PSYCHOTHERAPY

Definition

· Treatment of emotional, behavioral, personality, and psychiatric disorders based primarily upon verbal or nonverbal communication and interventions with the patient, in contrast to treatments utilizing chemical and physical measures.
Classification
Techniques

1. Psychodynamic

2. Brief Dynamic Psychotherapy
3. Behavioral
1. Psychoanalytic psychotherapy 
· SYN: dynamic psychotherapy, psychodynamic therapy, or psychoanalytically oriented psychotherapy
Definition 

· Psychoanalysis is a process of examination in continuity of the internal working of the mind on a day-to-day basis

· It is psychotherapy utilizing Freudian principles. 

· It is intensive psychological therapy based on psychoanalytic theory but without the specific technique of free association

Rationale 

· At the start of therapy, the analyst, or therapist, and the analysand, or patient, agree to explore the patient's psychological problems for whatever period of time is necessary to achieve an acceptable result

· On each successive day, the analyst and the patient can start where they left off and go from there.

· In classical psychoanalysis, the patient is recumbent on a couch with the analyst behind and out of the patient's line of vision. 

· Intrusions, such as telephone calls, are avoided except in emergencies. 

· The patient tries to say whatever comes to mind, no matter how seemingly remote, irrelevant, trivial, repugnant, anxiety provoking, or shameful (the "fundamental rule"). 

· The patient agrees to refrain from motor activity so that all available energy can be channeled into the effort to verbalize mental content. 

· The purpose is to gain and maintain full access to the contents of the patient's mind, conscious and unconscious, now and in the remote past, and even to infancy if that can be achieved. 
· Dreams, fantasies, wishes, fears, thoughts, and feelings of all kinds are discussed in the analysis

· It is within this "regressive" analytic process that the patient's mental life, including its conflictual matter, slowly begins to emerge around the analyst. 
· Repression is the active process or defense mechanism of keeping out and ejecting and banishing from consciousness those ideas or impulses that are unacceptable to the ego or superego.
· The individual deals with emotional conflict or internal or external stressors by expelling disturbing wishes, thoughts, or experiences from conscious awareness. 
· The feeling component may remain conscious, detached from its associated ideas.
· This mechanism of movement from the conscious to the unconscious is called repression
· Long-forgotten (repressed) feelings, traumas, and reaction patterns, along with active or discarded defensive or adaptive strategies, all eventually "come out again" in the interaction with the analyst, and what results is called the transference.
· The psychic past is reenacted in the analytic present. 

· It is recognized and interpreted via the inappropriateness of the patient's present (transference) reactions and feelings to the reality of the ongoing interaction with the analyst. 

· The complete revival of the past in the present is called the "regressive transference neurosis." 

· Through the systematic interpretation of these complex transference phenomena, unresolved problems from the past are reworked, more adaptive solutions are found, and maladaptive, neurotic solutions are discarded. 

· In the course of analysis, patients "rewrite" their autobiographies and along the way shed the neurotic symptoms and the problems that first brought them to treatment.

· Success in psychoanalysis relies essentially on skillful interpretation leading to enlarging insights. 

· The analyst helps the patient see connections between unconscious wishes and beliefs and conscious speech and behavior. 

· Slowly, patients begin to understand their own mental scheme of things. 

· Symbolic meanings and mental connections begin to take on plausible configurations that "make sense." 

· The insights gained are then "worked through" repeatedly as they reappear in other contexts as long as the analysis continues

Indications & Contraindications
· Of patients who come for psychiatric evaluation, psychoanalysis has been called the treatment of choice for that narrow middle group that is sick enough to need it and well enough to tolerate it
· Patients with acute reactive illnesses, situational maladjustments, and various circumscribed symptom-neurotic and character-neurotic states do not need the thoroughgoing life and character reconstruction that psychoanalysis offers. 
· Other patients whose illnesses are severe enough to require psychoactive drug management cannot always tolerate the anxiety-provoking stresses of psychoanalysis. 
· For patients with fragile or vulnerable "ego strength" (including a tenuous hold on reality), psychoanalysis can be psychologically disorganizing, with dangers of regressive, even psychotic swings, severe acting out, flight from treatment, or suicidal pressures. 
· Such patients, including borderline and narcissistic patients, those with character, addictive, or severe sexual disorders, those with character neuroses, and even some with severe and refractory symptom neuroses, are often deemed too ill for psychoanalysis and need to be treated by other dynamic (more supportive) psychotherapies
2. Behavioral Therapy & Cognitive Therapy
· The individual is evaluated for "symptoms" of behavioral dysfunction, which may be noted by direct observation (e.g. overeating, stuttering, crying), by the individual's verbalization of thoughts and feelings (e.g. suicidal thoughts, depression), and by clinical measurements (e.g. blood pressure, heart rate). 
· The behavioral-cognitive therapist does not conceptualize a problem in terms of a psychiatric diagnosis (e.g. schizophrenia), but instead defines it in terms of specific behaviors that affect the individual's functioning (e.g. hallucinating in public).

· The therapist and client, working collaboratively, determine the goals of the treatment. 
· These often focus on specific behaviors to be changed, i.e. target behaviors.
· Careful documentation and quantification are of great importance in determining factors that influence or trigger the undesired behaviors and in evaluating the effectiveness of the interventions. 
· Since clients are often unaware of sequences of events that lead to a specific type of behavior, direct observation of clients in their environments is sometimes a necessary part of behavioral analysis. 
· Clients can often be trained in the skills of self-observation and in recording of events so that the behavioral analysis is more accurate. 
· Data derived from the analysis are used by the therapist to formulate a clinical hypothesis (the case formulation) about what stimulates (precedes) and what maintains (reinforces) the undesired actions, thoughts, feelings, or physiological changes. 

· Using methods supported by theories and findings from the literature, the clinician tests the hypothesis of cause and effect by altering the behavior, the underlying cognitions, or the environment (or all three) and observing the effects of the alteration on the client's dysfunctional actions, thoughts, and feelings.

· From systematic observation and documentation of behavioral changes, the clinician either revises the hypothesis or continues with treatment until the goals of therapy are reached, i.e. the target behaviors are changed. 
· It is important to stress that behavior therapy is based on a way of thinking about people and problems and is not a set of techniques. 
Techniques
A. Positive Reinforcement & Extinction

· It is a well-known learning principle that the probability a specific behavior will occur is increased when the behavior is followed by certain pleasurable consequences (reinforcers).

· When a behavior is no longer reinforced and is ignored, the probability of its occurring is decreased. 
· For example, ignoring a patient's request for special treatment should lead to the elimination of these requests.

B. Aversive Procedures

· Much of our everyday behavior 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 either when dysfunctional or inappropriate behavior is naturally reinforcing to the individual (e.g. addictions, deviant sexual behavior) or when behavior is self-destructive and needs to be brought under control quickly

· There are three main aversive procedures: classical conditioning, punishment, and avoidance training. 

· The aversive stimuli used clinically are numerous, but usually involve electric shock, chemicals, or vivid descriptions of noxious scenes.
· In classical conditioning procedures, the stimuli leading to unwanted behavior (e.g. sight and smell of one's favorite 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)

· In punishment procedures, a specific behavior (e.g., drinking alcohol) is followed by a noxious stimulus or punishment.

· In avoidance training procedures, patients can escape the noxious stimulus if they avoid the undesired behavior. 

· This is the theory behind the use of disulfiram. 

· 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 by not drinking

C. Desensitization 
· It combines progressive muscle relaxation and graduated imaginal exposure to the feared stimulus. 
· The patient is asked to imagine the targeted scene while in a relaxed state.
· When the patient experiences increased anxiety, he or she is asked to terminate the image and focus on reestablishing the relaxed state. 
· The patient then revives the feared image until it can be continuously visualized without increased tension.
· In systematic desensitization, Wolpe developed a "hierarchy" or list of situations that were frightening to the patient, ordered from least to most fear-evoking. 

· After training his patients to use Jacobson's relaxation methods, Wolpe systematically carried out brief pairings of relaxation and fear-evoking situations, beginning with the least-fear-evoking situations and moving gradually up to more frightening ones. 
· During the pairings, the patient was instructed to use the relaxation strategies, then to imagine the fear-evoking stimulus briefly until the fear increased, then to relax again, then to imagine the fear-evoking situation again, and so on, over and over, with repeated pairings of fear-evoking images and relaxation, until the patient could imagine (and confront, in vivo, or "in real life") the fear-evoking cues without experiencing fear.

· Systematic desensitization and a variety of methods derived later for treatment of fears and phobias are all effective because they involve therapeutic exposure to the feared situation.
D. Exposure

· 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) to those immersing the client in the feared situation (process of flooding)

· The conditions most suitable for exposure therapy: agoraphobia, social phobias, illness phobias, simple ("specific") phobias, obsessive thoughts, compulsive rituals, obsessive-compulsive disorder, and types of sexual dysfunction
E. Self-Talk

· It addresses childhood difficulties focusing on problem behaviors, hyperactivity, and impulsivity 

· It is common for children to repeat instructions to themselves as they attempt new tasks

· People may be taught to use such self-talk-in the form of evaluative statements, suggestions, reminders of sequential steps, and encouragement-to help them relax, to improve performance of cognitive and physical activities, to increase motivation, and to become more aware and alert. 
· Such self-talk is obviously related to the processes of covert modeling and cognitive therapy

F. Cognitive Therapy

· The underlying premise of cognitive therapy is that affect and behavior are largely functions of how people construe (structure) their world. 
· According to one cognitive theory, everyone has "filters" through which the world is interpreted (e.g. seeing the glass half-full versus seeing it half-empty). 
· These constructs are called "schemas." 
· When these constructs become distorted and dysfunctional, clients experience helplessness, anxiety, and depression

· The goals of cognitive therapy are (1) to make clients aware of their cognitive distortions and (2) to effect change through correction of these distortions.

· The numerous strategies used in cognitive therapy are designed to help the client become aware of negative automatic thoughts (e.g. "If I can't be perfect, then no one will love me"); to recognize connections among thoughts, mood, and behavior; and to replace distorted thoughts with more realistic interpretations

G. Positive Imagery
· The idea is simple: engaging in positive imagery tends to elevate one's moods and affects, tends to increase enjoyment, and can decrease the frequency and intensity of potentially debilitating and self-defeating thoughts and feelings. 

· The key idea is that imagery need not be explicitly related to one's difficulties or embody modeled "answers"; it just needs to be pleasant. 

· This approach has been effective in the treatment of pain, anxiety, severe depression, and phobic behavior.
H. Flooding  

· Flooding involves repeated and prolonged exposure to the feared stimulus with the goal of extinguishing the anxiety response. 

· Such exposure can be conducted either imaginally or in vivo.

· This method uses the same techniques as gradual exposure but with increased intensity and more rapid response. 

· Throughout the flooding process, the child provides anxiety ratings and remains in the presence of the anxiety-provoking stimulus until his or her self-reported anxiety level diminishes.
I. Modeling  

· Social learning theory indicates that children can learn an enormous amount by watching others 

· Modeling has been most successful in children undergoing medical and dental procedures.

· Modeling also has been used to treat common childhood fears 

· Anxious children can benefit from watching a model approach and cope with a feared situation.

· Filmed: the child watches a videotape of the model.

· Live: the model is in the presence of the child.

· Participant modeling: the live model interacts with the child and guides the child through the anxiety-provoking stimulus.

