	Chapter III./4.: Basic therapeutic techniques characteristic of the major psychotherapeutic modalities  

III./4.1. Psychodynamic Modalities 
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	The disease theory of the psychodynamic approach states that the mind is structured in terms of conscious awareness, preconscious and unconscious levels, and different psychological principles are valid for each of these components. There are subsystems in the mind such as ego, superego and id which are assigned  different functions. 
· The id is responsible for fulfilling the biologically determined instinctual drives.
· The superego is responsible for enforcing the social norms.

·  The task of the ego is to harmonise the wishes stemming from the id and the superego which are often in conflict with the options of the external reality.  

In human beings there are a number of motivational systems in conflict with each other; their number varies but most of the time the following instinctual drives are referred to: nutritional, sexual, attachment and domination. During the development of a personality the individual gains relational experiences concerning the satiability of these individual drives. These relational patterns are triggered by the activation of an instinctual drive, and on these occasions the individual presupposes that the other individual will react similarly to the significant others during the person’s early formative years when  fulfilling an instinctual drive. Psychopathological phenomena are the compromise constructs stemming from both the conflicts of instinctual drives and the conflicts of psychological subsystems. 
For instance, when a patient’s sister asks her to buy some carp from the market she agrees although she does not have time for it. Her desire to have a date and the desire to buy a carp at the market are in conflict and activate her relational experience: when in her childhood she had prioratised her own wishes against her parents’ wishes they reacted with love withdrawal. This was a very painful and despairing experience for her. She coped with this experience by emotionally distancing herself from her parents; thus the love withdrawal did not prove to be so painful and indispensible for her. At present, since she would have to say no to either her sister or to her boyfriend she feels cornered, she feels angry with them but she cannot express her fury. As a consequence of the bottled up anger, she will suffer from a strong headache, her heart starts to beat fast, she experiences high inner tension and she thinks she may loose the love of both important individuals and finally has a panic attack. She can cancel both the date and the shopping due to her headache and the panic attack. Thus, these symptoms are compromise constructs which provide with a kind of dysfunctional solution to the experienced inner conflict. The strategies of the psychodynamic therapies aim at both exploring the unconscious mechanisms lying in the background of the patient’s symptoms and making patients aware of their repressed unconscious emotions, desires and intentions, thus providing a holdng environment in which the patient can gain insight into him/herself. 
The tactic characteristic of the psychodynamic therapies is to emphasize the framework defined in the therapeutic agreement. In the short dynamic psychotherapeutic modalities choosing and maintaining the focus during the sessions coupled with non-directivity are imperative. At the same time, interpretation is considered the most important technique of psychodynamic therapies. They explore the similarities between the relational patterns manifesting themselves in therapy, the relationship traits outside therapy and the traits attached to important individuals in the patient’s past, and then highlight their rigid repetitive nature. Finally, these therapies open ways towards exploring alternative relational prospects.
Transference
Traditionally the term “transference” denotes the patient’s wide range of thoughts, emotions, motives, conflicts and forms of behaviour directed towards the therapist that mirror the enduring traits of the patient’s personality and interpersonal mode of operation. It is based on the correlation between the current situation and relationships and the prototypical ones from the pastsuch as activation of relational representations (i.e. mental representations of human relationships), emotions and emotion regulation. Transference can be devided into 5 dimensions. These dimensions are coherent both in theory and practice; reflect the patient’s modes of impact on the therapist which in all probability mirror both the patient’s own dynamics and the therapist’s strength of “attraction” and the overall silhouette of their mutual interactions. These relational motifs are brought to light also by several therapeutic orientations and technical strategies, and they do not reflect the clinician’s theoretical presuppositions.
However, surprisingly, they deliniate the adult attachment patterns. Although it is evident that not all therapeutic relationships are loving relationships it can be posited that the therapeutic relationship as an assymmetric, close, typically “growth-thriving”relationship enriched with close emotional content activates with high probability several patterns of thinking, emotion, emotion regulation, motivation and conflict all associated with attachment. The exploration of these patterns may provide a glimpse into the patient’s central dynamics of close interpersonal relationships and through expansion modifications in the relationships outside therapy and in their intrapsychic representations may be generated by the alteration achieved in the patient’s reactions within the framework of the therapeutic relationship. (Bradley, Heim és Westen, 2005).

The five dimensions of transference
Secure/engaged transference; those elements of behaviour belong here which embody the patient’s active assistance in the development of positive working alliance and a pleasant, cheerful and safe therapeutic relationship. In this kind of relationship the patient feels comfortable and is able to express without hinderence his/her significant experiences enriched with a great deal of emotional resonance. Forming and maintaining a positive working alliance is the most positive predictor of a successful therapeutic outcome. 
          The patient feels that the therapist behaviour is caring.
· He/she works hard in therapy.
· He/she talks about the therapeutic relationship openly with a great deal of self-reflection.

· He/she empathises with the therapist’s emotions
· He/she is playful.
· He/she is able to talk openly about intricate problems.
· He/she is able to attune himself/herself to the therapist’s verbal and non-verbal communication; and can decode the subtle cues. 
Angry-hostile/entitled transference; this indicates the patient’s susceptibility to putting excessive demands on the therapist and also being angry and dismissive with him/her.  This is characteristic of dramatic personality disorders (i.e. narcissistic, borderline). 
· Angry-hostile transference dimension:
· He/she relates critically to the therapist.
· He/she is angry with the therapist.
· He/she competes with the therapist. .

· He/she is dismissive of and devalues the therapist. 
· He/she shows resistance to and often does not agree with the therapist’s ideas, approaches etc. 
· He/she feels that the therapist is hostile to him/her and takes advantage of the situation. 
· He/she feels that the therapist is criticising him/her. 
· He/she is provocative and apt to create situations in which the therapist may feel angry, irritated or offended.
· He/she oscillates between the idealization and devaluation of the therapist. 

· He/she has outbursts of rage towards the therapist. 
· He/she is oversensitive; the therapist may feel as if he/she is walking on a minefield. 
· He/she is sadistic towards the therapist (for instance, he/she enjoys when the therapist feels embarrassed).
· He/she induces/provokes sadistic, sarcastic or gently concealed aggressive reactions from the therapist. 

· He/she enjoys having disputes.
Entitled transference dimension:
· He/she endeavours to get the therapist to conspire with him/her in his/her conflicts with others. 
· He/she expects an over-indulged relationship, love etc. from the therapist. 

· He/she expects an excessive amount of encouragement from the therapist. 

· He/she expects an excessively intense admiration from the therapist.

· He/she would like to be special and more important than all the other patients’ of the therapist. 

· He/she behaves as if he/she might have special privileges (e.g. He/she ask for special favours, he/she would like to pay a lower fee unjustified by his/her income, etc.) 

· She detects exaggerated similarities between himself/herself and the therapist than exist in reality as if he/she would want to become the therapist’s “twin” brother/sister.

· He/she is manipulative. 
· He/she is not reliable: it is not certain that he/she is telling the truth.

· He/she presupposes that the therapists identifies with his/her opinions, beliefs, values, etc. even if is evident that this is unlikely. 
· He/she challenges his/her therapist or ignores the boundaries of the therapeutic relationship repeatedly.
Submissive/anxious transference dimension  denotes those elements which refer to a highly submissive and dependent attitude due to the patient’s fear of the therapist’s disapproval or rejection, and it expresses the patient’s expectation of the therapist to solve his/her problems and “take care of him”. This is characteristic of the anxious personality disorders. 

· He/she feels deep shame because of his/her deeds, desires, symptoms, fantasies, etc.

· He/she is too helpful, overcompliant. 
· He/she is worried that the therapist does not like him/her.

· He/she is reluctant to think about the therapist as someone who cares about him/her although there are obvious manifestations of it. 

· He/she is afraid of uttering what he/she is thinking since he/she is worried about inducing the therapist’s disapproval or hostility.

· He/she is afraid of being abandoned by the therapist.

· He/she finds it difficult to talk to the therapist about his/her successes, achievements or anything that he/she is proud of.

· He/she feels inferior/subordinate to the therapist. 
· He/she is over-engaged in the therapists needs, emotions, etc.: he/she finds it difficult to focus onto his/her own needs and experiences.
· He/she is afraid of not being good enough for the therapist. 

· He/she is afraid of “doing something bad” during the sessions. 

· He/she is afraid of contradicting or arguing with the therapist and is reluctant to assert his/her claims and points of views. 

· He/she finds it difficult to express his/her disappointment or anger with the therapist, even if the therapist has made a mistake or has not provided a helping hand.

Avoidant/counterdependent transference dimension indicates the desire to avoid  having a constructive and dependent relationship with the therapist. On a conceptual level it is correlated with to the avoidant adult attachment style and with the dynamics attributed to obsessive and withdrawn patients.  

           He/she is afraid of revealing himself/herself due to the fear of appearing weak and vunerable. 

           He/she does not like it if he/she is looked after; considers other people’s help as an act of losing his/her independence and as his/her own failure. 
· He/she rejects the idea that the therapist means anything to him/her although there are obvious cues refuting it.
· He/she does not consider the therapist a person of authority, and tries to terminate the assimmetric nature of the therapeutic relationship (for instance, by treating the therapist as a paid expert or a friend).  
· He/she is disturbed by not being able to “control” the therapy.

· He/she puts a great deal of effort into avoiding feeling any need for dependence or assistance in therapy. 
· He/she is reluctant to commit himself/herself to therapy. It seems as if he/she always has  one leg “outside” of therapy.  

· He/she is reluctant to talk to the therapist about his/her own failures or about the instances when he/she feels incompetent. 
Sexualised transference dimension expresses the patient’s sexual impulses directed towards the therapist and his/her susceptibility of behaving seductively with the therapist. The reason behind this is that the patient tries to create a relationship in this manner with the therapist out the fear of being approached by him/her like this, or is repeating a pattern in order to work through a trauma from his/her past. 

             The patient feels sexually attracted to the therapist.
· He/she is scared of his/her own amorous feelings towards the therapist.
· He/she would like to become the therapist’s spouse or boyfriend/girlfriend. 

· He/she makes a great deal of effort not to feel or show any sexual attraction towards the therapist.

· He/she behaves seductively and flirts with the therapist. 
(Bradley, Heim and Westen, 2005)
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Watch the video!
Observe how the therapist identified the transference phenomenon! What did he notice?

	The identification of the transference phenomenon is enhahanced by noticing how the patient’s mood and behaviour changes unexpectedly during the conversation. 

(Video nr 8.:[image: image3.png]


).
Techniques often used by psychodynamic therapies 

The therapist outlines the connection between the patient’s current situation and his/her past.

· The therapist encourages the patient to express feelings that he/she has avoided  expressing or has never attempted to express or he/she has even  had difficulty with admitting that he/she has such desires and emotions. 
· The therapist draws attention to the contradiction/mismatch in the patient’s behaviour, for instance:

· What is said and the way it is said is contradictory,
· The patient mood changes unexpectedly or s/he changes the topic suddenly,

· The patient becomes silent for a long time, 
· The patient laughs, rigidly gazes down, becomes embarrassed, 

· He/she shuns/avoids some particular topics or people.

· The method of free association facilitates the act of bringing unconscious matters into conscious awareness. When applying the method of free association, the therapist encourages the patient to utter anything that immediately comes to mind.. 
            The therapist draws the patient’s attention to the possible functions of the patient’s  symptoms/problems, and to the accidental/possible advantages of being ill. For instance: 
· avoiding responsibility,

· avoiding conflicts.
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Watch the video and find out  how the therapist notices the emergence of  the transference phenomenon! 
	· The therapist explores and discusses the patient’s feelings attached to therapy since he/she presupposes that the therapeutic relationship activates the patient’s main interpersonal patterns (i.e. patterns of human relationships). Thus, the comprehension of the emotions emerging in the therapeutic relationship may assist the patient in understanding his/her main ways of relating to others  (Video nr 9:[image: image5.png]


).
· The therapist points out the similarities between the emotions and behaviour directed to the therapist and the ones directed to others. (Video nr 10:[image: image6.png]


).
· The therapist draws attention to the fact that the way the patient perceives  the therapist’s emotions and intentions do not correspond with the therapist’s real intentions and emotions. Thus, the therapist attempts to help the patient understand that from time to time he/she projects incorrect emotions and intentions to others. 

· The therapist draws attention to the recurring issues identified in the patient’s relationships.

· The therapist inquires about the patient’s fantasies, dreams and desires and encourages him/her to verbalise them in order to facilitate the patient’s sounder comprehension of his/her own unconscious urges/wishes and conflicts. 
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Watch the video! Observe how the therapist attempts to clarify the discrepancies between the transferent emotion and the doctor’s actual behaviour percieved by the patient!


	· The therapist often draws attention to the patient’s childhood experiences, thus attempting to reveal the origin of the patient’s ways of relating to others. He/she tries to explore how  the patient’s relational style has been shaped and what kind of role it has in the patient’s current problems. (Video nr 11:[image: image8.png]


).
· The therapist points out the contradictions observed in the patient’s behaviour and attempts to reveal the patient’s contradictory impulses and ambitions, thus helping the patient become aware of and accept the contradictions which cause tension within him/her. 
III./4.2. Main Techniques of Person-Centred Therapy
The theory of person-centred therapy posits that psychopathological symptoms develop when one is unable to learn from his/her own experiences. Therefore, the client-centred therapist’s main strategy is to make the patient more open to learn from his/her new experiences. Rigidity impedes any learning, therefore, rigidity is considered the opposite of health. Illnesses develop when patients cling to their assumptions concerning to their own value formed under the influence of others during their life instead of altering their self-concept and image under the influence of their own moment-by-mement, day-to-day personal experiences. Since every moment is a potential opportunity for us to learn something new, therefore, keeping aloof from and avoiding or ignoring the potential experience of each moment causes mental problems. The person-centredcentred therapist’s strategy is to develop an open attitude in the patient for experiencing different emotional states.  
The quality of the therapist’s personal presence is a determining factor in the process of developing an open attitude in the patient to experience; therefore, it is considered as a kind of technique:
· congruence: means honesty and transparency when the therapist identifies with his/her true feelings;

· positive regard and esteem: means warmth, acceptance, an attitude of considering the other person an independent individual;

· empathy is an intense sensitivity which allows one person to see the other person and the other person’s world in the way the other percives himself/herself and the world around him/her. 

If the therapist is present at the sessions in the mental and emotional state described above then exactly that type of change is brought about which is in fact  the goal of the person-centred therapy because: 
· the patient will exeperience and understand the aspects of his/her own personality which he/she has been suppressing before;

· the patient will perceive himself/herself as a more integrated and more effectively functionning person and will approach with greater certainty the personality that he/she desires to become;

· the patient will be able to govern himself/herself better and will gain greater confidence in himself/herself;
· the patient’s personality – which is not identical with anyone  else’s- will become more visibly prominent, therefore, he/she will be able to express himself/herself more effectively;

· the patient will become more compassionate and tolerant with others;

· the patient will be able to cope with the vicissitudes of life more effectively (Rogers, 2006).

The tactic of the person-centred therapy can be in part deduced from its theory formulated about personality, that is, one’s personality will flourish without any special prompting in an appropriately accepting social environment. During the sessions the therapist does not direct the conversation but concentrates on to the matters brought by the patient, reacts to them and assists the patient in verbalising his/her own experiences and feelings. This tactic is about following the patient’s concerns and with being lead by the patient’s experiences. The method is non-directive, the therapist does not set goals and does not use any means of evaluation.
The therapist gives the following information to the patient about the tasks: 
“You speak and I will concentrate on it and I will endeavour to mirror what you have experienced in yourself and in your life.”

Techniques of the person-centred therapy:
· The therapist repeats the meaning of the patient’s speech. 

· The therapist encourages the patient to relate everything which comes into his mind. 

· The therapist verbalises the emotional significance and meaning of the issues expressed by the patient.

· The therapist demonstrates his/her interest and empathy and intends to understand what the patient is experiencing during the session.
· The therapist encourages the patient to focus on to his own experience at that moment.
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Watch the video and identify the person-centred techniques applied by the therapist!
	Person-centred therapy seems to be quite simple; however, the implementation of the tasks set in the strategic principles in a congruent, accepting, empatic way requires a great deal of practice and a therapist with mature personality. (Video nr 4:[image: image10.png]


).
III./4.3. Main Techniques of the Interpersonal Therapy
The interpersonal psychotherapeutic approach argues that problems of a social nature often lie in the backround of the development of depression. It identifies four problematic social areas which may lead to depressive symptoms; alleviating them, therefore, lessens or eradicates the depression:

· Mourning: is caused by losing an important person. 
The strategic aim of therapy is to both facilitate the mourning process and to formulate new relationships and activities. 
· Questionning a social role: another person questions some of the patient’s social roles (wife, husband, co-worker, boss, etc.)

The strategic aim of the therapy is to unravel/reveal the nature/details of the dispute and the relationship, and to facilitate the quest of potential solutions. If these endeavours fall short then the therapy explores the possibilities of preventing the conflict or contemplates  the possibility of ending the problematic relationship. 
· Role shift: Some of the social roles or statuses of the individual go through a change (e.g. the medical student becomes a doctor, marriage, becoming a parent, promotion, divorce, becoming ill, etc.) and the new role requires new skills. 


The strategic goal of therapy is to explore the advantages and challenges of the new social role, to develop new skills and to gain an overview of the advantages and disadvantages of the old social role.

· Social deficit: is the personality traits and behaviours which impede the patient in creating and maintaining satisfactory relationships.


The strategic goal of the therapy is to teach the patient the missing skills for creating relationships.
The therapist attempts to reach the goals described above with the following techniques:
· The therapist identifies the problems which reoccur in the patient’s relationships.
· The therapist helps the patient recognise and comprehend that his/her problems stem from the difficulties dormant in his/her social relationships. 

· The therapist makes it clear to the patient that his/her problem is a condition which can be treated. 

· The therapist focuses on the following problems specific to the patient’s relationships:

· conflicts and disputes,

· key life-changing events,

· losing a loved one,

· loneliness.

· The therapist encourages the patient to rehearse new forms of behaviour which will assist him/her in changing his/her own relationships, for instance:

· solve a problem occurring in a relationship,

· fulfil one of his/her needs,

· create new relationships or get in contact again with old friends, 
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Watch the video and observe how the therapist prepares the patient for trying out a new social behaviour! 


	· the therapist urge the patient to avoid the problems which have had occurred before in his/her relationships (Video nr 12:[image: image12.png]


).
· The therapist motivates the patient to have a close examination of his/her relationships:

· What are the positive and negative aspects of the relationship?
· What does the patient want from the other person and vice versa?
· How does he/she behave in a relationship?
· The therapist encourages the patient to conceive how can he/she achieve significant change in his/her relationships, for example:
· by learning new skills useful in relationships,

· by looking for new friends.
III./4.4. Basic Techniques of Behavioural Therapy 

Behavioural therapy bases the explanation of the emergence of dysfunctional behaviours on the principles of psychology of learning. The interventions of behavioural therapy are designed primarily for transforming specific behaviours, for instance, when some type of behaviour is absent,  , is too rare,  does not manifest itself where it should do or it is too frequent. It is one of the most effective therapeutic methods for treating dysfunctional behaviours (phobias, obsessive-compulsive disorder, deficient social skills and behaviour).
The symptoms are interpreted in the light of the basic principles of the psychology of learning which shape human behaviour:

· Habituation: is a learning process as a result of which the organism ignores and does not react to repeated stimuli which do not carry serious consequences. Thus, these stimuli have no further relevance for the individual. 
· Classical conditionning: when an unconditioned/natural stimulus (lemon) is paired with a conditioned stimulus (ring tone) then the conditioned stimulus (ring tone) also triggers the response belonging to the unconditioned/natural response (salivation). 

Operant conditioning: the prevalence of an action is influenced by the consequences of that particular action. If the action is followed by gratification or the punishing effect ceaces then the action becomes more frequent. If an action is followed by punishment or the termination of gratification, then the action becomes more infrequent. 
Appears

Missing

Reward

1. Positive reinforcement

the occurrence of behaviour increases

2. Extinguishing

the occurrence of behaviour decreases

Punishment

3. Passive avoidance

the occurrence of behaviour decreases

4. Negative reinforcement, active avoidance

the occurrence of behaviour increases

Fig.4: Operant conditioning
· Social learning theory: people are apt to learn and imitate in some respect the gratified behaviour of an individual in power. 
Therapists plan their interventions built on the illness model of behaviour therapy. The strategic goal of interventions is always to target a particular behaviour. The behaviour therapist’s strategy is to teach a new, more adaptive behaviour, by taking into consideration the basic principles of the psychology of learning. The behaviour therapist’s plan and leadership, structure of the therapeutic sessions:
· At the beginning of the session the therapist sets the therapeutic goals for that day in collaboration with the patient.

· The therapist directs both the conversation and the processes during the session. 

· Behaviour therapy is often conducted outside the realm of the clinic: that is in the sites of the problem behaviour; on means of mass transport, at airports, etc. The behaviour therapist often participates in role plays in order to demonstrate the new behaviour to be learnt by patients. 
Techniques of behavioural therapy: 
· The therapist makes an in-depth behaviour analysis. The aim of the behaviour analysis is to identify the principles of learning which contribute to the development and maintainance of behaviour. Identifying the events prior to and after the problem behaviour assists in planning the behaviour modification. 
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Watch the video and observe the use of a symptom diary!
	· The therapist assists the patient in surveying the positive and negative consequences of an action in order to enable him/her to induce a behavioural change by applying the basic principles of the operant conditioning: i.e. by altering the consequences of a particular action.

·  Drawing up and evaluating a symptom diary (Video nr 13).
· Evaluation of the symptom diary and clarification of the circumstances determining the symptoms (Video nr 14:).
· The therapist and the patient jointly devise a plan for addressing and altering certain types of behaviour (to make it less or more frequent):

· avoidant behaviour, phobias,

· smoking, substance abuse,

· eating,

· obsessive repetition of certain types of behaviour (checking, toiletries, etc.),

· self-harming behaviour,

· self- assertion 
· thoughts and speach,
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Watch the video and observe the planning of a new behaviour!
	· (Video nr 14:).
· The therapist teaches new skills and behaviours to the patient, for instance:

· relaxing the muscules, relaxation (Video 15: Relaxing the muscules),
· control over ones emotions, expressing emotions,

· assertive conduct,
· social skills,
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Watch the video and observe how the therapist demonstates a new technique!


	· modifying sexual behaviour (Video nr 19:[image: image16.png]


).
· The therapist devises a plan for approaching the avoided situations gradually in order to terminate the patient’s avoidant behaviour.  
· For example: during the systematic desensitisation the person suffering from dog phobia is faced with situations ranging from the least anxiety inducing situations to the gravest ones based on the list of escalating anxiety-inducing situations drawn up by the patient who stays in each situation as long as it is needed for his/her anxiety to abate.

· The therapist gives homework to the patient who keeps a record - in a diary. 
· The therapist discusses the positive and negative aspects of the new behaviour with his/her patient. 
· The therapist makes proposals for and models alternative behaviours for the patient to acquire.  

· The therapist facilitates devising and rehearsing a new behaviour.
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Watch the video!
	· The therapist teaches the problem sloving techniques and rehearses them with the patient. 

(Video nr 16:[image: image18.png]


)
The entire technique is going to be presented in the chapter five about depression. 
III./4.5. Basic Techniques of Cognitive Therapy
Cognitive therapy is a psychotherapeutic modality integrating a great number of methodological elements of behavioural therapy.  The theory of cognitive therapy asserts that situations, other people, internal processes both in the mind and body, and the negative view of the future play a key role in the development, maintainance or exacerbation of illnesses.  
The main strategic goal of therapy is to successfully change the negative interpretations of life events and to  refute them if they get activated.
Tactics of cognitive therapy:
· brief survey of the patient’ condition

· setting the agenda in session,

· discussing homework assignments,

· discussing the problems included in the agenda, giving new homework,  

· summarising and eliciting feedback,

· the therapist manages the therapeutic events during the sessions.

Techniques of Cognitive Therapy:
In the first part of therapy:

· socializing the patient for cognitive therapy,

· teaching the cognitive model to the patient,

· identifying automatic thoughts,
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Watch the video and observe the identification of automatic thoughts!
	· in the patient’s speech (Video nr 20:[image: image20.png]


)
· with the three-column method (Video nr 17:[image: image21.png]


) 
(Video Nr 18:[image: image22.png]


),
· by administering (self-reporting) questionnaires;
· identifying emotions, physical sensations and exploring their relationship with the automatic negative thoughts (Video nr 26:[image: image23.png]


);
· identification of intermediate beliefs with the vertical Downward Arrow Technique 
In the second part of the therapy:
· during the case conceptualisation process the relationship between precipitating events, negative thoughts, emotions, physical symptoms and coping behavioural strategies are explored in close collaboration with the patient

 (Video nr 21:[image: image24.png]


).
In the third part of therapy:

· challenging negative evaluations (negative automatic thoughts, dysfunctional beliefs, cognitive schemas) and inducing behavioural change:

· cognitive restructuring (Video nr 22:)
· Socratic questionning (Video nr 24:[image: image25.png]


),
· testing and rehearsing new forms of behaviour,
· revealing logical errors (Video nr 25:[image: image26.png]


),

· cognitive continuum,

· rational-emotional role play,

· other individuals’ example as a system of reference 
· acting “as if”
· self-exploration/self-disclosure,

· Core Schema Worksheet
· restructuring early memories,

· imaginative techniques (Video nr 25:[image: image27.png]


),

· problem solving,

· list of activities.

In the fourth stage of therapy:

· the goal is to terminate therapy and work on relapse prevention:

· identifying indications of relapse,

· creating coping cards for preventing relapse.
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