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Chapter 13

Developing Cognitive Therapist
Competency: Teaching

and Supervision Models

Christine A. Padesky

Reference: Padesky, C. A. (1996). Developing cognitive therapist competency: Teaching
and supervision models. In P. M. Salkovskis (Ed.), Frontiers of cognitive therapy
(pp. 266-292). The Guilford Press. [posted on https://www.padesky.com/clinical-corner]

specifications for treatment stages, Structure, and meth‘ods. The

seminal text on the therapy, Cognitive Therapy of Depression (Be(?k,
Rush, Shaw, & Emery, 1979), was originally written as a the‘rgplgt train-
ing manual to standardize treatment interventions. Clear specnflqlty in treat-
ment methods allowed researchers to evaluate how closely therapists adhered
to treatment protocols and whether different elements of these protocols
correlated with positive treatment outcome. _

While treatment outcome is generally used to measure the efficacy of
therapy models, it can also be used as a measure of therapist competency.
Several studies suggest that therapists obtain better treatment outcome for
depression if they adhere closely to the structure of cognitive therapy (Shaw,
1988) and follow the standardized procedures of the therapy (Thase, 1994).
Therefore, two possible criteria for therapist competency are knowledge of
and adherence to treatment protocols.

While these studies have not been duplicated for all the various problems
treated with cognitive therapy, the development of specific cogniti've_ther-
apy protocols for specific disorders assumes that pr_otocol adhf:rence is linked
to therapy outcome. Therefore, programs teaching 'thefaplsts to copduct
cognitive therapy usually teach cognitive conceptpz}llzanons for Partlcular
problems as well as specific procedures to be administered according to the
principles and structure specified in cognitive therapy treatment protocols.

Therapist adherence to general cognitive therapy principles is often meas-
ured by ratings on the Cognitive Therapy Scale (CTS; Young &‘ Beck, 1?30)
which was devised to measure therapist competency in applying cognitive

therapy. The CTS seems to be a reliable and valid measure of therapist com-
petency (Dobson, Shaw, & Vallis, 1985; Hollon et al., 1981; Vallis, Shaw,

C ognitive therapy was one of the first therapies to provide detailed
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&.D(?}:?SOH, 19.8§; Young_, Shaw, Beck, & Budenz 1981) with intraclass
reliability coefficients ranging from .54 1o .96 (Beckham & Watkins, 1989)

lnstructo;‘ls and therapists wishing to rate therapists’ cognitive theré{)v skills
can use the CTS to rate an audiotape or videotape of a therapy session on
general _[herapy skills (e.g., collaboration, interpersonal raPPOQt pacing of
the session) and on specific cognitive therapy skills (e.g., focus on ke cops
nitions, strategies for change, quality of homework.a's,signed) y cog

TEACHING COGNITIVE THERAPY TO THERAPISTS

Competency as a cognitive therapist requires knowledge of cognitive ther-
apy theory aqd the ability to apply this theory in a structured fashion. To
do so, ltheraplsts must be able to formulate a useful case conceptualization
and skillfully apply empirically based clinical methods within a collabora-
tive therapeutic relationship. Programs that teach cognitive therapy must
therefore teach therapists conceptualization skills, interpersonal processes
necessary to the formation and maintenance of a collaborative therapeutic
relat.lonshlp, a range of clinical procedures, and treatment protocols that
specify how and when to use particular procedures for particular problems.

Content Required for Therapist Competency

Teaching cognitive therapy in the final decade of this century is more com-
plex than it was in the late 1970s when a single treatment model existed
for a single disorder, depression. Today there are specific cognitive therapy
conceptualizations and treatment protocols for most syndromes described
in the fourth edition of the Diagnostic and Statistical Manual of Mental
Disorders (American Psychiatric Association, 1994). Further, positive treat-
ment outcomes obtained in empirical studies contribute to the expectation
that cognitive therapists should be able to treat multiproblem clients in brief
format therapy. This complex task requires therapists to form rapid con-
ceptualizations and be knowledgeable and skilled in the treatment of varied
and interrelated problems. A brief history of the content taught in cogni-
tive therapy training programs will illustrate this evolution and explosion
in the knowledge base required to achieve “competency™ as a cognitive

therapist.

The Evolution of the Cognitive Therapy Knowledge Base

When Beck introduced cognitive therapy for depression in the 1970s, other
therapies for depression were highlighting affect, biology, interpersonal rela-
tionships, and sometimes behavior. Beck proposed cognition and behavior
as primary focal points for therapeutic intervention. Therapists wishing to
learn this new therapy read Cognitive Therapy of Depression (Beck et al.,
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The primary therapist skills taught in this latter boqk were methods
for changing behavior, identifying cognitions, and teaching Cllenta:, to test
out negative thoughts and beliefs. Since affect was already predominant

this clinical population, only cursory discussion was given to the impor.
tance of cultivating affect in therapy. Therapists were ta}lght to do thel‘apy
in a relatively new way. Each session was structure.d with a clear agenda,
problem focus, and development of h.omeWO_rk assignments to encourage
client learning, observation, and experimentation betw.een thel"alp_y Sessions,
Within sessions, there was a new concept of “collaborative empiricism” (Beck
et al., 1979, p. 6) in which the therapist employed “Socratic questions” to
guide client learning and reevaluation of negative depressogenic beliefs.

As cognitive therapy’s efficacy for treating depression was established
(Rush, Beck, Kovacs, & Hollon, 1977; Shaw, 1977; Blackburn, Bishop,
Glen, Whalley, & Christie, 1981; Murphy, Simons, Wetzel, & Lustman,
1984; Beck, Hollon, Young, Bedrosian, & Budenz, 1985), the therapy be-
came increasingly popular among therapists and researchers around the
world. Paradigms evolved that applied its principles to an ever expanding
array of problems including anxiety disorders, eating disorders, and rela-
tionship difficulties. With each new application, new conceptual models were
developed and empirically tested. In addition, new content requirements
for therapist competency were added.

By the mid-1980s, cognitive therapy was a treatment of choice for anxi-
ety disorders. Beck and others developed cognitive conceptualizations for
anxiety disorders (cf. Beck, Emery, & Greenberg, 1985; Butler & Mat-
thews, 1983; Clark, 1986; Salkovskis, 1985) . Cognitive therapists wish-
ing to attain competency now needed to learn conceptual models for both
depression and anxiety. In addition, while still structured and grounded in
collaborative empiricism, the anxiety treatments required new skills for ther-
apists.

Anxious cognitions often occurred as images so therapists learned
methods for assessing and cognitively restructuring images. In contrast with
depression treatment, affect was not omnipresent in sessions. Therapists
needed to learn methods for inducing affect in session because “cognitive
therapy cannot be done in the absence of affect” (Beck, 1990). Unlike depres-
sion, which was succes_sfully treated by similar cognitive therapy methods
regardless of type, anxiety disorders responded differentially to treatment.
Therefore, cognitive therapists learned specific conceptualizations and treat-
ment protocols for each anxiety disorder.

In addition to cognitive therapy for anxiety disorders, research-based
treatment parad1g.ms emerged for many other problems in the 1980s. Cog-
nitive conceptualizations and treatment paradigms were developed for
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problems as diverse as eating disorders
1985), substance abuse (Beck, Wright
ship problems (Beck, 1988; Baucom &
1990), and schizophrenia (Perris, 198
In the late 1980s cognitive therapi
cognitive therapy principles to the

(Pades_ky, 1988;hPretzer‘ & Fleming, 1989). By 1990 these ideas were col-
e s e el camens enphees nd e o
o T : eck et al., 1990). Cognitive therapy of
persona}llty disorders requires therapists to develop individualized case con-
ceptualizations that include deeper schematic beliefs as well as the automatic
thoughts and.under lying assumptions that are the primary focus of depres-
sion and anxiety treatment. Conceptualizations of clients with personality
disorders also include a greatcr emphasis on early developmental history
and_ client nteractions with environmental factors (especially familial and
social) Wthh influence schema deVClOpment and maintenance.
Cf)gmt_we therapists treating personality disorders also emphasize the
therapist—client relationship more than is required in the treatment of depres-
sion and anxiety. This is because the schemas central to personality disord-
er treatment often emerge most clearly within the therapy relationship.
Schema change is central in the treatment of personality disorders. While
therapists help clients with personality disorders evaluate and change
maladaptive automatic thoughts and underlying assumptions, Beck and his
colleagues proposed that the key to personality disorder treatment was chang-
ing maladaptive schemas (Beck et al., 1990). Thus, the required cognitive
therapy knowledge base expanded to include methods designed to weaken
maladaptive schemas and construct new ones. These skills include use of
continuum methods, psychodrama, historical tests of schemas, and core belief
data logs (Padesky, 1994a).

(Garner & Bemis, 1982; Fairburn,
Newman, & Liese, 1993), relation-
Epstein, 1990; Dattilio & Padesky,
8; Kingdon & Turkington, 1994).
sts began discussing applications of
treatment of personality disorders

State-of-the-Art Content Requirements for Therapist Competency

As the previous summary illustrates, the content to be mastered by cogni-
tive therapists has grown enormously over the past 20 years. As always,
cognitive therapy continues to evolve as clinical practice is teamed with
research data. Each specific clinical application includes interventions to
be learned and mastered. Once the basics are learned, a competent cogni-
tive therapist develops an artful ability to conceptualize interl_ockjng problems,
make intervention choices, and solve problems in an efficient and effective
manner to facilitate client learning and change. These ideals are challeng-

ing to achieve.

Clinical Processes Required for Therapist Competency

Bridging the various domains of clinical applic-a_tion are the nece':ssit}{ fqr
a positive therapy relationship and therapist ability to follow basic princi-
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Therapy Relationship Factors

Beck’s initial treatment manual (Beck et al., 1_97_9) dedlcated a chapter. to
the necessity for a positive therapeutic relationship lncl.udmg such nonspecific
treatment factors as warmth, accurate empathy, genuineness, trust, and rap-
port. In addition, this book briefly discussed transferenc; and countertrans-
ference issues in therapy, acknowledging their importance in cognitive therapy
and the direct manner with which cognitive therapists address them. Thus,
from the beginning, competent cognitive therapists were expected to be able
to form and maintain positive therapeutic relationships.

Some later texts devote considerable discussion to interpersonal processes
in cognitive therapy, especially important in therapy with clients with per-
sonality disorders (cf. Beck et al., 1990; Safran & Segal, 1990; Wright &
Davis, 1994). Strategies for using a positive client—therapist relationship to
promote change and using conflict in the therapy relationship to foster client
learning are central to cognitive therapy (Newman, 1994; Padesky with
Greenberger, 1995; Rane & Goldfried, 1994; Safran & Muran, 1995).

To promote schema change in personality disorders, cognitive therapists
use the therapy relationship as a laboratory for testing core beliefs. For ex-
ample, a client who mistrusts others is encouraged to risk trusting the ther-
apist in small ways. Therapist and client examine affective, cognitive,
behavioral, and relationship consequences of these experiments. To fully
participate in this type of relationship “laboratory,” a cognitive therapist
needs good self-awareness in addition to relationship skills.

Cognitive Therapy Process

The fundamental therapy processes in cognitive therapy are collaboration,
guided discovery, and structure. Collaboration means therapist and client
work together as a team jointly choosing therapy goals, constructing a
meaningful conceptualization of problems, and developing plans for change.
A collaborative relationship requires both therapist and client to be active
and interactive within the therapy relationship. Each seek and receive feed-
back from t.h_e other; questions back and forth are encouraged. Collabora-
tion in cognitive therapy requires the client also to be active outside the session
as an obst?rver, reporter of experiences, and experimenter. Therapists who
are not willing to participate in a highly interactive therapy relationship are
poor capdidates for cognitive therapy training.

oo et ey o gpcouts in ol el

y both verbally through questioning and experien
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tially by .helping clients devise experiments conducted in and outside of ther-
apy sessions. Guided discovery is the engine that drives client learning in
cognitive therapy. Encouragement of active client observation and exami-
nation of thoughts, emotions, behaviors, interpersonal patterns, and phys-
iological responses is fundamental to guided discovery. Therapi,sts with an
understanding of scientific method and an enthusiasm for helping others
learn for themselves are ideally suited to guide client discovery.

Finally, cognitive therapy is structured. Within sessions, cognitive ther-
apists collaboratively set agendas with clients, clearly define goals, provide
frequent summaries, and help construct specific, structured learning assign-
ments. Across sessions, skills are taught in a stepwise fashion, clients are
encouraged to keep therapy notes and records, and treatment protocols are
followed as closely as ideal for a particular client’s treatment.

The degree and form this structure takes can be quite different depending
upon the client and the problems addressed. For example, cognitive ther-
apy of panic disorder follows a highly structured treatment protocol over
a brief number of sessions. Alternatively, cognitive therapy for posttrau-
matic stress disorder with a rape victim with concurrent borderline person-
ality disorder would require more flexibility in structure, collaborating with
the client to determine the types and degrees of session structure that can
be therapeutically tolerated week to week. Therefore, the ideal cognitive
therapist is capable of being highly structured in therapy, comfortable track-
ing a number tasks within a session, and yet sensitive to adapting therapy
structure to individual clients in order to maximize collaboration and a posi-
tive therapeutic relationship.

In the following section a variety of teaching methods are described
that foster the development of therapist competency in content, relation-
ship factors, and cognitive therapy process. It is ideal if training and super-
vision programs model mastery of content, positive relationships (between
instructor and student), collaboration, guided discovery, and structure.

Teaching Processes

From the earliest years of cognitive therapy training, Beck preferred teach-
ing methods that modeled the therapy and provided therapists with learn-
ing experiences to guide their discovery. His workshops and presentations
include frequent use of Socratic dialogue to help participants dispover the-
oretical principles. In addition, Beck employs experiential exercises to en-
courage students to gather data regarding their own thpughts, emotions,
and physiological responses, linking these personal experiences to the topics
of discussion. In these ways, from the beginning, cognitive therapy has b_een
taught using principles of collaboration, guided discovery, conceptualiza-
tion, and structure.
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Collaboration

Collaboration between instructor and student is central in the teaching and
learning of cognitive therapy. Students are encouraged to play an active role
in learning by (1) questioning the instructor, (2) participating in exercises
designed to teach key therapy principles, and (3) thoughtfully answering
instructor questions by drawing on clinical experiences and self-observation,
Cognitive therapy instructors collaborate with students by (1) openly dis-
cussing the teaching agenda, (2) encouraging student input regarding topics
and learning processes, (3) asking questions to guide student discovery, and
(4) inviting student feedback on clinical demonstrations and theoretical prin-
ciples.

Cognitive therapy instructors foster supportive, investigative teams. In
large learning groups, these teams can be small groups of two to six mem-
bers that learn via role plays and discussion, followed by instructor feed-
back. Smaller learning groups can work as a whole to encourage and foster
learning. For example, group dyads can practice cognitive therapy skills in
front of the group and receive feedback from colleagues on what they did
well and what could be improved. A supportive atmosphere is necessary
because therapists must feel safe and comfortable making mistakes in front
of the group. If therapists feel group pressure to avoid mistakes, they will
hesitate to try new approaches and new learning will be limited.

Guided Discovery/Empiricism

Cognitive therapy employs guided discovery and empirical investigative
methods as the principal methods for client learning and change. Using these
same principles to teach cognitive therapy to therapists reinforces the im-
portance of data-based learning. Knowledge of previous empirical findings
provides a foundation for cognitive therapy training programs. Students are
encouraged and instructors are required to stay abreast of clinically rele-
vant empirical research. The most successful clinical applications of cogni-
tive therapy have been developed in parallel with empirical studies of the
clinical phenomena treated. Cognitive therapy instructors learn about
research by reading professional journals, attending research symposia at
national and international cognitive therapy conferences, and often by con-
ducting research themselves.

In addition to learning from empirical research, cognitive therapists add
to their own personal competency by regularly investigating the benefits and
shortcomings of clinical methods learned. Instructors encourage student use
of empirical methods by setting up learning experiments for student ther-
apists to complete. For example, students learning to use Automatic Thought
Records can be assigned to first complete Thought Records for themselves.
The instructor can guide discovery by questioning students about what they
learned using Thought Records. These questions can include queries about
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Following theré}plSt practice of clinical methods and discussion of what
was learned, ther apists are askgd to try the same methods with one or more
clients to g_ath(?r more 1nf0rmz}t10n about the value and difficulties entailed
ip a Spe.Cl.fIC clinical mtervel_ltlon. Practicing only a few new methods at a
time facﬂ_itates s_tudent learning, especially if these methods are applied with
several clients w1jch the same diagnoses. Repeated practice with similar clients
enhances therapist learning by allowing comparison of results from several
closely spaced learning trials. Therapists with a full and diverse caseload
can often create these learning circumstances by selecting two or three similar
clients with which to practice particular cognitive therapy methods.

These experimental learning forays on the part of the student therapist
will usually have a mixed clinical outcome; some clients will respond well
to the interventions, others will not. The instructor or supervisor can en-
courage the learning therapist to use both positive and negative experiences
to advance learning. A truly empirical stance on the part of the therapist
consists of (1) formulating hypotheses (e.g., learning to use a Thought Record
will help my depressed clients feel better), (2) conducting multiple experi-
ments (e.g., teaching several depressed clients to use a Thought Record),
(3) noting the outcome of these experiments (e.g., two clients benefited greatly
from the Thought Record, one seemed to become more depressed in the
process of learning the Thought Record), (4) analyzing these outcomes care-
fully (e.g., the client who did not find 1t helpful had a much more veget-
ative depression), (5) implementing further experiments (e.g., I could try
more behavioral interventions with this client, or add medication), (6) review-
ing the outcomes of these experiments (e.g., this third client is still quite
depressed, but responding somewhat better to behavioral rather than cog-
nitive interventions), and (7) drawing tentative conclusions (e.g., Thought
Records seem helpful for most depressed clients; I will use behavioral and
pharmacological approaches first with clients who have many vegetative
symptoms) to be (8) further tested by additional clinical experiments.

Instructors foster therapist willingness to use this type of empirical ap-
proach if these methods are modeled in the teaching setting. Rather than
didactically teaching “truths,” instructors can summarize empi_ricz}l findings
and then devise learning experiments to see if and how these findings apply
to the students’ own experiences and clients. Students are gnf:ouraged to
figure out why interventions are not always _successful by examining the qual-
ity of the implementation of these interventions, characteristics of the client,

and therapist beliefs and emotions that also influence treatment outcomes.
Finally, students are taught that no clinical approach works perfectly wn_th
every client. The art and skill of therapy are best developed in a therapist



274 C. A. PADESKY

who consistently analyzes and learns from both positive and negative client
feedback and outcome.

Conceptualization

Another cornerstone of cognitive therapy instruction is teaching therapists
to formulate a useful conceptualization of the client’s problems. A cogni-
tive therapy conceptualization will include beliefs (automatic thoughts, un-
derlying assumptions, and schemas), emotional reactions, behavioral
strengths and deficits, social factors that influence problems (both past and
present), and consideration of biological factors. Persons (1989) recommends
therapists look for the smallest number of explanatory elements that can
account for all of the client’s presenting problems. Thorough assessment
of client beliefs is central to conceptualization in cognitive therapy, not be-
cause beliefs are considered the root cause of all problems, but because be-
liefs serve a powerful maintenance function for problematic behavioral and
interpersonal difficulties (Padesky, 1994a).

A number of methods are used to teach case conceptualization to cog-
nitive therapists. Often, beginning therapists are instructed to rely on em-
pirically evaluated cognitive models to conceptualize client difficulties. For
example, a client’s panic disorder is conceptualized as the result of catas-
trophic misinterpretation of physical or mental sensations according to the
model outlined by Clark (1986). Client depression is conceptualized as result-
ing from biopsychosocial stressors combined with negative cognitions about
the self, world, and future (Beck et al., 1979). Therapists who adopt these
template conceptualizations and follow the accompanying treatment pro-
tocols can be satisfied as long as these make sense to the client and treat-
ment is successful.

Much of the time, however, clients present with more than one difficulty,
requiring the therapist to combine or choose among generic conceptual
models. Therefore, therapists must learn to develop individualized case con-
ceptualizations. A number of training centers have developed case concep-
tualization forms to guide therapists in this process. These forms generally
ask therapists to list a client’s presenting problems, write a brief history of
relevant events, describe the interpersonal process in therapy, and identify
key underlying assumptions and schemas. This summary is used to write
a brief treatment plan that is given to the supervisor for feedback. Written
conceptualizations often are discussed with clients who may collaborate in
their development.

Weritten conceptualization forms help the beginning cognitive therapist
learn processes for constructing conceptualizations to guide treatment. More
experienced cognitive therapists form written conceptualizations in collabo-
ration with clients early in therapy, often as soon as the first or second ses-
sion, with refinements added as therapy proceeds. Therapists are encouraged
to discuss conceptualizations with clients as hypotheses to be evaluated
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through observation, data collection, and behavioral experiments. Cogni-
tive therapy conceptualizations are descriptive and closely tied to under-
standing a‘n’d explaining the client’s day-to-day experiences.

Cognitive therapy instructors and supervisors are encouraged to model
and illustrate a variety of case conceptualization methods for students. Stu-
dents are epcouraged to experiment with diagnostically based conceptuali-
zations, written case conceptualization forms, and diagrams of client patterns
to discover which approaches are most helpful.

Structure

Learning to do cognitive therapy in a structured fashion is often one of the
most difficult tasks for therapists. Instructors model the use of structure in
each teaching session by setting agendas, monitoring time usage, and seek-
ing regular feedback from students on the learning pace followed. Students
are encouraged to practice a more structured therapy approach within time-
limited role-play assignments in which certain therapy tasks need to be ac-
complished. Role-play exercises are analyzed to find which strategies are
effective for balancing structure, focus, and a positive therapy relationship.

Feedback from the “clients” in these role plays is usually very instruc-
tive. Therapists often believe that structure is disruptive to a good therapy
relationship and client insight. As clients, therapists often discover that, com-
pared with relatively unstructured interviewing methods, an empathic struc-
tured interview creates an atmosphere in which greater understanding from
the therapist and more hope for improvement are experienced because a
clearer treatment plan emerges.

Audio- and videotapes of therapists’ sessions with actual clients are
reviewed by the cognitive therapy instructor to assess whether the student
therapist is adhering to a structured plan within the therapy hour. Ther-
apists often need help learning to manage common impediments to struc-
ture such as agendas that are too complex for the time available, clients
who have difficulty maintaining focus, and the demands of debriefing and
developing homework assignments that can take more time than novice ther-
apists allow. Discussion and role play of strategies for maintaining struc-
ture help develop a therapist’s behavioral skills. In addition, therapist beliefs
about the advantages and disadvantages of structure may need to be exa-
mined and tested using Thought Records and behavioral experiments.

Teaching Methods

While most cognitive therapy training programs strive to incorporate the
principles outlined above, a variety of teaching methods are employed to
accomplish these learning goals. Most programs use several of the teaching
methods below. Ideally, therapists wishing to become competent cognitive
therapists will sample all these learning methods en route.
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Reading Materials

Cognitive therapists have written some of the most specific and wide-ranging
topical descriptions of therapy in the history of psychotherapy. Therefore,
students of cognitive therapy have no difficulty finding written references
for almost any client population and set of problems. Cognitive therapy in-
structors facilitate student learning by selecting texts that combine the
knowledge derived from empirical studies with clear and specific descrip-
tions of their clinical applications.

Brief training programs sometimes use a single text that describes cog-
nitive therapy applied to a variety of problems (cf. Freeman, Pretzer, Flem-
ing, & Simon, 1990; Hawton, Salkovskis, Kirk, & Clark, 1989). Longer
training programs usually ask students to study primary texts on cognitive
therapy for specific problems such as depression (Beck et al., 1979), anxiety
(Beck, Emery, & Greenberg, 1985), personality disorders (Beck et al., 1990),
and other common clinical populations treated, such as couples (Baucom
& Epstein, 1990; Dattilio & Padesky, 1990) or children (Kendall, 1991).

Cognitive therapy treatment manuals written for clients also facilitate
therapist learning by providing a programmed text to use in therapy. A
12-chapter treatment manual written by Greenberger and Padesky (1995)
teaches clients the basic cognitive therapy skills necessary for the treatment
of many different client problems. Chapters teach how to identify emotions,
identify automatic thoughts, use Thought Records to evaluate automatic
thoughts, conduct behavioral experiments, and begin schema change
methods. This client manual helps beginning cognitive therapists by providing
written explanations for common cognitive therapy learning tasks.

Further, summaries, “hints,” and troubleshooting guides in this client
manual can be extremely helpful to a therapist learning to practice cogni-
tive therapy. These written guidelines highlight key ideas and help solve
common problems encountered in conducting cognitive therapy. A clini-
cian’s guide accompanies this client treatment manual and summarizes threat-
ment protocols for a variety of cognitive therapy applications (Padesky with
Greenberger, 1995). The clinician’s guide also highlights common dilem-
mas faced by cognitive therapists, with recommendations about how col-
laboration and guided discovery can help resolve these difficulties.

Client treatment manuals also have been written for specific client
problems such as depression (Burns, 1989; Eaves, Jarrett, & Basco, 1989),
anxiety (Bourne, 1990), obsessive-compulsive disorder (Steketee & White,
1990), and relationship problems (Beck, 1988). Each of these client manu-
als provides a structured presentation of a cognitive therapy approach for
treating these difficulties. Beginning cognitive therapists may find client work-
books a helpful addition to the therapy they conduct. Since workbooks pro-
vide explanations of cognitive therapy principles written in simple language,
beginning therapists can model their own verbal explanations to clients on
these written samples.
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Clinical Demonstrations

gz;;zgfslt;‘;?itsnzf;ﬁuTtiZ;atl}sl ec:zscrlb'e treatment principles in detail._ Clinical

- peutic processes and, sometimes, artistry. For
example, a cognitive thef?PY text will describe collaborative empiricism and
Perhaps even provide written therapist—client dialogues. Yet these illustra-
tions leave much out. A clinical demonstration provides added information
about pacing, V(_)cal tone and inflection, nonverbal communication between
thefaE’ISt and client, and the development of interventions in “real therapy
time.

Clmu;al demonstrations can be live, videotaped, or audiotaped and may
involve c.:hents or role plays. Each format has its advantages and disadvan-
tages. Live demonstrations are useful when learning therapists want con-
sultation with a particularly challenging client or diagnosis. A clinical
instructor can meet with a selected client to illustrate interventions in vivo.
Live demonstrations also can be done impromptu during classes or work-
shops to illustrate treatment principles or to respond to student questions.
Students who are skeptical about the usefulness of cognitive therapy for par-
ticularly complex clients are often reassured by a live clinical demonstra-
tion that illustrates therapy principles applied under challenging circum-
stances.

Live clinical demonstrations can be provided by students as well as the
instructor. It is helpful for therapists learning cognitive therapy to practice
its tenets under the observation of other therapists who provide construc-
tive feedback. Initially, students are most comfortable providing brief role-
play demonstrations of particular therapeutic principles (e.g., 5 minutes of
guided discovery). Eventually, it is helpful for students to provide and watch
demonstrations of complete therapy sessions.

The “piggyback” supervision model (Padesky, 1993a) can be used to
provide live clinical demonstrations when a group of therapists in a com-
mon clinical setting are learning cognitive therapy. This method involves
therapy demonstrations conducted in rotation by each learning therapist.
The most experienced therapist begins by conducting a cognitive therapy
session observed live by the other therapists. After this session, the ther-
apist group discusses the session, emphasizing learning for all group mem-
bers. The first therapist continues his or her demonstration case with weekly
discussions and critique of the sessions. After 2 or 3 }vgeks a second ther-
apist begins treatment with a new client; sessions are similarly observed and
critiqued by the learning group. Within a few months, each therapist pro-
vides clinical demonstrations for the group and each group.member has the
opportunity to observe several sessions per week accompanied by group dis-
cussion and analysis. . ,

Clinical demonstrations also can be provided on videotape. Videotapes
have the advantage of being shown either fqll_length to capture many of
the advantages of live interviews or in an edited format to emphasize key
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learning points in a shorter period of time. In addition, videotaped inter-
views can be adapted flexibly to many teaching purposes. Therapists can
watch videotaped segments and discuss them in relation to cognitive the-
ory, case conceptualization, or interventions. An instructor can show a por-
tion of a videotape and then ask students what choices they would make
in the following minutes of the session. Videotaped role plays can illustrate
several possible interventions and their outcomes with the same client in
the same circumstances. Nonverbal aspects of cognitive therapy can be high-
lighted by watching a videotape of a session with the audio portion turned off,

Audiotaped demonstrations lack the visual portrayal of nonverbal ther-
apy components, yet retain many of the other advantages of the videotape
format. The main advantages of audiotaped demonstrations are increased
portability and lower cost. Portability makes it easy for therapists to listen
to audiotapes over and over again to enhance retention of therapy ques-
tioning patterns, pacing, methods for maintaining rapport, and other treat-
ment principles that may be well-illustrated on a teaching audiotape.
Audiotapes of student therapy sessions are used to analyze student strengths
and weaknesses implementing particular cognitive therapy approaches with
particular clients.

Classes and Workshops

Most therapists who practice cognitive therapy attend one or more cogni-
tive therapy classes and workshops. Even advanced cognitive therapists at-
tend workshops or listen to audiotapes of workshops to update skills and
learn recent developments from clinician and researcher specialists. The struc-
ture and teaching methods used in these classes and workshops influence
their learning value.

Classes may be as short as a few hours or meet regularly for 1 or more
years. While most workshops are a few hours to 2 days in length, cognitive
therapy is best learned in programs where learning occurs over a number
of weeks, months, or years. Longer periods of instruction allow time to prac-
tice the therapy while still meeting with the instructor for questions and feed-
back. A number of established training programs exist in Australia, Canada,
Europe, Great Britain, the United States, and South America where clini-
cians can participate in multiweek to yearlong training programs. Therapists
who live great distances from such training centers often benefit from serial
1- and 2-day workshops or weeklong programs accompanied by ongoing
supervision. A few extramural training programs exist in which therapists
can receive training long-distance by attending weekend or weeklong train-
ing workshops periodically throughout a year and weekly telephone super-
vision.

Methods used to teach cognitive therapy in these programs are as varied
as the topics taught. Cognitive therapy instructors usually prefer interac-
tive teaching methods in classes and workshops, regardless of size. When
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teaching large groups of therapists, greater organization and creativity 1s

necessary to engage the whole group in active learning processes. A few in-
novative teaching methods are highlighted here.

Imagery Exercises to Guide Discovery. Beck often uses imagery ex-
ercises to guide student discovery of key teaching points. For example, in
an anxiety “fo_rkShOP (Beck & Padesky, 1984), Beck used guided imagery
to help participants create vivid pictures of themselves as young children
waiting at school for a ride home from parents who were quite late. Par-
ticipants were instructed to note their thoughts and emotional reactions as
time passed up to the time the parent eventually arrived, an hour late.

Follovying this imagination exercise, Beck questioned the audience about
their emotional reactions while waiting for the parent (which varied from
anger to happiness to terror) and the thoughts that accompanied these
responses. He engaged the entire audience by asking individuals to describe
their responses and other audience members to raise their hands if their ex-
periences were similar. Using an overhead projector screen to write differ-
ent moods next to a column of accompanying thoughts, Beck guided the
audience to discover cognitive themes associated with particular emotions.
Further questioning of the audience elicited information about the role of
imagery in anxiety, the relevance of personal developmental history and
schemas in relation to emotional vulnerability, and other theoretical points
of interest.

Audience imagery exercises are a good way to generate the data neces-
sary to construct learning points. Students are likely to recall these vivid
learning experiences. Further, these exercises often parallel clinical methods
used in therapy. After participation in imagery exercises, student therapists
are asked to reflect on the power of creating vivid experiences in therapy,
rather than simply intellectualizing about problems.

Using Socratic Questions with Groups. In therapy, Socratic questions
are used to prompt active learning and to encourage a questioning, inves-
tigative attitude in the client. Socratic questions serve these same purposes
with students. Beck’s questions following the imagery exercise described
above provide one example of Socratic questioning in a workshop. Instruc-
tors also intersperse questions into a lecture to encourage active learning.
For example, an instructor might outline the cognitive theory for a particu-
lar problem and then ask workshop participants to identify treatment prin-
ciples that follow from the theory.

As with all Socratic questioning, the level of questions asked should
be appropriate to the knowledge base of those questioned (Padesky, 1993b).
Beginning therapists can identify cognitive—affective connections but might
have difficulty responding to questions that require ipdependent .formula—
tion of a cognitive case conceptualization. Therapists with inteFme_cllate levels
of cognitive therapy experience could respond to questions linking theory,
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case conceptualization, and applied treatment priqciples. Advanced ther-
apists can be questioned about all levels of cognitive theory and therapy
as applied to particularly challenging cases.

Group Demonstrations of Treatment Principles. The instructor cap
demonstrate treatment principles by applying them to an entire group. One
useful group demonstration is to complete a Thought Record regarding 5
situation workshop participants have in common. For example, staff at 5
hospital were required to learn cognitive therapy and many were skeptical
that this new approach would be helpful for severely depressed inpatients,
As instructor, this author modeled group therapy by helping staff identify
their feelings and negative automatic thoughts in the current situation, “learn-
ing to use cognitive therapy on the unit,” recording and evaluating these
reactions on a Thought Record.

Identification of negative automatic thoughts allowed staff members
to express their skepticism and reluctance to learn cognitive therapy strate-
gies. Through guided discovery, the instructor was able to help staff mem-
bers begin to test out their negative beliefs. By the time the Thought Record
was complete, the group had identified a number of alternative responses
to their negative thoughts. More importantly, the group experienced in vivo

the powerful effects cognitive therapy methods could have on emotional and
cognitive responses to an event. By identifying their own negative, hopeless
beliefs, staff experienced cognitive therapy from a perspective similar to that
of the depressed inpatients they would help.

Experiential Exercises. To learn cognitive therapy, therapists must
practice it. Therefore, most workshops and classes include experiential ex-
ercises in which participants apply the methods taught. For example, in a
2-day workshop on schema change interventions, the instructor demonstrated
methods for schema identification by helping participant therapists identi-
fy their own schemas activated in target clinical situations (Padesky, 1994b).
Once they identified schemas, individuals volunteered to participate in
instructor-led demonstrations of schema change methods in front of the
group. Workshop participants then practiced these same methods individually
and in dyads with discussion of learning and stumbling points. Many ther-
apists commented that intensive personal experience of the methods taught
provided a much richer learning experience than provided by lecture and
demonstration only.

Experiential workshop exercises often are conducted in dyads or small
groups. In dyads, one therapist takes the client role and the other the ther-
apist. If a small group is involved, some members are designated “therapist”
and “client(s),” other members are consultants or observers. To enhaqce
learning, instructors usually structure practice exercises for beginning to n-
termediate therapists. For example, therapists are assigned a therapy goal,
a clinical method to practice, and a particular client situation for the role
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play. The clle_nt_ IS wnstructed whether to enact a straightforward or more
challﬁngmg Chmcal_ picture. The instructor(s) observes tghe small groups and
pr0v1d§s consultation when requested. After a time-limited rolge lf the
client gives the therapist feedback regarding what was or was notp he){’ ful
Then the larger group discusses what was learned in the role pl dEl: ;
to manage any }?bStades encountered. e play and how
Beginning therapists often learn best from ve i ot
and goal-oriented practice exercises. As COgniti\g :ﬁr;?;igig,btézz)enim;:gfé
skilled, these role plays become more open ended, with greater therapist
choice in goals, clinical methods, and level of client complexity. In this way
experiential exercises become more and more like actual therapy as ther-
apist knowledge and experience increase. In advanced workshops, it is in-

SrLCEVET0 Corpare the results of different therapist choices with the same
client situation.

COGNITIVE THERAPY SUPERVISION

Cognitive therapy supervision parallels the therapy itself. Supervisor and
supervisee establish a supervision problem list, set goals, collaboratively con-
ceptualize roadblocks to attaining these goals, and strategize to overcome
these problems. Within each supervision session an agenda is set, new skills
are taught, guided discovery is employed, and homework is assigned. The
major teaching methods described above are often employed including clinical
demonstrations, role plays, didactic instruction, Socratic questioning, be-
havioral experiments, and frequent use of case conceptualization.

Supervision Models

Supervision can include a variety of methods such as case discussion,
video/audio/live observation, role-play demonstrations, and cotherapy. Su-
pervision can emphasize a focus on mastery of cognitive therapy meth_ods,
case conceptualization, the client—therapist relationship, ther:i«lplst reactions,
and/or supervisory processes themselves (when the supervisor wishes su-
pervision to improve Supervisory skills and process). \X{h}lC most supervi-
sion includes a variety of methods and foc.i, the supervision grid in Tab}e
13.1 provides a graphic outline of supervision options for purposes of dis-
cussion. o '

As Table 13.1 implies, within each supervision focus, lear‘mng can.be
achieved via any of the supervision modes. For example, a _therapxs't actit'endmg
supervision to learn cognitive therapy methods for treating panic isorder
could learn these through discussion of a particular case, supervisor obser-
vation of treatment sessions, role plays in supervision, or enllsm;lent o_f a
cotherapist for the treatment itself, either the supTrwsqr or E gjfra; eI;:pl:;:
Similarly, any supervision method can advance learning a y sup
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TABLE 13.1. Supervision Options Grid

T =
Mode
Video/audio/| Role-play | Supervisor—
Case live obser- demon- supervisee | Peer
discussion | vation stration cotherapy cotherapy
Mastery of
cognitive

therapy methods

Case concept-
ualization

Client—therapist
relationship

Focus

Therapist
reactions

Supervisory
processes

vision focus. For example, role-play demonstrations in supervision can em-
phasize learning cognitive therapy methods, case conceptualization, use of
the client—therapist relationship, therapist reactions, or SUpervisory processes.

Supervision is conducted in both individual and group formats. The
supervisee(s) sets an agenda to determine how time will be spent, including
choice of supervision modes and foci. In group supervision, it is best if all
group members participate each session, although one or two members may
receive the majority of the supervision time in any given meeting. An ad-
vantage of group supervision is that group members help supervise each
other. In this way, therapists learning cognitive therapy have an opportu-
nity to reflect on the principles they are learning and discuss their applica-
tion with colleagues.

Supervision Guidelines

While there are many supervisory options, a few principles can guide su-
pervisory choices; (1) build on the supervisee’s strengths; (2) choose modes
and foci that help develop the next stage of competence; (3) build concep-
tualization skills so supervisees learn to help themselves, (4) when difficulties
occur, use a supervisory road map to pinpoint the problem; and (5) pay
attention to what is not discussed in supervision. These principles are illus-
trated with examples from the supervision models summarized in Table 13.1.

Build on the Supervisee’s Strengths

Since guided discovery is central to cognitive therapy, supervision cmplqys
this same process. A supervisee’s strengths provide a good starting point
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for gpi_ded discovery. For example, if a sy
cognitive therapy methods byt pPoor conc
sor might ask the supervisee to role play a

a mode (?f supervision that is a strength). This role play could be followed
by questions about how these interventions generally Yr()(:ec:zcl (a focus on
c'ognlilgsrtl;i;ipt};l?leth-@c_i a;ld pi'ocess thatis a Strengtl[:) and how difficul-
ties O S particular client. The i
to consider what client beliefs or interper;lo;};i: ;lrlg:gsl::emcioﬁltdbgi;siff
ing progress (to begin to build case conceptualization skillsg) ’
In'contrast, another supervisee might have good case co-nceptualiza—
tion Skl.lls, yet poor knowledge of cognitive therapy methods. This super-
visee might ber_lefit from a initial focus on case conceptualizaéion within a
mode of case discussion. The supervisor could provide didactic instruction
on therapy methods or elicit ideas from the supervisee by asking questions
about how the case conceptualization might fit with cognitive theory and
approaches. These discussions would be followed by role-play practice,

p.erhaps with the supervisor initially modeling the methods that the super-
visee needs to learn.

pervisee has good knowledge of
eptualization skills, the supervi-
problem clinical situation (using

Choose Modes and Foci to Develop
the Next Stage of Competence

As the preceding examples suggest, supervision begins within modes that
emphasize a supervisee’s strengths and then shifts to modes and foci that
will develop new competencies. Any supervision mode can help develop new
competencies. However, it is recommended that each supervision relation-
ship include video, audio, or live observation of sessions because a super-
visee’s verbal summaries of sessions can describe, at best, only elements of
the session within his or her current awareness and understanding. Obser-
vation of sessions alerts the supervisor to supervision needs the supervisee
may not recognize.

The various foci in Table 13.1 also are used to enhance therapist
competence. For beginning therapists, supervision time is usually spent
mastering cognitive therapy methods, chmcal' processes, and case concep-
tualization skills. Intermediate therapists continue work in these areas with
additional attention given to the client—therapist relationship . Advanced the1:—
apists ask advanced questions in these three areas and_ qddltlonally benefit
from therapist-focused supervision and even supervision-focused super-
vision. _

Therapist-focused supervision
and beliefs activated during therap

involves identifying therapist emotions
y. While this focus of supervision can
be instructive to therapists of all skill levels, it is part1cqlarly uge_ful fir more
advanced therapists learning about schema processes 1nfcogn1tn{e 1: cle)rapy,
The following vignette illustrates how this supervision focus might be ex-

plored with an advanced therapist:
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THERAPIST: I'm really struggling in my work with Andy.
SUPERVISOR: What’s a struggle for you?

THERAPIST: At the end of the session, he never wants to leave my office.
And, unlike with other clients, I find myself letting him stay longer rather
than setting a clear stopping time.

SUPERVISOR: What focus would you like to take in working on this: review
of strategies for ending on time, case conceptualization, looking at your
relationship with Andy, or focusing on your own reactions that might
be playing a role?

THERAPIST: I know what to do and I think I have a pretty good case con-
ceptualization. I’d like to understand my own reactions better because
they surprise me; I’'m not clear what’s going on.

SUPERVISOR: Alright. Let’s imagine it is the end of the hour and Andy is
indicating he doesn’t want to leave. Imagine it vividly and see if you can
capture your thoughts and feelings.

THERAPIST: (Imagines silently for a few minutes.) 1 feel scared. I want to
be helpful to him.

SUPERVISOR: Do any images or memories come to mind?

THERAPIST: How I feel is just like I felt when my mother was waiting for
my dad to come home. He was a policeman and she always worried about
him. She was anxious and wanted me there. I wanted to go play but felt
like I should stay because she was scared. But being with her made me
feel anxious.

SUPERVISOR: In this scene with your mother, what were your schemas about
yourself?

THERAPIST: I’'m responsible.

SUPERVISOR: About the world?

THERAPIST: I suppose, “Unpredictable things happen.”
SUPERVISOR: About your mother?

THERAPIST: I'm not sure. I guess. . . . She needs me.
SUPERVISOR: And if you are not there?

THERAPIST: She’ll fall apart.

SUPERVISOR: And if that happens?

THERAPIST: I'll be all alone.

SUPERVISOR: What feeling did you have when you said that?
THERAPIST: Scared.

SUPERVISOR: So, you see yourself as responsible and at risk of being alone
if you are not supportive to your mother. Also, unpredictable things happen
and others will fall apart if they do. Is that right?
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RAPIST: P ,
T];rfgjent the tr)ztciyt}fnl:;efrc[)tr; E;ﬁn 3 deeper belief that “if I stay close, I can
[ hielieved #hat as 2 child. Ppening.” I know that’s illogical, but I think

SUPERVISOR: Do you see any way these reactions
ed to this therapy dilemma with Andy? ‘

THERAPIST: Yes. He has the s
[ also feel quite close to him

and beliefs might be relat-

ame apprehensive silences my mother had.

and want him to feel more secure. He does

have some rough things happening in his life rj & dox
like to protect him from those. i g Lt tight now aod 1 think [

SUtP:.};\gF[;OR: And do you think Andy will fall apart in the face of these bad
ings:

THERAPIST: I'm not sure.

7 s £ . - s 2 . . ; 5
SUPERVISOR: Do you think spending extra time with him is protective in
a good way?

THERAPIST: H.mm. [ don’t know. All I know is it feels risky at the time to
end the session.

SUPERVISOR: Do you think there is a way to help Andy, without reflexive-
ly responding according to your childhood schemas?

THEBAPIST: I kn_ow that’s a straightforward question. But I really can’t
think of anything, so I agree my schemas must be interfering. What ideas
do you have?

In this example, the therapist has enough knowledge of schemas that
she can identify her own when asked to do so. Even with this knowledge,
the supervisor needs to ask questions to help the supervisee identify key be-
liefs attached to emotional responses. Notice that there is a fine line be-
tween therapist-focused supervision and therapy. One way this supervisor
maintains a Supervision focus is to ask how these particular schemas and
this particular developmental event relate to the therapy problem under dis-
cussion. In supervision, therapist emotional reaf:tions, schemas, and develop-
mental history are used to inform understanding of the dilemmas faced by
a therapist conducting therapy; they are not explored for their own sake.

Build Conceptualization Skills

An ability to conceptualize client and therapy difficulties_ i_s crit%cal to ::ihe
development of therapist competency. Thcr_efore, supfervmo% lalms té) _ s-
velop conceptualization ability rather than simply 5_01"1“8 pro ?Illflsl.l Hlss
ed discovery can be used to foster analytical skills in supervisees to owing

the stages outlined by Padesky (1993b):

nal questions such as, “How can | help you

: ith i atio

today?” “How would you priori
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of supervision do you think would be most helpful?” “What is happening
or not happening in therapy that leads to your question?” “What are you
doing that helps?” “At what point do your interventions break down?” “Dg
you have any idea what the problem is?”These questions require the super-
visee to focus and define a problem area and encourage active participation
in the supervision process. Further, they help educate the supervisee about
areas of analysis that may be important to consider. In addition, they may
elicit the information necessary to resolve the difficulty.

2. Listen carefully to what the supervisee says or does not say. Pay
attention to how the supervisee describes the problem. What affect is present?
Is the supervisee perplexed, ashamed, or anxious? Strong emotional responses
may be clues that therapist beliefs are activated in the clinical situation or
supervision and need to be addressed. Listen to assess the supervisee’s level
of understanding of the problem and the terms in which he or she is for-
mulating it. For example, is he or she describing the problem as poor client
motivation when the data suggests the client has skill deficits?

3. Make frequent summaries and ask the supervisee to do the
same. Summaries provide an opportunity to mutually test your understand-
ing of what has been discussed or role played. It is important to provide
time in supervision to process feedback. Both supervisor and supervisee
should write down helpful conclusions or hypotheses for future reference.
Allow time for the supervisee to summarize what has been helpful or not.
In turn, the supervisor can give feedback on what critical learning issues
emerged from the supervisory session.

4. Finally, ask analytical and synthesizing questions to foster the su-
pervisee’s conceptualization skills. Basic synthesizing questions include,
“How do you think this conceptualization might apply to the problem you
had in the last session?” “So what might you do in the next session?” “If
this doesn’t have the desired result, what other options do you have? How
do you predict this will affect the therapy relationship?” Therapists can be
asked to draw their conceptual model on paper, linking beliefs, affect, be-
haviors, and situations.

Use a Supervisory Road Map for Locating Problems

Supervision is mostly filled with problems to be solved. The supervisor must
assess what type of problem exists before choosing a strategy for address-
ing it. A five-stage decision tree can be helpful. A negative response to any
of the first four questions indicates that supervision can begin at that level.
The fifth question looks for more subtle sources of difficulty:

1. Is there a cognitive model for understanding and treating this client
problem? If not, it is necessary to construct a cognitive model for conceptu-
alization and treatment. _

2. Is the cognitive model for conceptualization and treatment being
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ment the cognitive therapy treatment;‘()w]edge and skill to properly imple-

skills and knowledge. [f not, help the therapist learn these
4., Is the therapeutic response f :

mulate hypotheses about wh i Ollowmg. ex_peCted patterns? If not, for-

sider client beliefs, skill defici

item 5 below.

5. What in the client conceptualization/ therapy relationship/therapist

response mlg_ht be interfering with success? Include hypotheses about the
therapist (beliefs, skill deficits, emotional responses, interpersonal patterns
life circumstances, developmental history), the the,rapy relationship (e.g ,
is it positive and collaborative?), the cognitive conceptualization (e.g.., 1;

SOm.thing missing or inaccurate?), and the treatment plan (e.g., are there
additional approaches that might help?)

Pay Attention to What Is Not Discussed

While important to address a supervisee’s questions and concerns, it is also
crucial to notice what is not discussed in supervision. Ongoing supervision
should include a periodic review of a therapist’s entire caseload. Otherwise,
a few particularly troublesome cases may receive all supervisory help at the
expense of other cases. Some supervisees will hesitate to discuss cases in
which they feel particularly inept. Others may neglect to mention success-
ful cases and thereby mislead the supervisor regarding areas of competen-
cy. Further, within case discussions it is important to note what information
may be missing.

For example, one supervisee sought help for a client who was frequently
noncompliant with homework tasks. The supervisee f:onceptuahzed the cheqt
as an extremely dependent woman who was unwilling to take on responsi-
bilities. While the supervisee presented in great detail 1_1‘31‘ hypotheses about
why the client was not doing homework, the supervisor noted there was
no mention of whether this client was responsible in any other areas of her
life, When asked, the therapist noted that thephent he%d two jobs. Purth}‘:f
discussion revealed that the therapist felt' critical of thls_chent bleilatés?ri ne1
gave up a child for adoption 20 years earlier. The therapist coni; illlitfes T
this event that the client was “unwilling to bear e leaavwant thesli

Supervision helped this therapist sce thz}t | {'EEJ athe therapeutic relation-
Was subtly judgmental and ther efore harm®u lop better understanding for
ship. The supervisor helped the therapist de\{)ﬁ‘ op for adoption. The ther-
her client’s decision at age 17 to give her baby up
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apist realized she was not considering her client’s age and circumstances
when the decision was made regarding her child. Once the therapist’s reac-
tions were examined, she was able to see her client as a responsible adult,
This shift in perspective allowed the therapist to be open to other concep-
tualizations of the homework noncompliance. The therapist discussed the
problem with the client with genuine curiosity rather than judgment and
the therapy impasse was resolved.

If supervision seems constricted or overly narrow in focus, supervisor
and supervisee can explore their emotional reactions and beliefs to discover
what is impeding supervision. For example, although it is ideal to have col-
laboratory supervision relationships, some supervisors or supervisees adopt
a more evaluative or judgmental tone that can negatively impact creative
exploration and disclosure of cognitive therapy learning experiences by the
supervisee.

COGNITIVE THERAPY FOR THERAPISTS

A final process that enhances the competency of cognitive therapists is par-
ticipating in cognitive therapy as a client. To fully understand the process
of the therapy, there is no substitute for using cognitive therapy methods
on oneself. Most cognitive therapists use cognitive therapy in their own life
at times. As described above, training programs and supervision often em-
ploy cognitive therapy methods to solve problems and enhance learning.
It is also helpful for cognitive therapists to seek cognitive therapy when in
need of psychotherapy.

Therapists, like most people, often enter therapy in a time of crisis.
Cognitive therapy initiated during a crisis can be extended to include iden-
tification and exploration of schema issues that may maintain problem pat-
terns. Others seek therapy for general self-improvement. Again, schema-
focused therapy is immensely helpful for therapists wishing to understand
patterns and make changes.

In regions or countries with only a few cognitive therapists, it can be
difficult to identify a cognitive therapist who is not also a friend or colleague.
Some therapists in these circumstances have chosen a therapist at some ge-
ographic distance and combined live sessions with telephone therapy. Other
therapists form dyads or small groups for peer co-therapy. Therapists without
access to another cognitive therapist could conduct structured manual-assisted
self-therapy following procedures described in Greenberger and Padesky
(1995) and Padesky with Greenberger (1995).

SUMMARY AND CONCLUSION

Athough cognitive therapy has well-defined conceptual models and treat-
ment protocols, developing competent therapists is not a simple task. As
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cognitive therapy becomes more specifi
- cifi o ;
more to learn in order to artain COP ed and sophisticated, therapists have

and methods that characterize th?&e;ency. Fortunately, the same processes
: ra
vise therapists. Py can be used to teach and super-

Cognitive therapy instructors use the
discovery, structure, and empirical inve
participation in learning programs. Super
choose supervisory methods that help
emphasize conceptualization skills to
Since the cognitive therapy field is de
tive therapists always need to improv
ments. Research on the rel

principles of collaboration, guided
stigation to ensure active student
visors build on therapists’ strengths,
develop therapist competency, and
further promote therapist learning.
dicated to empirical research, cogni-
; ve competency based on new develop-
mer 1 the relative merits of different teaching methods is in
its infancy. The guidelines provided here are intended as a springboard for

this research and further developments in the areas of training and super-
Vi1S1011.
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