety-reducing effects of exercise, it is best to do an
aerobic form of exercise at least four times per week for at least 20 to 30
minutes. Aerobic exercises include brisk walking, jogging, aerobic dancing,
bicycling or riding a stationary bike, swimming, jumping rope, running in
place, and ice or roller skating. If you do brisk walking, you'll want to double
the minimum time, for example, from 20 to 40 minutes, to obtain the best

results.

"If you haven't been doing any type of exercise for some time, it is best
to start with walking for only very short periods (from 5 to 10 minutes) of
more vigorous exercise. If you have any medical conditions that might limit
exercise, and experience such symptoms as high blood pressure, diabetes,
chest pains, fainting spells, or joint stress—or if you are forty or older—be

sure to consult with your doctor before undertaking an exercise program.

"Some people avoid exercise because they fear it will aggravate a panic

attack. The state of physiological arousal accompanying vigorous exercise

http://www.freepsychotherapybooks.org 220



reminds them of the symptoms of panic. If this applies to you, you might want
to do 40 to 60 minutes of walking on a daily basis; or you can very gradually

build up to a more vigorous level of exercise.

"Many people find it helpful to vary the type of exercise they do. This
can help reduce boredom, as well as give you the chance to exercise different
body parts. Popular combinations include doing an aerobic type of exercise
such as jogging or cycling three to four times per week, and a socializing

exercise such as tennis, volleyball, or bodybuilding exercise twice per week.

"If you're starting an exercise program or are otherwise not used to

vigorous exercise, observe the following guidelines:

1. Approach exercise gradually. Start out by exerting only 10 minutes
(or to the point of being winded) every other day for the first
week. Add 5 minutes to your workout time each successive

week until you reach 30 minutes.

2. Give yourself a one-month trial period. Make a commitment to stay
with your program for at least a month despite aches, pains,
inertia, or resistance. By the end of a month, you may find
exercise to be sufficiently rewarding so that you will want to

continue.
3. Expect some discomfort initially. Aches and pains are normal when

you start out, but disappear as you gain strength and
endurance.
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4. Find ways to reward yourself for maintaining a commitment to

your exercise program.

5. Warm up before exercising by doing some toe-touches and jumping
jacks. When you're finished with vigorous exercise, cool

down by walking around for 2 or 3 minutes.

6. Avoid exercising within 90 minutes of a meal or when you feel
overstressed.

7. Stop exercising if you experience any sudden, unexplainable body

pains or other symptoms.

8. If you find yourself getting bored with exercise, find a partner to go

with you or a form of exercise requiring a partner.

9. Exercise more than once per week. It's stressful to your body to
exert vigorously then fall out of shape before you exert

again.

10. Work toward the goal of doing aerobic exercise four to five days

per week for 20 to 30 minutes each session."

I. Concept: The Panic Cycle

"A panic attack is a sudden surge of mounting physiological arousal that
can occur out of the blue or in response to encountering—or merely thinking
about—a phobic situation. Physical symptoms include: heart palpitations,

tightening in the chest, shortness of breath, dizziness, faintness, sweating,
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trembling, shaking, or tingling in the hands and feet. Psychological reactions
that accompany these bodily changes include: intense desire to run away,
feelings of unreality, and fears of having a heart attack, going crazy, or doing

something uncontrollable.

"The panic cycle involves a reciprocal interaction between bodily

symptoms of panic and fearful thoughts. The cycle looks like this:

Physical or emotional trigger

/. Body-symptoms of panic\

Full-blown panic

Negative thoughts
More negative, catastrophic thoughts

Intensified body symptoms

"Hyperventilation may, in some cases, be added to the loop. Rapid,
shallow breathing during early stages of panic may produce hyperventilation
symptoms such as tingling in the hands and feet, dizziness, disorientation,
and feelings of unreality. Be aware, however, that panic attacks can produce

these symptoms in the absence of hyperventilation.”

The following concepts are very useful for learning to cope with panic

attacks:
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J. Concept: Panic Attacks Are Not Dangerous

"Recognize that a panic attack is nothing more than the well-known
fight-or-flight response occurring out of context. This is a natural bodily
response that enables you (and all other mammals) to be alerted to and
quickly flee a truly life-threatening situation. What makes a panic attack hard
to cope with is that this intense reaction occurs in the absence of any
immediate or apparent danger. Or, in the case of agoraphobia, it occurs in
situations that have no immediate life-threatening potential (standing in line
at the grocery store or being at home alone). Because there is no apparent,
external danger in a panic attack, you tend to invent or attribute danger to the
intense bodily symptoms you're going through. Your mind can very quickly
go through the process: 'If | feel this bad, | must be in some danger. If there is

no apparent external danger, the danger must be inside of me.’

"In short, you may imagine that heart palpitations will lead to a heart
attack, that your constricted breathing will lead to suffocation, that dizzy
sensations will result in fainting, or that you will lose control and 'go crazy.' In
fact, none of these ever occurs. You can't have a heart attack from a panic
attack. Your heart is made of very strong and dense muscle fibers. According
to Dr. Claire Weekes, a noted authority on panic, a healthy heart can beat 200
beats per minute for days—even weeks—without sustaining any damage.

Electrocardiogram tracings of panic attacks show rapid heartbeat, but none of
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the types of abnormalities seen in individuals with heart conditions. By the
same token, you can't suffocate from a panic attack. Your brain has a built-in
reflex mechanism that will force you to breathe if you're not getting enough
oxygen. Feelings of faintness or dizziness may come on because of reduced
circulation to the brain during panic, but you won't faint. These sensations
can be relieved by slow, abdominal breathing. It's also important to know that

agoraphobics never lose control or 'act crazy.' It's unheard of.

"The upshot of all this is that a panic attack is not dangerous. If you can
convince yourself of this at the time panic occurs, you may significantly

reduce the intensity of your reaction.”

K. Concept: Don't Fight Panic

"It's important to avoid fighting a panic attack, for example, tensing up
against panic symptoms or trying to 'make' them go away. This only creates
more muscle tension, which is one of the contributing causes of panic. In her
books, Hope and Help for Your Nerves and Peace from Nervous Suffering, Claire
Weekes describes a four-step process that many people have found very

helpful:
1. Face panic symptoms rather than running from them. Instead of

telling yourself, 'I can't handle this,' you might say, 'This will
pass...I've handled it before and I'll manage it this time, too.'
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2. Accept what your body is going through. Again, don't fight panic.
Work on adopting an attitude of acceptance. Ideally, learn to
observe your body's state of physiological arousal, no matter
how uncomfortable it may be, instead of reacting to it.

3. Float with the 'wave' of a panic attack, instead of forcing your way
through it. You might imagine that you are literally riding a
wave, moving with the upsurge and gradual fading out of
panic. Realize that it takes only a few minutes for most of the
adrenalin produced by panic to be reabsorbed, so that the

worst will be over quickly.

4. Allow time to pass. Realize that reactions you're going through are
time-limited. Say to yourself, "This will pass,' and engage in
some distracting activity such as conversation, moving
around, abdominal breathing, or repeating positive
statements until the reaction subsides."

L. Concept: Separate First From Second Fear

"Claire Weekes makes a distinction between first fear and second fear.
First fear consists of the physiological reactions underlying panic; second fear
involves making yourself afraid of these reactions by saying such scary things
to yourself as: 'l can't stand this!" 'I'm going to have a heart attack!" 'T've got to
get out of here right now!" Try to keep this distinction in mind when panic
symptoms come on. Instead of scaring yourself (second fear) about your

body's reactions, you can move with them and make such reassuring
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statements as: 'These are just exaggerated bodily symptoms. I can go with
them until they pass' or 'I've handled this before, and I can do so now."" A list
of positive coping statements that clients can use to help them float through a

panic attack is on the next page. This can be used as a handout.

M. Skill: Learn To Distinguish the Early Stages of Panic—The Anxiety Scale

"With practice you can learn to identify the preliminary signs in yourself
that a panic attack may be imminent. For some people this may be signaled by
a sudden increase in heartbeat. For others it might be a tightening in the
chest, sweaty palms, or queasiness in the stomach. Most people experience
some type of preliminary symptoms before a 'point of no return’ is reached

beyond which a significant panic attack is inevitable.

"It's possible to distinguish different levels or degrees of anxiety by

using a ten-point scale:

The Anxiety Scale?
7-  Major All of the symptoms in Level six exaggerated; terror; fear of going
10 Panic crazy or dying; compulsion to escape
Attack

6 Moderate  Palpitations; difficulty breathing; feeling disoriented or detached

Panic (feeling of unreality); panic in response to perceived loss of control
Attack
5 Early Heart pounding or beating irregularly; constricted breathing;
Panic spaciness or dizziness; definite fear of losing control; compulsion to
escape
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4 Marked Feeling uncomfortable or "spacey"; heart beating fast; muscles tight;
Anxiety beginning to wonder about maintaining control

3 Moderate Feeling uncomfortable but still in control; heart starting to beat faster;

Anxiety fast breathing; sweaty palms

2 Mild Butterflies in stomach; muscle tension; definitely nervous
Anxiety

1 Slight Passint'twinge' of anxiety; feeling slightly nervous
Anxiety

0 Relaxation  Calm, a feeling of being undistracted and at peace

Coping Statements

Use any or all of the following positive statements to help you cultivate
attitudes of acceptance, "float," and allow time to pass during a panic attack.
You may find it helpful to repeat a single statement over and over again—in
conjunction with deep, abdominal breathing—during the first minute or two
when you feel panic symptoms coming on. If one statement gets tiresome or

seems to stop working, try another.

This feeling isn't comfortable or pleasant, but I can accept it.

I can be anxious and still deal with this situation.

I can handle these symptoms or sensations.

This is not an emergency. It's okay to think slowly about what I need to do.
This is not the worst thing that could happen.

I'm going to go with this and wait for my anxiety to decrease.
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This is an opportunity for me to learn to cope with my fears.

I'll just let my body do its thing. This will pass.

I'll ride this through—1I don't need to let this get to me.

I deserve to feel okay right now.

I can take all the time I need to let go and relax.

I can always leave if I need to.

There is no need to push myself. I can take as small a step forward as I
choose.

I've survived this before and I'll survive this time, too.

I can do what I have to do in spite of anxiety.

This anxiety won't hurt me—it just doesn't feel good.

This is just anxiety—it won't hurt me.

This is just anxiety—I'm not going to let it get to me.

Nothing serious is going to happen to me.

Fighting and resisting this isn't going to help—so I'll just let it pass. These
are just thoughts—not reality.

[ don't need these thoughts—I can choose to think differently.

This is not dangerous.

So what.
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“Although the level of symptoms at the various levels of this scale are
typical, they may not correspond exactly to the specific symptoms that you
experience. The important thing is to identify what constitutes a Level 4 for
you. This is the point where—whatever symptoms you're experiencing—you
feel that your control over your reaction is beginning to drop out. Up to and
through Level 3, you may be feeling very anxious and uncomfortable, but you
still feel that you're managing what's going on. Starting at Level 4, you begin
to wonder whether you can control what's happening, which leads you to
panic even further. With practice you can learn to catch yourself—to abort a
panic reaction—before it reaches this point of no return. The better you
become at recognizing the early warning signs of panic—up through Level 4

on the scale, the more control you will gain over your panic reactions.”

N. Skill: Learning To Retreat

"When your anxiety reaches Level 4 on the Anxiety Scale and you
associate that anxiety with a particular situation, retreat from the situation.
Staying in a situation when anxiety begins to get out of control (Level 4 or
above) will sensitize you to that situation. If you aren't phobic toward the
situation, you could become so. If you already have a phobia about the
situation, that phobia will be reinforced. Retreating is not escaping. Retreat
simply means that you temporarily withdraw from a situation, allow your

anxiety to subside down to Level 1 on the Anxiety Scale, and then return to
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the situation. If your anxiety reaches Level 4 while driving, retreat by pulling
off the road as soon as you can, getting out of your car, and walking around. If
your anxiety reaches Level 4 while standing in line at the grocery store, put
your groceries down and retreat outside until you feel better, then return.
Work on letting go of concerns about what other people will think about your

actions.

"Learning to retreat is essential to your recovery from agoraphobia. You
will use this skill again and again when you start practicing real-life

desensitization."

0. Skill: Using Diversion Techniques To Reduce Panic

"Any technique that helps to redirect your attention away from bodily
symptoms as well as from fear-evoking thoughts during the early stages of
panic will stop the reaction from gaining momentum. Many people have
found that the following techniques will abort a panic attack before it reaches

Level 4 or 5 on the Anxiety Scale:

« Talk to another person
¢ Move around or engage in physical activity

* Engage in a simple, repetitive activity (in a grocery store, for

example, count the number of cans on the shelf or count the
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money in your wallet)

¢ Do something requiring concentration (read a magazine,
solve puzzles, knit or sew, calculate or compute, or play a
musical instrument)

» Express angry feelings (pound a pillow or hit your bed with a

plastic bat—do not vent anger on people)

» Experience something immediately pleasurable (for example,
receive a hug, have sex, soak in your bathtub)

¢ Practice thought stopping. Shout 'stop' several times and/or
visualize a large stop sign. This will help disrupt a chain of
negative thoughts. Follow this by repeating a positive
affirmation.”

P. Skill: Use Abdominal Breathing To Reduce Panic

"When panic symptoms come up to Level 4 on the Anxiety Scale, use the
abdominal breathing skill previously described. Continue with slow, regular
abdominal breathing—inhaling through your nose and exhaling through your
mouth—for two to three minutes. This practice alone will help reduce the
intensity of your physiological reactions. At Level 4, it's also helpful to use
progressive muscle relaxation techniques, but confined to the arms, head,

neck, and shoulders only. Focus on the areas that hold the most tension."

Q. Skill: Use Coping Statements To Reduce Panic
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"Negative self-talk always aggravates panic, creating the 'second fear’
that was described earlier. If you can learn to replace negative self-talk with
positive coping statements, you will eliminate or at least diminish the severity
of your panic reactions. Select three or four coping statements from the list in
Section L. Write these down on a 3 by 5 card and keep it in your purse or
wallet. When symptoms come on, pull out the card and repeat one of the
coping statements again and again. It may be necessary to do this for three or

four minutes—but with practice, you'll find the technique to be effective.

"You may want to combine this skill with the abdominal breathing skill

previously described."

R. Concept: Desensitization

"Sensitization and desensitization are important concepts in
understanding phobias. Sensitization is a conditioning process in which you
learn to associate anxiety with a particular situation (or with an internal
thought, sensation, feeling, or memory). For example, if you were to panic
while sitting in an airplane or in a restaurant, you might acquire a strong
association between being in these situations and being anxious. Thereafter,
being in, near, or perhaps just thinking about the particular situation might
trigger your anxiety again. An automatic connection between the situation

and a strong anxiety response is established—a connection that is seemingly
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beyond your control. To avoid experiencing anxiety, you also avoid the

situation to which you've become sensitized: and so a phobia is established.

"Desensitization is the process of unlearning an unwanted connection
between anxiety and a particular situation (or object, animal, person, and so
on). For desensitization to occur, you need to experience a different kind of
response to a situation that initially causes you to feel phobic, a response that
is incompatible with anxiety. One such response is relaxation. If you can
experience relaxation (or a relative state of relaxation) in the presence of a
situation or object that typically elicits anxiety for you, you will unlearn your
anxiety response and replace it with another. This response can simply
involve having no adverse reactions; or may be characterized by a relative

degree of relaxation.

"There are two kinds of desensitization: imagery desensitization and
real-life desensitization. In imagery desensitization, you visualize while you're
deeply relaxed being in a situation that makes you feel phobic. Should any
anxiety arise, you retreat from the phobic scene in your mind and imagine
yourself in a peaceful scene instead. When you're fully relaxed, you return in
your imagination to the phobic scene. In real-life desensitization, you
confront a phobic situation directly, but retreat to a safe place if your anxiety
exceeds Level 4 on The Anxiety Scale. Other terms for real-life desensitization

are in vivo desensitization, exposure therapy, or simply exposure. In both types
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of desensitization, the idea is to: 1) unlearn the connection between a
particular situation and an anxiety response, and 2) re-associate feelings of

calmness and relaxation with that situation.

"It's generally a good idea to practice imagery desensitization first with
a particular phobia before undertaking real-life desensitization. Much of your
anxiety about a phobia is attached to internal thoughts and fantasies about
the situation anyway; desensitizing in fantasy initially will help make it easier
for you to confront the situation in real life. Also, there are some phobic
situations (such as airplane travel or taking a professional exam) for which it
would be inconvenient or expensive to practice your desensitization in real

life."

S. Concept: The Phobia Hierarchy—Facing What You Fear in Small Increments

"You can construct a series of scenes (or real-life situations) relating to
your phobia which are graduated as a hierarchy, ranging from scenes that are
mildly anxiety-provoking to those that produce full-blown panic. The
hierarchy makes the task of facing a phobia much easier by breaking it down
into many small steps. You begin by facing a very mild instance of your
phobia, and do not proceed to confront the next step up in the hierarchy until
you're completely comfortable with step one. Continue this process of getting

used to each step in the hierarchy, all the way up to the most anxiety-
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producing step at the top. This is incremental desensitization. Two examples
of hierarchies follow. Note that a good hierarchy contains at least 8, and as

many as 20 steps.

"Phobia About Driving on Freeways

Visualize:

-

. Watching cars on the freeway from a distance.

2. Riding in a car on the freeway with someone else driving. (This
could be broken into several steps, varying the distance or
time on the freeway.)

w

. Driving on the freeway for the distance of one exit with a friend in
the car at a time when there is little traffic.

S

. Driving for the distance of one exit with a friend when the freeway

is busier (but not at rush hour).

(42}

. Repeat Step 3 alone.

o))

. Repeat Step 4 alone.

~

. Driving for the distance of two exits with a friend when there is
little traffic.

oo

. Driving for the distance of two exits with a friend when there is

moderate traffic.
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9. Repeat Step 7 alone.

10. Repeat Step 8 alone.

"In steps above Level 10, you would increase the distance you drive and

also include driving during rush-hour conditions.

"Phobia About Getting Injections
Visualize:
1. Watching a movie in which a minor character gets a shot.
2. A friend talking about her flu shot.
3. Making a routine doctor's appointment.
4. Driving to a medical center.
5. Parking your car in the medical center parking lot.
6. Thinking about shots in the doctor's waiting room.
7. A woman coming out of the treatment room rubbing her arm.
8. A nurse with a tray of syringes walking past.
9. Entering an examination room.

10. The doctor entering the room and asking you about your
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symptoms.
11. The doctor saying that you need an injection.
12. The nurse entering the room with injection materials.
13. The nurse filling a syringe.
14. Alcohol being applied to a cotton ball.
15. Seeing the hypodermic poised in the doctor's hand.
16. Receiving a penicillin shot in the buttocks.
17. Receiving a flu shot in the arm.

18. Having a large blood sample taken."

T. Skill: Constructing an Appropriate Phobia Hierarchy

"A well-constructed hierarchy allows you to approach a phobic situation

gradually and incrementally. Use these guidelines:

1. Choose the particular phobic situation you want to work on—for
example, going to the grocery store, driving on the freeway,

giving a talk in front of a group.
2. Imagine a very mild instance of having to deal with this situation,

one that hardly bothers you at all. You can create a mild

instance by imagining yourself somewhat removed in space
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or time from full exposure to the situation—for example,
parking in front of the grocery store without going in, or
imagining that it is one month before you have to give a
presentation. Or you can diminish the difficulty of the
situation by visualizing yourself with a supportive person.
Try to create a very mild instance of your phobia and

designate it as the first step in your hierarchy.

3. Now imagine what would be the strongest or most challenging
scenario relating to your phobia and place it at the opposite
extreme—the highest step in your hierarchy. For example, if
you're phobic about grocery stores, your highest step might
be waiting in a long line at the checkout counter by yourself.
For air travel, such a step might be taking off on a
transcontinental flight, or encountering severe air
turbulence midflight. For public speaking, you might imagine
giving a presentation to a large crowd, giving a long
presentation, or speaking on a very demanding topic. See if
you can identify what specific parameters of your phobia
make you more or less anxious, and use them to develop

scenarios of varying intensity.

4. Now take some time to imagine six or more other scenes of varying
anxiety-provoking potential relating to your phobia. Place
these in ascending order between the two extremes you've

already defined. Use the sample hierarchies to assist you.

5. Generally, 8 to 12 steps in a hierarchy are sufficient, although in
some cases you may want to include as many as 20. Having

fewer than 8 steps is usually insufficient.
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6. Sometimes you may find it difficult to go from one step to the next
in your hierarchy. You may be able to relax within the scene
you placed at Step 5; but become very anxious when you
visualize Step 6. In this instance you need to construct an
intermediate scene (at 5V2) that can serve as a bridge
between the two original scenes.

If you have difficulty getting over anxiety in reaction to the initial
scene in your hierarchy, you need to create a still less
anxiety-provoking scene to start out with."

U. Skill: Practicing Imagery Desensitization

"Success with imagery desensitization depends on four things: 1) your
ability to enter into a deep state of relaxation, 2) the vividness and detail with
which you visualize phobic scenes as well as your peaceful scene, 3) having
enough steps—or small enough increments—in your hierarchy, and 4) your

willingness to practice on a regular basis.

"In practicing imagery desensitization, follow these steps:

1. Relax. Spend 10 to 15 minutes getting very relaxed. Use progressive
muscle relaxation or any other relaxation technique that

works for you.
2. Visualize yourself in your peaceful scene. Get comfortable in the

peaceful scene you learned to visualize in the previous

session on relaxation.
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3. Visualize yourself in the first scene in your phobia hierarchy. Stay
there for 30 seconds to 1 minute, trying to picture
everything with as much vividness and detail as possible, as
if you were 'right there." If you feel little or no anxiety (below
Level 2 on the Anxiety Scale), proceed to the next scene up in
your hierarchy.

4. If you experience mild to moderate anxiety—a Level 2 or 3 on the
Anxiety Scale—spend 30 seconds to 1 minute in the scene,
allowing yourself to relax within it. You can do this by
breathing away any anxious sensations in your body or by
repeating a soothing affirmation such as 'l am calm and at
ease.' Picture yourself handling the situation in a calm and
confident manner.

5. After about a minute of exposure, retreat from the phobic scene to
your peaceful scene. Spend about 1 minute in your peaceful
scene or long enough to get fully relaxed. Then repeat your
visualization of the same phobic scene as in Step 4. Keep
alternating between a given phobic scene and your peaceful
scene (about 1 minute each) until the phobic scene loses its
power to elicit any (or more than very mild) anxiety. You are

then ready to proceed to the next step up in your hierarchy.

6. If visualizing a particular scene causes you strong anxiety, Level 4
or above on the Anxiety Scale, do not spend more than 10
seconds there. Retreat immediately to your peaceful scene.
Accustom yourself gradually to the difficult scene,
alternating short intervals of exposure with retreat to your

peaceful scene. If a particular step in your hierarchy
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continues to cause difficulty, you probably need to add an
additional step, one that is intermediate in difficulty,
between the last step you completed successfully and the

one that is troublesome.

7. Continue progressing up your hierarchy step by step in
imagination. Generally, it will take a minimum of two
exposures to a scene to reduce your anxiety within it. Keep
in mind that it's important not to proceed to a more
advanced step until you're completely comfortable with the
step before. Practice 15 to 20 minutes each day, and begin
your practice not with a new step, but with the last step that

you successfully negotiated. Then proceed to a new step."

V. Skill: Practicing Real-Life Desensitization

"In practicing real-life desensitization, observe the following steps:

1. Use the hierarchy you developed for imagery desensitization. Note
that it may be necessary to add some additional intermediate
steps in your hierarchy when exposing yourself to a phobia

in real life.

2. Enter and/or stay in your phobic situation (whatever step in your
hierarchy you're on) up to the point where your anxiety
reaches Level 4 on the Anxiety Scale—the point where your
anxiety first begins to feel a little unmanageable. Even if you
are uncomfortable in the situation, stay with it as long as

your anxiety does not go beyond Level 3.
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3. Retreat from the situation at the point where your anxiety reaches
Level 4. Retreat means temporarily leaving the situation until
you feel better, and then returning. Retreat is not escaping or
avoiding the situation. It is designed to prevent you from
'flooding' and risking the possibility of re-sensitizing
yourself to the situation.

4. Recover. After you have temporarily pulled back from your phobic
situation wait until your anxiety goes back down to Level 1

or 2 on the Anxiety Scale.

5. Repeat. After recovering, reenter your phobic situation and 1) keep
going into it or 2) stay with it up to the point where your
anxiety once again reaches Level 4. If you are able to go
further or stay longer in the situation than you did before,
fine. If not—or if you can't even go as far as you did the first
time—that's fine, too. Progression and regression in terms of

what you can tolerate are all part of the exposure therapy.

6. Continue going through the above cycle—Expose—Retreat -
Recover—Repeat—until you begin to feel tired, then stop for
the day. Your daily practice session can take from 30
minutes to 2 hours. The limit as to how far you go in any
practice session can be determined by the point where your
anxiety reaches Level 4 on the Anxiety Scale."

W. Concept: Utilize a Support Person

"It's often very helpful to rely on a person you trust (spouse, partner,
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friend, helping professional) to accompany you into the phobic situation
when you first begin in vivo work. The purpose of the support person is to
provide 1) reassurance and safety, 2) distraction (the person usually is
talking with you), 3) encouragement to persist with practice, and 4) praise for

small successes.

"Your support person should not push you. It's good for him or her to
encourage you to enter a phobic situation without running away. Yet it is up
to you to decide on the amount of exposure you want to undergo, and when
you have reached Level 4. Your support person should not criticize your
practice or tell you to try harder. Yet it is good if he or she can recognize any
resistance on your part and help you ask yourself whether any resistance is
present. Mainly the support person's job is to provide encouragement and
support without judging your performance." Guidelines for the support

person can be found in Section CC.

X. Concept: Dealing With Resistance

"Undertaking exposure to a situation you have been avoiding may bring
up resistance. Notice if you start procrastinating or putting off getting started
with your exposure sessions by saying, 'T'll do it later." The mere thought of
actually going into a phobic situation may elicit strong anxiety, a fear of being

trapped, or self-defeating statements to yourself such as: 'I'll never be able to
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do it/ or "This is hopeless." Instead of getting stuck in resistance, regard it as a
major therapeutic opportunity to learn about yourself and to work through
long-standing avoidance patterns or excuse-making that has held up your

life."

Y. Concept: Tolerating Some Discomfort

"Facing situations that you have been avoiding for a long time is not
particularly comfortable or pleasant. It is inevitable that you will experience
some anxiety. In fact, it's common to feel worse initially when undertaking
exposure therapy before you feel better. Recognize that feeling worse is not
an indication of regression, but rather that exposure is really working. Feeling
worse means that you are laying the foundation to feel better. As you gain
more skill in handling symptoms of anxiety when they come up during
exposure, your practice sessions will become easier, and you'll gain more

confidence about following through to completion.”

Z. Concept: Reward Yourself for Small Successes

"People going through in vivo exposure often fear that they're not
moving fast enough. There is no standard or 'correct’ speed for progress.
What's important is to consistently reward yourself for small successes. For

example, being able to go into a phobic situation slightly further than the day
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before is worthy of giving yourself a reward such as a new piece of clothing or
dinner out. So is being able to stay in the situation a few moments longer—or
being able to tolerate anxious feelings a few moments longer. Rewarding
yourself for small successes will help substantially to maintain your

motivation to keep practicing."

AA. Concept: Practice Regularly

"Regular practice—rather than hurrying or pressuring yourself—will
produce the most time-efficient results. Optimally, it is good to go out and
practice three to five times per week. Longer practice sessions, with several
trials of exposure to your phobic situation, tend to produce more rapid results
than shorter sessions. As long as you retreat when appropriate, it's
impossible to practice too much exposure in a given session (the worst that

can happen is that you might end up somewhat tired or exhausted).

"The regularity of your practice will determine the rate of your
recovery. If you're not practicing regularly, notice the excuses you're making
to yourself and sit down with someone else to discuss their legitimacy.

Regular practice of exposure is the key to a full and lasting recovery."

BB. Concept: Expect and Know How To Handle Setbacks

"Having a setback—in other words, not being able to tolerate as much
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exposure to a situation as you did in a previous session—is a normal part of
recovery. Recovery simply doesn't proceed in an upward linear fashion—
there are plateaus and regressions, as well as times of moving forward. It's
very important not to let a setback discourage you from further practice.
Simply chalk it up to a bad day or bad week and learn from it. Appreciate that
nothing can take away the progress you've made up to the point of the
setback. You can use each setback as a learning experience that will tell you
more about how to best proceed in mastering a particular phobic situation. A
setback can be a good learning experience. It only means you went too far, too

fast."

CC. Skill: Support Person Skills

The following skills are taught by the group assistant to clients' support
persons during Week 7. In this session, support persons split off from the rest

of the group.

1. Before practicing, communicate clearly about what the phobic
expects of you during practice. Does she want you to talk a
lot to her? Stay right with her? Follow behind her? Wait
outside? Hold her hand?

2. Let your phobic partner pick the goal she wishes to work on during
a practice session—not the goal you're interested in.

3. Be familiar with the phobic's early warning signs of anxiety.
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Encourage her to verbalize when she's becoming anxious. Be

willing to ask her from time to time how she's doing.

4. Don't allow your partner's distress to rattle you. Remember that
reason isn't always present when someone panics. If your
partner panics, quietly lead her to safety, end the practice
session for the day, and go home with her. Above all, don't
leave her alone.

5. Be where you say you're going to be during a practice session.
Don't move to another location because you want to test
your partner. It can be very frightening for the phobic to
return to a prearranged meeting place to find you gone.

6. Don't push a phobic person! She knows what is going on in her
body and may panic if pushed further than she's ready to go
at the moment.

7. On the other hand, encourage your partner to make the most out of
practice. It's better to attempt to enter a situation and have
to retreat than not to try at all. If you feel that your partner's
resistance is preventing her from undertaking practice or
from making progress with practice, ask: 'Do you think
something is getting in the way of your progress?' Assist her
in identifying and exploring any resistance.

8. Let the phobic have responsibility for her own recovery. Be
supportive and encouraging, but avoid trying to step in and

do it all for her. This will only undermine her confidence.

9. Try to see things from the phobic's point of view. Things that seem
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insignificant to others, such as walking down a street or
eating in a restaurant, may involve a great deal of work and
courage for the phobic to achieve for even a short period of
time. These accomplishments, and the efforts leading to

them, should be recognized.

10. Phobics generally are very sensitive and need a great deal of
praise for every step they take. Be sure to give your partner
recognition for small achievements. Praise her for whatever
she accomplishes and be understanding and accepting when

she regresses.

11. Encourage practice with rewards. For example, you might say:
'When you can handle restaurants, let's have lunch together

somewhere special.'

12. Accept the phobic's bad days and reinforce the idea that she can't
have a perfect day every time. It's natural that there will be

times of backsliding.

13. It may be necessary to readjust you own schedule in order to
facilitate your partner's practice. Be sure that you are willing
to make a commitment to work with your partner regularly
over a sustained period of time before offering to be a

support person.

14. Know your own limits. If your capacity to be supportive has been
stretched to the limit, take a break. Avoid expecting yourself
to be perfect."
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DD. Concept: Self-Talk and Anxiety

"What we say to ourselves in response to any particular situation is what
mainly determines our mood and feelings. Imagine two individuals sitting in
stop-and-go traffic at rush hour. One perceives himself as trapped and says
such things to himself as 'l can't stand this,' '['ve got to get out of here," 'Why
did I ever get myself into this commute?’ He feels anxiety, anger, and
frustration. The other perceives the situation as an opportunity to lay back,
relax, and put on a new tape. He says such things to himself as 'l might as well
go with the flow," or 'l can unwind by doing some deep breathing." What he
feels is a sense of calmness and acceptance. In both cases, the situation is
exactly the same, but the feelings in response to that situation are vastly

different.

"What you tell yourself happens so quickly and automatically that you
don't even notice it, and so you get the impression that the external situation
'makes' you feel the way you do. But it's really your judgments and thoughts
about what is happening that lead to your feelings. This sequence can be

represented as

External Judgment of Feelings
Events Events and Resulting ——7—M— and
R Self-Talk Reactions

"In short, you are largely responsible for how you feel. This is a

profound and very important truth—one that it takes many individuals a long
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time to fully grasp. It's often much easier to blame the way you feel on
something or someone else than to take responsibility for your reactions. Yet,
it is precisely through your willingness to accept that responsibility that you

will be able to take charge and have mastery over your life.

"People who have phobias, panic attacks, and general anxiety (or
depression) are especially prone to engage in negative self-talk. Anxiety can
be generated on the spur of the moment by repeatedly making statements to
yourself by repeatedly making statements to yourself that begin with the two
words 'What if.! Whenever you experience anxiety in advance of confronting a
difficult situation, it's likely that you have 'what-ifed' yourself into it. If you
finally decide to avoid a situation, it may be because you've asked yourself
'What if | panic?’ 'What if [ can't handle it?" or 'What will other people think?'
Just noticing when you fall into "What if' thinking is a first step in the direction
of gaining control over negative self-talk. The real change occurs when you
begin to counter and replace negative 'What if' statements with positive, self-
supportive statements such as 'So what,' 'These are just thoughts,' "This is just
scare talk,' 'l can handle this," 'l can breathe, let go and relax,' and so on. There

are several basic points about self-talk to keep in mind:

1. Self-talk is usually so automatic and subtle that you don't notice it
or the effect it has on your moods and feelings. You react
without noticing what you told yourself right before you
reacted.
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2. Self-talk often appears in telegraphic form. One short word or image
contains a whole series of thoughts, memories, or

associations.

3. Self-talk is typically irrational but almost always believed. For
example, anxious 'what if thinking leads you expect the
worst possible outcome, one that is highly unlikely to
happen. Yet, because it occurs so quickly, it goes
unchallenged and unquestioned.

4. Self-talk perpetuates avoidance. You tell yourself that a situation
such as the freeway is dangerous, and so you avoid it. By
continuing to avoid it, you reinforce the thought that it is

dangerous.

@ Anxious Self-Talk

5. Negative self-talk is a series of bad habits. You aren't born with a
predisposition to fearful self-talk—you learn it. Just as you
can replace unhealthy behavioral habits, such as smoking or
drinking excess coffee, with more positive, health-promoting
behavior, so can you replace unhealthy thinking with more

positive, supportive mental habits."
EE. Concept: Self-Talk Sub-personalities

"Not all negative self-talk is the same. Human beings are complex, with

different aspects or facets that are sometimes referred to as 'sub-
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personalities." These different voices or parts of yourself can defeat you with
different types of negative inner dialogue. Four of the more common sub-
personalities that are prominent in anxiety-prone people include: the

Worrier, the Critic, the Victim, the Perfectionist.
1. The Worrier (promotes anxiety)

"Often this is the strongest subpersonality in people who
are prone to anxiety. Playing a greater role in directly
generating anxiety than the critic, victim, or perfectionist
described below. The Worrier's dominant tendencies
include: a) anticipating the worst, b) fearing the future, and
c) creating grandiose images of potential failure or
catastrophe. The Worrier is always vigilant, watching with
uneasy apprehension for any small symptoms or signs of
trouble.

"By far the favorite expression of the Worrier is 'What if....""

2. The Critic (promotes low self-esteem)

"The Critic is that part of you that is constantly judging and
evaluating your behavior. It tends to point out your flaws
and limitations whenever possible. It jumps on any mistake
you make to remind you that you're a failure. It likes to
compare you with others, and usually sees them coming
out favorably.

"The Critic's favorite expressions include: 'You stupid....'
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'Can't you ever get it right?’ 'Why am I always this way?'
'Look at how capable is." 'You could have done better.'

'You'd better do it over."
3. The Victim (promotes depression)

"The Victim is that part of you that feels helpless or
hopeless, and plays a major role in depression. It has a
tendency to believe that there is something inherently
wrong with you—you are in some way deprived, defective,
or unworthy. The Victim always perceives insurmountable
obstacles between you and your goals. Characteristically, it
bemoans, complains, and regrets things as they are at

present.

"The Victim's favorite expressions include: 'I can't. 'It's
useless." 'I'll never be able to." 'Why bother?' 'l don't care

anymore."
4. The Perfectionist (promotes chronic stress and burnout)

"The perfectionist is a close cousin of the critic, and may
make self-critical remarks. However, its concern is less to
put you down than to push and goad you to do better. It is
the hard-driving part of you that wants to be best, and is
intolerant of mistakes or setbacks. It has a tendency to try
to convince you that your self-worth, rather than being
inherent, is dependent on external qualities such as: a)
vocational achievement, b) money and status, c) being
accepted by others, d) being pleasing and nice to others. It
is common for the Perfectionist to push you into stress,
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exhaustion, and burnout, despite warning signals from
your body.

"Some of the Perfectionist's favorite expressions include: 'l
should.' 'Thave to." 'l must." 'If you can't do it right, don't do
itatall.™

FF. Skill: Identifying and Countering the Self-Talk of Sub-personalities

"Take some time to reflect on how each of the sub-personalities plays a
role in your thinking, feelings, and behavior. Which of the four is strongest
and which is weakest for you? What does each characteristically say to you?
How might you begin to counter the negative statements used by each against

you?

"To get started, here are some examples of positive counterstatements

that you can use with each of your sub-personalities:

The Worrier

"Instead of 'What if ...," you can say:

'So what.'
'l can handle this.'

'l can be anxious and still do this.'
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'This may be scary, but I can tolerate a little anxiety,

knowing that it will pass.’'
'T'll get used to this with practice.’

'l can retreat if necessary."

The Critic

"Instead of putting yourself down, you can say:
'I'm okay the way [ am.'
'I'm lovable and capable.’
'I'm a unique and creative person.'
'l deserve the good things in life as much as anyone else.’
'l accept and believe in myself.'

m

'I'm worthy of others' respect.

The Victim

"Instead of feeling hopeless, you can say:

'I don't have to be all better tomorrow.’

'l can continue to make progress one step at a time.'
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T acknowledge the progress that I've made and will

continue to improve.'
'It's never too late to change.’

'I'm willing to see the glass as half-full rather than half-

m

empty.

The Perfectionist

"Instead of demanding perfection, you can say:
'It's okay to make mistakes.'

'Life is too short to be taken so seriously.'

'Setbacks are part of the process and a necessary learning

experience.’
' don't have to always be .’

'My needs and feelings are at least as important as anyone

else's.'

GG. Concept: Cognitive Distortions

"Anxious people actually think in distorted, unrealistic, or illogical ways,
in the same manner as people who are depressed. Cognitive therapists such

as Aaron Beck and David Burns have described in considerable detail these

Focal Group Psychotherapy 257



distorted modes of thinking and their effect on mood and behavior. All of
these distortions tend to skew the way you perceive and evaluate yourself,
others, and innumerable situations in everyday life. This distortion is
responsible for creating and sustaining much of the anxiety, depression, guilt,
and self-criticism that you experience. Learning to recognize and counter
these distorted modes of thinking with more rational, positive affirmations
will go a long way to help you view yourself and life in a more balanced,
objective fashion. And this, in turn, will significantly reduce the amount of
anxiety, depression, and stress you experience. [ will describe seven cognitive
distortions that have special relevance for people dealing with anxiety

disorders:

1. All-or-Nothing Thinking: The hallmark of this distortion is an
insistence on black-or-white choices. You tend to perceive
everything in terms of extremes, with very little
consideration of the middle ground. Either the day was
terrific, or it was the worst day of your life. Either he loves
you or he hates you. If you can't be brilliant, you're stupid.

2. Ignoring the Positive: When you're anxious or depressed, you have a
tendency to overlook all indications of your ability to cope
successfully. You forget positive experiences and
accomplishments of the past, and anticipate insurmountable
problems in the future. You focus on the problem rather than

considering steps toward a solution.

3. Catastrophizing: When you think about something that is somewhat
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challenging or risky, you perceive total disaster as the
probable outcome. For example, you've been making
progress and then have a setback. Instead of seeing the
setback as inconvenient and a normal part of recovery, you
feel as though you're back at the beginning. Or you anticipate
the very worst even when it is highly improbable. In short,

you project a catastrophe.

4. Overgeneralizing: One negative experience, such as being turned
down for a promotion, will be translated into a law
governing your entire existence—'I'll never get anywhere in
life' or 'I just can't make the grade.' Or one stranger is rude
to you and you conclude that all strangers are unkind. Or you
have a problem in one store, therefore all stores should be
avoided. Overgeneralizing is betrayed by absolute statements
such as 'I'll never be able to trust anyone again,' or 'No one

would remain my friend if they really knew me.'

5. Personalizing (taking things personally): This is a tendency to relate
everything to yourself, thinking that everything people do or
say is some kind of reaction to you. A stranger frowns at you,
thus you have done something wrong. Your spouse snaps at
you, so you reason that it must be your fault. You enter a
room and conversation ceases: they must have been talking
about you. When you personalize, you fail to recognize that
other people's negative behavior probably reflects their

mood. Instead, you imagine it as a personal reaction to you.

6. Emotional Reasoning: You believe that you are what you feel. If you

feel stupid, then you must be stupid. If you feel like a loser,
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then you must be a loser. If you feel guilty, then you must
have done something wrong. The problem with emotional
reasoning is that emotions by themselves have no validity as
definitions of who you are.

7. "'Should' Statements: You try to motivate yourself by insisting on
what you should do or be, without reference to what you
actually want to do or be. The word 'should' is a telltale sign
of the Perfectionist subpersonality described earlier.
'Should' can be part of a healthy ethical concern. But it can
also reflect self-imposed standards that are excessively high
or unrealistic."

HH. Skill: Identifying and Countering Cognitive Distortions

1. "'Catch yourself in the act' of negative self-talk. Be aware of
situations that are likely to be preceded or accompanied by
negative self-talk. For example:

¢ Any occasion when you're feeling anxious, upset, or
depressed

¢ Occasions when you've made some kind of mistake or have

failed to meet your own expectations
« Situations in which you feel under scrutiny or criticized
» Occasions when you're angry at yourself or others

2. "Ask yourself, 'What have I been telling myself that led me to feel
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this way?' 'Do I really want to do this to myself?’

"If you're feeling too upset to undertake the task of
identifying and countering self-talk, at least give yourself
the opportunity to acknowledge and release your feelings.
When you've calmed down and are ready to relax, you can
proceed with the steps below. (See Chapter 12 of The
Anxiety and Phobia Workbook for ideas and guidelines for
expressing feelings.)

3. "Relax or distract yourself. Disrupt the train of negative thoughts by
taking some deep abdominal breaths or using some method
of distraction. The point is to slow yourself down and relax.
Negative self-talk is so rapid, automatic, and subtle that it
can escape detection if you're feeling tense, speeded up, or
unable to slow down. In extreme cases, it may take 15 to 20
minutes of deep relaxation, using breathing, progressive
muscle relaxation, or meditation, to slow yourself down
sufficiently to be able to identify your self-talk. If you're not
excessively wound up, you can probably do this step in a

minute or two.

4. "Write dozen the distorted self-talk or inner dialogue that led you to
feel anxious, upset, or depressed. It's often difficult to
decipher what you're telling yourself by merely reflecting on
it. It can be confusing to try to think about what you've just
been thinking. The act of writing your thoughts down will

help to clarify the specific statements you made to yourself.

"This is the step that may take some practice to learn. It's
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important in identifying self-talk to be able to disentangle
thoughts from feelings. One way to do this is to write down
just the feelings first and then deduce the thoughts which
led to them. For example, the statement 'l feel stupid and
irresponsible’ is one where thoughts and feelings are still
entangled. It can be broken down into a particular feeling
—'I feel upset' or 'l feel disappointed in myself'—and the
thought (self-talk) that logically produces such a feeling—'l
am stupid’ or 'l am irresponsible." As another example, the
statement 'I'm too scared to undertake this' mixes a feeling
of fear with one or more thoughts. It can be broken down
into the feeling 'I'm scared,’ which arises from the negative
self-statement 'This is unmanageable' or 'I can't undertake
this." You can ask yourself first, 'What was I feeling?' Then
ask yourself, 'What thoughts went through my mind to
make me feel this way?'

5. "Challenge your distorted self-talk with questions that ask for
evidence or proof of their validity. Good questions to ask

might be:
* What is the evidence for this?
o [s this always true?
» Has this been true in the past?
¢ Am I looking at all sides of this—the whole picture?

¢ Am [ being fully objective?
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* What's the very worst that could happen? Would that be so
very bad?

6. "Counter your distorted self-talk with positive, supportive
affirmations. Write these down in a column next to the
distorted self-statements. Your positive affirmations should
be believable and feel 'right' to you (avoid mere positive
thinking that you don't really believe in)." Two examples
follow of the process of challenging distorted thinking and

writing counterstatements:

Two examples follow of the process of challenging
distorted thinking and writing counterstatements:

Example 1

Catastrophizing: "People will think I'm weird or crazy if [ start to
panic during the meeting."

Questioning: "How often has this happened in the past?”
(Answer: Probably never.) "What are the odds of
this really happening?” (Answer: Very unlikely.)

Counterstatement: "If I start to feel panicky in the meeting, I can
excuse myself, saying that I have to go to the
bathroom. Even if people do see me panicking,
it's much more likely that they'll express concern
than that they'll think I'm crazy or weird."

Example 2

Overgeneralization: "That panic attack I had on the freeway yesterday
was so bad that I'll never be able to drive on
freeways again."
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Questioning: "What are the odds of this being really true?"
"Has this been true in the past?”

Counterstatement: "I may need to lay off driving freeways for a
while. After some time has passed, I'll feel good
enough to try it again, and I believe I can succeed
if I break the task down into small enough steps.
After all, [ was able to drive freeways in the past,
so I know I can do it again."

Il. Concept: Rules for Writing Positive Counterstatements

1. "Avoid negatives in writing your counterstatements. Instead of
saying 'I'm not going to panic when I board the plane,’ try 'l
am confident and calm about boarding the plane." Telling
yourself something will not happen is more likely to create

anxiety than giving yourself a direct affirmation.

2. "Keep counterstatements in the present tense. 'l can breathe and let
these feelings pass' is preferable to 'l will feel better in a few
minutes.' Since much of your negative self-talk is in the here-
and-now, it needs to be countered by statements in the

present tense.

3. "Whenever possible, keep your statements in the first person. Begin
them with T or refer to T somewhere in the statement. It's
okay to write a sentence or two explaining the basis for your

counterstatement, but try to end with an /-statement.

4. "It's important that you have some belief in your positive self-talk.
Don't write something down just because it's positive if you

don't actually believe it."
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JJ. Skill: Working With Positive Counterstatements

1. "Read through your lists of positive counterstatements slowly and
carefully for a few minutes each day for at least two weeks.
This will help you integrate them more deeply into your

awareness.

2. "Make copies of your worksheets and post them in a conspicuous
place. Take time once a day to read through your positive

counterstatements.

3. "Put your counterstatements on tape, leaving a pause of about 5
seconds after each one, so that it has time to 'sink in.' You
can significantly enhance the effect of such a tape by giving
yourself 15 minutes to become very relaxed before listening
to it.

4. "If you're having a problem with a particular phobia, you might
want to work with positive counterstatements that are
specific just to that phobia. For example, if you're afraid of
speaking before groups, make a list of all your fears ("What-
ifs") about what could happen, and develop positive
statements to counter each fear. Then read through your list
of counterstatements carefully each day for two weeks or
make a short tape, as previously described.”

KK. Concept: Mistaken Beliefs

"Where does negative self-talk come from? In most cases, it's possible to
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trace negative thinking back to deeper-lying beliefs, attitudes, or assumptions
about ourselves, others, and life in general. These basic assumptions have
been variously called 'scripts,' 'core beliefs,’ 'life decisions," 'fallacious beliefs,’
or 'mistaken beliefs." We learned them from our parents, teachers, and peers,
as well as from the larger society around us while growing up. These beliefs
are typically so basic to our thinking and feeling that we do not recognize
them as beliefs at all—we just take them for granted as 'the true nature of
reality.' Examples of mistaken beliefs might be: 'I'm powerless/ 'Life is a

struggle/ or 'l should always look good and act nice, no matter how I feel.'

"Mistaken beliefs are at the root of much of the anxiety you experience.
Underlying your anxious patterns of self-talk are basic destructive
assumptions about yourself and the 'way life is." You could spare yourself
quite a bit of worrying, for example, by letting go of the basic assumption, 'If I
worry about this problem enough, it will go away.' Similarly, you would feel
more confident and secure if you would let go of the mistaken beliefs, 'I'm
nothing unless [ succeed' and 'I'm nothing unless others love and approve of
me.' Once again, life would be less stressful if you would let go of the belief,
'Either do it perfectly or don't bother.' You can go a long way toward creating
a less anxious way of life by working on changing the basic assumptions that

tend to perpetuate anxiety."

LL. Skill: Identifying Mistaken Beliefs
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"Recognizing your own particular mistaken beliefs is the first and most

important step toward letting go of them.

"The following questionnaire will help you to identify some of your own
unconstructive beliefs. Rate each statement on a I-to-4 scale according to how
much you think it influences your feelings and behavior. Then go back and
work with the beliefs that you rated 3 or 4." (This questionnaire can be used

as a handout.)

MM. Skill: Countering Mistaken Beliefs With Affirmations

"Attempt to come up with a positive affirmation to counter each of the

unproductive beliefs you rated 3 or 4 on the Mistaken Beliefs Questionnaire.

"Use the following guidelines for constructing affirmations:

1. An affirmation should be short, simple, and direct. 'l believe in
myself' is preferred to 'There are a lot of good qualities I
have that I believe in.'

2. Keep affirmations in the present tense ('"Em prosperous') or present

progressive tense (T am becoming prosperous’).

3. Try to avoid negatives. Instead of saying 'I'm no longer afraid of
public speaking/ try 'I'm free of fear about public speaking'
or 'I'm becoming free of fear about public speaking.'
Similarly, instead of the negative statement 'I'm not perfect/
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try 'It's okay to be less than perfect' or 'It's okay to make
mistakes.’

4. Start with a direct declaration of a positive change you want to
make in your life ('I'm making more time for myself every
day."). If this feels a little too strong for you at first, try
changing it to, 'I'm willing to make more time for myself.
Willingness to change is the most important first step you
need to take toward achieving substantial change in your
life. A second alternative to a direct declaration is to affirm
that you are becoming something or learning to do

something ('I'm learning to make more time for myself.").

5. It's important that you have some belief in—or at least a
willingness to believe—your affirmations. It's by no means
necessary, however, to believe in an affirmation 100 percent

when you first start out. The whole point is to shift your
beliefs and attitudes in the direction of the affirmation."”

Mistaken Beliefs Questionnaire

How much does each of these unconstructive beliefs influence your

feelings and behavior? Take your time to reflect about each item.

1.-Not At All

2.-Somewhat/Sometimes

3. -Strongly / Frequently

http://www.freepsychotherapybooks.org 268



4. -Very Strongly

Place the appropriate number in the box by each
statement:

o Ifeel powerless or helpless.

o Often I feel like a victim of outside circumstances.
o Idon't have the money to do what I really want.

o There is seldom enough time to do what [ want.

o Life is very difficult—it's a struggle.

o Ifthings are going well, watch out!

o Ifeel unworthy. I feel I'm not good enough.

o Often I feel that I don't deserve to be successful or happy.
o Often I feel that it's useless to bother.

o My condition seems hopeless.

o There is something fundamentally wrong with me.
o Ifeel ashamed of my condition.

o Ifltake risks to get better, I'm afraid I'll fail.

o IfI take risks to get better, I'm afraid I'll succeed.

o IfIrecovered fully, I might have to deal with realities I'd rather not face.

o [feel like I'm nothing (or I can't make it) unless I'm loved.
o Ican't stand being separated from others.

o It'svery hard to be alone.

o What others think of me is very important.

o I feel personally threatened when criticized.

o It's important to please others.
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People won't like me if they see who I really am.
I need to keep up a front or others will see my weaknesses.

I have to achieve or produce something significant in order to feel okay about
myself.

My accomplishments at work/school are extremely important.
Success is everything.

I have to be the best at what I do.

I have to be somebody—somebody outstanding.

To fail is terrible.

I can't rely on others for help.

I can't receive from others.

If I let someone get too close, I'm afraid of being controlled.
I can't tolerate being out of control.

I'm the only one who can solve my problems.

I should always be generous and unselfish.

I should be the perfect: (rate each)

o employee o professional
o spouse o parent

o lover o friend

o student |

I should be able to endure any hardship.
I should be able to find a quick solution to every problem.
I should never feel tired or lazy.

I should always be efficient.
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o Ishould always be competent.
o Ishould never be angry or irritable.
o Ishould always be pleasant or nice no matter how I feel.
o Ioften feel: (rate each)
o ugly o slow-witted
o inferior or defective o guilty or ashamed
o I'mjustthe way I am—I can't really change.
o The world outside is a dangerous place.
o Unless you worry about a problem, it just gets worse.
o It'srisky to trust people.

o My problems will go away on their own with time

NN. Skill: Ways To Work With Affirmations

"Once you've made a list of affirmations, decide on a few that you would
like to work with. In general, it's a good idea to work on only two or three at a
time, unless you choose to make a tape containing all of them. Some of the

more helpful ways you can utilize affirmations are to

1. Write an affirmation repetitively, about five or ten times every day
for a week or two. Each time you doubt you can believe it,
write down your doubt on the reverse side of the paper. As
you continue to write an affirmation over and over, giving
yourself the opportunity to express any doubt, you'll find
that your degree of belief in it increases.
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2. Write

your affirmation in giant letters with a magic marker on a
blank 8-1/2-by-11-inch or larger sheet of paper. The words
should be visible from at least 20 feet away. Then affix it to
your bathroom mirror, your refrigerator, or some other

conspicuous place in your home.

3. Put a series of affirmations on tape. If you develop 20 or so

affirmations to counter statements on the Mistaken Beliefs
Questionnaire, you may wish to put all of them on tape. You
can use either your own voice or have someone else make
the recording. Make sure that the affirmations are in the first
person, and that you allow about 10 seconds between them
so that each one has time to 'sink in." Listening to the tape
once a day for 30 days will lead to a major shift in your
thinking and the way you feel about yourself. It's okay to
play the tape any time, even while cleaning the house or
driving in your car. However, you can expedite the process
by giving the tape your full attention in a very relaxed state
when you've slowed yourself down enough to deeply feel
each affirmation.”

For the sake of brevity, concepts and skills utilized during Weeks 11

through 18 of the agoraphobia treatment group are not presented separately

here. See the discussion of ilnterventions for each of these weeks in the

following section. Also refer to the appropriate chapters in The Anxiety and

Phobia Workbook for detailed presentations of relevant concepts and skills.

Main Interventions
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Because the main ilnterventions used in the agoraphobia treatment
group consist of didactic presentation and group discussion, these
ilnterventions are not specifically labeled each time they appear. All other

ilnterventions are listed as exercises.

Week 1: Introduction

Procedures

Begin with the group leader's and group assistant's personal
introductions. Let the group know about how you got involved in working
with agoraphobia. Explain to group members how they can get in touch with

you and the assistant.

Have group members introduce each other. They can pair up for five
minutes to get acquainted; then each member of a dyad introduces the other.
Many agoraphobics actually find this process less threatening than

introducing themselves.

Go over the basic ground rules of the group, as specified in the previous
section on ground rules. To help reduce anxiety, emphasize that clients are
free to bring support persons during the first five weeks of the group and that
each group member is free to leave the room at any time. Explain that

homework will be required each week and that keeping up with it is essential
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to making progress toward recovery.

Concepts A and B: The Development of Agoraphobia

The Agoraphobic Personality Profile

Present and discuss the material in the Concepts and Skills section.
Make sure that clients understand the causal sequence between panic attacks
and subsequent development of phobic avoidance, dependency, and
depression. When discussing the personality profile, have group members

share about the specific traits with which they identify.

Procedures

If the group runs two hours, introduce a ten-minute break in the middle.
Many agoraphobics prefer not having to sit still for long periods of time. (Do
this in all subsequent sessions.) During the break, group members are

encouraged to spend time getting to know each other.

Emphasize before the group is over that clients are not to put
themselves into unnecessarily anxiety-provoking situations. Briefly explain
the concept of desensitization (to be covered in detail in Week 6) and instruct
clients not to enter phobic situations, unless they have to, for the time being.

They need to master skills of relaxation, exercise, and coping strategies for
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minimizing panic before they undertake exposure to phobic situations.

Have clients fill out the self-evaluation form that can be found in the
subsequent section of this chapter, Measuring Change. They will complete it a

second time at the end of the group to track their progress.

Homework

e Clients should read Chapter 2 of The Anxiety and Phobia
Workbook.

* Hand out the reading list of popular books on panic attacks
and agoraphobia (see References at the end of this chapter)
and encourage clients to read at least two books of their
choice during the course of the group. The Anxiety and
Phobia Workbook is required reading for the group;
assignments from various chapters will be given in

subsequent weeks.

¢ Group members should write out their personal goals for the
group. These should include specific phobias they would like
to overcome and any other behaviorally defined goals (such
as fewer panic attacks, finding gainful employment,
upgrading communication with their spouse, driving, coping
with medical appointments).

e Clients are to make a list of their questions about the

program and bring them in for discussion the following
week.
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Week 2: The Causes of Panic and Agoraphobia

Homework Review

Review homework from the preceding week, beginning with a
discussion of clients' questions about the group. Encourage clients to call the

group assistant or leader as questions arise during the course of the program.

Have clients share, for no more than three minutes each, their personal

goals for the group.

Concept C: The Causes of Agoraphobia

Present and discuss material in the Concepts and Skills section.
Emphasize the distinction between predisposing, short-term, and maintaining
causes of panic/ agoraphobia. Reassure clients who are concerned about
panic attacks being hereditary or physically caused that these links do not

compromise recovery.

Procedures

At this point, clients often raise issues about medication—both whether
they should be taking drugs and what drugs to take. Indicate that the two
criteria for deciding to take medication are: a) severity of symptoms—in other

words, the more severe, frequent, and disabling panics attacks are, the more
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appropriate it is to consider medication, and b) personal values—the client's
individual views and feelings about medication ultimately determine the
choice about whether to utilize them. A discussion of the pros and cons of the
two major classes of drugs used to treat panic disorder—antidepressant
medications and minor tranquilizers—is in order here. See Chapter 16 of The

Anxiety and Phobia Workbook for a detailed discussion of these issues.

Pass out a list of group members' phone numbers. Each member of the
group should call a different person on the list every week. The purpose of
this assignment is to foster an atmosphere of support and interpersonal
closeness in the group. Each client starts by calling the person below her or
his name on the list and advances one name each week. Calls should focus on
getting acquainted and discussing what individuals have been doing to work
on recovery—not on a discussion of symptoms. (Symptoms and other
problems can be discussed with the group assistant.) If a client has difficulty
coming up with something to say, it's OK to share that fact and keep the
phone call brief. (For example, "Hi, I'm just calling to say hello. I can't talk any
longer, though, because this is hard for me now.") Emphasize the importance
of making each call each week, because group members can tend to feel

rejected if they don't receive a call.

Homework
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¢ Chapter 4 of The Anxiety and Phobia Workbook is the assigned

reading.

¢ Clients should list any additional questions they have about

the program and bring them in the following week.

» Have clients cut pictures out of magazines that remind them
of their phobia or otherwise produce anxiety, and bring
them in as well.

¢ Clients are to call another member of the group, as discussed

above under Procedures.

Week 3: Relaxation Training

Homework Review

Go over clients' questions from the homework. Ask about whether
everyone received a phone call from someone in the group. Spend 10 to 15
minutes having clients share and talk about pictures from magazines that

remind them of their phobias.

Concept D: Relaxation

Present and discuss the material in the Concepts and Skill section.
Emphasize that relaxation is at the foundation of everything else clients will

be doing toward their recovery. Distinguish deep relaxation techniques such
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as abdominal breathing, progressive muscle relaxation, and meditation from
more passive forms of relaxation such as watching TV, stressing that the
former are more effective in achieving the "relaxation response." A daily
commitment to practice some form of deep relaxation will greatly expedite

recovery.

Skill E: Abdominal Breathing

Explain that even though abdominal breathing may feel unusual at first,
it's the natural way that babies, small children, and relaxed adults breathe.
Have clients hold their right hand over their stomach as they practice. Their
hand should rise if they are doing abdominal breathing correctly. Emphasize
that a minute or two of abdominal breathing is an efficient way to diminish

anxiety or the early symptoms of panic on the spur of the moment.

Skill F: Progressive Muscle Relaxation

After 5 minutes of practice with abdominal breathing, introduce
progressive muscle relaxation. Turn down the lights in the room, have clients
remove uncomfortable outer clothing and remain seated (they may lie on the
floor if they prefer). Model tensing and relaxing the 15 muscle groups in
sequence with clients watching, so that they will have a good idea of how to

do each muscle-tensing exercise. Before starting progressive muscle
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relaxation, explain to clients that occasionally during relaxation, fears of
falling or losing control may come up. Emphasize that neither of these
outcomes is in fact possible, and that if anyone feels uncomfortable, it's okay
to stop doing the exercise. Sometimes it's necessary for some clients to
desensitize to relaxation. Now read the script for progressive muscle
relaxation contained in the Concepts and Skills section. Clients should receive
a copy of this script for home practice, or, even better, a tape of recorded

instructions.

Skill G: Visualizing a Peaceful Scene

Instruct clients to create in their mind a peaceful scene of their own
choosing. Use the script provided in the Concepts and Skills section or devise
your own script. At the end of the exercise, bring clients back to an alert state
by counting from 1 up to 5. On the count of 5, suggest that they will feel awake

and alert.

It's important that clients relax sufficiently to experience their peaceful
scene in detail, using all of their senses. Afterwords, ask group members to
individually describe their scene and any problems they might have had
visualizing it. If someone doesn't have a scene, it's part of their homework for
next week to develop one. If some group members have difficulty visualizing,

instruct them to ask themselves such questions as "What are the main objects
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in the scene?" "What colors are visible?" "What sounds are present?” "What
time of day is it?" "What is the temperature?” and so on. (A handout listing
questions designed to evoke multisensory imagery might be helpful.) Mention
that developing a reliable peaceful scene—a sort of "safe place" in the mind—
is a prerequisite for imagery desensitization, a skill for overcoming phobias
that you will teach to the group 3 weeks later. Also indicate that regular

practice will improve group members' ability to visualize.

Homework

e Chapter 5 of The Anxiety and Phobia Workbook is assigned

reading.

¢ Clients are to practice abdominal breathing for at least 5
minutes each day. They are also to try practicing this form of
breathing at times when they feel anxiety or the early

symptoms of panic coming on.

e Clients should practice the complete progressive muscle
relaxation sequence, which will take from 20 to 30 minutes,
at least once (preferably twice) each day, seven days per
week. They should find a quiet place to practice where they
won't be distracted. During practice, they should be free of
uncomfortable clothing with their head supported. Practice
should be avoided on a full stomach—the best times for
practice are upon awakening in the morning, during lunch
break, after getting home from work, or before retiring. It's

best to maintain a regular practice time each day.
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Homework Review

« After completing progressive muscle relaxation, clients are to
visualize going to their peaceful scene and stay there for a
least 3 minutes. If they have problems identifying a peaceful
scene or visualizing it, they are to call the group assistant.

¢ Note: Clients who find active progressive muscle relaxation
uncomfortable or otherwise objectionable may substitute
passive muscle relaxation or a guided visualization for their
daily deep-relaxation practice. Scripts for these alternative
forms of relaxation may be found in Chapter 11 of The
Anxiety and Phobia Workbook.

e Starting with this week, clients will fill out the Weekly
Practice Record (from Chapter 3 of The Anxiety and Phobia
Workbook) to monitor their practice of skills and
competencies taught in the program. (For Week 4, they
should check off Used Deep Breathing Technique and Used
Deep Relaxation Technique Monday through Sunday.)
Clients turn in their Weekly Practice Record, along with any
other assigned homework, at the beginning of each group

meeting.

Week 4: Physical Exercise

Collect homework.

Procedures
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Ask clients about their experiences with practicing progressive muscle
relaxation (or alternative) and visualizing their peaceful scene. Were they
able to practice each day? If not, what types of barriers got in the way? Have a
discussion about the types of self-talk and excuses that people can use to talk
themselves out of activities promoting their recovery. In the case of practicing
relaxation, ask clients whether they can identify with any of the excuses listed
under Some Common Obstacles To Implementing a Daily Program of Deep
Relaxation at the end of Chapter 4 of The Anxiety and Phobia Workbook.
Reiterate the importance of practicing all three relaxation skills—abdominal
breathing, active or passive deep-muscle relaxation, and visualizing a peaceful

scene—on a daily basis.

Ask how phone calls are going. If calls aren't being made, this is the time
to explore reasons why and to mildly confront group members who are

remiss.

Present and discuss the concept of physical exercise as a means of
reducing vulnerability to panic and anxiety. Explain how physical exercise
reduces anxiety through release of muscle tension, metabolism of excess

adrenalin, production of endorphins, and so on.

Have clients determine their level of fitness, using the worksheet in

Chapter 5 of The Anxiety and Phobia Workbook. Also have them take their
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resting pulse rate. They can use both indices as a measure of their fitness

level.

Concept H: Exercise

Discuss material presented in the Concepts and Skills section. Ask
clients what types of exercise, if any, they are doing and how often. For those
who aren't exercising, what forms would they consider? For clients who are
housebound, emphasize that there are several forms of aerobic exercise that
will meet their needs, such as stationary cycling, jumping on a rebounder, or

aerobic workouts on video.

By the end of this discussion, each client who is not already exercising
regularly should have made a commitment—before the group—to undertake
an exercise program. "Commitment" means exercising a minimum of 4 times

per week for a minimum duration of 20 minutes.

Go over the guidelines in the section Getting Started from Chapter 5 of
The Anxiety and Phobia Workbook for the benefit of any clients who are
contemplating beginning an exercise program. Emphasize the importance of
starting off gradually. Clients who have not exercised in a while and are over
forty should consult with their physicians before undertaking any exercise

program.
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Some clients may be phobic about exercise; the increased heart and
respiratory rate associated with exercise may seem all too much like a panic
attack. Encourage these clients to begin by walking 30 to 45 minutes per day
or to do a milder form of aerobic exercise, such as swimming (using the
breaststroke) or light jogging. An exercise program can progress gradually:
clients can begin with very short sessions (as little as 5 minutes per day for

several days) and then increase the duration by minute increments.

Homework

e Chapter 6 of The Anxiety and Phobia Workbook is assigned

reading.

¢ Clients should continue practicing relaxation techniques
learned the preceding week and monitor their practice on
the Weekly Practice Record.

¢ All group members should engage in physical exercise—
either brisk walking or a more vigorous, preferably aerobic,
exercise—on at least 4 days of the following week. They can
track their practice on the Weekly Practice Record.

Week 5: Coping With Panic Attacks

Homework Review
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Collect homework from the preceding week and ask clients how they
did with exercise. For those who've just begun exercising, did they find a form
they can enjoy? How many times did they do exercise during the week? It's
likely that some clients will resist getting started with exercise—so this is a
good time to explore self-talk and excuses that maintain their resistance. Go
over the common types of excuses for not exercising listed in the section
Obstacles To Implementing an Exercise Program in Chapter 5 of The Anxiety
and Phobia Workbook. (Spend no more than 15 to 20 minutes on this, as there

are several concepts to be presented this week.)

Procedures

Introduce and discuss the following concepts:

Concept I: The Panic Cycle

Concept J: Panic Attacks Are Not Dangerous

Concept K: Don't Fight Panic

Concept L: Separate First Fear From Second Fear

It's important to emphasize that panic is nothing other than the "fight-

or-flight" response—a response necessary to our survival—that simply
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occurs in the absence of any life-threatening situation. Because panic makes
you feel like you do when there's real danger, you imagine danger where
there isn't any. Go over the various illusory dangers commonly associated
with panic (heart attack, suffocation, and so on) and present scientific data to

refute each danger.

In discussing Claire Weekes's four attitudes for managing panic,
emphasize the importance of learning to observe and go with bodily
symptoms rather than fighting or reacting to them. When presenting the
distinction between first and second fear, ask clients to come up with their
own examples of self-talk that could instigate or aggravate panic. Then pass
out copies of the list of coping statements (see Concept L in the previous
section) and instruct clients to find a few statements they like. They should

practice rehearsing those when they feel symptoms of panic coming on.

Skills M and N: Distinguishing Early Forms of Panic and Learning To Retreat

Introduce and discuss the material in the Concepts and Skills section.
Hand out a copy of the Anxiety Scale (presented in Section M) to the group,
pointing out that the symptoms described on various levels of the scale are
not universal. Each individual will in fact have her or his own unique set of
symptoms that define the point where a sense of control starts to diminish.

This point where control first seems to drop out is defined as Level 4. Panic
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can usually be aborted if action is taken at this level. Ask clients in the group
each to try to define what would constitute a level 2, 3, or 4 for them. Those
clients who haven't thought this through are asked to do it as homework for

the following week.

Distinguish three basic skills for coping with panic:

Skill O: Distraction Techniques

Skill P: Abdominal Breathing and Muscle Relaxation

Skill Q: Replacing Self-Talk With Positive Coping Statements

Discuss the material in the respective Concepts and Skills section. Take
a survey of the group, asking people what techniques they've used in the past
to counter an oncoming panic attack, and how well those techniques have
worked. Then present skills associated with the use of distraction, breathing,
muscle relaxation (progressive muscle relaxation exercises involving arms,
head, neck, and shoulders only), and coping statements. Have clients rehearse
three minutes of breathing or muscle relaxation in combination with the use
of one coping statement. They should practice this same combination for a

few minutes each day during the following week.

Discuss options for dealing with panic attacks above Level 4 in intensity
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on the Anxiety Scale. These include: a) retreating from the situation if
possible, b) walking about or engaging in some simple physical activity, c)
calling someone if a phone is available (some clients who have difficulty
driving like to have a cellular phone in their cars), d) continuing slow
abdominal breathing and inhaling through the nose (to stop
hyperventilation), e) breathing into a paper bag (also to stop
hyperventilation), f) "floating past” the panic (see Concept K), g) "grounding"
by touching the floor or physical objects in the surrounding environment, h)
crying or screaming into a pillow to discharge arousal, or i) with the approval
of their doctor, taking an extra dose of a minor tranquilizer (sometimes the
mere act of doing this will offset panic). Ask clients which strategies they
would consider trying should they experience above a Level 4 during the next

few weeks.

Homework

¢ C(Clients are to continue practicing deep relaxation
(progressive or passive muscle relaxation) for 20 minutes
every day and to engage in vigorous exercise at least 4 times

per week.

* During the following week, clients should keep a log of their

panic attacks, where they note:

- The date and time when panic occurred
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- Any antecedents or triggers that might have brought on

panic
-The maximum intensity of panic on the Anxiety Scale

- Coping technique(s) used to abort or limit the panic

reaction
This log will be turned in the following week.

¢ Clients should rehearse the combination of abdominal
breathing (or progressive muscle relaxation) and repeating a
coping statement for 3 minutes each day. They are to use

this combination when actual symptoms of panic arise.

» Chapter 7 of The Anxiety and Phobia Workbook is the assigned

reading.

Week 6: Imagery Desensitization

Homework Review

Collect clients' logs monitoring panic reaction during the preceding
week and have the group discuss different types of antecedents that may
instigate panic. Clients often gain insights from each other about various
factors (such as lack of sleep, too much caffeine, failure to act assertively) that

can predispose them to a panic reaction.
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Procedures

Ask clients to share what coping statements they've been using to
reframe their response to the bodily symptoms of panic. Encourage them to
continue practicing the combination of abdominal breathing and repetition of

a coping statement every time they feel the onset of panic symptoms.

Concept R: Desensitization

Present and discuss the material in the Concepts and SKkills section.
Contrast desensitization with the notion of sensitization. Clarify the
distinction between imagery and real-life desensitization and how the former

provides a good preparation for the latter.

Concept S and Skill T: The Phobia Hierarchy

Discuss the material from S and T of the Concepts and Skills section. The
process of confronting a phobic situation is made easier by breaking it down
into small steps. Here it is helpful to have clients give examples of their
phobias and actually write out 2 or 3 hierarchies on a blackboard. Teach them
the skill of constructing a proper hierarchy, defining extremes at the low and
high ends of the continuum first, and then filling in 7 or 8 intermediate steps

of varying difficulty.

Focal Group Psychotherapy 291



Skill U: Practicing Imagery Desensitization

Introduce and discuss the material from the Concepts and Skills section.
I've found it useful to have a prerecorded tape that leads clients through the
process—alternately asking them to visualize a phobic scene and then
retreating to their peaceful scene. It's essential that everyone has a good
grasp of the Anxiety Scale presented the week before and understands the
importance of "switching off" a phobic scene if it causes anxiety to rise above
Level 4. Otherwise, they are to stay with the phobic scene for about one
minute and imagine breathing away any anxiety and/or repeat a calming
affirmation. It also helps to instruct clients, while visualizing a phobic scene,
to see themselves in the scene handing it with composure and confidence.
Finally, make sure group members understand that they are not to advance to
the next scene in a hierarchy until the preceding scene has lost its capacity to

elicit anxiety above Level 1 on the Anxiety Scale.

Emphasize that success with imagery desensitization depends on the
ability to relax and to visualize both phobic scenes and a peaceful scene or
safe place in multisensory detail. It's useful here, if you haven't already, to
give clients a handout with a list of questions they can ask themselves to

evoke more detailed imagery.

Remind clients not to be concerned if they do not feel any anxiety while

doing imagery desensitization. You might make the comparison between
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their brain and a tape recorder and emphasize that they are rerecording
positive images over an old negative image. Clients often feel they have failed
to do imagery desensitization correctly unless phobic scenes evoke anxiety.
Reinforce the importance of practicing desensitization in fantasy over the
next few weeks, whether or not clients experience any anxiety with the

procedure.

Instruct clients that they are to practice only imagery desensitization
during the subsequent week and not to begin real-life exposure. If they have
any questions about details of the imagery desensitization process, they are
to contact the group assistant. (Here again, a prerecorded tape leading clients

through imagery desensitization can be quite helpful.)

Homework

¢ Clients continue exercising, having a daily session of deep
relaxation, and using their preferred coping strategies to
deal with panic reactions.

e Have clients construct hierarchies for three phobias they
wish to work on. They should turn in copies of these the
following week. Refer group members to Appendix 3 of The
Anxiety and Phobia Workbook for several examples of
hierarchies.

¢ Following each daily session of deep relaxation, clients are to
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Homework Review

practice 15 to

¢ 20 minutes of imagery desensitization, beginning with the

first step of their hierarchy. They should work with only one
phobia (one hierarchy) at a time. If they feel no anxiety with
the first step, they are to expose themselves to it twice and
then proceed to the next step, exposing twice to this scene
and progressing to any scenes further up in their hierarchy
in a similar fashion until they reach a scene that causes mild
anxiety. They should practice imagery desensitization with
this last scene until it no longer elicits anxiety, then stop.
During any given practice session, individuals are to work
with no more than two scenes at a time if these scenes are

eliciting anxiety.

e Chapter 8 of The Anxiety and Phobia Workbook is assigned

reading for the following week.

Week 7: Real-Life Desensitization

Collect clients' hierarchies assigned from the previous week and point

out examples of properly and improperly constructed hierarchies. Make sure

that everybody understands at this point how to construct a hierarchy.

Procedures
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Have clients share how imagery desensitization practice went during
the past week. Did anyone encounter resistance to practicing? Did anyone
have problems getting sufficiently relaxed? Were there problems with
visualization? Reassure clients that even though they may feel like they're not
getting much out of the process (especially if phobic scenes don't elicit
anxiety), continuing to practice over the next few weeks will make it easier

for them to undertake real-life desensitization.

Skill V: Practicing Real-Life Desensitization

Present and discuss the material in the Concepts and Skills section.
Emphasize that real-life exposure is the single most important component of

arecovery program, but that it is effective only if practiced properly.

Go over the notion of retreating from exposure when anxiety reaches or
exceeds Level 4 on the Anxiety Scale (Skill M). This concept needs special
attention because clients are typically not used to the idea of retreating and
tend to take an all-or-nothing approach to dealing with phobias. Either they
have to "tough it out" and deal with a situation no matter how anxious they
feel, or else avoid the situation altogether. Emphasize that neither approach
works. Excessive or too rapid exposure will only increase their sensitization
to a given phobia. Continued avoidance will only keep them from dealing with

the problem. Get across the idea that retreating is not "cowardly"—it is the
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most efficient way possible to succeed with real-life exposure to any phobic
situation. Also emphasize the distinction between retreating and escaping.
Escaping or running away from a phobia only serves to reinforce it, while
retreating and then returning to the same situation after anxiety has subsided
accomplishes desensitization. [Note: Clients who are highly anxious much of
the time—near Level 4 on the Anxiety Scale even when not engaged in
exposure—should be taught initially to retreat to the first increment of

anxiety they feel when confronting a phobic situation.]

Concept W: The Support Person

Discuss the importance of having a support person along when first
undertaking real-life desensitization. The support person provides a sense of
safety, encouragement, and also a distraction from bodily symptoms of
anxiety. It's best to have the support person go along for the first few
exposures to a given step in a hierarchy and then to try the step out alone (or
with the support person at a distance). Alternatively, the support person can
accompany the client through most or all of a hierarchy before the client tries

any of the steps alone.

During this session, the group assistant usually meets with support
people in a separate room for about half an hour and discusses guidelines for

working with their phobic partners (as described in Section CC: Support
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Person Skills).

Concepts X and Y: Dealing With Resistance and Tolerating Discomfort During Real-
Life Exposure

Present and discuss the material in the Concepts and Skills section. It's
important that clients fully understand and are prepared to accept the reality
that exposure is hard work and seldom comfortable in the early stages. It will
not be intolerably uncomfortable if retreating is handled properly. These

ideas should be reiterated several times during subsequent weeks.

Expect clients to offer considerable resistance to practicing real-life
desensitization. They will need frequent exhortations to practice and in many
cases individual attention on the part of the group leader to assist them in
overcoming long-standing avoidance patterns. I recommend an individual
session—or at least a phone call to each group member at the end of the first
eight to nine weeks—to explore feelings and resistance around the practice of

in vivo exposure.

Concept Z: Reward Yourself for Small Successes

Explain the material from the Concepts and SKills section.

Concept AA: Practice Regularly
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Emphasize that success with real-life desensitization is fostered by

regular practice, at least three times per week. One practice session per week

is not enough.

Homework

Homework Review

¢ Clients are to continue practicing exercise, relaxation, and

imagery desensitization four to seven times per week.

e For the coming week, clients should select one phobia for

practicing real-life desensitization. They can use the same
hierarchy for real-life exposure that they constructed for
imagery desensitization, but in some cases they may want to
add some extra steps. Very small steps are often necessary
for real-life desensitization. Individuals should practice at
least three times, approximately one hour each time. If
possible, they should work with a support person and be
sure that they retreat whenever their anxiety reaches Level
4 on the Anxiety Scale. If they have any difficulties or
questions in regard to the exposure process, they are to call

the group assistant.

¢ Chapter 9 of The Anxiety and Phobia Workbook is assigned

reading for the following week.

Week 8: Field Trip 1
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Collect Weekly Progress Records and ask clients what progress they
made with real-life exposure. At this point, simply have them share what
progress (if any) they made toward a specific goal, rather than getting into a
detailed discussion of resistance to exposure. It's necessary to dedicate most

of this two-hour session to the field trip.

Procedures

Announce that the group will be taking a field trip today to a nearby
shopping center or small shopping mall. The announcement needs to be a
surprise in order to ensure attendance and to cut down on clients'
anticipatory anxiety. Expect moans, groans, and other expressions of fear or
not wanting to go. You and the group assistant need to encourage and
reassure everybody that you will be available to help as much as they need
help, and that no one will be forced to do anything they don't want to do.
Insist that all clients go. Avoid spending more than a few minutes listening to

complaints, as this will only increase the general anxiety level for the entire

group.

Explain the purpose of the field trip as follows:

e To learn and practice, step-by-step, the real-life
desensitization process discussed last week.

¢ To learn, in particular, how to retreat when anxiety reaches
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Level 4.

» To give clients an opportunity to go as a group and thus feel

safer with each other.

Keep the trip short—no more than an hour in duration. The group can
caravan in three or four cars to a pre-assigned spot in front of one of the
stores in the shopping mall. Clients who are very phobic about riding in a car
may be given the alternative of walking, with someone accompanying them,
provided the shopping center is close by. When you arrive at the shopping
center, divide into two groups—those who are ready to practice exposure
inside a store and those who aren't yet ready to go inside. The leader and
assistant each take a group. Clients ready to go into a store should start with a
smaller store and progress toward a department store with several floors
(exposure to elevators or escalators can be included, if appropriate).
Throughout the field trip, the leader and assistant watch carefully and ask
clients for indications that anxiety has risen to Level 4. When this happens,
the client is exhorted to retreat, recover, and return to exposure only after
anxiety has subsided to Level 1. The retreating client should leave the store
with another group member for support. Have them remain outside until

anxiety has reduced to Level 1, when they should again attempt exposure.

After one hour of practice, return to where the group meeting is

regularly held and have clients discuss their experiences and reactions. If
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there is any time left, have them talk more about any resistance that came up
during the field trip or during their weekly practice of in vivo desensitization.
Emphasize that a willingness to take risks is essential to their recovery. Then
add that the way risk-taking is made possible is by ensuring that risks are

kept small.

Homework

¢ Clients are to continue practicing on a daily basis deep
relaxation and imagery desensitization relevant to the
phobias they're working on. All members of the group
should be exercising at least four days per week. Clients
track all of this in the Weekly Progress Record.

e In vivo exposure should be practiced at least three or four
days per week, preferably with a support person. Clients will
be asked during the remaining weeks of the group how
they're doing with their in vivo goals.

¢ Clients should finish reading Chapter 9 of The Anxiety and
Phobia Workbook for the following week (but shouldn't yet
do the exercises).

Week 9: Self-Talk

Homework Review

Focal Group Psychotherapy 301



Collect Weekly Progress Records.

Procedures

Ask how in vivo exposure has been going. Go around the group and
make sure that everyone has gotten started with exposure practice. This is
the time to review clients' reasons for resisting practice. Clients need to
understand that exposure isn't necessarily a comfortable process. Feeling
uncomfortable and wanting to resist are a normal part of the process. If they
weren't feeling any discomfort, you would have doubts about whether they
were really practicing exposure. In short, exposure is not always supposed to
feel good. Next, ask clients whether they've all identified Level 4 for
themselves and are retreating when anxiety begins to reach this point. Letting
anxiety get too high during exposure will defeat the purpose. Reemphasize
the importance of rewarding themselves every time they go out and practice,
even if progress is nominal. This will increase the likelihood of their

continuing to practice.

Concept BB: Expect and Know How To Handle Setbacks

Emphasize that setbacks are a normal part of the process. All phobics
have their good and bad days. On good days, they'll make great strides with

exposure—on bad days, they may be unable to do what they did two weeks
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ago. Ups and downs during recovery are expected. Over the long-term (it
takes, on the average, six months to two years to recover) they will

experience gradual progress.

Concept DD: Self-Talk and Anxiety

Present and discuss the concept of self-talk and its role in perpetuating
anxiety (see the Concepts and Skills section). Clients should already be
somewhat familiar with the concept from the previous discussion, in Week 5,
of self-talk and panic attacks. Make sure that everyone understands that self-
talk frequently is so automatic and subtle that it goes unnoticed if there is not

a deliberate effort to identify it.

Concept EE and Skill FF: Identifying and Countering Sub-personalities

As described in the Concepts and Skills section, these are the Worrier,
the Critic, the Victim, and the Perfectionist. Clients can use a blackboard to
write down examples of typical statements made by the four sub-
personalities. Have group members offer their own examples and share

which sub-personalities they feel to be most dominant for them.

Allow 15 minutes during which clients try to identify and write down
self-talk that served to aggravate an upsetting incident during the preceding

week. This can be a time when they felt anxious, depressed, angry, self-
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critical, or guilty. Emphasize the importance of learning to distinguish
thoughts from feelings. 'This is frightening" is not a pure example of an
internal thought, because it contains a feeling word—"fright." It is necessary
to deduce from the feeling of fright the thoughts one had to instigate that fear,
for example: "What if they see me start to panic while I'm standing here?"
From this, follow the statement of feeling, "This is frightening." Both the
instigating thought and the resulting feeling statement are a part of the
negative self-talk, but only the former gets at the root of the problem. Go
around the group and have each client share her or his examples of self-talk,
correcting any cases where thoughts have not been differentiated from

feelings.

Concept GG: Cognitive Distortions

If time permits, present the concept of cognitive distortions and the
seven distortions that are particularly relevant to anxiety (from the Concepts
and Skills section). Alternatively, clients can be instructed to review the
section on distortions with examples in Chapter 9 of The Anxiety and Phobia
Workbook and identify during the next week which ones are prominent in
their own thinking. (Don't spend too much time on this segment, since
learning to counter anxiety-provoking self-talk should be the exclusive focus

of this week).
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Present the various steps involved in countering self-talk:

Skill HH: Identifying and Countering Cognitive Distortions

Concept II: Rules for Writing Positive Counterstatements

Skill JJ: Working With Positive Counterstatements

It's important here to take two or three examples of negative self-talk
from clients, create a refutation, and have the client come up with oral
counterstatements. It may also be helpful to write out Socratic questions to
use in the refutation, and at least one of the resulting counterstatements, on a

blackboard. A typical refutation might go like this:

Therapist: What did your worrier tell you that time?

Client: What if I had a heart attack from panicking while trying to learn to drive

again?

Therapist: What is the evidence that panic attacks cause heart attacks?

Client: 1 don't know.

Therapist: Go back and read Chapter 6 of The Anxiety and Phobia Workbook where
it explains that a panic attack can't cause a heart attack. There's simply no
evidence for any relationship between cardiovascular disease and panic.
Now, what would be a good counterstatement to your original 'What if'

statement?

Client: A panic attack, however uncomfortable, is not dangerous to my heart. I can
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let panic rise, fall, and pass, and my heart will be fine.

An example of a refutation involving the cognitive distortion of

catastrophizing might go as follows:

Client: What if I'm home alone and start to panic? That would be terrible—I don't
think I could handle it.

Therapist: Is it really the case that panicking alone at home would be utterly
terrible? What's the absolute worst that could happen? Would you actually
die?

Client: No, of course I couldn't die. I'd just be very frightened.

Therapist: Is it absolutely true that there is nothing you could do? That you'd be
completely helpless, without recourse?

Client: No, I guess not. I would try and call John or else my friend, Cindy. I could also
call the group assistant. If no one was available, I could call the local crisis
hotline.

Therapist: Would it help to make a list of people who you could contact if you ever
find yourself panicking while alone?

Client: Probably, yes.

Therapist: So what would be a counterstatement to your original negative self-
statement?

Client: So what if 1 did panic while I'm alone at home. I'd probably feel pretty
uncomfortable for a while, but it's just not true that I couldn't handle it.

After illustrating the process of refutation and developing

counterstatements, have the group break into dyads and repeat the process.
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Person A in the dyad finds an example of negative self-talk while Person B
challenges the example and asks A to develop a counterstatement. Then the

roles are reversed.

Go over the rules for writing positive counterstatements and suggest
various alternatives for working with positive counterstatements described

in Il and J].

Homework

 Clients should continue to chart their practice of exercise,
relaxation, imagery, and real-life desensitization, using the
Weekly Progress Record.

e Hand out a copy of the Daily Record of Dysfunctional
Thoughts (see Chapter 9 of The Anxiety and Phobia
Workbook). Clients are to make 50 copies of it for future use.
For next week, they should spend 15 to 20 minutes a day
tracking, challenging, and countering instances of negative
self-talk that arise. Although clients may not be able to write
out self-talk (and counterstatements) at the very time it
occurs, they should try to do so within the same day. If
possible, they are to indicate the sub-personality and any
cognitive distortions involved in their negative self-
statements. Completed worksheets should be turned in the
following week. Clients should call the group assistant if they
have any questions that come up during the week on any
aspect of the process of identifying and countering self-talk.
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e Clients should read Chapter 10 of The Anxiety and Phobia
Workbook.

Week 10: Mistaken Beliefs

Procedures

Have clients share examples of countering anxiety-provoking self-talk.
They can use the Daily Record of Dysfunctional Thoughts worksheets from
the preceding week. Discuss examples and then have group members share
about how they are doing with the process of countering unconstructive inner
dialogues. Some individual attention may be necessary here to ensure that
everyone understands the various steps of the process. Request that clients
continue to write down everything on the Daily Record of Dysfunctional
Thoughts for another week. Writing out self-talk and refutations will help
them internalize new habits of noticing and countering the unhelpful things
they tell themselves. Eventually, they will be able to do this automatically,

without writing it all out.

Concept KK: Negative Beliefs

Present and discuss the concept of mistaken beliefs, including basic
assumptions about self, others, and life in general that underlie negative self-

talk.
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Skill LL: Identifying Mistaken Beliefs

Hand out the Mistaken Beliefs Questionnaire presented under LL in the
Concepts and Skills section, and tell group members to take their time in
completing it. Give them from 10 to 15 minutes. Ask clients to share examples
of mistaken beliefs they rated 3 or 4, then use these to illustrate how to

counter mistaken beliefs and to develop constructive affirmations.

As in the preceding week, engage in dialogue with a few clients to
challenge a mistaken belief, using Socratic questions. Then ask a client to
come up with an affirmation to counter the mistaken belief. An affirmation is
a short, terse statement that summarizes an entire belief or attitude, as

distinguished from the positive self-talk that clients learned about last week.

In challenging mistaken beliefs, there are two additional questions—
besides Socratic questions, which challenge the logical basis of such beliefs—

that are very helpful:

¢ "Does this belief promote my well-being?"

¢ "Did I freely choose this belief, or did it develop out of my
experiences in childhood?"

[Chapter 10 of The Anxiety and Phobia Workbook provides the rationale

for these questions, and examples of dialogues using them. Be sure to use
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these questions in your dialogues designed to refute the mistaken beliefs of

individual group member.]

Skills MM and NN: Countering Mistaken Beliefs With Affirmations and Ways To
Work With Affirmation

Discuss the rules for writing affirmations presented under MM and NN
of the Concepts and Skills section. Especially emphasize the importance of
keeping affirmations in the present tense and avoiding negatives. If for any
reason an affirmation causes an anxiety reaction, clients may need to use

imagery desensitization before they can use the affirmation successfully.

Exercise

Now have clients break up into dyads. Rehearse the process of
challenging mistaken beliefs and developing a positive affirmation in the
same manner in which you worked with negative self-talk during the

preceding week.

Finally, have group members share one or two affirmations that were
particularly meaningful to them. Each clients should work with this
affirmation during the following week, writing it down several times each day
or meditating on it or writing it in big letters on a large piece of paper posted

in a conspicuous place.
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If this is the second-to-last session, encourage clients to share their

feelings about the group coming to an end.

Homework

e Clients should continue their practice of exercise, relaxation,
and imagery and in vivo exposure. They should also continue
to use the Daily Record of Dysfunctional Thoughts to write
out counterstatements to instances of negative self-talk.

e Instruct clients to write affirmations to counter any beliefs
which they rated 3 or 4 on the Mistaken Beliefs
Questionnaire. They should make a list of these affirmations
and read through them slowly each day Alternatively, they
can make a tape, either in their own voice or someone else's,
with the affirmations presented slowly at ten-second
intervals. They can listen to the tape each day, following

their deep relaxation session or before going to bed at night.

Week 11 (Shorter Program) or Week 18 (Longer Program) Homework Review

Briefly discuss homework from the preceding week.

Procedures

This is the final group session for the shorter program. Plan to

summarize everything that has been learned. Emphasize the importance of a
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multilevel approach to recovery. Tell clients that they will optimize their
chances of making excellent progress by following up with all of the strategies

learned during the group.

Ask clients to make an estimate of how much they've improved during
the course of the group. What changes have they seen? Are they satisfied with

their progress?

Have clients complete the Self-Evaluation form they filled out at the
beginning of the group to track more specifically the progress they've made
(see the section on Measuring Change under Week 18). Have group members

discuss their findings.

Encourage clients to try, if they feel ready, to deliberately reach Level 10
on The Anxiety Scale in confronting phobic situations. This serves at least two
purposes: a) if they do reach Level 10, they'll find out that they can go through
it and still survive; b) taking conscious control by "willing" severe anxiety to
come often stops the anxiety (this is the concept of paradoxical intention

developed by Victor Frankel, Jay Haley, and others).

Discuss with clients their plans for continuing to work on recovery goals
after the group has disbanded. Let them know that they can continue to call in

with questions, concerns, or to talk about their progress.
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Optional Activities

Follow up the last group meeting with a "graduation dinner" extending
into the evening. Reframing the last meeting of the group as a festive occasion
will help clients to deal better with feelings of loss and abandonment that will
come up at this time. Encourage clients to maintain contact with each other

after the group has ended.

Week 11: Feelings

Procedures

Tell clients that they can expect to have more feelings come up as they
begin to confront phobic situations they've been avoiding for a long time.
Emphasize that this is an expected part of their recovery, and that it's a sign

that they're getting better.

Discuss reasons why phobic people have a tendency to suppress their
feelings (see Chapter 12 of The Anxiety and Phobia Workbook). Have group
members share characteristics of their parents or early family situations that

might have contributed to the habit of withholding feelings.

Go over the list of symptoms of suppressed feelings described in

Chapter 12 of The Anxiety and Phobia Workbook and have a discussion about
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how to recognize suppressed feelings.

Hand out the "Feeling List" from Chapter 12 of The Anxiety and Phobia

Workbook and discuss its use in identifying feelings.

Discuss the guidelines for dealing with anger presented in Chapter 12 of
The Anxiety and Phobia Workbook. Pay special attention to attitudes that
prevent agoraphobics from acknowledging their anger, such as fear of losing

control over themselves or fear of alienating their significant other.

Stress the importance of discharging angry energy by writing it out or
physically releasing it onto inanimate objects. Group members need to do this
before they communicate anger to the person they perceive as responsible for
their feelings. It's also appropriate to express angry feelings to a neutral
person first and then prepare to make an assertive request of the person with
whom they feel angry. (This is a good point at which to introduce the
distinction between aggressive and assertive communication. This will be

elaborated on in the following week.)

Use the last 30 minutes to have group members write a letter
communicating their feelings to a significant person in their life who, for
whatever reason, is not available for a direct confrontation (see Exercise 5 at
the end of Chapter 12 in The Anxiety and Phobia Workbook). Then have

several clients share their letters. This process works very well to bring up
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feelings in the group.

Homework

e Have clients start keeping a feeling journal and give
themselves the opportunity during the following week to
share their feelings with a person they can trust (Exercises 3
and 4 at the end of Chapter 12 of The Anxiety and Phobia
Workbook).

e Have clients read Chapter 13 of The Anxiety and Phobia
Workbook.

Week 12: Assertiveness

Homework Review

Review homework on feelings from the preceding week. Suggest that
clients continue to keep a feeling journal and/or set aside at least an hour and
a half per week to share their deeper feelings with their partner or a friend
they can trust (the latter person needs to listen carefully without interruption

or judgment).

Procedures

Define the concept of assertiveness by contrasting it with various
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nonassertive styles of communication (for example, submissive, aggressive,
passive-aggressive, manipulative). Have clients complete the What's Your
Style questionnaire in Chapter 13 of The Anxiety and Phobia Workbook (allow

about 10 minutes for this), to identify their characteristic styles).

Hand out a copy of the Personal Bill of Rights presented in Chapter 13 of
The Anxiety and Phobia Workbook. Have clients talk about which rights are

especially important to them.

Discuss the various facets of assertive communication:

* Developing nonverbal assertive behavior

* Recognizing your basic rights

* Being aware of your feelings and knowing what you want

* Making an assertive request

Give special emphasis to various elements of an assertive request, such
as keeping it short and simple, being concrete and specific, using I-
statements, objecting to behaviors rather than to personalities, not

apologizing for your request, and not demanding or commanding.

Model assertive behavior in front of the group by having one of the

group members role-play a situation that demands your assertive response.
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For example, one group member could play a salesperson who doesn't give

up, or a retail clerk who wants to give a store credit rather than a refund.

Another example might involve a partner who won't cooperate with a
particular household chore, or a parent who is being manipulative. Have
clients share their reactions to the role play, then have them divide into dyads
to give everybody the chance to practice. Person A plays the role of a
mechanic who did extra, unsolicited work on Person B's car and demands
that B pay for everything. When the roles are reversed, Person B plays the
role of trying to persuade A to buy a product or engage in an activity that A
isn't interested in. After both role-plays have transpired, the group

reconvenes and discusses what happened.

Time permitting, discuss and illustrate some of the tactics for avoiding
manipulation discussed in Chapter 13 of The Anxiety and Phobia Workbook:

broken record, fogging, content-to-process shift, and so on.

Homework

e Clients should post the Personal Bill of Rights in a
conspicuous place at home and read through it carefully

every day during the following week.

e Everyone should complete the Assertiveness Exercises in
Chapter 13 of The Anxiety and Phobia Workbook and turn
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them in the following week.

e Group members can practice being assertive with friends or
close family members, using the skills learned in today's
session. Warn them not to expect significant others to be
entirely supportive of their assertive behavior if they aren't
accustomed to it. The purpose of learning to be assertive is
not to please others, but to gain increased confidence about

expressing one's own feelings and needs.

¢ Clients should share with someone whom they haven't told
before that they are agoraphobic, explaining their condition.
This is a bold but essential step to recovery. They can use the
Dear Person Letter at the end of Chapter 6 of The Anxiety and
Phobia Workbook as a guide for doing this.

e Clients should begin reading Chapter 14 of The Anxiety and
Phobia Workbook for the following week.

Week 13: Self-Esteem 1—Taking Care of Yourself

Homework Review

Review the homework on assertiveness from the preceding week.
Recommend that clients take a class or workshop on assertiveness (through
the adult education programs at local colleges) so that they can continue

practicing skills.
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Procedures

Define the concept of self-esteem. It's often useful to derive a definition

from the group's ideas about the meaning of self-esteem.

Discuss causes of low self-esteem in terms of the variety of
dysfunctional family situations that can lead to feelings of insecurity,
inferiority, or shame (as described in Chapter 14 of The Anxiety and Phobia
Workbook).

Have clients identify (from the Needs list in Chapter 14 of The Anxiety
and Phobia Workbook) those particular needs to which they would like to give

more attention. What can they do specifically to better meet these needs?

Introduce the important concept of the inner child, defining it both as a
source of playfulness and creativity, and the part of the individual which
carries the pain and emotional trauma from childhood. Time permitting, lead
clients through the inner child visualization presented in Chapter 14 of The
Anxiety and Phobia Workbook (allow about 30 to 40 minutes for the

visualization and for a discussion of feelings it brings up).

Homework

e Clients should select two or three needs from the needs list

and take specific actions during the coming week to meet
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those needs. Everyone will report on this the following week.

* Have clients take specific actions to cultivate a relationship
with their inner child, as suggested in Chapter 14 of The
Anxiety and Phobia Workbook (for example, writing a letter
to the child, carrying around a childhood photograph, or
engaging in activities that give expression to the child).

« Clients should follow through with one item from the list of
Self-Nurturing Activities in The Anxiety and Phobia
Workbook (pp. 271-273) each day during the following
week.

e Part [1I of Chapter 14 from The Anxiety and Phobia Workbook

is assigned reading.

Week 14: Self-Esteem 2—Personal Goals and Accomplishments

Homework Review

Review homework from the preceding week.

Procedures

Continue discussion from the preceding week about how to take care of
the inner child. What will clients do over the next month to take better care of
their needs and to cultivate a more intimate relationship with their inner

child?
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Talk about the relationship of goals and accomplishments to self-
esteem, as discussed in Part IIl of Chapter 14 of The Anxiety and Phobia
Workbook. What goals have clients accomplished in the group so far in terms
of overcoming specific fears and phobias? After a discussion of recovery goals,
have clients do a goals-clarification exercise for their life in general. They can
complete the worksheet (My Most Important Personal Goals) in Chapter 14 of
The Anxiety and Phobia Workbook. Allow 20 minutes to complete the
worksheet, and then have clients share their goals before the group as a

whole.

Time permitting, clients should also complete the worksheet at the end
of Chapter 14 of The Anxiety and Phobia Workbook, listing previous
accomplishments, and then share what they've written with the group. In
most cases, it's best to do either this or the long-term goals list described
above, rather than both, to allow time at the end for discussion. The other

exercise is left as homework.

Homework

e Clients should complete either the worksheet on their most
important personal goals or the list of previous
accomplishments, to be turned in the following week. Hand
out the list of self-esteem affirmations from Chapter 14 of
The Anxiety and Phobia Workbook. Clients should select
those affirmations that are most relevant or personally
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meaningful. Then they either: a) write these down on a list,
which they'll read through each day, or b) put them on tape
(allowing 10 seconds between each affirmation), which
they'll listen to each day.

¢ Chapter 15 of The Anxiety and Phobia Workbook is assigned
reading.

Week 15: Field Trip 2

The guidelines for Week 8 are applicable here. It's desirable at this point
to go to a larger shopping mall than the one dealt with in Week 8, or else one
that is farther away. Some clients may choose at this time to work on
practicing driving—or perhaps on bridges or heights—with another person
in the group accompanying them, rather than confronting phobias about

stores or restaurants.

Week 16: Nutrition

Procedures

Have group members share about their use of caffeinated beverages and
refined sugar. Then discuss the importance of avoiding both, as considered in
Chapter 15 of The Anxiety and Phobia Workbook. It's useful to have clients

complete the caffeine chart in Chapter 15 and then discuss the importance of
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reducing caffeine consumption to less than 100 mg a day. Also give some time
to presenting the concept of hypoglycemia and its influence on anxiety and
depression. Ask clients about whether they've noticed any symptoms of
hypoglycemia (such as weakness, irritability, or spaciness three hours after a

meal) and present dietary guidelines for stabilizing blood-sugar levels.

Review and discuss the Low Stress/Anxiety Dietary Guidelines
presented in Chapter 15 of The Anxiety and Phobia Workbook. What steps

toward meeting these guidelines are clients willing to take in the next month?

Talk about the role of vitamin supplements in increasing resistance to
stress, with particular emphasis on B-vitamins, vitamin C, calcium, and
magnesium. Good books for upgrading your knowledge about nutrition and
supplements are Diet and Nutrition, by Rudolph Ballentine; and Healing
Nutrients, by Patrick Quillin. Patricia Slagle's book, The Way Up From Down, is

a good resource for the use of amino acids to treat depression.

Homework

¢ Have clients keep a food diary for one week, using the
worksheet in Chapter 15 of The Anxiety and Phobia

Workbook, to be turned in during the following week.

e Clients should start taking vitamin supplements. At the bare

minimum, they should take a high potency multivitamin
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tablet once per day. Preferably they can begin taking B-
complex, vitamin C, and calcium-magnesium at the doses
suggested in The Anxiety and Phobia Workbook.

Week 17: Meaning, Purpose, and Spirituality

Homework Review

Review homework from the preceding week, going over clients' food

diaries.

Procedures

Present and discuss the existential perspective on anxiety, pointing out
the connection between a lack of personal meaning or life direction and a
predisposition to anxiety. A good background book for this discussion is Rollo

May's The Meaning of Anxiety.

Clients should complete the Life Purpose Questionnaire from Chapter
17 of The Anxiety and Phobia Workbook (allow 20 to 30 minutes) and then
share their responses with the group. What are they willing to do in the next

weeks and months to take steps toward realizing their identified life goals?

As an alternative to a discussion of the existential perspective, you may

want to focus on the theme of spirituality. This, of course, requires very
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delicate handling because of probable differences in religious motivation and
orientation among group members. Since the program is focused on recovery
from agoraphobia—and is not a course on spiritual growth—a discussion of

spirituality is left to the discretion of the group leader.

Have clients discuss their feelings about the group ending next week.

Homework

Beyond practicing basic skills of relaxation, exercise, desensitization,
and countering self-talk, there is no specific homework assigned for this
week. If clients feel that they need to spend more time on the Life Purpose
Questionnaire, and/or ponder more deeply about what might give their life a

greater dimension of meaning, they should do so.

Week 18: Conclusion

See the previous discussion under Week 11 (Shorter Program).

Criteria for Measuring Change

At the outset of the group, clients are given the Self-Evaluation form
found at the end of this chapter and asked to rate their degree of confidence

on a percentage basis for each relevant phobia at three times: 1) the
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beginning of the group, 2) the end of the group, and 3) six months after the

group has ended.

Problems Specific to the Group

Noncompliance

Since recovery from agoraphobia depends on learning and integrating a
variety of skills, the greatest obstacle to progress is the client's unwillingness
to complete weekly homework assignments. Several things can be done to
foster compliance. At the beginning of the group, the leaders must emphasize
that clients are responsible for their own recovery, and that doing the
homework is essential to their progress. While the group can provide
support, guidance, and structure, it cannot do the work for them. Going over
the homework at the beginning of each group session and asking clients how
they did with the assignments will help emphasize the importance of daily
homework. Clients are also told to set up reward systems, where they allow
themselves pleasurable activities (such as calling friends or reading a favorite
book), contingent on completion of homework. Part of the homework, in fact,
is to develop a self-reward system and to report on it to the group. (It's
especially useful to set up a reward system for practicing real-life

desensitization.)
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Since real-life desensitization (exposure therapy) is at the very heart of
the treatment, clients are asked to share how their practice is going from time
to time following the introduction to desensitization in Week 6. Resistance to
practice is confronted through systematic inquiry instead of by pressuring,
coercing, or otherwise embarrassing the client in front of the group. Relevant
questions to ask might be: "What do you think is getting in the way of you
practicing exposure?" "How do you feel about practicing?" "Is there anything

that you feel might help make it easier for you to practice?"

Lack of Motivation

It's important to take notice of low motivation on the part of any client
and to discuss it—preferably one-on-one, rather than in front of the group.
Reasons for poor motivation are numerous, and can include clinical
depression, secondary gains for remaining phobic (such as not having to go to
work or remaining dependent on a spouse, unconscious collusion with
partner/spouse to sabotage treatment, overt fear of real-life exposure, and
diversion of a client's attention away from the program by situational
stressors). Since unmotivated clients seldom say anything about their
problems, it's incumbent upon the leader to deal with motivational issues as

soon as they appear.

If the group as a whole appears to be unmotivated, the leader needs to
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examine his or her own leadership style and approach. Since many
agoraphobic clients have a tendency to be depressed, a purely didactic style of
conducting the group is usually inadequate. The leader must be able to create
(and sustain) an atmosphere of enthusiasm, consistently providing
encouragement that recovery is possible. Copious praise of group members
for their successes will help. Fostering a feeling of support and strong
cohesiveness among group members will also help. Cohesiveness can be built
by leading dyadic exercises during the first few weeks to enable group
members to get acquainted. It can be sustained by ensuring that clients make
assigned phone calls to each other each week. Finally, the leader may ask for

feedback from clients after the first few weeks.

Relapse Prevention

During the final session of the group, you should emphasize what it will
take to maintain the gains acquired from the group and to continue making
progress toward long-term goals for recovery. The following four skills need
to be practiced by clients on a daily (or nearly daily) basis to ensure optimal

immunity from a resurgence of generalized anxiety or panic attacks.

1. A deep relaxation technique
2. Physical exercise (if possible, aerobic)

3. Good nutritional habits, minimizing the use of stimulants, sugar,
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and processed foods

4. Stopping negative self-talk through the use of distraction, positive

counterstatements, or affirmations

To overcome specific phobias, clients need to continue practicing
imagery and real-life desensitization at least twice a week (and preferably
more often). Clients must practice exposure until they are able to enter and
comfortably deal with all of the situations they previously avoided. Harboring
even one phobic situation that is never confronted can lead to avoiding other
phobic situations and a general regression to old patterns of thought and

behavior.

Resistance

Resistance to practicing real-life exposure to phobic situations is
typically the greatest stumbling block for clients. Leaders should make group
members aware of this problem during the sixth or seventh week by saying

something like the following:

Undertaking exposure to a situation you've been avoiding may bring up
resistance. Notice any procrastination or delay in getting started with your
exposure sessions: whether your attitude is "I'll do it later." The mere
thought of actually going into a phobic situation may elicit strong anxiety,
a fear of being trapped, or self-defeating statements to yourself such as:
"I'll never be able to do it," or "This is hopeless." Instead of getting stuck in
your resistance, you can see your situation as a major therapeutic
opportunity to learn about yourself and work through longstanding
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patterns which have held your life up.

Once you work through your initial resistance to real-life desensitization,
the going gets easier. If you feel that you're having problems with
resistance at any point, let me or the assistant know.

Clients also need to be told to expect some discomfort when they first
confront situations they've long avoided. Some level of discomfort is actually

a sign that exposure is working. You can tell clients:

Facing situations that you've been avoiding for a long time is not
particularly comfortable or pleasant. It's inevitable that you'll experience
some anxiety. In fact, it's common during exposure therapy to feel worse
initially before you feel better. Realize that feeling worse is not an
indication of regression, but rather that exposure is really working. Feeling
worse means that you are laying the foundation to feel better. As you gain
more skill in handling symptoms of anxiety when they come up during
exposure, your practice sessions will become easier and you'll gain more
confidence about following through to completion.

The concept of "secondary gain" should also be explained at some point

during the first ten weeks, for example:

Any person, situation, or factor that consciously or unconsciously rewards
you for holding onto your phobias will tend to undermine your motivation.
For example, you may want to overcome your problem with being
housebound. However, if consciously or unconsciously you don't want to
deal with facing the outside world, getting a job, or earning an income,
you'll tend to keep yourself confined. Consciously, you want to overcome
agoraphobia, yet your motivation is not strong enough to overcome the

unconscious "payoffs"” for not recovering.

You should then ask clients to think about whether any secondary gains
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are impeding their progress. If so, they should write down what they feel
their own secondary gains might be and submit this to the group assistant as
part of the homework for the following week. Either the assistant or the
leader then arranges a one-on-one conversation with the client, usually by

phone, to explore those sources of resistance.
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SeIf-EvaIuationZ

This evaluation is designed to measure your own estimate of your
ability to function in the situations mentioned below, and is an indication of
your confidence in certain common situations both before starting the
program, after finishing the program, and six months after the program. Using
the scale below (10 to 100), please rate your ability and confidence level in

each of the following areas.

10 20 30 40 70 90
50 80 100
60
almost impossible to handle;  able to handle  usually able to always able to
low confidence sometimes; handle; handle; very self-
uncertain moderately confident
confident
Before After 6 Months Later

Leaving safety of home in
company of support person

Functioning alone within your
home

Functioning alone outside
your home

Driving a car around your
neighborhood with someone

Driving a car around your
neighborhood alone

Driving a car on a freeway
with someone
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Driving a car on a freeway
alone

Riding as a passenger in a car

Being with small groups of
people (ie, parties, etc.)

Being in crowds (i.e., football
games, shopping malls)

Air travel

Crossing bridges

Riding in elevators
Heights (from inside)
Heights (from outside)
Eating in restaurants
Signing name in public
Shopping in supermarket
Assertiveness

Ability to relax when alone

Ability to relax when in a
group

Ability to communicate your
feelings

Ability to accomplish goals
you have set for yourself

Ability to handle anxiety
without drugs or alcohol

Ability to handle changes in
routine and/or new situations

Ability to assess situations in
terms of reality
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Ability to make decisions

Self-image, in general

Ability to set long-term goals
for yourself

Ability to take charge of your

own life
Name Starting Date
Program Ending Date
Location

Notes

2 Adapted from the TERRAP Program Manual (TSC Publications, Menlo Park, California) with the
permission of Dr. Arthur B. Hardy.
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Chapter 4

Cognitive-Behavioral Group Treatment for
Depression

Jeanne Miranda, Ph.D.,
Janice Schreckengost, Ph.D.,
& Linda Heine, M.S., R.N.

Introduction

Depression is one of the most prevalent psychiatric disorders in the
United States (Myers et al., 1984). Using the Diagnostic and Statistical Manual
[ll-Revised (American Psychiatric Association, 1987), at least 8 percent of the
population will exhibit symptoms of major depression or dysthymia at some
time during their lives (Weissman et al,, 1988). Furthermore, depression has
a high rate of recurrence, so that individuals who have had an episode of

depression are more likely to have such episodes in the future.

Morbidity from depression includes decreased productivity, decreased
quality of life, and job and family disruption. Depression is more debilitating
than most chronic medical conditions (Wells et al., 1989), and is the major

risk factor for suicide, which is one of the ten leading causes of death in the
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United States.

Numerous studies have demonstrated the effectiveness of cognitive-
behavioral group therapy in reducing depressive symptoms and increasing
functioning in depressed clients. The available evidence favors homogeneous
group composition and structured, time-limited ilnterventions (Beck, 1979).
Covi and Lipman (1987) demonstrated a significant superiority of group
cognitive-behavioral therapy alone or combined with the drug imipramine

over traditional interpersonal group psychotherapy.

Selection and Screening

Group cognitive-behavioral therapy can provide effective treatment to
clients with nonpsychotic, unipolar major depression. A clinical interview
that includes a complete history is necessary before beginning therapy to
ensure the inclusion of appropriate clients. The Beck Depression Inventory
(BDI) (Beck et al, 1961) is a 21-item scale for measuring depressive
symptomatology which can be used as a measure of the severity of
depression. (Copies and permission to use this scale can be obtained by
writing to the Center for Cognitive Therapy, Room 602, 133 South 36th Street,

Philadelphia, PA 19104.)

Although group cognitive-behavioral therapy is effective for a broad

range of depressed individuals, some clients should be excluded from the
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groups. Clients with active suicide plans, active psychotic symptoms, or
bipolar disorders should be referred elsewhere. In addition, exclude clients
who are currently abusing drugs or alcohol. They should be told that it's
impossible to treat depression while they are abusing substances that
contribute to the disorder. Clients may contract to begin cognitive-behavioral

therapy after a month of abstinence from drugs or alcohol.

You should pay particular attention to signs of dementia in the patient
during the intake. Encourage clients to consult with their medical practitioner
to rule out underlying medical problems that can cause or contribute to
depression. These include hormonal, nutritional, or endocrine abnormalities;

drug effects; and the multiple physical consequences of systemic disease.

Exclude clients who are too hostile, asocial, or have such extensive
difficulties in interpersonal relationships that interactions with other group
members will be problematic. Those clients who won't accept others easily
or, in turn, won't be understood by others should also be excluded. Clients
who need long-term psychotherapy should be referred accordingly; although
some dysthymics and dysphoric somatizers may benefit from this treatment.

Concurrent individual therapy is often most appropriate for such clients.

Clients with "difficult” personality characteristics can be challenging in

the group, but they often benefit from therapy. Sometimes these are the very
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clients whom Yalom (1970) recommends excluding from groups, such as
obsessive-compulsive somatizers. Inclusion criteria should be as flexible as
the goals for treatment. Clients with major depression and few other
problems usually experience a full resolution of the depressive episode after
therapy. Other clients with more complicated presentations often become
less depressed as a result of the treatment but may need additional therapy to

address some of their longer-term problems.

Time and Duration

This treatment for depression is both highly structured and time
limited. Clients attend weekly two-hour sessions, for sixteen consecutive
weeks. The program is divided into three four-week modules, focusing
respectively on how mood is affected by thoughts, activities, and contacts
with people. Clients repeat the first module during their last four weeks in the
program. Repeating the initial module allows participants to reflect on their
progress and to learn material they may have missed because of poor
concentration early in the group. The two-hour group time permits sharing of
current concerns, as well as presentation of didactic material and working

through individuals' difficulties using cognitive-behavioral methods.

Modifications can be made for different clinical settings; however, 12 to

16 sessions are recommended to cover the content areas and provide
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sufficient time for symptom reduction. Some programs (for example,
Lewinsohn et al., 1984) have used twice-weekly meetings for the first several

weeks to provide additional support and more intensive initial ilntervention.

Structure

Groups consist of six to ten clients and two group leaders. New
members are added into the group at the beginning of each four-week
module. In addition to meeting the practical demands of the referral system,
this structure allows "older" members to share their experiences with new
group members and to act as role models. Older members acquire a greater
sense of efficacy while modeling hope of recovery for newer members.
Transitions of group members provide an opportunity for participants to deal

with beginning and ending relationships in a supportive setting.

The treatment program may also be conducted as a closed 16-week
group. A closed group may offer a more stable and cohesive environment.
Begin with a large group to maintain sufficient group size even if members

drop out.

Creating commitment to the group is particularly important with
depressed clients. They may initially lack the energy to come to meetings or
have little hope that they can be helped by the group. Some clients need

practical assistance with clearing time away from family and work
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responsibilities, as well as permission to care for themselves by coming to
treatment. These are therapeutic issues that are best dealt with in early
sessions; they can provide powerful examples of how to alter dysfunctional
thinking, to be assertive, to manage time creatively, and so on. Discussion of
participants' hopes and fears about the group also provides a common

ground upon which cohesion is built.

Commitment is also generated through discussion prior to acceptance
into the group. Ground rules and expectations are discussed in pre-group
orientation meetings held individually or in small groups of new members.
Members are expected to commit to the entire 16-week program and to come
each week. Although no penalties are imposed on poor attendance, an effort is
made to discuss what is interfering with group attendance and to provide

alternate referrals if the participant cannot attend regularly.

More formal rules for group attendance might also be appropriate in
some settings or for inclusion in research protocols. If fees are collected, we
recommend that a flat fee be assessed for the entire program (rather than
payment per session), to reinforce the expectation that participants will

attend each session for the duration of the group.

Goals (Conceptual and Behavioral)

The overall goals of this therapy are twofold: 1) to treat the current
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episode of major depression so that the client is no longer experiencing
significant depressive symptoms, and 2) to teach the client skills that will help
prevent relapse of the depression in the future. The goals should be
circumscribed—that is, clients who have a myriad of problems apart from
their depression may continue to experience those peripheral problems. The

goals within the context of the group are specifically related to depression.

To meet the dual goals of treating current depression and preventing
future depressions, you need to cover three topics. Within each topic area,

specific goals are addressed in turn.

The first area is cognition. The goal here is to teach clients to identify
and to change negative, dysfunctional cognitions that precipitate and
maintain depression to more positive, health-enhancing cognitions. The
second area of treatment involves activities. The goal in this area is to
increase the number of pleasant activities in which the client participates. The
final area of treatment involves improving interpersonal relationships. The
goal is individualized for each client, and may include expanding friendship
networks, improving relationships with others, becoming more assertive, or

learning to value friendship.

The group functions on a teaching and participation model. Therapists

work on the three goals identified above: 1) modifying dysfunctional thinking,
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2) increasing pleasant activities, and 3) improving interpersonal
relationships. However, clients are encouraged to bring their specific
problems to the group. The therapists' goal is to integrate the clients' ongoing
concerns with teaching materials relevant to the treatment of depression.
Clients are encouraged to share their feelings with the group; therapists work

to facilitate group support for individual members.

Ground Rules

Ground rules are discussed explicitly with clients in the orientation
session and the first group meeting. Commitment to the group is discussed, as
well as the expectation that clients will come each week, be on time for

meetings, and complete homework assignments.

Group Process

Group process guidelines include being supportive, caring, constructive,
and willing to give everyone a chance to participate. You should encourage
clients to give constructive and practical feedback to one another, and to
focus on positive solutions rather than dwelling on problems or negative
thinking. Criticizing, confronting, pressuring, or telling others what they
"should" do is discouraged. Finally, you should instruct clients to maintain

confidentiality.
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Homework is an essential part of the program. Clients are given the
rationale that homework is a way to practice what they are learning. By
practicing they will learn which methods are helpful for them, so they can
continue to control feelings of depression after the group has ended. Difficulty
completing assignments is discussed in the group; often other group
members can provide examples of how they overcame similar difficulties or

reluctance to complete assignments.

Starting the Group

The best way to begin the group is to talk about the goal of the group:
the purpose of therapy is to treat depression by teaching ways to control
mood. The therapy attempts to reach four goals related to the overall
purpose: 1) to diminish feelings of depression, 2) to shorten the duration of
depression, 3) to teach strategies to prevent future depressions, and 4) to

help members feel more in control of their lives.

Next, give the members an overview of the first session. Tell them that
during this first session, you will explain how the group therapy meetings will
be run and discuss the ground rules for the group. Everyone will be

introduced, and therapists will discuss a new way to think about depression.

Main Concepts and Skills
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A. Concept: What Is Depression

The word depression is used in many ways. It can mean a feeling that
lasts a few minutes, a mood that lasts a few hours or days, or a clinical
condition that lasts at least two weeks and causes strong emotional pain,
making it hard to carry out normal activities. This therapy group is intended
to treat the clinical condition of depression. Clinical depression can be
different for everyone, but most people suffer from some of the following

symptoms:

« Feeling depressed or down nearly every day

* Not being interested in things, or being unable to enjoy things

you used to enjoy

e Having appetite or weight changes (either increases or
decreases)

* Experiencing changes in sleep patterns (sleeping less or
sleeping more)

» Noticing changes in how fast you move
¢ Feeling tired all the time
« Feeling worthless or guilty

« Having trouble thinking, concentrating, or making decisions
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» Thinking a lot about death, wishing to be dead, or thinking

about hurting yourself

Group cohesion is often built as members acknowledge that they share a

common set of symptoms comprising depression.

When symptoms are discussed, the issue of suicide is often raised. We
suggest saying, "Some people can feel so bad that they don't feel like
continuing to live. If any of you find yourself feeling this way, you should
contact one of therapists immediately." At this time, therapists should provide
all clients with emergency resources to deal with suicidal feelings as they
occur. This might be a 24-hour emergency service or suicide prevention

program.

B. Concept: Defining Cognitive-Behavioral Therapy

"The kind of therapy that we describe is called cognitive-behavioral
therapy. Cognitive refers to thoughts. Behavioral refers to actions. Depression
mostly has to do with feelings. By learning which thoughts and actions
influence feelings, you can learn to get more control over your moods. Our
treatment for depression focuses on what's going on in your life right now.
The techniques you will learn in this group focus on how to control

depression in practical ways that you can use now and in the future."
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C. Skill: Monitoring Your Mood

An important part of therapy for depression involves teaching clients to
pay attention to and monitor their moods. They need to learn what makes
their mood worse and what makes their mood better. They may find that
certain times of the day or certain activities or interactions with others
influence how they feel. Some clients may maintain that they feel terrible at
all time; but with exploration and monitoring, they will be able to track

variations in their moods.

The Beck Depression Inventory is assigned weekly for the clients to
monitor their depressive symptomatology. They are asked to complete the
questionnaire prior to the session and bring the complete form to group.
Among other things, therapists should always check item 9, which addresses
suicidal ideation. If a group member indicates that he or she feels suicidal,
therapists should keep the client after group to assess the need for

ilnterventions to help protect that individual's safety.

D. Concept: Thoughts That Cause and Maintain Depression

The first unit teaches clients to decrease their depression by influencing
thoughts, particularly dysfunctional thoughts. Define thoughts as "things we
tell ourselves. Thoughts are very powerful. Through thoughts, you tell

yourself about everything that goes on around you. Some of your thoughts
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have been influenced by upbringing, others by culture, and others reflect your
unique way of responding to the world. Thoughts are like someone
whispering in your ear all the time, telling you how to respond to the world
around you. These thoughts have an influence on many things: on your body,

on your actions, and on your moods.

"Thoughts are very important in influencing feelings; they have a major
impact on determining your mood. Certain types of thinking can lower your
mood and maintain depression. These thoughts are 'trap thoughts' that keep
people down. Learning to recognize and talk back to such thoughts can

improve your mood.

"In everyday experience, things that happen around us seem to 'cause’
bad moods. For example, a woman has a quarrel with her husband. She then
feels sad during the following day. She may feel that having the fight with her

husband made her sad.

"Perhaps she'll discover after a while a particular thought that made her

feel sad: 'If my husband yells at me, it means that I'm an awful wife.'

"This thought is actually what made the woman feel sad, rather than the
fight itself. She might learn to recognize such thoughts as a 'trap’ for her. She
can learn to replace trap thoughts with more positive and logical ones, such

as: 'My husband is yelling at me because I don't do things exactly as he wants
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them done. Just because he yells at me doesn't mean that I'm not a good wife.'
With this new thought, she is unlikely to feel so sad during the day following a

quarrel.

"Some thoughts make it more likely that you'll become depressed and
others make it less likely. Imagine that you have exactly one hour to get to an
important meeting during rush hour. If you're sitting on the freeway saying to
yourself, 'Oh, no, I'm going to be late. I can never get there on time. I'll look
bad if [ show up late. This might hurt my career!’, you are likely to feel upset
and anxious. If you are in the same situation but are saying to yourself, 'l
really can't do anything about this traffic. I might as well use this time to relax,
so that when I arrive at the meeting I'll feel as good as I possibly can. I'm
going to turn on the radio and relax and enjoy this time!', you might manage
to make yourself feel very calm and relaxed. This illustrates how important

thoughts are in terms of influencing our moods."

Thoughts are ideas that we tell ourselves. Help clients learn to "tune in"
to these thoughts. Ask them to pay attention to the thoughts that are going on
inside their heads. For example, "What are the thoughts you're telling
yourself right now? Some of you may be saying to yourselves, 'This isn't going
to work for me. They don't understand my problems. Nothing is ever going to
help me." If you're telling yourself those things, you may have trouble using

this therapy. Others among you may be saying to yourselves, 'l hope this
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works. I'm willing to try this in order to feel better." If you're telling yourself
to try, this therapy is more likely to help you." Practicing "tuning into"
thoughts will help clients learn to listen to the tape that constantly plays in

their heads.

E. Concept: Identifying Errors in Thinking

After clients learn to "tune into" the thoughts running through their
minds, they must learn to identify those thoughts that cause them to feel
depressed. This is often best done through the method of "working
backwards." That is, ask clients to notice the times during the day or week
when they feel the worst. Then have them notice what thoughts they are
having during these times. Thus, they start with the feeling and work

backwards to the thought.

Clients will learn to identify such errors in thinking as "all-or-nothing
thinking" (believing that if you do one thing wrong, everything about you is
wrong), "should" (believing that you or other people must behave in specific
ways), or "overgeneralization" (believing that one example of something
negative means that everything will be negative). We recommend that clients
read Feeling Good: The New Mood Therapy, by David D. Burns, M.D. Pages 31
through 47 identify typical errors in thinking and help clients to identify their

own errors in thinking.
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Clients who have difficulty learning to identify their dysfunctional
thinking may be helped by Burns' downward arrow technique. To use this
technique, the therapist asks the client to identify situations that are
upsetting to him or her. The therapist then asks repeatedly, "Why is this
situation upsetting to you? What does it mean to you?" After answering these
questions for each situation, the client often arrives at the dysfunctional

belief.

Depressed thinking is different from non-depressed thinking. These are

some of the ways in which it differs:

Depressed Thinking

e Depressed thinking is inflexible. For example, a depressed
person might think: "I'm always scared." Flexible thoughts
that keep us from being depressed might be, "I'm scared

sometime, but at other times I'm not."

» Depressed thinking is judgmental. A depressed person might
think: "I am a terrible coward.”" The nonjudgmental thinker
may say, "l am more afraid than most people I know, but that
doesn't necessarily mean anything bad about me."

Non-depressed Thinking

* Non-depressed thinking is reasonable as well as flexible: " am
afraid in some situations sometimes." This contrasts with
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such depressed thinking as, "I always have been and always
will be a coward."

¢ Non-depressed thinking looks at what you do, not who you
are. Flexible and reasonable thinking says, "I have been
acting in ways that are not working for me right now."
Depressed thinking might say, "I am bad."

* Non-depressed thinking hopes for change: "Nothing I've tried
yet has helped, but this is new and the time might be right
for me to start feeling better." Depressed thinking is
hopeless: you believe that nothing will help.

Teach clients to spot types of thinking that are traps for depression.

Present the following three concepts:

1. Constructive versus destructive thinking: "Constructive thinking is
the type of thinking that helps 'build yourself up' and 'put
yourself together.' For example, the thought, 'l can learn to
control my life to get more of what I want' is constructive.
Try to work toward more constructive thinking. Destructive
thinking 'tears you apart.' For example, you might think 'T'm
no go at all,’ or 'I've made too many mistakes in my life.' Try
to turn destructive thinking into constructive thinking."

2. Necessary versus unnecessary thinking: "Necessary thinking reminds
us of the things that we have to do, such as 'l must remember
to fill out the daily mood graph before I go to sleep tonight.’
Unnecessary thinking simply is worry. Examples of
unnecessary thinking are, 'This country is going to be
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ruined,’ 'I'm going to get old and sick,' or 'My kids aren't
going to turn out like they should.' Such unnecessary
thinking can be a trap thought for making you feel bad. Try
to reduce the amount of time you spend in unnecessary,

negative thinking."

3. Positive versus negative thinking: "You know the saying about the
cup being half empty or half full. Positive thinking helps you
look at what you do have in a positive light instead of
focusing on what you don't have or on negative things.
Depressed thinking focuses on the negative. For example, a
depressed person reported going for a walk on a beautiful
fall day. She walked through a lovely park, but felt that her
whole day was ruined because she had seen a dead bird
beside the sidewalk. She focused exclusively on the one

negative thing in the otherwise beautiful day.

"Focusing on the positive can help lift depression. An
example of positive thinking is, 'Things are rough right
now, but at least I'm here doing something about them.'
Negative thinking only makes you feel worse, like saying,
'It's just no use." When you're depressed, you should work

to focus on the positive to help improve your mood."

F. Skill: Increasing Thoughts That Improve Mood

Present clients with the following typed list of ways to increase
thoughts that improve mood. Read each item and ask if anyone tried this and

how it works for them.
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1. "Simply increasing the number of positive thoughts you have can
make you feel better. You might make a list of good thoughts
that you've had about yourself and your life. Write these
thoughts down and read them over every day.

Giving yourself mental 'pats on the back’ can increase your positive
mood. Make yourself aware of what you really do every day.
Most of the things we do are not really noticed by others.
Notice the things that you do and give yourself credit for
doing them.

3. "Sometimes it's most healthy to give yourself a break. Particularly if
you are a worrier, you may need to learn to say to yourself,
'Hold everything!" This means to pause and give yourself a
mental 'time out.' Let your mind simply relax for a moment.
Pay attention to your body's ability to be at peace. Feeling at
peace can give you energy. Do this several times a day.

4. "When you're feeling bad, time projection can be really helpful.
That is, imagine moving forward in time when things will
feel better. Imagine how you will feel about this bad time

from the perspective of the future."

G. Skill: Decreasing Thoughts That Lower Mood

Present clients with the following typed list of ways to decrease
thoughts that lower mood. Read each item and ask if anyone has tried the

method.
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1. "If you find that a particular thought is lowering your mood, try to
stop that thought. Agree with yourself that you are not going
to think about that right now. Move on to other thoughts.

2. "If you are a worrier, sometimes it's helpful to set up a 'worrying
time' each day. That is, set aside 15 to 30 minutes each day
to worry. Do your worrying during that time and leave the
rest of the day open without feeling that you have to worry.
If you find yourself worrying about something, write it down
so that you can worry about it during your next worrying
time.

3. "If you have a good sense of humor, sometimes you can make fun of
your own problems by exaggerating them. For example, if
you worry about whether everyone likes you, imagine that
one person doesn't like you. Then blow up the worry by
imagining that person carrying a placard that says she hates
you. Keep blowing up the image until you can laugh at how

silly your worries might be.

4. "Often, vague fears about what could happen make us more
depressed than thinking things through and facing the worst
possibilities. Remember that the worst that can happen is
only one of many possibilities, and just because it's the
worst, it's not the one most likely to happen.

5."As you work on your depression, learn to become your own coach.
This is just like helping someone else do something difficult.
Give yourself instructions. Think of this as a time when you

are learning to feel better."
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H. Concept: The ABCD Method

Clients must learn to "talk back” to or modify their errors in thinking in
order to control negative moods. We suggest teaching the ABCD Method (Ellis
& Dryden, 1987) to develop skills for modifying errors in thinking. Using this
method, the client learns to identify A (activating event that precedes
negative feelings), B (belief about the event that causes the negative feelings),
C (the consequence of the belief, often feeling sad, lonely, frightened, and so
on), and D (a dispute for the belief). Clients use the skills developed earlier to
identify the events, beliefs, and errors in the beliefs that underlie their
depression. You can then encourage them to dispute the beliefs and replace

them with thoughts that maintain or enhance more positive feelings.

For example, have one client in the group talk about a difficult time that
she had in the past week. If she says that she felt sad all week because she
expected her daughter to call on Wednesday and she did not, ask her what
her thoughts were. She may say that she thought, "I am not a good mother
because my daughter doesn't care enough about me to call me every week."
On the board write "A: The activating event was that your daughter did not
call you." Across from the A write "B: The belief is that you are not a good
mother if your daughter doesn't call you every week." Below these, write "C:
The consequence is depression.” Next, ask the group to help generate

alternative thoughts or beliefs. Other group members are likely to offer such
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alternatives as, "If your daughter doesn't call you, it's probably because she's
busy—not because you aren't a good mother," or "Even if your daughter is
mad at you and not calling you right now doesn't mean that you aren't a good
mother. Maybe she's mad at you because she hasn't really grown up yet." Ask
the client to read the alternative responses out loud. Then ask her how she

feels after reading them.

Often patients aren't able to communicate clearly the dysfunctional
beliefs they hold at the beginning of this exercise. They usually are able to
describe the situation that is upsetting to them. Use of the downward arrow
technique described in concept E can be helpful. In addition, generating
alternative thoughts is a time to build cohesion in the group. Ask each group

member to describe an alternative way of thinking about the situation.

1. Skill: Modifying Errors in Thinking

In order to best teach clients to talk back to their negative thoughts,
present them with common dysfunctional thoughts. Have the group identify

the error and suggest alternative thoughts. Below is a list that can be used:

1. "I should be loved and approved of by everyone." This is an
example of one of the "shoulds." An alternative thought is, "It
is nice to be loved and approved of, but no one is liked by

everyone."
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2. "I should always be able to do things well and work hard all of the
time to feel good about myself." This is another example of
the "shoulds." An alternative thought is, "Some things I do
well and others I do less well. I can feel good about myself

even when I don't succeed at something."

3. "Some people are bad and should be punished." This is an example
of all-or-nothing thinking when we think in terms of the
"shoulds." No one is all bad; and we get in trouble when we
think in terms of "shoulds." An alternative thought is, "Some
people do things that I don't approve of some of the time.
People are different and see things differently."

4. "I will feel awful if things don't go the way [ want them to go." This
is an example of all-or-nothing thinking. If one thing goes
wrong, everything isn't necessarily ruined. An alternative
thought might be, "This is important to me, so I hope that
some of the things I want will happen. I realize that other
people think differently at times—so some things may not go

as [ want them to. I will enjoy as much as I can."

5. "Other people and things are what make me unhappy." This is an
example of thinking that your problems are out of your
control. You think that you need someone else to behave
differently before you can be happy. An alternative thought
would be, "I can't control what other people do, but I can
learn to control my own mood. I can learn to make myself

happy no matter what others do."

6. "I'm worried about bad things that could happen." This is an
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example of objectifying your mood. That is, when you're
anxious, you begin to believe that something bad is going to
happen. An alternative is, "I am anxious. When I'm anxious, I
believe that something bad is going to happen. But my
anxiety doesn't predict the future. I need to relax and then I
won't believe that something bad is going to happen.”

7."l can never be happy if | don't have someone to love me." This is an
example of overgeneralization. If you are not happy in one
area of your life, you assume that you will always be
unhappy. An alternative thought is, "I can have lots of things
going on in my life. Some will work out and some won't work
out. [ will be able to make myself happy with those things
that do work out for me."

8. "I can't change the way that I am; [ was born stubborn." This is an
example of self-labeling. This doesn't look at your specific
behavior, but labels you as bad. An alternative statement is,
"Sometimes it's hard for me to change directions—but I can
work to be more flexible."

9. "I must feel depressed because people I care about are having a bad
time." This is an example of the "shoulds" and all-or-nothing
thinking. First, just because others are sad, you needn't be
sad yourself. This thought focuses solely on the current
sadness, rather than noticing anything positive. An
alternative statement is, "When people [ care about are
feeling down, I feel bad for them. I know things will turn
around for them, and they may benefit from seeing that I

don't become depressed with them. I may be able to help
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them feel better in time. One of the things I can do is to take
care of myself and stay happy so that I can be of some help to
them."

This is an example of the "shoulds" and all-or-nothing
thinking. First, just because others are sad, you needn't be
sad yourself. This thought focuses solely on the current
sadness, rather than noticing anything positive. An
alternative statement is, "When people 1 care about are
feeling down, I feel bad for them. I know things will turn
around for them, and they may benefit from seeing that I
don't become depressed with them. I may be able to help
them feel better in time. One of the things I can do is to take
care of myself and stay happy so that I can be of some help
to them."

10. "So-'n-so will be disappointed in me if I don't do the right thing."
This is an example of mind reading (assuming you know
what others think). An alternative thought is, "I am going to
do my best and learn from my mistakes. The important thing

is to try to please myself."

J. Concept: Increasing Pleasant Activities

The second unit focuses on pleasant activities. Depressed clients often
have reduced their activity level. Increasing the number of events and
activities they engage in can affect their mood. Depressed clients often don't

feel like doing the kinds of activities that are likely to be a source of
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satisfaction for them. A "vicious cycle" ensues in which the more depressed
people feel, the less active they are; and conversely, the less they do, the more
depressed they feel. Generally, three kinds of activities are useful in
combating depression: 1) those that involve clients in rewarding interactions
with other people; 2) those that make them feel more competent, or give a
sense of purpose; and 3) those associated with emotions of happiness and

contentment.

In presenting pleasant events to clients, several things are important to
consider. First, clients often need a rationale for having to put effort into
finding enjoyable activities. One rationale is that most depressed clients have
had losses that precipitated their depression. These losses, such as loss of a
spouse, job, and so on, may also involve loss of pleasant activities. Therefore,
the client may need to learn different ways to enjoy activities or learn to
consider different activities. Second, pleasant activities don't have to be
special. Many of them are ordinary, such as taking a bath or going for a walk.
Often adding simple changes in daily routines can make activities enjoyable,
such as taking a relaxing bubble bath instead of simply bathing. Third, people
differ in the types of activities that they enjoy. Encourage all members of the
group to share examples of what they enjoy. Often leader modeling is useful
in beginning this process. Stress the point that identification of individual
pleasant activities adds to self-knowledge. This self-knowledge is important

for learning which activities affect mood on an individual level.
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K. Skill: Identifying Pleasant Activities

Clients learn to assess the degree to which pleasant activities contribute
to their mood. Because those who are depressed often have a low number of
pleasant activities in their lives, the goal is to increase the number of
enjoyable activities they participate in. In the groups, the Pleasant Events
Schedule is used to identify activities they have enjoyed in the past and
activities they would enjoy now. They monitor their daily activity level and

gradually increase the number of pleasant events they engage in.

L. Skill: Pleasure Predicting

Often, when clients are planning activities for themselves, negative
thinking can diminish the anticipated pleasure and keep the client from
engaging in the activity. Teach clients to anticipate how much pleasure a
certain activity will hold for them and to write their prediction down before
they engage in the activity. After completion of the activity, they write down
how pleasurable they actually found it to be. They are then encouraged to see
the connection between anticipatory thoughts and their subsequent
experience. Often clients find that they would have missed an enjoyable

activity if they had relied on their "depressed thinking" to guide them.

M. Skill: Setting Goals
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Clients learn to develop and implement a self-change plan aimed at
increasing the number of, or frequency of their involvement in, enjoyable
activities. Initially they learn to write a contract with themselves to engage in
one new activity in the coming week and to name a reward to give themselves
after completing the activity. Rewards increase the likelihood that clients will
continue to implement their self-change plan. Constructing a "reward
menu"—a list of events and things the client wants—can be useful. Be careful
that clients don't include rewards that are dependent on someone else's

behavior, unless they are sure they can count on that person's cooperation.

This skill progresses into the area of time management and planning.
You will teach clients to prioritize the things they want to get done in a given
week. Top-priority activities are plotted into their weekly schedule where
they have time to accomplish them. Lower-priority items are plotted in last
where there is room. You and the clients can scrutinize their weekly plans, to

ensure a balance between responsibilities and pleasant activities.

Goals set to overcome depression must be reasonable and clear.
Encourage clients to set realistic goals. A goal may be too big or unwieldy and
may need to be broken down into smaller steps. For example, one woman
who wanted to join some activities at the senior center made it her goal for
the first week to go to the center and get the schedule of weekly activities.

Goals must be clear and not so expansive that it's hard to formulate a plan. "I
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want to be less isolated" may have to be restructured into "This week I will
call one friend and ask him to go for a walk." One additional benefit involved
in setting goals may be to add structure to a client's day. For example, one
woman who lost her job because of medical problems was faced with empty
time, which she found overwhelming. Step by step she built her own structure
with a daily walk, going out for coffee, taking adult education classes, and so

on.

In planning for the future, help clients think of their lives in terms of
manageable pieces of time. Setting personal goals involves organizing them
into three categories: 1) short-term goals (to be realized within one or two
months), 2) long-term goals (to be realized at some point in your life), and 3)

life goals (your general philosophy of life or what matters most).

N. Concept: Improving Interpersonal Relationships

The third unit teaches the concept that depression is related to
difficulties in interpersonal relationships and that improving contacts with
people can affect one's mood. Work in this area is individualized for each
client. It may include increasing one's network of friends, improving the
quality of existing relationships, becoming more assertive and socially skilled,

or changing one's attitude about relationships.

Clients are taught that higher levels of depression relate to 1) being with
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other people less, 2) feeling uncomfortable or awkward with people, 3) being
less assertive, and 4) being more sensitive to being ignored, criticized, and

rejected.

0. Skill: Increasing Social Activities

When clients feel depressed, they are less likely to socialize. By
socializing less, they lose a good source of happiness and then become more
depressed. This creates a vicious cycle of depression and isolation. In the

group, clients learn that increasing social contact can reverse the cycle.

Discuss with clients the ways in which a supportive social network can
be beneficial—for example, helping to cope with stress or providing
involvement in meaningful and enjoyable activities. Clients may not be using
the support that is available to them. It's helpful for clients to list the people in
their support networks, including friends, family, neighbors, co-workers, or
anyone else who is important to them. Clients who are isolated or have small
networks are encouraged to enlarge their circle of contacts. Those who have
an adequate network are encouraged to appreciate it and keep the
relationships healthy. All clients learn to monitor their level of social
activities, both positive and negative, and to set goals to initiate more

pleasant social activities.

In the group, clients generate ideas for meeting others and maintaining
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contact with people. They are taught that a good way to meet people is to do
something they really enjoy, in the company of other people. This helps to
ensure that they are in a good mood and will meet people who share similar
interests. Depressed clients often have difficulty initiating activities due to
fears of rejection. It's important to practice asking others to do things and

anticipating negative thoughts that might get in the way.

P. Skill: Increasing Assertiveness

Assertiveness is taught to help the client get greater enjoyment out of
social interactions and reduce negative contact with people. Clients first
identify problem areas in their interactions with people. Assertiveness skills
are then learned and practiced in the group, using situations from the
participants' lives. Between sessions, they first practice with covert rehearsal
and imagining assertive responses, progressing to practice in real-life

situations.

Assertiveness is defined as being able to comfortably express your
feelings and reactions, both positive and negative. In the group, clients
discuss the differences between passive, aggressive, and assertive responses.
Depressed people are often quite passive; they may feel that others take
advantage of them and that they are powerless to change things. The passive

person is unlikely to get people to meet his or her needs and preferences;
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thus resentment toward others is likely to build. Such people may then brood
or avoid social contacts altogether. The aggressive client is likely to respond
to negative situations with excessive anger toward others. Aggressive
responses tend to alienate others and reduce the chances of a positive
outcome. Some depressed clients shift from extremely passive responses to
aggressive responses—for example, letting an interpersonal problem go
undiscussed until it reaches the breaking point, then reacting with anger.
Clients may also have difficulty expressing positive thoughts or feelings; this

produces discomfort around people and limits their attractiveness to others.

Assertiveness is presented as an alternative response: stating one's
feelings honestly and attempting to work out difficulties as they occur. Clients
learn assertiveness skills, such as focusing on how they feel ("I-statements"),
rather than blaming or judging the other person. It's essential for clients to
identify what they want from a person or a situation, and to learn to ask for
this simply and directly. Finally, they learn how to follow through on their

requests with appropriate consequences and rewards.

Assertiveness is often difficult to learn, thus you should encourage
clients gradually to try more assertive responses and to keep trying if they
don't succeed initially. They should first practice a response to the situation,
imagining what they will say and how the person will react; when they feel

ready, they can try out their assertive response in the actual situation.
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Encourage clients to get ideas by observing others whose style they like, and
to get suggestions from friends on how to handle a given situation. In the
group, role-plays and discussions assist clients in coming up with assertive

responses to difficult situations.

Q. Skill: Enhancing Social Skills

Some depressed people are uncomfortable in social situations because
they lack social skills or they believe themselves to be socially incompetent.
Social skills are taught with an emphasis on how the client comes across to
others. Group members provide one another with feedback on their
appearance, facial expressions, and speaking style. Many clients also benefit
from learning basic conversational skills, such as expressing interest in what
others say and initiating topics of discussion. Finally, some clients may have
adequate social skills but suffer from anxiety, which impedes them. These
clients will benefit from learning and practicing relaxation in anxiety-

provoking social situations.

R. Skill: Dysfunctional Thoughts About People

The quality of social interactions is often affected by dysfunctional
beliefs about people. For example, the client who believes, "People don't

really care about me, they're just out to take advantage of me," is likely to
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avoid close relationships and be constricted and suspicious during social
interactions. Social situations are also powerful triggers for negative thoughts
about oneself. The client who stumbles when speaking in public may believe,
"I can't do anything right; everyone must think I'm stupid"—which then

exacerbates depressed mood and makes withdrawal more likely.

Teach your clients to combat these dysfunctional beliefs and replace
them with more adaptive attitudes about people. They can use the methods
they learned in the "Thoughts" module (see sections E, H, and I in the

Concepts and Skills section)

—for example, they can use the ABCD method for generating
alternative, non-dysfunctional thoughts. In the second example above, the
alternative thought might be, "I made a mistake in speaking, but others make

mistakes too. I don't need to be perfect for people to like me."

Clients learn to identify which thoughts help them to be comfortable

with people

—for example, "I have ideas I can share with this person; he might enjoy
being with me." Other thoughts get in the way—for example, "This person
could take advantage of me; I'd better not reveal anything about myself."
Encourage clients to think more positively and modify their negative

thoughts.
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S. Skill: Maintaining Relationships

The final skill emphasizes the importance of maintaining relationships
over time. Teach clients that relationships with people are important for
mood because they can a) help you have rewarding experiences, b) support
the values you want to live by, c) provide companionship and a sense of
stability, and d) reflect an important image of yourself. Several skills for

maintaining relationships are helpful for depressed clients.

First, present the rationale that relationships are worth working on. It
takes effort to maintain relationships and adapt to changes, but there are
substantial long-term benefits. Second, help clients learn to set reasonable
expectations for relationships. Expecting too much may lead to
dissatisfaction, while expecting too little causes one to miss rewarding
opportunities. Third, when relationships don't work, it doesn't help to think
there is something wrong with you. Encourage clients to focus on
constructive questions. For example, do both people want the same things
from the relationship? Do they share interests? Can they tell each other what
they think and feel clearly? Fourth, teach clients to practice listening and
understanding what others say. Suggest that they try repeating back what
they heard, to clarify if that is what the person meant. This technique can help
avoid arguments and misunderstandings based on immediate emotional

reactions. Finally, encourage clients to choose relationships and social
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environments that support their sense of self-worth and confidence, rather
than those that hurt or demoralize them. Mention the group as an example of

a supportive environment.

Main Interventions

Week 1

Introduction

Begin by introducing the purpose of the group and the purpose of this

first meeting. Introduce the ground rules regarding how the group will run.

"The group meetings will be helpful in overcoming your depression.
They will allow you time to share your concerns with other, to get support
from others in the group, and to realize that you are not alone in having real

problems and difficult times in your life.

"We're now going to introduce ourselves to one another. For now, we
would like to know who you are apart from your depression; so try to
introduce yourself without presenting the problems bothering you right now.
It's important not to think about yourself only as a 'depressed person.’ Tell us
things such as where you grew up, who your family is, what kind of work

you've done, your main interests, and things about yourself that you think are
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very important." Therapists may participate in this introduction as well.

A. Concept: What Is Depression

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 2: Group Exercise

Ask group members to describe what depression is like for them.
Therapists should write on the board the symptoms that clients have
experienced. Ask what kinds of thoughts group members have when they feel
down. What do they do when they're depressed? How do they feel when
they're depressed? After listing the symptoms, say, "You all have similar
symptoms that tell us that you're depressed. This group is intended to

overcome your depression.”

B. Concept: Defining Cognitive-Behavioral Therapy

Intervention 1: Didactic Presentation (See Concepts and Skills section)

C. Skill: Monitoring Your Mood

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 2: Group Exercise
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Begin by having each person consider his or her own current mood.
Give the following instructions: "Let's each rate our mood." On the board,
draw a scale from 9 to 0. "If a 9 represents the best mood you can ever
imagine and 0 represents the worst mood you can imagine and 5 represents a
typical mood for you when you are not depressed, where would you put
yourself right now?" Have each group member assign a number to their
current mood. Clients will perform a similar rating each day during the next

week using the Daily Mood Graph.

Homework

The Daily Mood Graph and the Beck Depression Inventory. Have each
member complete a daily chart of his or her mood just before going to bed
and assign a number to that mood. For clients whose mood varies greatly,

have them assign a worst and best rating for the day, using different colors.

Week 2

Introduction

Go over the Daily Mood Graph and the Beck Depression Inventory as
clients come into the group. Ask if anyone was surprised by anything they
learned when filling out the graph. Ask what it was like to fill out the graph

every day. Often clients can learn about important factors that influence their
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mood simply by filling out the graph.

Explain the purpose of the homework again. It's important for clients to
understand that the group occupies only two hours of their week and that to
feel better may require more active participation during the rest of the week.
Encourage people who did not complete homework to keep the mood graph

during the following week.

Intervention 3: Group Demonstration

Choose one client's graph to put up on the board to illustrate how the
graph works. Try to tie concepts of dysfunctional thinking, activities, and
interactions with others to this person's mood. For example, if the client
reports that his mood was worse on a day when he stayed inside and better
on a day when he went out to buy groceries, point out that getting out of the
house for activities may be an important factor in raising his mood. Similarly,
if the client reports that her mood was worse on a day when her daughter
failed to call her, ask what she was thinking. If she responds, "...that [ am a
failure as a mother," point out that this thought by itself might be making her

feel down.

D. Concept: Thoughts That Cause and Maintain Depression

Intervention 1: Didactic Presentation (See Concepts and Skills section)
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E. Concept: Identifying Errors in Thinking

Intervention I: Didactic Presentation (See Concepts and Skills section)

Intervention 4: Soliciting Examples and Group Discussion

Ask a few clients to identify and share beliefs that have been keeping

their mood low. Ask the group to identify errors in the thinking.

Homework

¢ Clients should fill out the Daily Mood Graph and the Beck

Depression Inventory.

¢ For homework reading: David Burns, Feeling Good: The New
Mood Therapy, William Morrow and Company, 1980, pp. 7-
48.

Week 3

Introduction

Review the purpose of the treatment and how thoughts, activities, and

interactions with others affect mood.

Review homework. Go over the daily mood scale. Discuss the errors in

thinking studied during the past week. Ask if people noticed errors in their
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own thinking.

Teach the following: "Today we will focus on three things. First, we'll
talk about increasing thoughts that make us feel better. Then we'll talk about
decreasing thoughts that make us feel bad. Finally, we'll practice spotting

errors in thinking and correcting them."

F. Skill: Increasing Thoughts That Improve Mood

Intervention 1: Didactic Presentation (See Concepts arid Skills section)

G. Skill: Decreasing Thoughts That Lower Mood

Intervention 1: Didactic Presentation (See Concepts and Skills section)

H. Concept: The ABCD Method

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 3: Group Demonstration

Have two or three clients work through their errors in thinking using

the ABCD method on the board. A sample discussion follows below:

Naomi: 1 felt very bad on Saturday when my back was hurting.

Therapist: So the event that made you feel sad was back pain. Did you feel anything
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besides sad?

Naomi: Yes, | felt defeated. I felt like I couldn't do anything that would be fun
because I was sick.

Therapist: What were you thinking when you noticed the back pain?

Naomi: 1 thought that it means that I am sick again. When I am sick, I can't do
anything that I like to do. It felt overwhelming, like I can never have a good

time because I am always sick.

Therapist: Can anyone in the group see any errors in the thoughts Naomi is having?

Norman: Yes. She's saying never and always. I can see why she feels so bad when

she is thinking she can never have any fun.

Naomi: It feels that way when [ have back pain.

Therapist: I am sure that you do feel very sad when this happens to you. It might be
that the thoughts you are having are what really make you feel so bad. Can
anyone in the group think of an alternative thought that Naomi might have
when she feels back pain that might not make her feel so sad.

JoAnn: One thought might be that even though your back hurts there are some
things that you can enjoy. Can you still enjoy visiting friends or watching a

movie?

Bob: She could say my back hurts now, but it's not always going to hurt. Tomorrow

I may feel better and I can do something fun then.
Sara: She could say that her back hurts but that a lot of her is still well. You know,
like her mind is still okay and her stomach may still be fine. She's not totally

disabled by her back pain.

Therapist: Naomi, how would it feel to you if you had some of these thoughts
instead?
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Naomi: When I am sick, I feel totally sick. I think I may have learned that when I
was little. If I was sick and wanted to stay home from school, [ was expected
to be really sick! But you are right, there are many things that I can do and
my back doesn't hurt all day every day.I think I would feel better if I
remembered this when [ have back pain.

Homework

¢ Clients should complete the Daily Mood Graph and the Beck
Depression Inventory.

e Assign the ABCD method—for everyone to practice analyzing
at least one thought that brings them down during the week.

Week 4

Introduction

Check on homework. Were clients able to complete the ABCD method

during the week? Go over some examples on the board.

I. Skill: Modifying Errors in Thinking

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 3: Group Demonstration

Use clients' homework to practice the ABCD method on the blackboard.
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Homework

¢ Clients should complete the Daily Mood Graph and the Beck

Depression Inventory.

 Continue working with the ABCD method.

Week 5

Introduction

Go over homework from the previous week and see if there are any
further questions about the thoughts module. Introduce the next basic
concept about how actions affect mood. Explain the material didactically,
giving many examples and encouraging discussion of the clients' own

experiences.

J. Concept: Increasing Pleasant Activities

Intervention 1: Didactic Presentation (See Concepts and Skills section)

K. Skill: Identifying Pleasant Activities
Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 2: Group Exercise
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"Pleasant Events Schedule" (Lewinsohn, Munoz, Youngren, & Zeiss,
1986) is a list of 320 potentially pleasant activities generated by asking
people to name 10 activities they find pleasant. You may want to adapt this
model and scale the list down to 100 items that are most pertinent for your
population. Leave room at the bottom for clients to write in activities that
they find pleasant, but aren't on the list, such as motorcycle riding. Examples
of activities on the list include: be outdoors (beach, country...), take a bath,

visit friends, cook meals, and so on.

Pass out the adapted "List of Pleasant Activities" and have the group
leaders and members take turns reading each item out loud. Instruct the
clients to put a check mark next to each item that has been pleasurable to
them in the past or that they think they might enjoy. Ignore or line through
those items that are not pleasurable for that person—for example, "talk about
sports." The group leaders should do this at least once themselves to share

the experience with clients.

Encourage discussion at this point about what clients discovered about
themselves in terms of the number of activities checked (which will vary
widely), and how long ago they engaged in each activity. Stress that for now
you just want them to keep track of their activities on a daily basis for a week,

and not yet try to increase them. (The list is columned off for 14 days.)
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Homework

¢ Clients should fill out the Daily Mood Graph and the Beck

Depression Inventory.

¢ "Put a check mark next to each of the things you did in your
list of pleasant activities at the end of each day. Write the
number of checks per day at the end of the list, and at the
bottom of the Daily Mood Graph."

¢ Clients should bring the graph and the list to the next week's

session.

Week 6

Introduction

Go over the homework and explore any problems or questions about
adapting the list of pleasant activities. Also inquire into any observations

clients are making about activity level and their mood.

Intervention 3: Group Demonstration

Have one or two clients volunteer to share their homework with the
group. One leader should draw a client's mood graph on a blackboard that's
visible to all group members. Then list the number of activities completed

under each day. Have the client talk about the week illustrated on the board,
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and show the connection between activity level and mood. Talk about how an
adequate level of activities makes us feel healthy. Encourage discussion about

the balance between things we "have to do" and those we "want to do."

Intervention 2: Group Exercise

Often a discussion about activities leads to the complaint that most
pleasant activities cost too much money. Turn this into another group
exercise to generate a list of free or low-cost pleasant activities. Other group

members can be very helpful with this.

Intervention 2: Group Exercise

Anticipating obstacles: how might your thoughts interfere with
engaging in pleasant activities? How can you use thoughts to help you plan
and enjoy certain activities? It's often very helpful to put these ideas up on the

blackboard as people suggest them and to encourage note-taking.

L. Skill: Pleasure Predicting

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Homework

¢ Have clients make a personal contract to do a new activity
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from the pleasant activities list during the coming week.
Have them specify in the contract that if they fulfill it they

will reward themselves with within two days. This is

more powerful if it's written.

¢ Have clients anticipate how much pleasure an activity will
give them. They should write this down before they engage
in the activity. Afterwards, they should write how
pleasurable the activity actually was and make comments
about this. (Negative thinking can diminish the anticipated
pleasure, and often inhibits trying.)

¢ Clients should fill out the Daily Mood Graph and the Beck
Depression Inventory.

¢ Clients should go over the activities list.

Week 7

Introduction

Review all the homework and again use one or two examples up on the
blackboard. Stress the lessons that can be learned from the personal contract
and pleasure predicting. Point out that you don't have to wait until you feel
like doing something to do it—in fact, it's better not to wait. Remind clients
that they can choose to do something and it can be enjoyable even if they

didn't predict it would be. They can influence their mood with their activities:
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the more practice they get, the more control they can achieve.

M. Skill: Setting Goals

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 5: Individual Exercise

To assist with time management, have the group do the following: 1)
Make a list of everything they want to accomplish this week and assign each
item a priority member: "A" items have highest priority, "B" items are next,
and "C" items have lowest priority. 2) Place an "A" item somewhere in their
week on a particular day. If there's room to do more on that day, add other
items. If not, have clients just do the "A" item. Make sure that they have made

room for pleasant activities during their week.

Homework

¢ Clients should fill out the Daily Mood Graph and the Beck
Depression Inventory.

e Clients should review the activities list.

* They should also carry out their specific planned activities for
the week.
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Week 8

Introduction

Go over the homework and let each client check in on how their plan for
the week went. Be positive about attempts made and even small steps taken.
Discourage any comparison or competitiveness in the group. Check for

cognitive distortions about what is actually being accomplished.

Intervention 3: Group Demonstration

Repeat the blackboard exercise correlating a particular client's mood
graph with his or her activity level. The more clients are able to associate
their activity level with mood, the more they will feel able to control their

moods.

Intervention 5: Individual Exercise

Each group member fills out an Individual Goals form. This form divides
goals into three categories: 1) short-term (within one or two months, 2) long-
term (at some point in your life), and 3) life goals (your general philosophy of
life or what matters most). In addition to these three categories, the form can
list Maslow's hierarchy of needs. Other goals to consider include: spiritual,
economic, educational, recreational, and those for your level of physical

activity. It's important that clients put down only the goals they believe to be
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important. Have them notice which goals they've already accomplished.

Homework

e Have clients fill out the Daily Mood Graph and the Beck

Depression Inventory.

¢ Clients should review the list of activities.

Week 9

Introduction

Go over homework from the previous week and see if there are any
further questions concerning the activities module. Introduce the new

module, which focuses on relationships with people.

N. Concept: Improving Interpersonal Relationships

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 6: Group Discussion of Concepts

0. Skill: Increasing Social Activities

Intervention 1: Didactic Presentation (See Concepts and Skills section)
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Intervention 2: Group Exercise

Have clients come up with ideas of places or activities that present
opportunities for meeting others. Ideas that come up frequently include adult
education classes, health clubs, bingo games, outing groups, cultural or
political events, and parks. Clients often have very good ideas for each other,
and can gently confront one another's excuses. Have clients generate ideas for
activities to which they can invite others: for example, going for a walk,
shopping, coffee, dinner, movies, and so on. Have group members practice or

role-play inviting someone out.

Homework

« Clients should complete the Daily Mood Graph and the Beck
Depression Inventory.

¢ Clients should review the activities schedule and note their
number of contacts with people, marking whether these

were positive or negative

Week 10

Introduction

This session continues the work on contacts with people, focusing on

the interrelation of thoughts, feelings, and behavior which have an impact on
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social contacts. You will introduce skills for assertive behavior and general

social sKkills.

Begin by reviewing the homework, emphasizing connections between
positive or negative social activities and daily mood. Encourage clients to
continue to try out enjoyable activities with other people. Often clients will
also bring up conflicts with people which caused their mood to drop. These
negative interactions can be used as examples to demonstrate assertive

behavior later in the session.

P. Skill: Increasing Assertiveness

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 2: Group Exercise

Have group members practice role-playing assertive responses to
situations, preferably using situations they are currently facing. For example,
a client who feels that her son takes advantage of her by asking her to babysit
on short notice might work on ways to tell him that she will need more
advance notice so that she can make her own plans. Have group members

take turns playing the assertive responder.

Q. Skill: Enhancing Social Skills
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Intervention 2: Group Exercise

Have participants discuss how they appear to others. First, have them
generate a list of what they consider to be socially skilled behaviors. Then
have them assess their own behavior and ways in which they would like to
improve. Encourage group members to be honest with one another about
their positive and negative behaviors. They should consider the following
questions: How do you act around others? Do you smile, make eye contact? [s
your body slumped or tired-looking? Is your grooming and clothing
appropriate? Is your speech too slow or soft? How are your conversation
skills—do you show interest in what others say? Do you ignore them or act

critical? Do you complain a lot? Can you say what you feel and think?

Intervention 3: Group Demonstration

Role-play actual listening skills with a volunteer from the group.

Intervention 2: Group Exercise

Divide the group into dyads and have one of the pair describe a problem
in relationships while the other uses active listening. Have them switch roles.

Ask members to provide feedback to each other.

Homework
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« Clients should complete the Daily Mood Graph and the Beck

Depression Inventory.

* Regarding the weekly activities schedule, clients should note
the number of contacts with people, and mark whether these

were positive or negative.

e Clients should practice assertiveness with one positive and

one negative situation.

Week 11

Introduction

In this session, continue to work on assertiveness and on thoughts and
feelings about people. Review homework, again emphasizing connections
between people's daily mood and their social interactions. Reinforce clients'
efforts to expand their social network or increase social activities, assisting
with any problems. Have them share their experiences with assertiveness
practice. Encourage them to keep practicing; have group members help
generate alternative responses to difficult situations. Try to label any
dysfunctional thoughts that are interfering with relationships or

assertiveness, then work on alternative thoughts in the session.

R. Skill: Modifying Dysfunctional Thoughts About People
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Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 4: Soliciting Examples and Group Discussion

Use the session for open discussion and problem solving around
important relationships, integrating the three skills presented in this module.
Encourage the group to make a mini treatment plan for each problem
discussed. Often parent-child or marital relationships present recurrent
problems. For example, a client mentioned earlier felt very bad about her
relationship with her adult daughter. She believed that her daughter didn't
care about her, and waited each night for her to call, becoming more
depressed when her daughter did not. In this case, we worked first on
identifying the client's dysfunctional thought—"She doesn't care, she thinks I
was a bad mother"—replacing it with "I did the best I could; I won't let her get
me down.” The client also adjusted her unreasonable expectation of daily
calls. She realized that her own decrease in activities had made her expect
more of her daughter. Finally, she identified more assertive behavior for
herself, including initiating contact with her daughter and telling her

daughter how she felt.

In discussing relationships, have participants consider the following

areas:

1. What are your thoughts when you're around people?
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2. How do you act with people?

3. What are your feelings when you're with others?

Use the group to practice solutions to problems in relationships or
social situations currently being faced by participants. Have group members
practice asking each other for advice and information. Each person should
make a commitment to try to change an aspect of his or her thinking or

behavior with people.

Homework

¢ Clients should fill out the Daily Mood Graph and the Beck

Depression Inventory.

» Regarding the weekly activities schedule, clients should note
the number of contacts with people, and mark whether these

are positive or negative.

¢ Tell clients: "Practice thinking and behaving differently with
someone in your life. Write down problems you would like

the group to help with."

Week 12

Introduction
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In this session, review concepts on social interaction. Continue the focus
on relationships, emphasizing their value in one's life and adaptive ways of

viewing difficulties in relationships.

Review homework, emphasizing connections between mood and social
interactions. Have clients share their experiences of changing their thinking

and behavior in current relationships.

S. Skill: Maintaining Relationships

Intervention 1: Didactic Presentation (See Concepts and Skills section)

Intervention 2: Group Exercise

Have group members share their thoughts about relationships,
including feelings about one another or any group members who may be
leaving the group. Emphasize what they have learned about relationships by
being involved with other group members—for example, that others
appreciate their sensitivity, sense of humor, and so on. Continue to practice

relationship skills, such as active listening.

Homework

e Clients should fill out the Daily Mood Graph and the Beck
Depression Inventory.
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* They should also continue to notice pleasant and unpleasant
interactions with people, and practice skills to improve

relationships.

Criteria for Measuring Change

Several outcome measures are used to assess change. The Beck
Depression Inventory, administered weekly, is plotted on an individual graph
kept in the client's chart, giving a visual record of the client's progress. The
weekly mood graphs completed by the client also demonstrate both a change
in mood and an increase in skill utilization. Each client meets individually
with a therapist following completion of the group series for a second
diagnostic assessment, at which time it is expected that the client will no
longer meet the criteria for major depression. Finally, the clients' own reports
of a decrease in their depressive symptoms—for example, being able to sleep

through the night—demonstrate significant change.

Noncooperation

Clients may have trouble adhering to the principles of the group early in
treatment. An initial problem can be motivation to attend the group. We
suggest tackling this problem aggressively early in the treatment. For
example, at a group orientation session when describing the therapy, say:

"Thoughts can keep some people from coming to treatment. Did anyone here
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have thoughts that almost kept them from coming today?" Work with any

dysfunctional thought that might prevent attendance.

Emphasize early in treatment the importance of attendance. Outreach
can be very helpful. If a client misses a group, call him or her and discuss the
absence. Clients may need help problem solving situations that keep them
from coming. This outreach can usually be stopped as soon as the client

becomes attached to other group members.

Homework is frequently not completed early on in treatment. Two
things are helpful in building an atmosphere that leads to completion of
homework. First, the therapists should communicate that they consider the
homework to be extremely important. Ask, "How did the homework go for
you?" Spend time explaining assignments. Second, when clients do not
complete homework, use the framework of therapy to investigate the causes.
Ask such questions as, "What thoughts got in the way of your completing your
assignment?" Not completing homework provides information that can help

clients learn about themselves.

Finally, group cohesion is a very helpful tool for assuring adherence to
rules. Emphasize that all group members are working to overcome a common
problem: depression. This emphasis often helps build group cohesion and

thus results in better adherence.
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Resisting—Challenging the Therapist

Although many clients can be challenging in this type of therapy, general
therapeutic skills are often successful in maintaining a positive atmosphere in
the group. Clients who are particularly challenging to therapists often can be
dealt within the framework of the therapy. For example, clients who use
group time to complain and insist they cannot change can be shown that this
thinking may be helping to maintain their depression. Similarly, some
patients challenge therapists by suggesting that alternative ways of thinking
are not "right." The therapists can emphasize that there are no right or wrong
ways of thinking, but there are ways of thinking that lead to positive or
negative moods. The therapy is not designed to help clients discern "reality,"

but rather to help them improve their moods.

Relapse

Relapse prevention is an integral part of cognitive-behavioral treatment
of depression. In this group program we emphasize teaching clients to
identify early symptoms of depression so that they can prevent recurrence of
a depressive episode. Clients learn to achieve greater control over their mood
by observing and modifying their thoughts, activities, and interactions with
people, thus averting a sustained depressed mood. If symptoms begin to
recur, clients are encouraged to seek assistance early. Some clients have

repeated the program during periods of high vulnerability, for example,
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following major stresses such as losing a job or having a death in the family.
We also currently have a support group consisting of graduates of the

program. This group offers informal support and operates on a drop-in basis.

Conclusion

Group cognitive-behavioral treatment of depression offers a quick and
effective method for treating depression and preventing recurrence of
depressive episodes. Clients benefit both from the supportive environment of
the group and from learning specific skills for controlling their moods. The
group therapy offers an advantage over individual therapy for many clients
by providing support, socialization, and an opportunity to practice new skills

during the treatment.
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Chapter 5

Anger Control Groups

Matthew McKay, Ph.D.

Introduction

Chronic anger is costly, both emotionally and physically The
relationship between hostility and heart disease has now been clearly
established (Barefoot et al, 1983; Rosenman, 1985; Shekelle et al., 1983;
Williams et al, 1980). Links have also been established between chronic
anger and ulcers, gastritis, and colitis (Wolff & Wolf, 1967; Lewis & Lewis,
1972). Recent studies show that hostile individuals have higher death rates
from all causes (Rosenman, 1985). And one study of chronic anger has shown
a death rate as much as four times higher than that of non-hostile individuals

(New York Times, 1989).

Chronic anger also leads to verbal and physical assault (Hazaleus &
Deffenbacher, 1986; Rule & Nesdale, 1976), damage to interpersonal
relationships (Hazaleus & Deffenbacher, 1986), loneliness (Jones et al., 1981),

and loss of social support (Hansson et al., 1984).
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The first major study of anger control strategies was done by Raymond
Novaco in 1975. He used a cognitive restructuring technique called Stress
Inoculation, in combination with specific relaxation coping skills. Novaco had
clients imagine anger-generating scenes while attempting to relax and use
more realistic appraisals of upsetting events. While Novaco found that the
cognitive control measures had stronger anger-reducing effects than
relaxation coping skills, other researchers have found the relaxation
procedures to be equally effective (Deffenbacher et al., 1986; Hazaleus &
Deffenbacher, 1986). Deffenbacher and others are now recommending that
the cognitive and relaxation components be used together because 1) they
are both highly effective and the effects remain at a one-year follow-up, 2)
they are complementary skills that work in both interpersonal and non-
interpersonal situations, and 3) the combined techniques generate greater
client satisfaction and less resistance than cognitive control techniques used

alone.

Other anger control researchers have emphasized social skills training
(mainly assertiveness and behavioral rehearsal) as the proper vehicle for
improving relationships and dealing with conflict situations (Moon & Eisler,
1983; Rimm et al., 1974). Social skills training allows clients to rehearse a

new repertoire of healthier conflict resolution behaviors.

The anger control group model described here employs all three major
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anger control ilnterventions: cognitive restructuring, relaxation coping skills,
and social skills training. The social skills component is based on a technique
called response choice rehearsal (McKay, Rogers, & McKay, 1989) that trains
clients to use up to six adaptive responses when struggling with an anger-

provoking situation.

Selection and Screening

A successful anger control group depends on appropriate selection. Pre-
group interviews should be conducted. Ask questions about the duration and
quality of relationships that would help you rule out personality disorders.
Narcissistic or borderline personality disorders are rarely helped by cognitive
and behavioral anger control measures. And they are often disruptive and
time-consuming to group members. Ask questions to determine if the client
enjoys his or her anger, nurtures it, relies on it, or is otherwise invested in
maintaining an anger stance. Clients who experience their anger as rewarding

and useful tend to have less success in anger control groups.

Perhaps the best predictor of a positive outcome is the willingness of a
client to honestly examine and admit the consequences of poor anger control.
Because anger control groups require a great deal of compliance in the form
of homework and self-monitoring, you want people who are motivated.

Desirable clients are those who recognize what anger has cost in terms of
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their relationships, health, work life, and so on.

Other types of individuals who should probably be excluded are people
who are severely depressed and describe suicidal thoughts and impulses,
people with a history of physical violence or who are themselves victims in an
abusive relationship, people who have paranoid beliefs that influence their

anger responses, and nonrecovered alcohol or drug abusers.

If you wish to use an assessment instrument, the State Trait Anger
Inventory (Spielberger et al, 1983) has been well researched and is very

useful for clinical purposes.

Time and Duration

Groups can be designed to run for either six or twelve weeks. If you
wish to confine yourself to the cognitive/relaxation components, six weeks
should be sufficient. If you wish to also include the response choice rehearsal
training component, expect to double the time commitment to twelve weeks.

Sessions should last between one-and-a-half to two hours.

Structure

Clients should make a commitment in advance for the entire duration of

the group. Ask clients to stick with it and give feedback about their
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dissatisfactions instead of dropping out. Because the group's focus in on
developing skills, and because each new skill relies, to some extent, on what
has previously been learned, it's inadvisable to add new clients during the

course of the group.

Groups should consist of five to ten clients. Groups with more than ten
members offer each client insufficient opportunities for role-playing,

questions, and shared experiences.

Goals

There are two goals for each client. The first is to reduce levels of anger
in provocative situations. The second is to learn effective coping behaviors to

stop escalation and resolve conflicts.

The goal of the group is not to talk about each member's anger
experience, to process anger, to understand the individuals' psychodynamics
of anger, or to help people ventilate their anger. Because the primary focus of
the group is education and skill acquisition, the leader must be highly
directive. He or she will initiate most interactions with group members, and
there will be typically much less member-to-member interaction than in

process-oriented group therapies.

Here is a typical leader description of the group goals and ground rules:
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We have a lot to cover in this group. We're going to have some fun, but
we're also going to have to work pretty hard. You can achieve two things
here: you can learn to reduce angry feelings, even with difficult people.
You can also learn to protect yourself and take care of your needs without
anger. To really achieve these goals, you'll have to work at home as well as
here. There will be homework to do, and you will begin practicing what
you've learned in real situations. Most of our time in here will be spent
learning new skills and then practicing them, both in imagination and by
role-playing with each other. There's a lot for us to do. Let's see if we can

roll up our sleeves and get started.

Starting the Group

The best way to begin is to let clients introduce themselves and describe
what made them want to join an anger control group. You should emphasize
that each person has a good reason for being in the group, and underscore the

themes that are shared by several group members.

At this time, you should discuss the goals and ground rules mentioned
in the previous section. This is also a good time to establish the group rules

regarding confidentiality.

The last thing you need to explain is the anger log. The log is an
indispensable tool for self-observation, facilitating change, and monitoring
progress. An anger log entry should include the date and time, the situation,
anger-triggering thoughts, emotional arousal (rated on a one-to-ten scale),
and aggressive behavior (rated on a one-to-ten scale). Clients should have a

separate piece of paper for each date of their log. The easiest thing is to give
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them handouts with the words date and time, situation, trigger thoughts,
emotional arousal, and aggressive behavior printed across the wide part of an

8-1/2-by-11-inch sheet. Clients can then make their entries down the page.

Main Concepts and Skills

A. Concept: Anger Is a Two -Step Process

"Anger starts with the experience of pain. The pain can be physical or
emotional: it can be a stomachache or fatigue, feelings of rejection or loss. The

pain leads to arousal, a strong drive for discharge and stress reduction.

The second step in the production of anger occurs when people use
trigger thoughts. These are attributions that blame and condemn others for
the painful experience. Individuals use trigger thoughts to ignite feelings of
anger and discharge some of their arousal. So, pain, stress, and arousal lead to
blaming trigger thoughts, which lead to anger and more trigger thoughts and
more anger in an escalating spiral. Thoughts and angry feelings become a
feedback loop that can be self-perpetuating. It is often the feedback loop that
keeps anger simmering for hours or even days without letup. It isn't possible
to get angry without the presence of both painful arousal and trigger
thoughts. That's why you will be taught to control both stress and blaming

cognitions."
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B. Concept: Ventilation Doesn't Work

"Psychotherapists used to encourage their clients to get angry. But
anger is now better understood. New research shows that ventilation only
makes you angrier, because you rehearse all the bad and nasty things that
others have done to you. It solidifies, or "freezes," your beliefs about another's
wrongness and your sense of being victimized. Ventilation not only serves to
prolong anger, it also makes it easier to get angry in the future (it doesn't take

much to remind you of what a jerk the other guy really is)."

C. Concept: Anger Is Different From Aggression

"Anger is an emotion. It's what happens when pain, stress, or arousal,
and blaming trigger thoughts, combine to create feelings of anger. Aggression
is behavior. It's something you do; it's a way of interacting with other people.
Aggression can be in the form of either physical or verbal assault. You can be
angry without being aggressive, and vice versa. Hit men are rarely angry
when they pull the trigger; conversely, many angry people choose not to

assault the target of their wrath."

D. Concept: Coping Is Better Than Blaming

"Every painful situation presents a choice. You can blame somebody for

what happened or you can use cognitive and relaxation coping skills to reduce
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your feelings of being upset, and then assert your needs in a nonblaming way.
If you tell a roommate that she is lazy for not doing her chores, it really feels
good for a minute to get it off your chest. But things will likely escalate from
there. You both may end up shouting; your relationship may descend into the
deep freeze. In a few weeks, it will be possible to make another choice. You
might decide to use some relaxation skills to lower your stress level, change
some of your trigger thoughts, and talk to your roommate nonblamingly

about the problem of the chores. Very soon that really will be a choice you can

make."

Relaxation Skills

Mastery of basic relaxation skills is essential to anger management.
Particularly during the early stages of anger arousal, relaxation training can
be extremely helpful in reducing tension and promoting effective coping

strategies.

E. Skill: Progressive Muscle Relaxation

"Make a fist with each hand and squeeze tight. Really concentrate on the
feeling of tension in your fists and forearms. Hold for several seconds. Now
relax. Feel the difference in your muscles. Notice a heaviness or warmth or

tingling or whatever relaxation feels like for you. Now raise your arms and
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tighten them in a 'Charles Atlas' pose, flexing your biceps. Hold the tension for
seven seconds, then let your arms fall limp by your sides. Once again notice
feelings of relaxation, of warmth or heaviness spreading through your arms
as you let them drop. Really notice the contrast between tension and

relaxation in your arms.

"Now turn your attention to your upper face. Frown, squint your eyes
shut as hard as you can, hold for seven seconds. Relax, and notice what it feels
like to let go of tension in your upper face. Now tighten your jaw (not so hard
that you'll crack a tooth) and push your tongue up against the roof of your
mouth. Hold it for seven seconds. And relax. Notice what it feels like for your
jaw to let go, to be really loose. Now tense your neck muscles by shrugging
your shoulders upward as far as you can (but don't try to pull your neck in
like a turkey). Wait a moment, and relax. Let the relaxation move from your

shoulders and neck up to your jaw and all the way to your forehead.

"Now move your awareness to your chest and back. Take a deep breath
and hold it. Tense your chest, shoulders, and upper back muscles, making
your entire upper torso rigid. Take another deep breath. After seven seconds,
let out the breath with a long, loud sigh, and let your torso go limp. Really
melt down into the chair and focus on the difference between the tense and

the relaxed states.
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"Now move your attention downward—into your stomach, lower back,
and pelvic regions. Tighten your stomach, lower back and buttocks carefully.
After seven seconds, relax and melt again into the chair. Notice feelings of

warmth or heaviness spreading throughout your abdomen.

"Now work on your legs. With your toes pointed straight out, like a
ballerina, tense your thighs, your calves, and your feet. Hold this for seven
seconds, then let your legs totally relax. Feel the heaviness and warmth flood
into your legs as they go limp. Now tense your legs again, this time pulling
your toes up toward your head. Hold for seven seconds and let the relaxation
spread like a wave throughout your entire body, into your abdomen and your
chest, into your arms, your neck, your face and forehead, until you feel totally

relaxed. Take another deep breath.”

F. Skill: Relaxation Without Tension

Take clients through the major muscle groups in exactly the same
sequence as your progressive muscle relaxation script. But this time don't
have them tighten anything. Instead, have them scan each muscle group for
tension and relax away any tightness they may experience. The catch phrase
Notice and relax should be used frequently throughout this exercise. Be sure

to begin and end the relaxation without tension exercise with a deep breath.

"Take a deep breath. Focus on your arms and notice any tension you
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may feel there. Now relax away the tension. Just let it go. Notice and relax the

tension. Feel the difference as you relax your arms.

"Now turn your attention to your upper face. Notice any tension and
relax it away. Let it go. Notice and relax the tension. As you relax, really feel
the difference in your upper face. Notice any tension in your jaw, and relax.
Relax it away. Notice what it feels like for your jaw to let go, to be really

loose...."

G. Skill: Special Place Visualization

"Think about a place where you've felt especially safe, relaxed, or
content. It could be the beach, mountains, meadows, your childhood
bedroom, or a remembered moment of deep relaxation and peace. It can be a
real place, or you could just make one up. Close your eyes and try to see the
shapes and colors of your place...hear the sounds of your place, hear birds, or
waves or babbling water...feel the temperature of your place—is it cool or

warm?...feel the textures of whatever you touch in your special place.

"Make sure that everything in your special place makes you feel relaxed
and safe. Change anything that doesn't feel right. If you want to add some
trees, put them in. If you want the sound of a waterfall, add it. If you want to

be alone, take the people out of your scene. If you want your dog, put him in."
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When group members are satisfied with their ability to visualize, say the
following: "I'd like you to use your special place visualization quickly, almost
like a reflex, when things get stressful. Go ahead and visualize your special
place, construct the scene as quickly as you can, really get into it until you feel
the peacefulness, the safety, the relaxation. [Pause one minute.] Now get
ready to leave the scene. Open your eyes, look around. Notice the people in
the group, our room, the environment. [Pause.] Now close your eyes again
and return to your special place. See it, hear it, feel it, let it surround you and
touch each of your senses. [Pause one minute.] Now, if you will, come back to
the room and take a quick look at other group members. [Pause.] One last
time go back to the special place. Get there as quickly as you can, let it bathe
your senses, see its shapes and colors, hear the sounds, feel if in your skin.
[Pause one minute.] Now come back to the room. You can go to your special
place any time you need to relax, to get out of a situation that provokes or

disturbs you."

H. Skill: Breathing-Cued Relaxation

"Start by putting one hand over your chest and the other over your
abdomen, just above your belt line. Try taking a deep breath, way down into
your belly. Really try to push your diaphragm down. As you breathe in, the
hand on your abdomen should rise, while the hand on your chest remains

relatively still. Focus all your attention on your belly—send your breath
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down, down, down to fill your belly. Let your breath slightly stretch, and relax

your abdomen."

I. Skill: Cue-Controlled Relaxation

"Now it's time to select a word that will cue deep relaxation each time
you repeat it. The word could be relax or om or one. It might be a color, such

as green, or a feeling, such as love. One- or two-syllable words are best.

"With your cue word in mind, turn your attention again to your
breathing. With each exhalation, say your cue word to yourself. Keep saying

your cue word for the next ten breaths."

J. Skill: Combined Relaxation

Go through the entire progressive muscle relaxation procedure. At the
end of this, ask clients to return to their special place imagery. After one
minute, ask clients to come back into the room and take a series of three deep,
abdominal breaths. Make sure that the abdominal hand is rising, while the
chest hand remains relatively still. Then, for the next ten breaths, have clients
repeat their cue word for relaxation. Remind them to say their special word

with each exhalation.

Cognitive Control Concepts
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K. Concept: ABC Cognitive Theory

"Imagine that you're working in an office where several co-workers play
radios at their desks. The sound is low, but you nevertheless find it
distracting. Really visualize the scene for a moment. Now imagine that you are
saying to yourself how inconsiderate they are, how selfish, how uncaring of
the needs of others. Imagine yourself thinking that they're doing this to you
because they simply don't give a damn about anyone but themselves. Do you
notice your feeling?" Elicit a discussion about group members' angry
reactions. "Now let's imagine something else. You're in the same office, the
same co-workers are playing their radios. But instead, you say to yourself: 'l
can't think, I can't concentrate, I'm never going to get my work done. I'm
never going to get this in on time. I'm not going to be able to function here.
How can I keep my job if I can't do a simple task like this when there's a little
noise?' What feeling comes up now?" Look for and reinforce any responses
that have to do with anxiety. "Now let's go back to the same situation once
more. The radios are playing and you think to yourself, 'l never fit in
anywhere, things always bother me, and my colleagues will probably be
resentful if I ask them to turn their radios down. I'm so rattlebrained that I
can't even think with a little music in the background. I can't handle the
slightest stress or problem." What do you feel now?" Encourage a brief

discussion about some of the depressed reactions.
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Now explain Ellis' ABC model of emotion, where A (event) leads to B
(thought, interpretation, assumption, appraisal), which in turn leads to C
(emotion). "When you get angry, it feels as though the event is making you
angry. It feels as though somebody is doing something to you and the only
natural response is anger. What really happens is that the event starts you
thinking. Like the person in the office, you can think different kinds of
thoughts. You can think about dangerous or catastrophic consequences and
get anxious, or you can think about your failures and inadequacies and get
depressed. Or you can think blaming thoughts and label others as bad or

selfish or stupid. Then you get angry.

"The same situation will produce different emotions, depending on
what you think about it. That's where the trigger thoughts come in. You can't
really get angry until you respond to the situation with trigger thoughts that
get you hot. Right now, we have an opportunity to learn some thoughts that
will cool down the anger response. These are thoughts that take away the

sting of blame and help you look at things with a little more detachment.

"Imagine you were in that office with the radios and you said to
yourself, "This is no big deal. They're having a good time. They don't know
they're bugging me. I'll find a diplomatic way to get them to turn the radios
down.' Notice that these are cooling thoughts. The anger melts away as you

stop blaming. You begin to feel that there's something you can do about it."
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L. Concept: Trigger Thoughts

Shoulds

"Anger is heard often as a judgment based on a set of rules about how
people should and should not act. People who behave according to the rules
are right, and those who break the rules are wrong. Angry people think that
others know and accept their rules, and deliberately choose to violate them.
The first problem with shoulds, however, is that people with whom you feel

angry rarely agree with you.

Their perception of the situation leaves them blameless and justified.
Other people's rules always seem to exempt them from the judgments you
think they deserve. The second problem with shoulds is that people never do
what they should do. They only do what is reinforcing and rewarding for
them to do. It turns out that shoulds are one person's values and needs
imposed on someone else who has very different values and needs." Below
are some coping responses to shoulds. You can go over these with your
clients, or pass them around as a handout before going on with your

explanation.

1. What needs influence him or her to act this way?

2. What problems, fears, or limitations influence this behavior?
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3. What beliefs or values influence him or her to act this way?
4. Forget the shoulds, they only get me upset.

5. People do what they want to do, not what I think they should do.

"There are three special types of shoulds that are particularly upsetting.

Let me describe, first of all, the entitlement fallacy."

Entitlement. "The entitlement fallacy is based on the simple belief that
because you want something very much, you ought to have it. The degree of
your need justifies the demand that someone else provide for it. The
underlying feeling is that you are entitled to certain things in life, and if you
don't get them, someone is deliberately or selfishly or maliciously depriving

you.

"The problem with entitlement is that a person confuses desire with
obligation. It feels as though wanting something very much somehow makes
it unacceptable for others to say no. But entitlement can be very damaging to
relationships. It requires that the other person give up his or her limits and
boundaries for you. It says that your need and your pain must come first."

Some relevant coping statements are listed below:

1. [ am free to want, but he or she is free to say no.

2.1 have my limits and you have your limits.
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3. have the right to say no, and so do you.

4. My desire doesn't obligate you to meet it.

Fairness. "The fallacy of fairness rests on the idea that there is some
absolute standard of correct and fair behavior which people should
understand and live up to. When you believe that the concept of fairness
applies to relationships, you end up keeping an emotional ledger book that
balances what you give against what you get in a relationship. The problem is
that no two people agree on what fairness is, and in personal relationships,
there is no court or arbiter to help them. What's fair becomes a totally
subjective judgment, depending entirely on what each person expects, needs,
or hopes for from the other. Since the standard of fairness is inevitably a
measure of one's own beliefs and wants, people can literally call anything fair
or unfair. Calling someone unfair just inflames the argument. It never
convinces anyone or solves a conflict.” You might suggest the following

coping statements:

1. Our needs are equally important.

2. Each need is legitimate—we can negotiate.

Change. "The fallacy of change is based on the conviction that you can
really make people different if you apply sufficient pressure. If you just appeal

to them enough, or rag on them, or blame them enough, they will start doing
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what you want.

"The problem is that people only change when 1) change is reinforced
and 2) they are capable of the change. In other words, people change when
they want to, not when you want them to. And the sad part is, the angrier you
get, the more people dig in and resist you. They get stubborn and immovable."

Clients can use these coping statements:

1. People change only when change is reinforced and they are capable
of changing.

2. People only change when they want to.

Blamers

"This is the feeling that they did it to you. Whatever pain you feel,
whatever hurt or fear or deprivation, they did it to you. One problem with
blaming is that it leaves you feeling helpless. Whatever is wrong, whatever is
hurting you, it feels as though the power to solve the problem lies with others.
When you get stuck in blaming, you forget that you can do something, that
you have the ability to make the situation different. You forget that there are
choices you can make, because your main concern is with the other person's

behavior.
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"The other problem with blaming is that people are mostly doing the
best they can. We always choose the action that seems the most likely to meet
our needs. Sometimes what we do disappoints or hurts others. But the main
objective of any action is to take care of ourselves. When we blame others for
what they're doing, we're blaming them for taking care of themselves in the
best way they know how at the moment." The following pair of coping

statements may be useful for your clients:

1. I may not like it, but they're doing the best they can.

2.1'm not helpless—I can take care of myself in this situation.

"There are three special categories of blamers that are frequent triggers

for anger. The first one is assumed intent."

Assumed intent. "Assumed intent is really mind-reading. You assume
that whatever has happened is the consequence of someone's deliberate
effort to do you harm. A friend is late for dinner and you feel like he's
deliberately trying to annoy you. You assume that your mother is trying to put
you down when she asks where you got a certain piece of furniture. The
problem with assuming that someone is trying deliberately to harm you is
that you can never really know another person's true motives. Assume means
that you think you know, but you never ask. An assumption of mind-reading

is so often wrong, and yet it is probably the greatest source of anger." You can
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suggest the following coping statements:

1. Assume nothing, or else check out every assumption.

2. Don't second-guess the motives of others.

3. No one is a mind-reader.

Magnification. "Magnifying is the tendency to make things worse than
they are. You anticipate that something awful is going to happen. You think of
events as terrible, awful, disgusting, or horrendous. Or you overgeneralize by
using words such as always, all, every, never. 'He's always as slow as
molasses...She's awful with the whole support staff..He never helps...This is
going to be a horrible mess next week.' These magnifications tend to crank up
your sense of anxiety, and of being victimized. When you exaggerate the
problem, you start to feel really deeply wronged. They're bad and you're

innocent." Suggest that clients use these coping statements:

1. No more always or never.
2. Let the facts speak for themselves.

3. Accuracy, not exaggeration.

Global labeling. "Global labeling is the act of making sweeping negative
judgments. You label people as bad, stupid, selfish, assholes, screw-ups, and

so on. Global labels fuel your anger by turning the other person into someone
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who is totally bad and worthless. Instead of focusing on a particular behavior,
you indict the entire person. You inflate one aspect of the person to fill the
entire picture of who he or she is. Once you've made someone totally

despicable, it's very easy to get angry." Clients can use these coping

statements:

1. No one's bad—people do the best they can.
2. No mean labels.

3. Be specific.

You can use the following list of coping thoughts as a handout:

For trigger thoughts:
» Forget shoulds—they only upset me.

* People do what they want to do, not what I think they should
do.

¢ [ am free to want, but she is free to say no.
e [ have the right to say no, and so do they.
¢ My desire doesn't obligate them to fulfill it.

¢ Qur needs are equally important.
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¢ Each need is legitimate—we can negotiate.

* People change only when change is reinforced and they are

capable of changing.

« People only change when they want to.

* [ may not like it, but they're doing the best they can.

¢ I'm not helpless—I can take care of myself in this situation.

¢ Don't second-guess the motives of others.

« Assume nothing, or else check out every assumption.

« No more always or never.

» Accuracy, not exaggeration.

* No one's bad, people do the best they can.

e No mean labels.

General coping thoughts and strategies:
» Take a deep breath and relax.

 Getting upset won't help.

¢ Just as long as [ keep my cool, I'm in control.
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 Easy does it—there's nothing to be gained in getting mad.

* ['m not going to let him get to me.

e [ can't change her with anger; I'll just upset myself.

¢ [ can find a way to say what [ want to without anger.

« Stay calm—no sarcasm, no attacks.

¢ [ can stay calm and relaxed.

* No one is right, no one is wrong. We just have different needs.

« Stay cool, make no judgments.

* No matter what is said, [ know I'm a good person.

« ['ll stay rational—anger won't solve anything.

o [ don't like it, but he's using the best problem-solving strategy

available to him right now.

¢ Her opinion isn't important—I won't be pushed into losing

my cool.

Response Choice Rehearsal

M. Concept: Description of Response Choice Rehearsal (RCR)
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"Response choice rehearsal is a method for handling conflict that has
the advantage of requiring very little thought or preparation. You can do it
when you're stressed and you don't have time to plan a response. You can still
do it even when your buttons are pushed, you're getting angry, and you want
to smash somebody. The bad news is that you'll have to memorize the six RCR
responses (see RCR handout). But the good news is that they really will work
to de-escalate some of your conflicts while making room for real problem

solving." The following list of RCR opening lines can be used as a handout:

Active Responses Passive Responses

1. Ask for what you want: I'm feeling 4. Get information: What do you need in this
[what's bothering me is] . And situation? What concerns [worries] you in
what I think I need [want/would like] in  this situation? What's hurting [bothering]
this situation is . you in this situation?

2. Negotiate: What would you propose to 5. Acknowledge: So what you want is .So
solve this problem? what concerns [worries] you is . So what

hurts [bothers] you is .

3. Self-Care: If [the problem] goes on, I'll 6. Withdraw: It feels like we're starting to get
have to [your self-care solution] in order  upset. [ want to stop and cool off for a while.
to take care of myself.

Once clients have had an opportunity to examine the RCR handout,

emphasize the following six points:

1. RCR consists of six pre-learned strategies for adaptively coping

with angry encounters.

2. Strategies are divided into active and passive responses.
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3. RCR will help you to cope even when you are extremely angry.

4. RCR will enable you to learn adaptive reactions that help solve

problems rather than escalate tension.

5. RCR will keep you from getting stuck with a response that isn't
working, and will make it more likely that you'll find a

response that will get you what you want.

6. RCR will help you experience anger as a signal to cope and try a
new response rather than as a signal to escalate your angry
feelings.

"When one RCR response doesn't work (because you're just too angry
or things are still escalating), you simply choose another one. Eventually,
you'll find a response that decreases tension and gives you enough emotional

safety to start reaching for some kind of agreement.

"You'll notice that there are active and passive responses. Either kind
can be effective. But the key to understanding how to use RCR is to keep in
mind that no single response is likely to be the right one, the answer. The first
thing you try might not have much impact on your anger or on the anger of
the provoking person. Your second response still might not work. Even your
third may be a complete miss. But taken together, a series of adaptive
responses is highly likely to cool you down and eventually de-escalate the

conflict. Sooner or later, you're going to find something that will turn the

http://www.freepsychotherapybooks.org 426



anger around, or at least get you out of the situation.

"In RCR, you use your anger as a red flag that signals you to switch to a
new coping response. So instead of fueling more aggression, your anger is a
sign to change tack, to shift your strategies. Anger is merely an indication that
you're stuck: the current response isn't working, isn't solving the problem.
When you're proficient at RCR, anger will just mean, 'I'd better try something

m

new.

N. Skill: RCR Switching

The following rules will help clients learn how to shift successfully from

one RCR response to another as they cope in a provocative situation.

1. All of the lines must be memorized to the point where they can be
recalled without effort.

2. Whenever possible, rehearse in advance active response numbers
one and three. Decide if you wish to include your feelings
about the situation. Then formulate your request and your
fallback position. Make sure it's behavioral and specific. Also
try to generate a self-care response. Ask yourself how you
can take care of the problem without the other person's

cooperation.

3. Continued anger or escalation is your signal to switch responses.

Don't get stuck if a response isn't working. Move on to what
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you feel, intuitively, is the next best option.

4. Don't be afraid to repeat responses. You may wish to return,
several times, to questions that get more information. You
may wish to acknowledge what you're learning about the
other person's experience. And as the discussion progresses,

you may wish to invite another round of negotiation.

5. If you don't know what to do next, try shifting from active to
passive responses (or vice versa). If you've been focusing on
getting information, try expressing your own needs. If you're
stuck in fruitless negotiation, consider asking for
information.

6. As a rule, start with active response one (ask for what you want)
when you're angry or want something changed. Start with
passive response four (get information) when the other

person is angry and on the attack.

7. Keep shifting among responses until the problem feels resolved or
further communication feels pointless. If you're still angry
and stuck, go to one of the exit responses (either self-care or
withdrawal).

Encourage clients to use the following two coping thoughts whenever a

response isn't working and they need to switch:

1. Take a deep breath and relax.

2.1 have a plan to cope with this. What's the next step?
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Main Interventions

Week 1

Introduction

Now is the time to introduce didactically the four general concepts

about anger described in the Concepts and Skills section:

A. Concept: Anger Is a Two-Step Process

B. Concept: Ventilation Doesn't Work

C. Concept: Anger Is Different From Aggression

D. Concept: Coping Is Better Than Blaming

Encourage discussions of each concept. Ask clients to share any doubts

or objections that have come up in their minds.

E. Skill: Progressive Muscle Relaxation

Start by explaining that learning to relax can calm people down
sufficiently in a provocative situation so that they can manage to think of

better ways to handle the conflict. Then read the progressive relaxation script
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provided in the Concepts and Skills section.

F. Skill: Relaxation Without Tension

Instructions are in the Concepts and SKills section. Relaxation without
tension can be substituted for progressive muscle relaxation when clients
wish to use a quicker, less obvious technique. It can be used anywhere,

without the potentially embarrassing ritual of progressive muscle relaxation.

G. Skill: Special Place Visualization

Help every group member identify his or her special relaxation image.
Use the script provided in the Concepts and Skills section. Make sure that the
major senses are involved. Group members should be able to see the shapes
and colors, hear the sounds, feel the temperature and textures of their special
place. If there are smells and tastes, include these also. Have individuals work
carefully on constructing the image, developing as much detail as possible.
Make sure that the image is capable of eliciting the emotion of contentment,
safety, and calmness. Have several group members describe their scenes and

discuss any problems they may have in image construction.

Homework

¢ Daily monitoring through the anger log.
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» "Practice progressive muscle relaxation, relaxation without
tension, and imagining the special place at least once each
day for the next week." Have clients put a p at the top of each
day of the anger log when they have practiced.

Week 2

Introduction

Go over the homework. Explore any problems with the progressive
muscle relaxation or the special place visualizations. Also explore any
observations clients are making about their anger behavior as a result of self-

monitoring.

H. Skill: Breathing-Cued Relaxation

Use the instructions contained in the Concepts and Skills section.
Emphasize that this deep-breathing technique stretches the diaphragm and
very quickly relaxes abdominal tension associated with anger. It's crucial that
clients succeed in pushing the belly out with each intake of breath. Monitor
each client to be certain that there is at least a rudimentary mastery of deep

breathing.

I. Skill: Cue-Controlled Relaxation

Focal Group Psychotherapy 431



See instructions in the Concepts and Skills section.

J. Skill: Combined Relaxation

See instructions in the Concepts and Skills section. This is the
opportunity for clients to put all their relaxation skills together into one
sequence. Go over the sequence at least twice. Emphasize that it should be

practiced at home to the point where it is "overlearned" and automatic.

K. Concept: ABC Cognitive Theory

A didactic description of cognitive theory is offered in the Concepts and

Skills section.

L. Concept: Trigger Thoughts

Give clients a handout describing the major trigger thoughts. After a
didactic explanation of each trigger thought (see the Concepts and Skills
section), discuss the coping rejoinders and ask the group for ideas about
additional coping statements. Also ask for examples of when group members

have used a particular trigger thought to ignite anger.

Homework

¢ Ask clients to go through the coping statement handout and
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mark the responses that seem most useful to them.
 "Continue self-monitoring in the anger log."

e Ask clients to select two low-anger (rated three to four on a

ten-point scale) scenes to work with during the next week.

* "Practice the complete relaxation sequence of progressive
muscle relaxation (or relaxation without tension), special
place visualization, breathing-cued relaxation, and cue-
controlled relaxation daily for the next week. Mark a p on the

practice log for each day of relaxation practice completed.”

Week 3

Introduction

Go over the homework. Discuss any problems with the relaxation
practice. Explore what clients are discovering through self-monitoring. Some
of the clients may have noticed changes at this point. Open a discussion about
how changes in the experience of anger may be reflected in frequency,
intensity, or duration of anger. Give feedback about changes in any of these
three dimensions. It is particularly important to begin to emphasize situations
in which clients are acting and coping differently, relaxing instead of blowing

up, or perhaps using coping statements to replace anger-triggering thoughts.
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Cognitive Control/Relaxation Training

It's now time to combine cognitive and stress-reduction techniques. The

best way to achieve this is through the use of imagery.

Intervention: Coping Skill Rehearsal

Clients should come prepared with two anger scenes in the three-to-
four range. Explore some of these scenes with certain group members and
help them develop the sensory detail that will make the scenes come alive.
Also, make sure that clients are including in the scene trigger thoughts and
any physiological sensations of anger arousal. This process will help other
group members add the necessary details to their scenes to evoke viscerally

some angry feelings.

Now, using the same client scenes you've been discussing, ask group
members to think of coping responses that might block or diminish some of
the trigger thoughts. Individuals can use the coping statements handout for

ideas, or develop their own creative coping responses.

This is a critical time for you as a group leader. You will need to strongly
reinforce appropriate coping statements, and at the same time, show why
some coping suggestions are inappropriate for the particular anger scene.

The more active you are at this juncture, the more clients will learn about
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how to develop appropriate coping responses.

Therapist: Jill, what's your anger scene?

Jill: John's late picking up the kids again and the play-school people call. He's
always late, it really ticks me off.

Therapist: Okay, what kind of trigger thoughts did you use?

Jill: 1 guess I'm saying he should be there. Also, I'm magnifying a bit—he's not

always late.

Therapist: How could you cope with the trigger thought—what could you say to
yourself that would cool the anger:

Jill: 1 guess I could remind myself that he's only late once in a while, and it's usually
because he's harried.

Therapist: Anything else that would help from the coping thoughts handout?
Jill: He does the best he can.

Therapist: Does that really help—do you believe that at all?

Jill: Not really.

Therapist: How about a more general coping statement that just reminds you to
calm down, or that anger doesn't help?

Jill: Yeah. '"There's nothing gained in getting mad." That's true. I just get crazy for
nothing.

It's time to begin coping skill rehearsal. Here's what you do.
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1. Have clients go through their complete relaxation sequence:
progressive muscle relaxation, relaxation without tension,
special place visualization, breathing-cued relaxation, and
cue-controlled relaxation. Have clients signal that they are

fully relaxed by raising their hands.

2. Now ask them to visualize one of the anger scenes they chose
during their previous week's homework. Encourage them to
get involved in the scene as if it were really happening.
Remind them to use their trigger thoughts and to notice any
feelings of arousal. Ask clients to signal, by raising their
hands, that they have become angry.

3. When clients have experienced anger for approximately 30
seconds, ask them to erase the scene and return to some of
their relaxation coping skills. Suggest that clients use several
of the coping thoughts that might be helpful in the situation.
Have them signal, by raising their hands, when they once

again feel relaxed.
4. Repeat the entire sequence, using the second anger scene.

5. Have a group discussion about the coping statements that seem to
work best. Particular attention should be paid to clients who
have problems generating effective coping statements. Both
group members and the group leader can help with the
development of more effective coping responses.

So, Mary, it looks like the trigger thoughts you're using in

the situation really kind of magnify your feeling that
something bad or awful is going to happen, is that right?
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But your coping statements don't seem to work.... [Turning
to the group] Are there coping statements we can develop
that would change this into a problem or a hassle, but not
an overwhelming nightmare? What could Mary say to

herself that would demagnify her feelings in this situation?

When you're helping clients build an anger scene, be sure to pay
attention to each element of the experience. Here is an example: "Okay, now
that you're relaxed, I'm going to ask you to turn on one of your anger scenes.
Really try to be there. Notice the setting, the details, the colors, and the
shapes. Notice any sounds. Notice your physical sensations in the scene. Try
to make it real. Remember your trigger thoughts—really let yourself go. Get
into the blamers or the shoulds. Tell yourself you're entitled to better
treatment, or they're being unfair. Tell yourself they're doing it to you. Label
it bad or stupid or selfish. As your anger builds, notice what it feels like inside
your body. Notice the arousal and growing tension. Where in your body does
the tension grow first? As you notice the tension, try to let yourself get even
angrier. Keep fanning the flames. What's the matter with them, anyway? Why
do they keep doing this to you? Angrier. Angrier and angrier. Really feeling it
in your body. Tell yourself how outrageous, how wrong, how unfair. Feel

more and more anger."

Throughout the scene induction, clients will be raising their hands to

signal that they have become angry. When everybody's hand has been up for
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at least 30 seconds, you can terminate the scene and return them to
relaxation methods of their choice. After they've switched the scene off,

remind them of some general coping statements they can make:
« Everyone makes the best choice possible.
¢ [ can stay calm and relaxed.
* No one is right, no one is wrong. We just have different needs.
 Getting upset won't help.
e There's nothing to be gained in getting mad.

« ['m free to want things, but others are also free to say no.

Continue to repeat the relaxation/anger scene/relaxation sequence up
to six times. After the first two sequences, ask clients to use relaxation
without tension instead of progressive muscle relaxation. It saves time.
Following each sequence, have group members describe their coping
thoughts and discuss which ones are working and not working in a particular
anger scene. Help them modify their coping thoughts or develop new ones. If
you're having difficulty developing coping thoughts that help, go back to the
trigger thoughts and get a clear sense of what the client is saying to ignite
anger. Explore how the trigger thought may be unrealistic in the situation and

help the client develop a more realistic appraisal of what is likely to be going
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on. Since the clients prepared two anger scenes as part of their past week's
homework, make sure that they alternate scenes during repetitions. However,
if one scene isn't working to generate real anger, have the client drop it and

use the other.

Homework

» "Practice relaxation without tension daily, as well as other
relaxation techniques.” Remind clients to mark a p in the
anger log for each day of completed practice.

* Now in the anger log have clients record their coping efforts
under each anger situation. Have them note whether
emotional arousal and/or aggression scores decreased after

coping procedures.

* Have clients select two more anger scenes, this time in the

five-to-six range, for use in the next week's group session.

Week 4

Introduction

Focus on the homework, the relaxation practice, and, in particular, on
situations in which clients are beginning to use new coping skills. Make a big

deal of this. Make detailed inquiries about the particular efforts clients are
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making and how those efforts affect arousal and aggression. Ask if there are
clients whose coping statements are not working. Look at some of the
situations in which coping skills have not worked and encourage group
discussion about new attitudes or coping statements that might yield a better

result.

Try to encourage discussion of a variety of anger situations: anger
episodes that come from brooding long after the event, anger immediately
following some highly charged event, anger in traffic, leftover anger from

situations in which it was too scary to speak up, and so on.

More Coping Skills Rehearsal

Make sure that clients have selected two anger scenes in the five-to-six
range. If they have not done their homework, ask them to recall scenes from

their anger log that fall into this arousal range.

Now repeat exactly the coping skills rehearsal procedure outlined in
Week 3. Make the same effort to ensure that scenes really come alive and

generate authentic anger reactions.

Homework

» Continue relaxation practice.
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e Continue the anger log, with particular attention on the
coping process in each anger situation." Make sure that
clients rate any changes in emotional arousal and aggression
following their coping response.

¢ "Generate two anger scenes in the seven-to-eight range that
will be used during the next group session."

Week 5

Introduction

Now is the time to pay a lot of attention to what's working. Have clients
discuss in detail situations in which relaxation or cognitive control measures
reduced their anger response. Celebrate what works. Get excited about
success. If clients describe less arousal but aren't quite sure why, try to help
them identify new attitudes or ways of thinking that are helping them stay

more relaxed.

Also, pay some attention to anger situations in which clients feel less in
control. Do some digging to expose the trigger statements. "You're really
expecting them to come through for you, aren't you?..That's kind of a big
should, isn't it?...It really sounds like you're expecting disaster to strike if they
don't do it your way.... It's when you use that word 'selfish' that you really

seem to get incensed.”" Have the group discuss other ways of coping with the
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problematic situation.

Intervention: Coping Skills Rehearsal—Coping in the Scene

Have people identify, if they have not done their homework, the two
anger scenes that they'll use in the seven-to-eight range. Spend some time
having clients describe their scenes and facilitate group discussion about

coping statements that might be helpful.

This week, the coping skills rehearsal will have a slightly different
structure. From now on, clients will not leave the anger scene 30 seconds
after they have experienced arousal. Instead, they'll be instructed to remain in
the scene and practice their relaxation and cognitive coping skills while the

anger scene continues. Here's what the instructions sound like:

Really get into the anger scene—remember your trigger thoughts, really
try to feel the growing tension on a physical level. Remind yourself of the
unfairness, the wrongness, the outrageousness of the offense. [A few hands
go up, signaling anger.] When you really feel the anger, start your coping
responses. Keep pushing, keep pushing up the anger. [More hands.] But
once you get there, once you're angry, start relaxing. Start breathing
deeply. Recall your special place. Focus on your body; notice tension and
relax it away. Talk back to the trigger thoughts. What can you say to cope?
Try some coping statements and see which ones work. Do whatever works
for you to cool down. Your hand should stay up until you've found a way to
control anger. When you've controlled your anger, let your hand drop and
terminate the scene. When you've relaxed away your anger, when you've
talked back to your anger, when you've coped with your anger, let your
hand drop and terminate the scene.
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Clients are expected to keep working on the scene until they have
mastered the anger. As soon as they are sufficiently aroused and have raised
their hands, they switch immediately into the coping mode. Their hands
remain raised until their anger feels controlled and they're beginning to relax.
Once the scene is terminated, clients should continue the cognitive and
relaxation coping efforts until the next anger scene is introduced. Continue
this process for up to six repetitions. Always alternate between the two anger

scenes.

After several cycles, initiate a discussion with the group about what's
working and what's not working in controlling anger. Celebrate some
successes. Pay a lot of attention to clients who are beginning to feel some
mastery as they relax and talk away anger arousal in the scene. Clients who
are having problems should also get attention. Examine carefully their coping
procedures and generate group discussion about ways to modify the coping
process. It's always appropriate to suggest new coping responses if clients are
struggling with their current ones. If anger in a particular scene is very

difficult to control, once again explore the trigger thoughts.

Help the client develop more realistic appraisals in the problematic

situation.

Therapist: How are you doing with the scene, George?
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George: 1 get pissed off, but then I stay upset. The anger has a life of its own.

Therapist: What are your trigger thoughts?

George: That my girlfriend's selfish, that she doesn't care about me.

Therapist: What have you tried to say to yourself to cope?

George: That we each have different needs, that [ shouldn't assume the worst about
her.

Therapist: But that doesn't work.

George: Not a bit.

Therapist: 1deas from the group?

Al: How about just reminding yourself to stop judging her?

Sylvia: Focus on asking for what you want and assume you'll both have to
compromise.

Mark: How 'bout just telling yourself to say what you want without anger?

Therapist: Any of that helpful?

George: | think just reminding myself to tell her what [ want without anger.

Therapist: Are you remembering to take a deep breath?

George: 1 didn't really do that.

Therapist: That will help, too. What makes your girlfriend so adamant at times? Do
you know?

George: She thinks I don't spend enough time with her.
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Therapist: Does that mean she's afraid you don't care about her, too?
George: I guess that might be true.

Therapist: So you could say to yourself, "We're both scared here, I'd better deal
with this without anger."

Homework

« Continue relaxation practice.
» Continue self-monitoring, paying particular attention to the
coping efforts in each anger situation. Continue to rate

emotional arousal and aggression after the coping efforts.

* Develop two high-anger scenes, in the nine-to-ten range, for

use in the next group session.

Week 6

Procedures are identical to Week 5.

At the end of the session, pass out the handout on Response Choice

Rehearsal (RCR) opening lines.

Homework

« "Continue monitoring anger and coping in the anger log.

e Memorize RCR response 1."
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Week 7

Introduction

Review homework from the previous week. Again, emphasize the

positive. Review and celebrate coping successes.

Invite reactions to the RCR opening lines handout. There will be
resistance, so accept this. Encourage people to reserve judgment until they
have learned the whole package of responses and have begun testing them in

real-life situations.

M. Concept: Description of Response choice Rehearsal (RCR)

Using the description contained in the Concepts and Skills section, go
through each of the RCR responses. Emphasize that not all six of the
responses will be appropriate for a given anger situation. Emphasize the
concept of switching from one response to another to cope with growing
anger or escalation. Although a single anger control strategy often fails during
provocations, the ability to use a variety of strategies and responses in

succession increases the likelihood of resolution.

The key attitude to convey to clients is problem solving rather than

vengeance. This is a slightly different version of the earlier "cope-don't-
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blame" dichotomy. An avenger wants to punish and injure the offending party
to the same degree that he or she has been hurt. Pain must be paid back. A
problem solving attitude assumes that the problem is a matter of conflicting
needs. There is no right or wrong about it; each person's needs are legitimate
and important. The goal is to work toward agreement through discussion and

compromise.

First RCR Response: Ask for What You Want
1. Memorize these opening lines:

"I'm feeling (what's bothering me is)

And what I think I need (or want or would like in this

situation) is

2. Rules.

a. What is bothering you (your feeling) is optional. Include this if
you think it's important information that will help the
other person to be more responsive, or if the other
person is an intimate who deserves to know your

reactions.
b. Ask for something behavioral, not attitudinal.

c. Ask for something specific, limited to one or two things.
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d. Develop a fallback position—for instance, the minimum change
that would be acceptable to you. This gives you room to

negotiate.
3. Intervention: Therapist-client role-play.

Ask a group member to play the part of the provocateur in
a recent anger situation. Find out what the client wanted or
didn't want in the situation. While the client provokes you,
model the first RCR response by asking for what you want.
Make sure that the request is behavioral and specific.
Present a fallback position. Emphasize the concept of voice
control. Keep your voice low in volume without much
inflection. So often voice tone and volume communicate
anger, blame, contempt, sarcasm, and so on. Voice control
guards against escalation that is triggered by hidden

messages in your tone of voice.

Client: (provocateur) This is ridiculous, rushing like this. So damn compulsive. For

Christ's sake, relax!

Therapist: I'm feeling really anxious that we're going to be late for the surprise
party. What I want is to be at least thirty minutes early.

Client: (provocateur) Thirty minutes of just standing around waiting for things to
start? Forget it! That's nuts!

Therapist: (fallback position) I'm feeling really anxious that we'll miss the surprise.

Fifteen minutes early seems like the minimum margin we need.

Note: Stop at this point. Don't let the provocateur respond and defeat you.

4. Intervention: Client visualization.
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a. Clients visualize a scene from their anger logs which grew out of
some unmet or frustrated need. Clients see themselves

using the RCR response and having success.

b. Ask clients to visualize a second scene. This time the initial RCR
response is rebuffed, but they are successful in offering a
fallback position.

5. Intervention: Group discussion.

Discuss visualized scenes and any problems that clients
encounter in generating need statements. The therapist
should give a lot of attention to clients who've had trouble
generating statements and fallback positions. Use group
discussion to generate specific behavioral need statements
in the problematic situation. Some people may profess
helplessness at this point. They'll argue that nothing they
could ask for would have any chance for success.
Acknowledge that this may indeed be the case, and that's
why there are five other responses to choose from. You
should also suggest that learning to articulate needs, in
addition to a fallback position, is extremely helpful in many
conflict situations. And whether or not clients expect much
success, they should at least try to describe their needs in
the visualized situation.

6. Intervention: Client role-play.

One client describes a scene from his anger log, including
what he wanted in the situation and how the event

proceeded. He then plays the role of provocateur while a
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second client plays the first client practicing the RCR
response. The therapist should coach both the provocateur
and the client practicing RCR. Again, emphasize the
importance of sticking to behavioral and specific requests.
Remind clients to suggest the fallback position when the

first request is rebuffed.

7. It's time to emphasize the importance of expressing wants and
needs. Ask group members if there are concerns about what
it's okay to ask for. Explore resistance and fears about
asking. Exercise feelings of increased vulnerability and the
opening of old wounds when needs are finally put into

words.

Homework

» Continue monitoring in the anger log.

« Pick three scenes from the log (low, medium, and high anger).
Generate need statements and fallback positions for each

one.

e Practice visualizing each scene, using RCR response I
successfully. Start with the low-impact scene and progress to
a high-impact scene." Ask clients to practice the visualization

daily.

* "Memorize RCR responses 2 and 3."

Week 8
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Introduction

Review successes from the anger log. Discuss visualization homework
and any difficulty clients may have had in imagining asking for what they
want. Remind clients that this is just the first of six RCR responses, and that it
will be effective in only some of their anger situations. Again, return to the
theme of asking for what you want, and emphasize the importance of putting

needs into words.

Second RCR Response: Negotiate

Review opening line:

1. "What would you propose to solve this problem?" (Note: If clients
don't feel comfortable with the phrasing of the opening line,
let them modify it so that it feels right to them.)

2. Rules.

a. If you get resistance or a worthless proposal, offer your fallback
position.

b. If you hear a proposal that has possibilities, begin negotiation.
Look for compromise. Examples of compromise options
include:

"Let's split the difference.”
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"Try it my way for a week. If you don't like it, we'll go
back to the old way."

"My way when I'm doing it, your way when you're doing
it."

"We'll do this one my way, but we'll do your way."

c. Compromise can only be reached when the solution takes into
account both people's needs.

3. Intervention: Therapist-client role play.

As in Week 7, a client plays provocateur in a situation
growing out of his or her anger log. Before commencing the
role-play, have the client first describe the situation, to
make sure that it's appropriate for a compromise response.
Again, emphasize voice control as you role-play negotiating

with the provocateur.

Client: (provocateur) Stop hassling me about my radio! You make enough noise
blabbing all day to your friends. Music is the only way I can stand this job.

Therapist: What would you propose to solve the problem?
Client: For you to stop being so tight-assed.

Therapist: (fallback position) I just can't think with it on. I'd like you at least to keep
it off in the morning when I do most of my writing. How about that?

Note: Instruct provocateur that he or she should make some counter-proposal at
this point.
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Client: Why don't you buy me a Walkman? That would solve your problem.

Therapist: (looking for compromise) How about if I split the cost of a Walkman with
you? How would that feel?

Note: Stop the role-play here before you get defeated.
4. Intervention: Client visualization.

Have clients select a scene from their anger log in which
they feel there is room for negotiation and compromise.
Have them imagine a successful resolution after they offer a

compromise suggestion.

5. Intervention: Group discussion.

Discuss problems with the visualization. If a significant
percentage of group members are having difficulty with the
visualizations or report frustration in developing images
and seeing the scenes evolve, you might consider dropping
the visualization component for the remaining group
meetings. Encourage group discussion of problems with
developing compromise suggestions, phrasing the
suggestions, and dealing with situations in which

negotiation and compromise may be inappropriate.
6. Intervention: Client role-plays.

Proceed exactly as you did in Week 7. Again, be sure that
the anger situation includes room for negotiation and
compromise. Because negotiation skills are often very

difficult to learn, it's important that you be an extremely

Focal Group Psychotherapy 453



active coach for this role-play. When a role-play bogs down,
have the group make suggestions for new compromise
options.

Third RCR Response: Self-Care
1. Review opening line:

"If [the problem] goes on, I'll have to [self-care solution] in
order to take care of myself."

Explain that this is an exit response. If there continues to be
no progress toward agreement, you can stop the discussion
here.

2. Rules.

a. The self-care solution should have as its main purpose the role
of meeting your needs, not hurting the other person. This
isn't something you do to the other person, it's something
you do for yourself.

b. Emphasize that this is your way of solving the problem yourself,

not a pushy ultimatum, and not a punishment.
c. Examples of self-care solutions:

"l want to be on time, so if you're late, you'll have to go on

your own." "If you can't help with laundry and

housework, I'm going to hire a maid." "Jimmy, if

your clothes aren't on when I'm ready to leave,
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you'll just have to go out in your underwear and
get dressed in the car."

"Okay, you really don't want to do anything tonight. If
you're too tired to go out, I'll go with Jennifer."

3. Intervention: Therapist-client role-play.

Same as Week 7. Be sure you understand the situation, and
extract from the client some ideas about how he or she can
initiate self-care in the situation before actually beginning
the role-play.

4. Intervention: Client visualization.

Again, make sure that group members select an
appropriate scene and that they identify a self-care solution
before beginning the visualization.

5. Intervention: Group discussion.

Discuss problems with the visualization and any difficulties
developing self-care solutions. Encourage the group to
brainstorm self-care alternatives for a variety of

provocative situations.

6. Intervention: Client role-play.

Again, be certain that clients have identified the self-care
solution before commencing the role-play.
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Homework
¢ "Continue monitoring in the anger log."

« Clients should identify low-, medium-, and high-anger scenes,

as well as appropriate self-care solutions for each.

¢ Clients should practice visualizing the negotiation of a
compromise settlement, as well as imagine making a self-
care statement for each scene. Emphasize that each
visualized scene should end in success. Ideally, visualization

practice should be done daily.

¢ "Memorize RCR response 4."

Week 9

Introduction

Review important problems in the anger log. Review RCR responses 2
and 3 and discuss any problems with the homework. Emphasize that

responses 1-3 are "active" responses, while 4-6 are "passive" responses.

Fourth RCR Response: Get Information
1. Review these opening lines:

"What do you need in this situation?"
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"What concerns (worries) you in this situation?"
"What's hurting (bothering) you in this situation?"

Whether a client asks about needs, worries, or hurts
depends on the nature of the conflict and what information
the client feels that he or she needs in the situation.

2. Rules.

a. Use this response when someone is angry at you and there is
something behind the anger that you don't understand.

b. If you don't already know what the other person's need or

worry 1is, the process of getting information is vitally

important.

Repeat steps 3, 4, 5, and 6 as previously discussed.

Fifth RCR Response: Acknowledge

1. Memorize these opening lines:

"So what you want is
"So what concerns (worries) you is

"So what hurts (bothers) you is

2. Rules.
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a. Use the fifth response when someone has given a clear message

about his or her feelings.

b. Expect the other person to correct or modify what you said if
you didn't get it right. Then re-acknowledge the new
information.

c. Acknowledgment is not just to let people know you hear them. It

is a way to clarify and correct your misconceptions.

Repeat steps 3, 4, 5, and 6 as previously described.

Sixth RCR Response: Withdrawal
1. Memorize this opening line:

"It feels like we're starting to get upset. [ want to stop and

cool off for a while."

Explain to group members that this is an exit response. It
means that they must be committed to immediately
stopping the interaction at this juncture.

2. Rules.

a. Keep repeating yourself, like a broken record, if you encounter
resistance. Acknowledge the other person's desire to
keep the discussion going, or acknowledge his or her
general distress, but keep repeating your withdrawal
statement.
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b. Physically leave the situation. Don't just leave the immediate

vicinity, really get away.

c. With intimates, give a specific time at which you will return to
resume the discussion.

Repeat steps 3, 4, 5, and 6 as previously described.

Homework

« Continue the anger log.

« Pick three scenes from the anger log (low, medium, and high)

and visualize using RCR responses 4 and 5.

* Encourage clients to do visualizations daily.

¢ Ask group members to review the opening statements in
responses 1-6 each day.

Week 10

Introduction

Review anger logs, problems, and successes. Review homework and
discuss any problems. A number of clients will have done little or none of the
visualization homework. At the very least, encourage them to memorize the

responses, because the next week's homework will involve actually practicing
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RCR in real situations.

N. Skill: RCR Switching

Now it's time to emphasize the core principle of RCR switching to new
adaptive responses if anger and conflict continue. The rules for switching are

described in the Main Concepts and Skills section.

Intervention: Role-Play Triads

This is the time to do role-play switching. Break the group into triads. In
each triad, one person will play the provocateur, one person will practice RCR

coping responses, and one person will be the coach.

1. In each triad, have the person who will use RCR responses choose a

low-rated anger situation from his or her log.

2. Make sure that the situation is described in enough detail so that
the provocateur can role-play anger-evoking behavior with
some degree of realism. If a role-play begins and the client
playing the provocateur isn't getting it right, have the triad
stop and discuss in more detail the provocateur's behavior in

the actual situation.

3. The coach in each triad can facilitate coping by reminding the
provoked client of the two key coping thoughts. He or she
can also remind the coping client of opening lines for RCR

responses, if these have been forgotten. The coach may also
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suggest switching to a new RCR response. The provoking
client is coached to resist until at least three or four different

RCR responses have been made.

4. The provoked client should use anger as a cue to switch. He or she
is generally in charge of choosing which RCR response to try

next.

5. Make sure the role-play ends with successful resolution.

6. Have the triad switch off so that each member gets to play all three
parts.

7. The therapist should move from triad to triad, listening in, offering

suggestions, and encouraging effective RCR responses.

Larry: (provocateur) Why don't you spend more time with your kids and less time
trying to raise money for all these big causes, all this political shit?

Sheila: (trying response 1) You're my brother. I feel really put down and hurt when
you say things like that. What I'd like is for you to ask me, if you don't
approve, why I do things—not just pass judgment.

Larry: It's all stupid, Sheila. You're wasting your time.

Coach: Could you try your fallback position, Sheila?

Sheila: Larry, could we just agree to say nothing then? Just leave it alone rather
than hurt each other?

Larry: You like to run away from the truth, Sheila.

Sheila: (trying response 4) What's worrying you about my political activities?
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Larry: The kids look stressed, they're cranky. They seem a lot more aggressive than

they used to be.

Coach: Could you try acknowledging that?

Sheila: So what's worrying you is that they need to see me more, that they aren't

getting enough attention?

Larry: Yeah. And it's affecting their behavior. Frankly, they're turning into brats.

Sheila: (explosively) Brats?

Coach: Remember to take a deep breath and relax.

Sheila: Okay, this is what drives me nuts.

Coach: Remind yourself that you have a plan for coping. What should you switch to
next?

Sheila: (trying response 1 again) 1 really feel hurt when you say that. What I'd like is
to assure you that I'll think about what you've said. But I'd also like an
acknowledgment from you that you know I care about my kids and that it's

hard to balance parenting with trying to do something in the world.

Coach: The request seems a little vague. How do you want Larry's behavior toward

you to change?

Sheila: 1 want to hear what he's noticing about my kids without the heavy

judgment.

Coach: How can you put that into a request?

Sheila: 1 want to hear what you notice about the kids, but I'd like you to say it
without judging the other stuff I do.

Larry: But the "other stuff” is the problem, Sheila. You don't want to face that.
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Sheila: This is too much!

Coach: A deep breath...maybe an exit response?
Sheila: Like self-care?

Coach: Have you thought out a self-care response yet?

Sheila: 1 could tell him I don't want to discuss my work again. And if he brings it up,
I'll simply stop the conversation and walk out.

Coach: Try it.

Sheila: 1 don't want to discuss my political work. Let's drop it. If we get into this
again, I'm just going to take off.

Coach: This is a good place to stop.

Intervention: Group Discussion

The role-play should be followed by a group discussion about problems
experienced in switching. The group can be encouraged to brainstorm

solutions to any difficulties that grew out of role-plays.

Homework

« Continue anger logs.

« Encourage clients to review all opening lines on a daily basis.

e In vivo homework:
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-Using the anger log, have clients pick a low-risk individual
with whom they've had conflict. They should visualize
using RCR with that person, and plan out a need statement,

a fallback position, and a self-care solution.

-Clients should seek an opportunity to engage in an RCR
exchange with that person.

-Results should be recorded in the anger log.

Weeks 11 and 12

You should continue the role-play switching exercise from Week 10.
Always encourage clients to switch back to old responses that have already
been tried. Individuals can acknowledge, negotiate, or ask for what they want
more than once. As clients become more proficient at RCR, begin using

medium-, then high-impact anger scenes from the logs.

During these weeks, it's time to reemphasize the relaxation and
cognitive coping skills learned earlier. Check in and uncover how clients have

adapted these skills for their own use.

Homework

Use the same homework assignment as in Week 10. But now make sure

that clients are picking at least medium-risk individuals and situations as
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targets for their RCR practice. Clients should continue to record results in the

anger log.

Criteria for Measuring Change

Change can be measured by the anger log ratings. During the final
session, you can ask clients to compare their anger log ratings of frequency,
and of degrees of arousal and aggression, during the first three weeks with
ratings during Weeks 9, 10, and 11. For most group members, the average

ratings will have decreased significantly.

Noncooperation

The most significant problem in any skills-oriented group is the
difficulty in motivating clients to do homework, maintain log records, and
integrate the new behavior they are learning into daily life. One sure way to
encourage cooperation is to ask to see the logs at the beginning of each
session. Emphasize that progress and change are directly related to the
amount of practicing done at home. Encourage clients to develop reward
systems for doing their homework. An evening visualization session can be
followed by a pleasant soak in the tub, reading an enjoyable book, or
telephoning friends. Clients should make the rewards contingent on

successful completion of daily practice assignments.
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Some clients will cooperate more during one segment of the group than
during others. This is to be expected. The cognitive control and RCR segments
of the group, in particular, may be difficult for some clients. Be supportive,
and emphasize that each skill is important in achieving anger control. Clients
who have trouble with rehearsal and visualization should, at the very least, be
attempting to apply their new skills to provoking situations that come up
during the week. Your work is to consistently encourage them to convert the

concepts and skills they are learning into real-life behavior.

People who don't do their homework, yet continue to come in with
stories of anger upsets, should be challenged. They shouldn't be allowed to
take up group time with war stories if they are not attempting to implement

their new skills.

Some clients will come in each week with a story about how they tried
their new skill but it didn't work. Some of these people may be playing a
version of Eric Berne's game, "Yes, but." Have this sort of client describe in
detail what he or she did to cope with the situation. Ask group members to
look for flaws or problems in the client's coping strategy. In some cases,
clients will try methods that are obviously inappropriate for the particular
situation. After you or the group have suggested a more appropriate coping
strategy, you might delicately raise the question of how inappropriate anger-

coping strategies may be an unconscious way of making sure nothing
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changes.

Relapse Prevention

It's important to emphasize in the final session what to do if anger
reemerges as a problem in the client's life. Relapse usually means that the
client has forgotten to implement some of what he or she has learned. If anger

is reemerging, the client should:

1. Reestablish his or her relaxation and stress-reduction program.

2. Begin rehearsal by imagining the problem situation, including
appropriate coping statements.

3. Identify any significant cognitive distortions that are triggering the

anger, and develop appropriate responses or rebuttals.

4. Rehearse, in advance, any RCR responses that might be helpful in
the situation.

Resistance

Resistance in the anger group can be traced to one of two causes. Either
the client has strong fears about changing, or there are rewards and
secondary gains for maintaining high levels of anger. Finding out what the

resistant client fears is an extremely important step. For some, anger
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functions as a defense against feelings that are too painful to openly
acknowledge. Merely getting clients to name these underlying feelings can be
an important first step toward overcoming resistance. Some clients are afraid
that no one will listen to them or acknowledge their needs if they express
themselves without anger. These individuals should be encouraged to
experiment with direct, nonblaming requests in situations in which they
previously used anger. Additional group or individual work may also be

indicated for developing assertiveness skills.

Some clients feel more powerful in the world and in their relationships
because of anger. The secondary gain, particularly in an intimate relationship,
may include certain forms of control, the ability to avoid unpleasant feedback,
regulating the level of closeness, sexual stimulation, special concessions and
favors, and so on. Some clients are willing to openly examine how they use

anger to meet certain needs. Others are not.

Whether resistance stems from fear or secondary gain, it can be further
addressed by encouraging clients to examine the personal costs of their
anger. The leader can assign homework to the group as a whole that
encourages members to identify how their anger harms relationships at
work, with friends, with family, with lovers, and with children. Clients should
be encouraged to explore the effects of anger not only in current

relationships, but also in any significant past relationships as well. During the

http://www.freepsychotherapybooks.org 468



following week's session, the group leader can give special attention to

resistant clients and the interpersonal costs of their expression of anger.
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Chapter 6

Assertiveness Groups

Martha Davis, Ph.D.

Introduction

Assertiveness was originally described by Andrew Salter in the late
1940s as an innate personality trait. Wolpe (1958) and Lazarus (1966)
redefined assertive behavior as "expressing personal rights and feelings."
They determined that assertiveness was situationally specific: most people
can be assertive in some situations, and yet be ineffectual in others.
Assertiveness training expands the number of situations in which a person

can choose to be assertive.

When a person is passive, opportunities are lost and unpleasant
situations are tolerated. In time, bad feelings can build to a point where one
more event can trigger an explosion of resentment that in turn provokes
upsetting criticism or rejection. Stress-related physiological responses can be
caused by excessive passivity or aggression. Behavior that masks unpleasant

thoughts and feelings may occur, such as drinking, withdrawal, or obsessing
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with physical symptoms (Gambrill, 1978). Non-assertive behavior has been
implicated in a wide range of presenting problems, including anxiety,
depression, antisocial aggressive behavior, marital discord, and low self-

esteem (Ruben, 1985).

Assertiveness training has been employed with a variety of populations,
including grade school children, adolescents, college students, the elderly,
psychiatric patients (both inpatient and outpatient), professional groups,

women, alcoholics, drug addicts, and couples (Ruben, 1985).

The majority of assertiveness training groups focus on building
assertive skills, using model presentation and rehearsal. The entire chain of
behaviors, verbal and nonverbal, is presented, and the group members
imitate it. Bandura (1969) has documented the effectiveness of model
presentation in establishing new behaviors and reducing avoidance

behaviors.

While some clients may lack an assertive skill altogether, rehearsal
usually reveals that most clients possess many of the necessary components
of a skill which can be further "shaped" by instruction, positive feedback, and
prompting during subsequent rehearsal. Practicing new behaviors in a safe
environment reduces discomfort, particularly when rehearsal closely

resembles the actual problem situation. A study by Lawrence (1970) found
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significant effects after only 12 minutes of rehearsal. Kazdin (1975)
determined that covert modeling, in which clients imagine themselves or
someone else dealing effectively with social situations, was as effective as

actual rehearsal.

Graduated homework assignments allow clients to apply their newly
acquired assertive skills first to situations in which the likelihood of success is
high and the degree of discomfort is minimal. Initial success tends to reduce
anxiety, increase the probability that clients will generalize the new assertive
behavior to other situations, and encourage assertive behavior in more
challenging situations. Homework is reviewed at the next group session
where successive approximations of the final behavior are reinforced, and
instructions and additional homework assignments are given as necessary. As
Gambrill (1978) suggests, this process offers clients a model of how to alter
their own behavior: they identify small changes to be made, practice these,

and praise themselves for improvements.

The assertiveness training model described here emphasizes the
building of assertiveness skills, using model presentation, rehearsal, positive
feedback, prompting, covert modeling, and homework assignments. Basic
assumptions regarding one's assertive rights are made explicit, traditional
assumptions and fears that inhibit assertive behavior are challenged, and the

pros and cons of assertive and nonassertive behavior are explored.
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Selection and Screening

Ideally, you should screen your clients in an individual session. If you
are relying on referrals from other therapists or on self-referral to a publicly
offered workshop or class, you may want to circulate a brief written
statement that includes typical problems of nonassertive behavior, a

definition of assertiveness, its benefits, and a list of the skills to be taught.

Assertiveness training is most useful for people who can identify social
situations in which they have difficulty communicating assertively; and who
lack certain assertiveness skills, or are not comfortable in certain situations

using what assertiveness skills they do possess.

Do not accept clients into an assertiveness group who are in crisis, who
are of potential danger to self or others, who are actively psychotic, or who
have an untreated mood disorder. Likewise, do not accept clients who are
primarily interested in talking about their problems and are not motivated to

make significant behavioral changes.

Assertiveness training is highly structured so that many socially anxious
people can tolerate the group setting; when they complete the group, they are
likely to report a significant reduction in anxiety in general. Some people,
h