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Historical Context

· Classical Conditioning - In his experiments on learned and unlearned (conditioned and unconditioned) behaviour, Ivan Pavlov (1849-1936) trained dogs to salivate at the sound of a bell by repeatedly pairing a conditioned stimulus (bell) with an unconditioned stimulus (food powder) that naturally causes an unconditioned response (salivation).

· Operant (instrumental) conditioning - B.F. Skinner (1904-1990) used operant conditioning principles--which hold that behaviour is a function of its consequences (reinforcers). Techniques such as extinction and positive reinforcement, as well as programmatic efforts such as token economies, are examples of applied operant conditioning principles.

 

Behaviour Therapy

The approach of the behaviour or cognitive therapy involves an implicit five-step procedure;

i. The individual is evaluated for "symptoms" of behavioural dysfunction, which may be noted by;
· Direct observation (e.g., eating, stuttering, crying)

· The individual's verbalization of thoughts and feelings (e.g., suicidal thoughts, depression); and by 

· Clinical measurements (e.g., blood pressure, heart rate). 

The behavioural-cognitive therapist does not conceptualize a problem in terms of a psychiatric diagnosis (e.g., schizophrenia) but instead defines it in terms of specific behaviours that affect the individual's function (e.g., hallucinating in public). Because it is not essential to use a "strictly medical" model in behaviour or cognitive therapies, the individual seeking help is usually referred to as the client (not the patient).
i. The therapist and client determine the goals of the treatment. These often focus on specific behaviours to be changed, i.e., target behaviours.

ii. The therapist assesses conditions that maintain or minimize these behaviours. Steps 1 and 3 are referred to as behavioural analysis.
iii. Using methods supported by theories and findings from the literature, the clinician tests the hypothesis of cause and effect by altering the behaviour or the environment (or both) and observing the effects of the alteration on the client's dysfunctional actions, thoughts, and feelings.
iv. From systematic observation and documentation of behavioural changes, the clinician either revises the hypothesis or continues with treatment until the goals of therapy are reached, i.e., the target behaviours are changed. 
Disorders that seem particularly amenable to behavioural-cognitive psychotherapies (either as the sole treatment approach or as an adjunct to other--e.g., pharmacological--approaches) include;

· Simple phobias

· Panic disorders

· Unipolar depression

· Eating disorders

· Substance abuse 

· Obsessive-compulsive disorders 

 

Techniques

a. Positive Reinforcement & Extinction

It is a well-known learning principle that the probability a specific behaviour will occur is increased when the behaviour is followed by certain pleasurable consequences (reinforcers). When a behaviour is no longer reinforced and is ignored, the probability of its occurring is decreased. 

In institutionalized settings such as inpatient psychiatric wards or prisons, behaviours can be reinforced indirectly by issuing tokens (secondary reinforcers) that can be "traded in" for primary reinforcers or for other reinforcers such as watching television. 

 

a. Exposure Treatment

Exposure treatment involves exposure of clients to the stimuli that evoke discomfort until they become accustomed to them. The types of procedures vary, ranging from those evoking little anxiety (as in the slow, graded, imagined process of desensitization described earlier) to those immersing the client in the feared situation (process of flooding).

Conditions most suitable for exposure therapy: agoraphobia, social phobias, illness phobias, simple ("specific") phobias, obsessive thoughts, compulsive rituals, and types of sexual dysfunction 
 

 

 

· Personality disorders

· Autism and other developmental disorders 

· Dream anxiety disorders

· Insomnia 

· Marital difficulties 

 

a. Aversive Procedures

Much of our everyday behaviour reflects avoidance of aversive consequences built into various components of our personal and institutional lives--disapproval from friends, failing grades, imprisonment, etc. The application of this principle to clinical problems is aversive therapy.

Aversive procedures are useful clinically in two main sets of cases: 

· when dysfunctional or inappropriate behaviour is naturally reinforcing to the individual (e.g., addictions, deviant sexual behaviour) or 

· when behaviour is self-destructive and needs to be brought under control quickly.

The aversive stimuli used clinically are numerous but usually involve electric shock, chemicals, or vivid descriptions of noxious scenes.
There are three main aversive procedures: 

i. Classical conditioning procedures - the stimuli leading to unwanted behaviour (e.g., sight and smell of one's favourite alcoholic beverage) are paired with a noxious stimulus (e.g., shock). After the unconditioned stimulus (shock) is repeatedly associated with the conditioned stimulus (alcohol), patients develop the same feeling toward the alcohol as they feel toward the shock (fear). 
ii. Punishment procedures - a specific behaviour (e.g., drinking alcohol) is followed by a noxious stimulus or punishment e.g. A patient who had poured a favourite alcoholic beverage received a strong electric shock to the little finger (punishment) when he or she started to take the drink, The shock continued until the patient spit out the alcohol (negative reinforcement or escape conditioning). Thus, the patient was punished for undesired behaviour (drinking) and then reinforced for desired behaviour (spitting out the alcohol).
iii. Avoidance training procedures - patients can escape the noxious stimulus altogether if they avoid the undesired behaviour. This is the theory behind the use of disulfiram (Antabuse). If the patient drinks even a small amount of alcohol while a dose of disulfiram is still in the body, severe nausea and vomiting will occur. The patient can avoid these unpleasant effects entirely by not drinking
 

a. Systematic Desensitization

People may become "sensitized" to a stimulus, and this link leads to pathological, destructive, or unwanted behaviours e.g. a person who has been in a traumatic car accident may be overwhelmed with fear at the prospect of riding in a car again.

In such a case, avoiding the stimuli (being in a car) can be positively reinforcing because it reduces panic, anxiety, and fear. The individuals are sensitized (in a defeating way) to the stimuli, and the problem is to help them become desensitized.

In systematic desensitization, the strategy is to help the client create a state (i.e., complete relaxation) that is incompatible with anxiety, fear, or tension and then to gradually introduce the stimulus. The incompatible state acts to inhibit the negative reactions. This part of the process is known as reciprocal inhibition. The connection between the stimulus and the anxiety is systematically weakened until complete desensitization occurs.

 

a. Self-monitoring 

Clients are encouraged to observe their experience, to learn to detect the initial onset of a response, and to identify the various response systems (overt behaviour, thoughts, images, emotions, and physiological reactions) interactively involved in their experience as it develops over time & learn to control them

 

a. Modelling

The client through observational learning, initially observes the therapist behaviour or that of the desirable nature & then they are encouraged to replicate the behaviour

 

Biofeedback

This is the use of instrumentation to mirror psychophysiological processes e.g. muscle tension, skin surface temperature, brain wave activity, galvanic skin response, blood pressure, and heart rate, of which the individual is not normally aware and which may be brought under voluntary control. 
The process of electronic feedback includes instrumentation that will filter and amplify a psychophysiological signal that is then analyzed and transformed into another kind of signal capable of being "fed back" to the patient in a perceptible and comprehensible way. For example, the patient hears a tone grow louder or sees a light flash more rapidly as muscle tension or heart rate increases. 

This ability to associate perceived bodily experiences with processes that are ordinarily outside of conscious awareness or experience is the presumed mechanism that initiates voluntary control of the processes.

 

Indications;

· Migraine headaches

· Stress

· Insomnia,

· Raynaud's disease

· Enuresis

· Encopresis

· Chronic pain

· Hypertension

· Epilepsy

 

Instruments

· Electromyogram (EMG) - measures electrical potentials of muscle fibres

· Electroencephalogram (EEG) - measures alpha waves that occur in relaxed states

· Galvanic Skin Response Gauge (GSR) - Shows decreased skin conductivity during a relaxed state

· Thermister - measures skin temperature (which drops during tension due to vasoconstriction)

 

· Irritable bowel syndrome

· Peptic ulcer

· Oesophageal spasm

· Faecal incontinence

· Neurological diseases and their sequelae

· Improving athletic performance

· Hyperactivity

· Asthma

· Muscular tension

 

Cognitive Therapy and Cognitive-Behaviour Therapy

Cognitive therapy (Aaron Beck) is a system of psychotherapy based on theories of pathological processing in mental disorders

Cognitive-behaviour therapy refers to treatment techniques that bridge the gap between cognitive techniques that focus on "thinking patterns" and the techniques of behaviour therapy 

Behavioural procedures e.g. graded task assignments (e.g., having the patient go out for a soda with a friend with the ultimate goal of overcoming anxiety about attending social gatherings), cognitive rehearsal (i.e., identifying obstacles that impede task performance and practicing strategies for overcoming them), and role-playing are often employed in cognitive therapy.

The underlying premise of cognitive therapy is that effect and behaviour are largely functions of how people construe (structure) their world

The strategies used in cognitive therapy are designed to help the client become aware of negative automatic thoughts (eg, "If I can't be perfect, then no one will love me"); to recognize connections among thoughts, affect, and behaviour; and to replace distorted thoughts with more realistic and option-filled interpretations.
Within the cognitive therapy model, the therapeutic relationship is conceptualized as one of "collaborative empiricism," in which therapist and client work as a team to understand the client's thoughts, the basis for his or her thinking, and the practical positive and negative consequences of this thinking style.

 

The Cognitive Model

The cognitive model views depressive symptoms as consequences of the activation of negative cognitive patterns involving;

i. Negative thoughts about the self, world, and future (the cognitive triad)
ii. Negative schemas, or patterns of processing information; and 

iii. Cognitive errors that serve to maintain negative beliefs despite the presence of contradictory evidence. 

 

Indications

· Schizophrenia & other psychotic disorders

· Mood disorders

· Anxiety disorders

· Obsessive-Compulsive disorder (OCD)

· Substance-abuse disorders

· Personality disorders

· Alzheimer's disease

· Attention-Deficit Hyperactivity disorder (ADHD)

· Eating disorders

· Anger management

· Insomnia

· Adjunct or complimentary therapy for Medical illnesses e.g. Back pain, Cancer, Rheumatoid arthritis & other chronic pain conditions 

 

Cognitive Errors

i. Selective abstraction - drawing a conclusion based on only a small portion of the available data
ii. Arbitrary inference - coming to a conclusion without adequate supporting evidence or despite contradictory evidence
iii. Absolutistic thinking - "All or none" thinking
iv. Magnification & Minimization - over- & undervaluing the significance of a personal attribute, a life event or a future possibility
v. Personalization - linking external occurrences to oneself (e.g. taking blame, criticizing oneself) when there is little or no basis for making these associations
vi. Catastrophic thinking - predicting the worst possible outcome while ignoring more likely eventualities
 

 

 

Cognitive Restructuring

This is the process of changing cognitive distortions by examining the rationality & validity of the assumptions behind them.

Techniques;

a. Socratic questioning

b. Imagery & Role play

c. Thought recording

d. Generating alternatives

e. Validity testing - the therapist asks the client to defend his or her thoughts & beliefs exposing the invalidity or faulty nature if he/she is unable to
f. Guided discovery - The therapist aides the client discover his/her cognitive distortions
g. Journaling - The client keeps a detailed written diary of situations that arise in everyday life, the thoughts & emotions surrounding them, & the behaviour that accompany them. The therapist & patient then review the journal together to discover maladaptive thought patterns & how these thoughts impact on behaviour.
h. Homework - In order to encourage self-discovery & reinforce insights made in therapy, the therapist may ask the patient to do homework assignments including note-taking during the session, journaling, review of an audiotape of the patient session, or reading books or articles appropriate to the therapy
i. Modelling- Role-playing exercises allow the therapist to act  out appropriate reactions to different situations; The patient can then model this behaviour
j. Cognitive Rehearsal - The patient is asked to imagine a difficult situation he or she has encountered in the past, & then works with the therapist to practice how to successfully cope with the problem. When the patient is confronted with a similar situation again, the rehearsed behaviour will be drawn on to deal with it.
 

Rational Emotive Behaviour Therapy

The basic hypothesis in REBT is that our emotions stem mainly from our beliefs, evaluations, interpretations & reactions to life situations (Ellis-1950). It is based on the assumption that humans are born with a potential for both rational or straight thinking & irrational or crooked thinking

Therapy enables patients identify & dispute irrational beliefs that have been learned & self constructed & are now maintained by self indoctrination & replace them with effective & rational cognitions thus changing their emotional reactions to situations

Cognitive techniques of REBT;

a. Disrupting irrational beliefs

b. Cognitive homework

c. Changing ones language as a means of shaping thinking - The client learns that "musts", "oughts" & "shoulds", can be replaced by nonabsolutistic preferences e.g. "he must come" for "would be nice if he came"
d. Humour - REBT contends that emotional disturbances often arise from taking oneself too seriously & losing one's perspective & humour over events of life. REBT thus employs humour to counteract the overserious side of individuals & to assist them in disputing their musturbatory philosophy of life
Emotive techniques of REBT;

a. Rational-emotive imagery - Clients imagine themselves thinking, feeling, & behaving exactly the way they would like to think feel & behave in real life
b. Role playing - Clients rehearse certain behaviours to bring out what they can feel in a situation
c. Shame attacking exercises - Helps clients irrational shame over behaving in certain ways
d. Use of force & vigour - Helps clients go away from intellectual to emotional insight
Behavioural techniques of REBT;

a. Operant-conditioning

b. Self monitoring

c. Systematic desensitization

d. Relaxation techniques

e. Modelling

 

 

