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Preface

I have been a cognitive-behavioral therapist for more than 15 years, working with 
a diverse age range of clients (i.e., children, adolescents, and adults) suffering from 
significant distress (e.g., depression, trauma, phobias, and disruptive/aggressive be-
haviors) using a variety of modalities (i.e., individual, couple, family, and group), in 
multiple settings (i.e., outpatient, residential, and psychiatric). Although a good por-
tion of my graduate training was cognitive-behavioral, I found I was craving a stron-
ger emphasis on the applied nature of specific cognitive-behavioral therapy (CBT) 
skills by the time I started working with clients. This also seemed to be the sentiment 
of many of my colleagues from a variety of graduate programs. Luckily, with good 
supervision and training and much practice and critical self-evaluation based on cli-
ent outcomes, I was able to develop my CBT skill set with high self-efficacy. Having 
become professor in a graduate program that specializes in CBT, I have realized that 
although many great books are available for developing a sound CBT theoretical 
foundation, few books truly address explicitly the applied nature of basic CBT skills. 

Cognitive-Behavioral Therapy: Theory into Practice is unique because a very lim-
ited number of books address the application of CBT skills and techniques for 
mental health professionals. It is designed for graduate students in training and 
mental health professionals who want to learn the basic foundations of applied 
CBT. However, this book can also be helpful to those who are experienced with 
CBT but want to improve their skills. The primary purpose of this book is to 
translate CBT theory into actual practice with clients in a clear and practical man-
ner. Although every mental health disorder has its own idiosyncratic treatment ap-
proach, this book provides a thorough review of the most common and pertinent 
CBT skills necessary for most clients encountered in practice, from establishing 
a sound therapeutic alliance and structuring sessions to modifying negative auto-
matic thoughts and behavioral exposure.
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Each skill is first presented with a sound evidence-based rationale followed by spe-
cific steps to follow. Most of the CBT skills covered include therapist–client therapy 
dialogue vignettes and many hours of supplemental videos. (Two separate clients are 
followed from the early phase of therapy to the late phase of therapy.) Each chapter 
includes multiple discussion questions to process these vignettes and related topics. Ad-
ditionally, there are activities and worksheets to practice each of these CBT skills indi-
vidually and with a peer. Throughout, there are also multiple tables and figures to help 
conceptualize and summarize key themes and skills, including common challenges.

The following highlights the key themes for each of the 13 chapters in this book:
Chapter 1 provides a brief review of the history and theory of CBT. This includes 

a reciprocal cognitive-behavioral model of how thoughts, emotions, and behaviors 
interact with the environment. The general cognitive model is also introduced as a 
means to conceptualizing clients’ problems and presenting distress.

Chapter 2 focuses establishing a therapeutic alliance and the therapist–client 
activity nature of CBT through collaborative empiricism. The role of Rogerian 
qualities and interpersonal skills in developing a CBT therapeutic relationship is 
addressed. Collaborative empiricism is explained through therapist–client activity 
level, depending on the phase of therapy (i.e., early, middle, or late), responding to 
client specific factors, and conceptualization and treatment. Overall, although the 
therapeutic alliance is not the primary means for change in CBT, it is still essential 
for desired treatment outcomes.

Chapter 3 addresses CBT assessment, case formulation, and treatment planning. 
CBT requires a purposeful process in determining the most effective treatment 
approach. Beyond gathering basic information with the intake interview, CBT as-
sessment strategies include compatibility with CBT (to inform the approach to psy-
choeducation and interventions, not to screen out), obtaining detailed information 
about presenting problems, motivation and responsibility for change, and formal 
symptom measures. This information aids in the process of developing a CBT case 
formulation, a cognitive-behavioral conceptualization of the presenting problems, 
associated symptoms, and contributing factors. Finally, a CBT treatment plan 
includes developing measurable treatment goals that can be obtained by evidence-
based interventions that are client specific.

Chapter 4 explains the purpose and process for providing session structure from 
the first session to the final session. It is important that therapy remain focused on 
the problems and treatment goals most relevant to each client’s distress. Consistent 
session structure also socializes clients to therapeutic expectations and provides an 
opportunity to model the collaborative nature of CBT. Individual sessions are bro-
ken down into four stages (i.e., pre-session, early session, middle session, and late 
session) to provide a template to structure sessions that are purposeful yet flexible 
enough to be responsive to clients’ needs. Examples of topics include (but are not 
limited to) reviewing assessment information, setting an agenda, reviewing home-
work, problem-solving strategies, summarizing, and assigning homework.
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Chapter 5 addresses the important role of psychoeducation throughout CBT. 
Clients will need to learn new skills as they collaboratively participate in their own 
therapy and long after therapy is over. This chapter is divided into two parts: early 
phase CBT psychoeducation and CBT skill psychoeducation. Early phase CBT 
psychoeducation focuses on reviewing therapy expectations, the cognitive model, 
clients’ diagnosis, case formulation, and treatment plan. CBT skill psychoeducation 
broadly approaches the process of teaching new skills in session and to be used be-
tween sessions, including the use of bibliotherapy and technology.

Chapter 6 discusses the key CBT components for behavioral activation, often a 
common intervention used during the early phase of therapy for clients with depres-
sion and/or those that have difficulty getting things done. Behavioral activation gets 
clients moving in the “opposite direction” to break their maladaptive behavioral 
patterns by completing daily tasks and activities, including experiencing a sense of 
accomplishment and pleasure. Two of the most common and effective formats of 
behavioral activation are addressed in detail: activity monitoring and scheduling and 
graded task assignments.

Chapter 7 addresses automatic thoughts, one of the most important concepts for 
CBT therapists. At the heart of long-term change for CBT is being able to change 
clients’ maladaptive thinking patterns, otherwise known as negative automatic 
thoughts. Most clients experiencing psychological distress often perceive and inter-
pret particular events as negative (even those that are neutral or positive). Successful 
modification of clients’ negative automatic thoughts can result in reducing clients’ 
distress by improving emotions, reducing physiological arousal, and replacing mal-
adaptive behavior patterns with more adaptive behaviors. However, clinically, mul-
tiple steps are required to appropriately address negative automatic thoughts. After 
providing clients psychoeducation, appropriate negative automatic thoughts need 
to be elicited and identified. Thereafter, such thoughts require evaluation before 
they are modified. Finally, sometimes clients have valid negative automatic thoughts 
where utilizing coping skills and acceptance strategies are more appropriate.

Chapter 8 provides an extensive review of conceptually understanding core beliefs 
from an applied perspective. In order to enhance long-term change for CBT, it is 
sometimes necessary to go beyond clients’ negative automatic thoughts by exploring 
their negative core beliefs. Core beliefs are all-or-nothing statements that are typically 
rigid, global, and overgeneralized views about the self, others, and how the world 
“works.” Some clients have patterns of thinking that are so pervasive that it may be 
an extension of a negative core belief. Thus, sometimes it may be necessary to “dig 
deeper” to get at the true source (at least in part) of their distress. Similar to automatic 
thoughts, core beliefs, after they are identified, need to be evaluated and modified.

Chapter 9 discusses the key components for behavioral exposure and related tech-
niques. Exposure techniques can be very effective for a variety of anxiety and anxiety-
related disorders. Many times when clients are anxious, they have negative automatic 
thoughts (e.g., catastrophizing) and increased physiological arousal, resulting in 
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eventually avoiding (cognitively and/or behaviorally) their source of distress because 
they perceive it as threatening. Exposure confronts the source of avoidance to stop 
this maladaptive behavioral pattern as clients learn that the situation is no longer 
threatening. In addition to reviewing behavioral exposure techniques (e.g., hierarchy 
of feared situations, imaginal exposure, and in vivo exposure), this chapter first fo-
cuses on assessing anxious and fearful cognitive and behavioral patterns. Relaxation 
techniques (progressive muscle relaxation, diaphragm breathing, and visualization) 
are also reviewed as possible options for some clients, depending on their type of anx-
ious distress. Finally, options for modifying specific anxious thoughts are presented.

Chapter 10 addresses the general process of integrating homework as a key com-
ponent of CBT. Homework is a necessary component for effective CBT. Clients only 
typically spend about 1 hour per week in therapy. They will need to practice what 
they learn in session between sessions. This chapter addresses the process of assigning 
homework and maintaining client compliance.

Chapter 11 highlights a variety of modes of technology that are commonly used by 
CBT therapists for multiple therapeutic techniques. Examples of technology include 
smartphone and tablet applications, video and audio recordings, internet videos and 
pictures, and virtual reality. These technologies are not meant to replace therapy. 
Rather, their purpose is to supplement therapy to enhance the effectiveness of CBT.

Chapter 12 reviews some of the most common CBT myths. Although CBT is a 
well-established effective treatment approach for most mental health problems, there 
remain some common myths about its nature. Knowledge of such myths helps those 
entering training in CBT avoid any possible self-filling prophecies and/or negatively 
biased influences. Such myths can also be refuted while ensuring that clients are 
receiving high-quality care.

Chapter 13 addresses key domains to consider, both professionally and person-
ally, while developing your competency as a CBT therapist throughout your career. 
Your training does not stop after reading a few books or after graduation. Being a 
competent CBT therapist requires a high level of therapeutic skill that comes from 
continuous training and personal growth.

Overall, it is desired that after reading Cognitive-Behavioral Therapy, you will be 
able to develop (or improve) a strong foundational application of CBT skills to use 
with your clients presenting with a variety of mental health distress. There are many 
fundamental CBT skills to learn throughout one’s career as a mental health profes-
sional. It is hoped that this book will allow for a smoother and easier practical ap-
plication of CBT skills to build your self-efficacy. Being a competent CBT therapist 
requires much practice and patience; it requires a high therapeutic skill set. However, 
the time you put into developing your CBT skills is well worth it, as with additional 
training and experience you will have the skills to reduce client distress and improve 
quality of life by competently providing robust evidence-based practice.
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1

1
The CBT Model

An extensive review of the history and theory of cognitive-behavioral therapy (CBT) 
is not necessary and is beyond the scope of this text (see A. T. Beck, 1964, 1976; J. 
S. Beck, 2011). The focus of this text is to translate the theory of CBT into practice 
with your clients. This will be done by learning how to conceptualize your clients’ 
distress through a CBT lens, develop a therapeutic alliance, structure your sessions, 
and effectively apply a variety of key CBT concepts and skills. Thus, the following 
provides a brief history of Aaron T. Beck’s development of cognitive therapy (now 
often referred to as cognitive-behavioral therapy) and concise review of the CBT 
model, the latter of which will be the driving force to conceptualizing and treating 
your clients’ problems and presenting distress.

BRIEF HISTORY

Aaron T. Beck, a psychiatrist, was trained in psychoanalysis but had concerns about 
its effectiveness. By the late 1950s and early 1960s, he had tested the psychoanalytic 
approach for depression and found that it was conceptually inaccurate (i.e., not 
about hostility and need to suffer but instead distorted thinking) and did not do 
much to reduce client distress (A. T. Beck, 1967). Rather, he found that his depressed 
clients had very quick and brief negative self-evaluative thoughts. Additionally, he 
discovered such thoughts to be strongly related to their distressing emotions. He 
soon referred to such thinking as “negative automatic thoughts.” He noticed that 
when he helped his clients identify, evaluate, and modify these negative automatic 
thoughts, their depressed mood significantly improved.

Beck also found that psychoanalysis focused too much on the past and was 
too long term (i.e., from many years to the rest of your life), resulting in clients  
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thinking that they would always need a professional to help them with their life 
stressors and problems (A. T. Beck, 1976). This approach to therapy ultimately in-
hibits generalization and maintenance of change after therapy (assuming therapy ever 
does end!). In other words, clients were not able to develop their own independent 
problem-solving skills and manage future life stressors. Thus, Beck began working 
on developing a short-term and present-oriented form of therapy for depression that 
focused on modifying negative automatic thoughts and using problem-solving skills 
(A. T. Beck, 1964). At this point, he also developed a conceptualization of the devel-
opment of depression in which client distress is due to a negative thinking pattern 
across three domains: self, world, and future.

During this time (1950s–1970s), behavioral therapists were employing the work 
of experimental behaviorists, such as Pavlov (classical conditioning) and Skinner 
(operant conditioning). Many behaviorists at the time viewed all human behavior as 
learned from the environment. More specifically, behavior was considered the result 
of a “simple” stimulus–response association (Watson, 1970). Additionally, behavior-
ism at the time was concerned primarily with observable behavior while viewing 
internal events, such as thinking and emotions, with minimal utility. This school 
of thought resulted in such behavioral interventions as systematic desensitization, 
reciprocal inhibition, and relaxation training, which were found to be effective in 
treating some anxiety disorders with minimal focus on cognitive processes (Eysenck, 
1966; Wolpe, 1958, 1982; see also Jacobson, 1938). These behavioral interventions 
focused on modifying desired measurable behavior with reinforcement and extin-
guishing fearful/anxious responses with exposure.

While Beck was developing his theoretical approach and treatment for depression, 
other theorists were also developing treatment programs that incorporated cognitive 
and behavioral components. Most notably, both Meichenbaum’s (1977) concept of 
internal dialogue and self-instructional training and Ellis and Harper’s (1975) per-
spective of irrational thinking and rational emotive behavior therapy (a theoretical 
approach on its own) were instrumental in the development of CBT. Both theories 
acknowledged the importance of internal events (i.e., thoughts) and their influence 
on emotions and behaviors. Furthermore, both Meichenbaum and Ellis and Harper 
recognized that modification of distressing thoughts can reduce distressing emotions 
and behaviors. Bandura’s (1976) social cognitive theory, which recognized the im-
portance of learning through observing others, was also influential in the transition 
from behaviorism to CBT. Bandura also coined the term “reciprocal determinism” 
to explain how behavior both influences and is influenced by thoughts, emotions, 
and the social environment.

Beck, Rush, Shaw, and Emery’s (1979) seminal book Cognitive Therapy of 
Depression provided a solid theoretical approach for treating depression with sup-
portive empirical evidence. When this book was published, CBT research was 
already active at this time and showing promising results. However, Beck’s recent 
books and studies appeared to spark a big wave of research in 1980s. At this point, 
research moved beyond depression to include other distressing mental health prob-
lems, especially anxiety-related disorders, with a more explicit integration of cogni-
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tive and behavioral methods. While there are certainly other theoretical approaches 
that are effective for specific disorders, CBT is now the most well-established theo-
retical approach for the most mental health problems (APA Presidential Task Force 
on Evidence-Based Practice, 2006 (see www.div12.org/psychological-treatments/); 
Butler, Chapman, Forman, & Beck, 2006; Hofmann, Asnaani, Vonk, Sawyer, & 
Fang, 2012). Furthermore, CBT has been shown to be more effective than other 
theoretical approaches for treating anxiety and depressive disorders (Tolin, 2010).

Although Aaron Beck was influenced by philosophers (e.g., Cicero, Epictetus, and 
Kant) and other cognitive and social-cognitive theorists (e.g., Albert Bandura, Albert 
Ellis, George Kelly, Donald Meichenbaum, and Richard Lazarus), he was the first 
person to develop a coherent evidence-based theoretical approach that now targets 
both thoughts and behaviors for treating a variety of psychological disorders. A driv-
ing force for the effectiveness of CBT across multiple disorders is its focus on the 
importance of conceptualizing clients’ problems in a coherent manner, which then 
becomes the driving force for the treatment plan and interventions. Overall, CBT is 
purposeful, flexible, goal directed, and based on tangible client evidence and requires 
active collaboration between both the therapist and the client. Having a good un-
derstanding of the CBT model provides a solid foundation for conceptualizing and 
effectively reducing your clients’ distress and improving overall well-being.

CBT MODEL

Presently, there are many slight variations of the CBT model depicting human adap-
tive and maladaptive functioning. Nevertheless, there are many more similarities 
than differences in these models, especially with regard to the primary role of cogni-
tive processing and appraisal. Figure 1.1 provides a concise visual depiction of how 
thoughts (including mental images), emotions (including physiological arousal), and 
behaviors are related and interact with the environment (including social interac-
tions). According to the CBT model, our emotions and behaviors are influenced by 
how we perceive situations (or, more broadly, the environment). This means that it is 
not the situation itself that affects how we feel. Rather, our thoughts act as a media-
tor between the situation and resulting emotions. The reciprocal interaction between 
our thoughts and emotions in turn influences our behaviors, which then interact 
with the environment. This interaction with the environment and its outcomes then 
reciprocally influence our thoughts and emotions. Thus, although our thoughts are 
the primary factor that initially influences our emotions and behaviors, once the 
process begins, all contributing elements can have a reciprocating influence on each 
other. For individuals who are maladaptively functioning, the reciprocal interaction 
of thoughts, emotions, and behaviors can negatively feed into each other. This results 
in an escalation of psychological distress, where each element gets worse over time. 
Consider Activity 1.1, which follows two individuals (maladaptive and adaptive) re-
sponding to the same situation. Thereafter, Activity 1.2 has you complete your own 
examples. Discussion questions follow both activities.

http://www.div12.org/psychological
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ACTIVITY 1.1: EXAMPLES OF ADAPTIVE  
AND MALADAPTIVE FUNCTIONING

While heading to class, a college student walks by her peer in the hallway and 
says, “Hi,” while briefly making eye contact. The peer does not respond and 
keeps walking in the opposite direction.

College student 1 (Debbie; see Figure 1.2) walks into her classroom think-
ing, “Wow, she completely ignored me. She’s probably annoyed and doesn’t 
want to be associated with me.” Debbie then starts to feel sad and has diffi-
culty concentrating in class while ruminating over her thoughts and emotions. 
Later in the evening, Debbie realizes that she took poor notes while in class 
and does not feel prepared for the next quiz. This results in her feeling frus-
trated and anxious while thinking, “Why do I do this to myself? I’m probably 
going to fail this quiz.” Debbie then decides to not go out to dinner with her 
friends and stays in her dorm room for the night.

College student 2 (Mary Jane; see Figure 1.3) walks into her classroom 
thinking, “Wow, she must be really busy. She usually acknowledges me when 
we walk by each other. I’ll check in with her later today to see how she’s do-
ing.” Mary Jane feels content while in class and is able to focus on the class 
lecture. Later in the evening, Mary Jane feels prepared for the next quiz be-
cause she took good notes and takes the time to text her friend to see how she 

Figure 1.1.  Reciprocal Cognitive-Behavioral Model
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Figure 1.2.  Reciprocal Cognitive-Behavioral Model—Maladaptive Functioning 
Individual

Figure 1.3.  Reciprocal Cognitive-Behavioral Model—Adaptive Functioning Indi-
vidual	

(continued)
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is doing. Her friend states that she is very stressed out about her midterm exam 
and did not even see Mary Jane in the hallway. Mary Jane offers to hang out 
with her friend during the weekend after her exam is over. She then goes out 
to dinner with her friends feeling happy and thinking, “I’m glad I have friends 
who are supportive of each other.”

Discussion Questions 1.1

•	What was Debbie’s negative automatic thought? Was there any evidence to 
support her thought based on the situation?

•	What was Mary Jane’s automatic thought? How was her cognitive process-
ing different from Debbie’s?

•	How did the difference between Debbie’s and Mary Jane’s thoughts result 
in different emotions and behaviors? In other words, discuss the difference 
in the relationship between their thoughts, emotions, and behaviors based 
on Figures 1.2 and 1.3.

•	Explain how Debbie’s thoughts, emotions, and behaviors “feed into each 
other” in a reciprocal manner. How could Debbie’s thoughts, emotions, and 
behaviors continue to feed into each other beyond the described scenario?

•	Although you do not know much about Debbie, what are some possible 
alternative thoughts and behaviors (at any point in the scenario) that could 
potentially “break” her negative reciprocal interaction cycle?

ACTIVITY 1.1: Continued

ACTIVITY 1.2: DEVELOP EXAMPLES OF  
ADAPTIVE AND MALADAPTIVE FUNCTIONING

Now that you completed reviewing examples of adaptive and maladaptive 
(i.e., negative automatic thought) functioning using the reciprocal cognitive-
behavioral model, create your own examples. Create a scenario that is not 
too complicated but ambiguous enough that it is open to multiple interpreta-
tions. Next, use Figure 1.1 to complete each part of the reciprocal cognitive-
behavioral model for both the adaptive and the maladaptive response: first 
thought, second emotion, and third behavior. Do not worry if your thought is 
a true negative automatic thought, as you will learn about this later. Also, be 
sure that you can clearly differentiate between thoughts (usually a phrase or 
sentence) from emotions (usually a single word). Finally, pick a behavior that 
has the potential to have a direct impact on the environment (i.e., it will have 
some form of an outcome).
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Within the context of the general cognitive model, Beck and Haigh (2014) have 
posited that the difference between adaptive and maladaptive functioning is largely 
quantitative, not qualitative. In other words, all individuals have negative biases (or 
thoughts) and positive biases, in many ways on a continuum ranging from maladap-
tive to adaptive. In maladaptive functioning individuals, their negative biases can be 
extreme and amplify perceived threats. Likewise, their positive biases can be reduced 
and minimize rewards or gains. These biases tend to get exaggerated and eventually 
activated after experiencing a particular stressor or series of stressors. Thus, when cli-
ents are experiencing psychological distress, their thoughts tend to be distorted (i.e., 
negative automatic thoughts), resulting in associated distressing emotions and mal-
adaptive behaviors. The consequence is negative environmental outcomes that can 
reinforce and/or maintain negative automatic thoughts (and biases) and maladaptive 
behaviors, continuing the cycle of psychological distress.

The primary goal of CBT is to help clients identify, evaluate, and modify their 
negative automatic thoughts and corresponding behaviors. In other words, you want 
your clients to “think about thinking.” The eventual recognition and modification 
of negative automatic thoughts is often the driving force for clients to “break” their 
negatively reciprocating relationship of thoughts, emotions, and behaviors. Ad-
ditionally, part of this awareness is having a good understanding of how thoughts, 
emotions (including physiological arousal), and behaviors are interrelated within 
themselves and between the environment. For long-term change, this process can 
also include working on overarching, global, and rigid core beliefs (including biases) 
about themselves, other people, and the world. These core beliefs are developed from 
past significant events and influential individuals. Having more rational and adap-
tive thoughts results in feeling better and engaging in fewer maladaptive behaviors. 
There are also times (e.g., some anxiety disorders) when targeting primarily behav-
iors (although thoughts are often still addressed) can have a strong effect on chang-
ing thoughts and emotions. Ultimately, successful therapy is when clients are able 
to independently make these modifications to their thoughts and behaviors while 

Discussion Questions 1.2

•	Discuss how each example is (or can be) reciprocal. In other words, go 
beyond your initial thought, emotion, and behavior and discuss how these 
elements can affect each other (i.e., “feed into each other”).

•	Similar to Activity 1.1, for your negative automatic thought example, what 
are some possible alternative thoughts and behaviors (at any point in the 
scenario) that could potentially “break” this person’s negative reciprocal 
interaction cycle?

•	What example was more difficult for you to create: the negative automatic 
thought or the adaptive automatic thought? Share any thoughts on why this 
may be the case.
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developing effective coping and problem-solving skills. You will want your clients to 
be able to generalize and maintain their skills across many other facets of life beyond 
what was addressed in therapy over time. In other words, clients should eventually 
be their “own therapists” through the long-term maintenance of skills.

It is important to note here that CBT is not positive thinking (e.g., “Don’t worry, 
be happy!”). It is helping clients think more rationally. There are times when ratio-
nal thoughts are negative—this happens in life—and may require acceptance. On 
the other hand, emotionally distressed clients tend to have many thoughts that are 
negative and irrational. Such thoughts are the ones that will receive focus for modi-
fication. Although it is helpful to focus on the positive aspects of our lives, it can be 
detrimental to our well-being to ignore the reality of the negative aspects.

Overall, the CBT model provides a lens to help you conceptualize your clients’ 
problems and presenting distress. This conceptualization will be the driving force for 
your treatments and interventions. At the same time, it is malleable to new informa-
tion as you gain a more sophisticated understanding of your clients’ ways of func-
tioning. This allows you to be up to date and flexible in your treatment approach as 
your clients progress through therapy.
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2
Establishing a CBT  
Therapeutic Alliance

Collaborative Empiricism

Probably one of the most well-known characteristics of CBT is that it is not a passive 
treatment. The cliché image of a client sitting on a couch pouring out any thoughts 
or emotions that comes to mind to a therapist who tells the client what to do is the 
antithesis of CBT. An explicit expectation of CBT is that both the therapist and the 
client are active participants throughout the therapeutic process. In other words, it 
is a collaborative process. For the collaborative nature of CBT to produce effective 
outcomes, there needs to be a strong therapist–client therapeutic alliance; it is more 
than just a relationship. A common definition of “alliance” is a relationship in which 
people agree to work together toward mutual goals. The assessment and intervention 
techniques used to obtain these goals are based on empirically supported research 
while also using information provided by clients. Hence, collaborative empiricism is 
an action-oriented therapeutic alliance driven by research that integrates, tests, and 
modifies clients’ thoughts and behaviors.

The therapeutic alliance is not considered the primary process for change in CBT, 
but it is still essential for obtaining desired treatment outcomes for improvement in 
mental health and overall quality of life (Beck, Rush, Shaw, & Emery, 1979; Leahy, 
2008; Wright & Davis, 1994). Research consistently shows that across theoretical 
approaches, there is a strong relationship between the therapist–client relationship 
and treatment outcomes (Ardito & Rabellino, 2011; Arnow et al., 2013; Raue, 
Goldfried, & Barkham, 1997). Interestingly, this relationship means that the quality 
of the therapeutic alliance can have either a negative or a positive impact on client 
well-being. More specifically, just as much a strong positive therapeutic alliance can 
improve clients’ well-being, a strong negative therapeutic alliance can make clients 
worse. In fact, with regard to the latter, clients will most likely terminate prematurely 
and seek therapy elsewhere or, even worse, decide that therapy is not a viable option 
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and no longer pursue the necessary help to work on their mental health distress. 
These outcomes have been observed in studies specifically examining the CBT thera-
peutic alliance (Evans-Jones, Peters, & Barker, 2009; Kazdin, Marciano, & Whitley, 
2005; Keijsers, Schaap, & Hoogduin, 2000). Furthermore, it is especially important 
to establish a quality relationship early in the therapeutic process. Studies examining 
CBT outcomes over time have noted that relationship measures early in treatment 
predicted symptom improvement (Arnow et al., 2013; Klein et al., 2003).

Developing a strong therapist–client therapeutic alliance is not as easy as some 
may believe. The skills necessary for therapeutic alliance are ever evolving through-
out your career as a therapist. Although many people who choose to enter the field 
of therapy may already “naturally” have many of these skills based on their non-
therapeutic relationships (e.g., friends and family), the dynamics of a therapeutic 
relationship are often very different. In other words, adjustments need to be made 
when working with clients who are struggling with a variety of mental health issues. 
Such skill development requires significant training and practice, introspection, and 
supervision. The following two sections of this chapter address the necessary skills to 
develop effective therapeutic alliances with clients. First, nonspecific factors are used 
in most therapeutic approaches and include key skills that come naturally to most 
therapists. Second, CBT-specific factors contribute to the therapeutic alliance and 
are necessary for collaborative empiricism.

NONSPECIFIC FACTORS

Treatment elements that impact therapeutic outcomes across theories are typically 
referred to as nonspecific factors (or common factors). There are also treatment ele-
ments that are idiosyncratic to a particular theory, known as specific factors. This 
section first addresses two of the most common and well-known nonspecific factors: 
Rogerian qualities and interpersonal skills. Although the focus of this chapter is on 
establishing a CBT therapeutic alliance, these nonspecific factors are still important 
for effectively practicing CBT. In fact, without these skills, a discussion of CBT-
specific factors is moot.

Rogerian Qualities

Carl Rogers’s (1959, 1995) humanistic approach to therapy was a welcome change 
to many, as it was a reaction to the deterministic and negativistic view of human na-
ture by both psychodynamic and behavioral theories at the time. Rogers’s approach 
to therapy was not directive, but he placed great emphasis on valuing clients by treat-
ing them with dignity and respect. Thus, his view of therapeutic growth centered 
mainly on the therapist–client relationship. Even today, the sine qua non of Rogerian 
qualities are considered to be largely empathy, unconditional positive regard, and 
genuineness. Empathy consists of understanding the thoughts and feelings of the 
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client. It is not pity. Empathy allows the therapist to take an objective perspective of 
the client’s presenting problems and distress. Unconditional positive regard consists 
of client acceptance in a nonjudgmental attitude, also known as warmth. In other 
words, there are no strings attached in order to be valued as a client. Finally, genuine-
ness consists of communicating (verbally and nonverbally) and presenting oneself in 
a natural, honest, and sincere manner. Rogers argued that there would be minimal 
to no client growth without these therapeutic qualities. Although these basic thera-
peutic relationship skills are humanistic, there are sophisticated ways therapists can 
integrate these skills within a CBT framework and purpose.

Empathy and CBT

Empathy is often defined with the metaphor of “standing in someone else’s shoes” 
or “seeing through someone else’s eyes.” These are valid statements; however, provid-
ing such congruent empathy takes both skill and practice. When making empathetic 
comments, it is important to make sure that your verbal and nonverbal expression 
matches how the client feels and is appropriately timed. With regard to matching 
the client, assumptions should not be made about how the client is feeling. In other 
words, the more information you can glean from your client, implicitly or explicitly, 
the more confident you can be in what you say and how you express empathy. An 
inaccurate display of empathy can potentially harm the therapeutic relationship, 
especially in the early stages. Even though what you may be feeling for the client is 
sincere, what and how it is expressed is just as important.

Related to matching is therapist timing in expressing empathy. A common mis-
take therapists make is coming on too strong with empathy too soon. Although your 
intentions may be well placed, this approach can come off an insincere and off-put-
ting (e.g., “She is being fake. There is no way she can know how I feel right now.”). 
On the other hand, missing an opportunity to display appropriate empathy (i.e., 
weak or no response) may come off as cold and disconnected from the client (e.g., 
“Does she even care about what happened to me?”). A final comment about express-
ing empathy and timing is a word of caution when validating clients’ thoughts and 
feelings. From a CBT perspective, being overeager to express empathy can poten-
tially reinforce maladaptive thoughts (i.e., invalid thoughts). For example, if clients 
are repeatedly making self-deprecating comments (e.g., “I can’t do anything right. 
Nobody cares about me.”) and you respond with empathetic validation verbally (e.g., 
“It makes sense that you think that way.”) or nonverbally (e.g., repeatedly nodding 
head in agreement), some clients might think that you agree with their negative self 
views. Even if some clients are not put off by such empathy, they might think that 
change is hopeless (e.g., “Wow, even my therapist thinks I’m a loser.”). Whenever 
you are unsure about your approach to expressing empathy, focus on validating 
clients’ emotions instead of their thoughts. Even if they have invalid thoughts, their 
emotions are still very real to them. Table 2.1 provides a list of questions to consider 
while expressing empathy.
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Table 2.1.  Questions to Consider While Expressing Empathy

1.  Is the client congruent in what she is saying and her nonverbal behaviors?
2.  Do I understand the context of the information shared?
3.  How will my display of empathy most likely be perceived by the client?
4.  What is my purpose in expressing empathy in this way?
5. � Will the timing in expressing my empathy be appropriate (e.g., too soon, not enough 

information)?
6.  Will my expression of empathy be consistent with other similar situations?
7. � How can I convey empathy that validates his emotions while also providing insight 

into cognitive and/or behavioral patterns that may require change?
8. � Is it possible to provide empathy that praises and validates adaptive thoughts and 

behaviors?

The utility of accurate empathy in CBT goes beyond objectively understanding 
a client’s thoughts and emotions. For example, through a CBT lens, empathy can 
also help you identify maladaptive behavior patterns, negative automatic thoughts 
and core beliefs, and dysfunctional relational problems with greater clarity. The 
more you can take a client’s perspective, the more you can understand where the 
client is “coming from,” even if a particular behavior pattern or way of thinking 
may appear illogical on the surface. Consider Activity 2.1, broken down into two 
parts with discussion questions. The first part provides a description of a case from 
the perspective of the observers. The second part provides a description of the case 
from the perspective of the individual.

ACTIVITY 2.1: EMPATHY (OBSERVER PERSPECTIVE) SCENARIO 1

Jill and Richard have requested family therapy due to increasing verbal argu-
ments over the past couple of months. The have also noticed that their chil-
dren, Mike (12 years old) and Stacey (6 years old), have been distressed. Jill 
arrives for therapy with the children. However, you are told that Richard will 
be arriving a few minutes late due to work. You begin your intake by gathering 
some information on recent familial interactions. The following includes some 
highlights shared by Jill and the children.

Over the past month Richard has been coming home about 2 hours later 
than usual and after a quick “hello” to his family retreats to his study. When 
Jill checks in on him, he is often short with her and becomes increasingly ir-
ritable at her attempts to talk about his day. This often results in Jill’s retreating 
to the bedroom, where she eventually falls asleep before Richard comes to 
bed. Mike waits for an opportunity to talk to his father when he occasionally 
steps out of the office. Mike has recently been eagerly waiting for some help 
on a school project. When Mike asks Richard for help, he tells him that to-
night is not a good night but tomorrow might be better. Stacey looks forward 
to Richard reading a bedtime story with her before she goes to sleep, but this 
has not happened for many nights.
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Each family member is concerned about Richard’s change in behavior and 
is becoming increasingly distressed because they do not know the reason for 
his recent behaviors. This has resulted in all family members formulating their 
own reasons for Richard’s behavior. Jill has reported concerns that maybe 
Richard is having an affair due to his lack of affection and spending more time 
on the computer at night. Mike is sad because he thinks his father does not 
think he is smart enough to help him on his project. Stacey has been recently 
making comments wondering if her father still loves her. You soon realize that 
the intake session is over, and Richard never showed up.

Discussion Questions 2.1

•	What are your initial thoughts and feelings about Jill and the children?
•	What are your initial thoughts and feelings about Richard?
•	What information would you like to obtain from Richard?
•	What options do you have to try to ensure that Richard attends the next 

family session?

ACTIVITY 2.2: EMPATHY (INDIVIDUAL PERSPECTIVE) SCENARIO 2

You decide to call Richard between sessions to check in and see if he is will-
ing and able to attend therapy. Richard is apologetic for missing the session 
and states that he is actually very much interested in therapy. With minimal 
prompting, Richard starts to cry and explain why he has been acting “strangely” 
lately. Richard states that he has been “very stressed” about money because the 
mortgage rate on their house has dramatically increased, resulting in higher 
monthly mortgage payments. He also shares that he has heard rumors at work 
that there might be layoffs at his job by the end of the year. He does not know 
if he will be one of the layoffs and does not think he has the job skills to find 
another job with a comparable wage. He has been working late as much as 
possible to get additional overtime pay. When he comes home, he is very tired 
and just wants to be alone. When he has the energy, he goes online to look 
for possible part-time jobs and refinancing options for their mortgage. When 
asked why he did not share at least some of this information with his wife and 
children, he states that this is actually his second marriage and that he “went 
through the same thing” in his first marriage. He explains that during his first 
marriage, he also experienced financial difficulties and whenever he tried to 
talk about it with his ex-wife, she would get “hysterical” and become verbally 
abusive. Richard attributes the failure of his first marriage to these financial dif-
ficulties and putting too much stress on his ex-wife. Richard is afraid that what 
happened in his first marriage is about to happen “all over again.” He states 
that he is willing to share these concerns with Jill at the next family session.

(continued)



16	 Chapter 2

Unconditional Positive Regard and CBT

Simply stated, unconditional positive regard consists of showing warmth, ac-
ceptance, and respect for clients without conditions or “strings attached.” Clients 
will potentially share much personal information with you, some of which may be 
embarrassing and/or never shared with anyone else. Thus, the more clients perceive 
that they are not being judged by you, the more likely they are going to open up and 
share relevant personal information. This is especially important for CBT therapists 
because understanding client history, intense emotions, maladaptive (or embarrass-
ing) thoughts, and disruptive behaviors is vital information that informs and directs 
the treatment process.

Genuineness and CBT

Although presenting such genuineness qualities as honesty and sincerity may 
seem easy for a therapist on the surface, this can be challenging when balancing your 
own personal thoughts/feelings and providing constructive feedback and therapeutic 
direction. It is important for CBT therapists to genuinely balance being hopeful 
and optimistic for change while also being grounded in your clients’ strengths and 
weaknesses. Additionally, clients may share certain behaviors and thoughts that elicit 
strong emotional responses in you. If you are not self-aware of your own reaction, 
internally and/or externally, this can potentially be off-putting to clients. Self-aware-
ness is a must for CBT therapists due to the nature of eliciting and challenging client 
maladaptive thoughts and behaviors. Effective CBT requires detailed discussions of 
sometimes distressing and off-putting content. If CBT therapists lack awareness in 
how they respond to such content, a key component of CBT effectiveness is lost.

In sum, these nonspecific Rogerian factors still have much utility across all mod-
ern therapeutic approaches. However, for many mental health issues, research shows 
that these factors are necessary but not sufficient for clients experiencing high levels 
of distress (APA Presidential Task Force on Evidence-Based Practice, 2006). Stated 

Discussion Questions 2.2

•	After talking to Richard, have your thoughts and feelings about Richard 
changed?

•	What information changed your perspective of Richard?
•	 In what ways could you verbally express empathy to Richard over the phone 

that would be sincere and not off-putting?
•	At the next family session, is it possible to demonstrate empathy to both Jill 

and Richard, without empathy being expressed to one being perceived as 
insulting to the other? If so, how?

ACTIVITY 2.2: Continued
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differently, these skills are needed for effective therapy, but alone they will typically 
not provide long-term help for many clients. With that said, these skills are still im-
portant for CBT therapists. Many of the skills in the forthcoming chapters require 
these nonspecific factors for enhanced therapeutic effectiveness.

Interpersonal Skills

Although seemingly obvious, interpersonal skills are important for any competent 
therapist. Simply put, if clients do not feel comfortable with you, they will most 
likely terminate prematurely. As noted above, the nonspecific Rogerian skills are 
naturally important for relationship development. Strong (1968) has also noted a 
few interpersonal influence process factors that are important to integrate into the 
therapeutic alliance: expertness, attractiveness, and trustworthiness. These variables 
are also often referred to “opinion-change” variables because they are not only im-
portant to interpersonal relationship development but also play a role in facilitating 
client therapeutic change over time. These interpersonal factors naturally fit well into 
the CBT model due to their very nature to promote change through the therapeutic 
alliance. In other words, these factors can greatly enhance the purposeful nature 
of collaborative empiricism in CBT. In fact, Evans-Jones et al. (2009) found that 
expertness, attractiveness, and trustworthiness were associated with a better CBT 
therapeutic relationship and client engagement.

Expertness

Expertness refers to explicit and implicit evidence that demonstrates a certain 
level of specialized training, knowledge, and expertise. Explicit examples include 
your diplomas and license on display in your office, membership in professional 
organizations, and books. More implicit and more important is evidence of expert-
ness displayed by your behavior. Simply conducting yourself as confident in theory 
and practice (e.g., psychoeducation, case formulation, treatment goals, and interven-
tions) can enhance client perception of expertise. Providing clear roles, expectations, 
and session structure demonstrates that you know what you are doing. Most clients 
feel comfortable when there is a sense of structure and purposeful treatment. These 
elements, especially clarifying therapist–client roles and organized session structure, 
are at the heart of CBT (see Chapter 4). The more clients perceive their therapists to 
be competent, the more clients will be engaged and willing to challenge their own 
maladaptive thoughts and behaviors.

Trustworthiness

Trustworthiness initially comes from your established reputation and possibly the 
organization you are associated with. Once face-to-face, you can initially display gen-
uineness to establish trustworthiness. Thereafter, displaying interest in client welfare, 
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along with optimism and instilling hope, is valued. Respecting client confidentiality 
and following policies and procedures also naturally produce relational trust. Addi-
tionally, following through on your word and therapeutic factors (e.g., agenda setting 
and homework) shows that you are a reliable therapist. Trust takes time to be estab-
lished in any relationship, but a strong start provides a solid foundation to build on in 
anticipation of future therapeutic challenges. Achieving trust is important for CBT, as 
disclosure of particularly distressing and embarrassing thoughts and behaviors is vital 
for initiating the process of decreasing client distress. Similarly, as therapy progresses, 
clients will need to have much trust in you, as they will be asked to engage in new 
ways of thinking and behaving, which can be psychologically threatening.

Attractiveness

Attractiveness is not so much the physical attributes of the therapist as a level of 
likability and compatibility that comes from how you conduct yourself during client 
interactions. Providing unconditional positive regard and warmth are significant con-
tributing factors to therapist attractiveness. These attributes are perceived by the client 
as being liked, which is then typically reciprocated back to the therapist. Similarity 
between the therapist and client also contributes to attractiveness. In this context, 
similarity often comes from your empathy by showing that you understand the cli-
ent’s experiences. This process can include your self-disclosure of similar experiences or 
common interests. Although it is not necessary for CBT therapists to disclose personal 
information, self-disclosure of the process of therapy (i.e., discussing your thoughts 
and feelings about information shared by the client or the current status of the thera-
peutic relationship) is a good avenue for providing and receiving feedback about thera-
peutic progress. Also helpful for CBT therapists is having the skill to “match” to the 
client with verbal and nonverbal mannerisms. Demonstrating some level of similarity 
in how clients verbally and nonverbally communicate can improve the therapeutic 
relationship. This means that you should be malleable in how you present yourself, 
communicate CBT-specific information (e.g., psychoeducation), and approach CBT-
specific skills and interventions. Having a “canned” approach where the style and 
content are the same across clients tends to make you less attractive.

Overall, these three interpersonal influence processes are a nice supplement to the 
previously mentioned Rogerian skills; in fact, there is much overlap. CBT therapists 
who consider relational factors while developing a therapeutic alliance will notice 
that quality therapist–client relationships better facilitate client disclosure of relevant 
mental health content and motivation to change. A common myth about CBT is 
that therapeutic relationships are of little value (see Chapter 15). This is far from 
true. As discussed here, there are many common therapeutic relationship factors that 
are important for CBT. The following are key CBT-specific factors that are necessary 
for establishing collaborative empiricism.



	 Establishing a CBT Therapeutic Alliance 	 19

COLLABORATIVE EMPIRICISM: CBT-SPECIFIC FACTORS

As briefly stated earlier, CBT espouses collaborative empiricism, an action-oriented 
therapeutic alliance driven by research that integrates, tests, and modifies clients’ 
thoughts and behaviors. This working alliance is a CBT-specific factor that em-
phasizes the shared therapist–client responsibly in client change, including setting 
goals and working on interventions. Although the previously mentioned nonspecific 
factors are important, collaborative empiricism is the key therapeutic alliance factor 
that fosters the overall empirical effectiveness of CBT (Cohen, Edmunds, Brodman, 
Benjamin, & Kendall, 2013; Dattilio & Hanna, 2012; Kazantzis, Beck, Dattilio, 
Dobson, & Rapee, 2013). The primary focus of collaborative empiricism is to iden-
tify maladaptive cognitions and behaviors and then “test” for their empirical validity 
and/or utility. This process ultimately results in more adaptive cognitions and behav-
iors, a reduction in the frequency and severity of symptoms, and an improvement in 
overall quality of life. This section is broken down into three sequential sections that 
highlight the key specific factors of collaborative empiricism: therapist–client activity 
level, client-specific factors, and conceptualization and treatment.

Therapist–Client Activity Level

CBT requires you to be highly active throughout every session. Much effort goes 
into structuring and guiding treatment session by session to ensure that each client 
receives the most efficient and effective therapeutic experience. Additionally, it is 
important that clients are also actively engaged throughout therapy. Unlike other 
theoretical orientations that have been historically one-directional (e.g., psychody-
namic—therapist very directive; humanistic—therapist very nondirective), clients 
are not passive recipients of “knowledge” or “insight” where they are expected to 
absorb information from their therapists. For some clients, the expectation that they 
are to be active in their own treatment may be surprising. Thus, it is vital that thera-
pists immediately convey this expectation to their clients while emphasizing that 
client change and symptom improvement will come from a therapist–client “team 
effort” known as an alliance. In other words, expectations need to be set early by your 
words and actions. The therapist–client activity level will fluctuate depending on the 
phase of therapy. Of course, there will be variability depending on client symptoms 
and needs and from session to session. The following sections describe Figure 2.1, 
which provides a general visual depiction of therapist–client activity level across three 
phases of therapy. (For CBT video vignettes that integrate the three phases of therapy 
and session structure, see Chapter 4.)
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Early Phase of Therapy

The early phase consists of a high therapist activity level and a relatively lower cli-
ent activity level. In addition to the therapist and client beginning to establish their 
therapeutic relationship, this is when the CBT model is introduced and clients are 
typically more distressed, requiring more guidance. At this time, it is also important 
for you to instill hope and motivation for change while also developing an initial 
conceptualization. In many ways, the therapeutic relationship at this point resembles 
a teacher–student relationship that is more educative. Although the client-student is 
still expected to be activity engaged in therapy, it is the therapist-teacher who leads 
the flow and expectations of therapy. Additionally, the therapist-teacher will scaffold 
what is “taught” as the client-student understands key basics of CBT while also be-
ing motivated to move toward cognitive and behavioral change. (For CBT-specific 
psychoeducation techniques, see Chapter 5.)

Middle Phase of Therapy

During the middle phase of therapy, therapist activity may slightly decrease while 
client activity significantly increases to an equitable level with the therapist. At this 
point, you are still active with implementing treatment goals and corresponding in-
terventions, including clients reciprocating active involvement in their own changes 
and improvement. Ultimately, the therapeutic relationship becomes highly collab-
orative. Not only are you still guiding the client during the cognitive and behavior 
change process, but the client is also providing direct and indirect feedback back to 
you, resulting in reciprocal collaboration. Thus, during this phase, the activity level 
of both therapist and client is truly interactive in that each action by one will affect 
the action (response) by the other.

Late Phase of Therapy

As the last phase of therapy approaches, therapist activity continues to slightly 
decrease while client activity continues to increase. This is when client cognitive 

Figure 2.1.  Therapist-Client Activity Level Across Three Phases of Therapy
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and behavioral change is now a more autonomous process and begins to translate 
to other facets of life. Essentially, the therapeutic relationship during this phase 
resembles a mentor–protégé relationship that is more supportive with selective 
guidance. In other words, less direct action is required by the therapist-mentor as 
the client-protégé takes more of a lead role in flow and therapeutic focus. However, 
this does not mean that the therapist-mentor is not actively involved. Rather, the 
therapist-mentor is more judicious in providing expertise and support in order for 
the client-protégé to autonomously identify and respond to problems and stressors. 
This process is essential for client long-term change and generalization of treatment 
gains well after therapy ends.

Client-Specific Factors

From initial intake to termination, clients present with an extensive range of 
problems, psychological distress, diagnostic symptoms, life experiences, racial and 
cultural backgrounds, expectations, and motivation to change. Thus, although the 
previously mentioned discussion focused on therapist–client activity fluctuating 
throughout the phases of therapy, you still should be flexible and sensitive to the 
unique needs of each client. In addition to phase of therapy, there are three broad 
client-specific idiosyncratic factors to consider when building a therapeutic relation-
ship based on collaborative empiricism: presenting symptoms, environmental stress-
ors, and sociocultural factors.

Presenting Symptoms

When working with managed care, each client will require a formal diagnosis. 
Although a diagnosis does have its utility, what is more important to focus on when 
building a collaborative therapeutic relationship is each client’s specific symptoms 
and associated presenting problems. Similarly, the unique personality traits of clients 
that may be contributing to their own distress have the potential to also influence 
the therapeutic relationship. Table 2.2 provides a brief list of disorders/conditions 
with common symptoms and associated challenges to the therapeutic relationship.

As can be observed based on the examples in Table 2.2, even a seasoned therapist 
will sometimes be challenged by the thoughts and behaviors of clients. Nevertheless, 
it is still important that a collaborative therapeutic relationship be established for 
the well-being of the client, even if it requires “more work” on your part. The fol-
lowing are a few strategies that can be helpful in responding to client symptoms and 
personality traits that influence the therapeutic relationship.

Be self-aware and proactive for potential problems.  Part of having good thera-
peutic relationship skills includes good self-awareness skills. In this context, self-
awareness includes both noticing how you think and feel in response to a client’s 
comments and behaviors and noticing how you “come off ” to a client. All therapists 
have their weaknesses and negative idiosyncrasies in response to certain personali-
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ties and behaviors. Thus, effective therapist self-awareness provides opportunities to 
proactively avoid potential negative therapist–client interactions. More specifically, if 
you can recognize that a client is eliciting certain negative thoughts and behaviors in 
yourself, you will be more apt to make any necessary adjustments before there is any 
significant damage to the therapeutic relationship. Correspondingly, you also need to 
be able to notice potential problems that may be outside of your own interpersonal 
demeanor. Even if you do not have a negative response to a client, there may still be 
specific client behaviors/symptoms and personality traits that require you to adjust 
your own thoughts and behaviors accordingly. The earlier you notice and respond to 
such client variables, the better the chance to build an effective therapeutic alliance.

Avoid labeling clients.  Labeling is when diagnostic terminology is used to iden-
tify clients (e.g., manic, alcoholic, psychotic, or borderline). Although often not 
intended, such labeling can come off as pejorative and condescending. Labeling puts 
you at risk for creating a self-fulfilling prophecy for clients where your thoughts and 

Table 2.2.  Presenting Symptoms and Challenges to the Therapeutic Relationship

Disorder/Condition
Challenging  
Symptoms/Behaviors

Challenges to the  
Therapeutic Relationship

Depression Low energy, irritable, apathy, 
passive, pessimism, 
hopeless, suicidal thoughts 
and behaviors

Establishing rapport, 
expressing thoughts and 
emotions, engage and 
motivate, developing 
autonomy 

Bipolar (mania) Intrusive, irritable, extreme 
impulsivity, risky 
behaviors, charming, 
seductive, mood 
fluctuations, minimization, 
suicidal thoughts and 
behaviors

Boundaries, treatment 
adherence (including 
medication compliance), 
acknowledging problems  
to change

Substance use Deceptive to self and 
others, manipulative, 
blaming others/the system, 
minimization, cunning, 
low motivation to change

Establishing trust, treatment 
adherence, providing 
empathy, acknowledging 
problems to change, engage 
and motivate

Borderline personality 
disorder

Chaotic and unstable 
relationships, seductive, 
impulsive, intense and 
erratic emotions, self-
harm, demanding, suicidal 
thoughts and behaviors

Boundaries, treatment 
adherence, developing 
autonomy, burnout

Anger Argumentative, insulting, 
stubborn, confrontational, 
critical/blaming others, 
sensitive, defensiveness 

Establishing rapport, providing 
empathy, providing/
receiving feedback, engage 
and motivate
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behaviors may actually reinforce the very symptoms that are causing the client’s dis-
tress. Or, even worse, you may falsely interpret your clients’ thoughts and behaviors 
as maladaptive when they are innocuous or even adaptive (i.e., a thought or behavior 
that would typically be viewed as “normal” for other clients is viewed as maladaptive 
for the labeled client). Furthermore, these negative client attitudes are often subtle 
and covert, which can make it difficult to notice and make the appropriate modi-
fications. Eventually, labeling of clients often creates a more detached and strained 
therapeutic relationship. Clients typically feel less motivated for change while your 
efforts also decrease as you lose hope for client improvement (e.g., “This is as good 
as she is going to get.”).

Provide vigilant empathy.  As discussed earlier, therapist empathy is a key com-
mon factor for establishing a therapeutic alliance and effective treatment. However, 
even the most skilled therapists can struggle providing empathy with certain chal-
lenging clients. Thus, the expression “vigilant empathy” is emphasized here because 
empathy may not always come naturally. Rather, at times, you may have to figura-
tively take a step back and remind yourself of where your clients are coming from. 
Many clients present with symptoms and behaviors that are result of their past 
experiences, some of which may have been out of their control. If you are able to 
remind yourself of your clients’ backgrounds, it will help provide perspective and un-
derstanding for why they engage in certain maladaptive thoughts and behaviors. This 
approach allows you to respond with alternative cognitive and emotional responses 
that are more conducive for empathy. In sum, if empathy is not occurring naturally 
for you, it is fruitful to examine why this may be the case and reevaluate if the client 
is being fairly perceived.

Environmental Stressors

Sometimes, clients experience life events that are completely out of their control 
(e.g., medical illness, death of a loved one, job loss, or traumatic accident). Other 
times, there are life events that clients may have at least partially contributed to 
(e.g., financial problems, separation or divorce, involvement with social services, 
or involvement with the criminal justice system). Sometimes, these “outside” envi-
ronmental stressors become key factors to consider and integrate while developing 
a therapeutic relationship and conceptualizing client problems and treatment plans. 
Understanding the level of impact and control that clients perceive to have over these 
life events is important to consider for collaborative empiricism. If the life event is 
largely out of the client’s control, there may be a need to shift the client’s internaliza-
tion of the event (e.g., feeling guilty by blaming oneself ) to a more external perspec-
tive. In these cases, clients’ internalizing not only is inaccurate but also is causing 
them undue distress. On the other hand, if the life event is largely within the client’s 
control, there may be a need to shift the client’s externalization of the event (e.g., 
not taking responsibility by blaming the government) to a more internal perspective. 
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In these cases, a client’s externalizing is often a type of cognitive avoidance, which 
may provide short-term relief but long-term distress because no learning/changing of 
certain cognitive and behavior patterns is taking place. Consider Activity 2.2, broken 
down into two parts with discussion questions. The first part provides a description 
of a case from the perspective of internalization. The second part provides a descrip-
tion of the case from the perspective of externalization.

ACTIVITY 2.3: ENVIRONMENTAL STRESSORS 
(INTERNALIZATION) SCENARIO 1

John has been suffering from depression for many years. He has made some 
improvement in therapy but still has a tendency to overly internalize nega-
tive events that results in self-blame and sometimes guilt. He shares with you 
that he has been having trouble sleeping and concentrating throughout the 
day because he keeps ruminating about something that happened to one of 
his friends. John explains that about a week ago, his friend Steve asked him 
to come to his place to help repair the roof of his house. John declined to 
help because he was not feeling well that day and was looking forward to 
resting after having had a stressful day at work. When John spoke to Steve 
the following day, Steve told him that he had fell off his ladder and broke his 
leg. John apologized profusely to Steve. Steve told John that it was not nec-
essary for him to apologize because it was not his fault. Nevertheless, John 
still thinks he is responsible for Steve’s broken leg because he had declined 
to help him that day.

ACTIVITY 2.4: ENVIRONMENTAL STRESSORS 
(EXTERNALIZATION) SCENARIO 2

Billy has been mandated by court to see you for therapy related to alcohol 
abuse. During the intake, you ask him to share what he did to require man-
dated therapy. Billy initially states that he has done nothing to deserve these 
consequences (“It’s the cop’s fault.”). Billy is asked to explain why he thinks 
the police officer is responsible for his mandated therapy. Billy shares that he 
was pulled over by the police officer because he was driving too fast and not 
keeping the car between the lines. On being pulled over, the police officer 
smelled alcohol on Billy’s breath and requested that Billy do a sobriety test. 
Billy refused and verbally assaulted the police officer. Due to these behaviors, 
he was arrested and brought down to the local jail. At the jail, Billy took a 
breathalyzer test, which indicated that he was nearly twice the legal alcohol 
limit. Billy was ultimately charged for drunk driving, and part of his probation 
is to attend therapy for his alcohol abuse. During the rest of the intake, Billy 
acknowledges that he drinks frequently throughout the week, often resulting 
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Sociocultural Factors

Any competent and ethical therapist needs to be sensitive and considerate of their 
clients’ sociocultural factors. If you cannot connect with your clients on a cultural 
level, the therapeutic relationship will be strained. Examples of cultural factors to 
consider include age, gender, sexual orientation, race/ethnicity, religion/spirituality, 
socioeconomic status, developmental disability, educational level, physical disability, 
and national origin. As much as any good therapist tries to be respectful when work-
ing with clients of diverse backgrounds, there is always the possibility that certain 
biases or stereotypes may inadvertently negatively affect the therapeutic relationship. 
Furthermore, just like therapists, clients may also have their own biases and stereo-
types entering therapy. It is up to you to monitor the therapist–client sociocultural 
dynamics and respond accordingly.

Similar to being self-aware in responding to clients’ comments and behaviors, 
you must also be aware of your own biases and stereotypes. This requires self-intro-
spection and honesty with yourself; this is not easy. If you have greater awareness of 
your own biases and stereotypes, you will be better prepared to catch your thoughts 
and reactions before having a permanent negative effect on the therapeutic rela-
tionship. It is also best for you to be aware of therapeutic alliance dynamics and 
address any potential sociocultural conflicts with clients sooner than later. Such 
conflicts may be the result of the interaction of biases and stereotypes between 
yourself and your clients. Furthermore, poor self-awareness can result in difficultly 
with feeling and expressing empathy, not being oneself (i.e., not genuine), putting 
less effort into meeting clients’ needs, and possibly apathy. Overall, collaborative 
empiricism will not be possible.

in multiple hangovers. However, he insists that he does not have a problem 
because he drinks excessively only when other people make him mad. When 
asked what he could have done differently the night of his arrest, Billy says, 
“Nothing.” Billy repeatedly states that he would not be in the current position 
if the “cop just left me alone.”

Discussion Questions 2.3

•	How may John therapeutically benefit from shifting his internalizing of the 
event to more externalizing?

•	How may Billy therapeutically benefit from shifting his externalizing of the 
event to more internalizing?

•	What thinking pattern of these two cases do you think would be the most 
challenging therapeutically? Explain.

•	What are possible ways to “empirically test” the beliefs of the individuals 
in each case?
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doing and that the final outcome will ultimately provide improvement in quality of 
life. Table 2.3 provides a few suggestions on how to use the collaborative relationship 
for conceptualization and treatment.

COMMON CHALLENGES IN ESTABLISHING  
A THERAPEUTIC ALLIANCE

Table 2.4 provides some common challenges that can be experienced while trying to 
establish a therapeutic alliance and possible considerations for responses. It may be 
reassuring to keep in mind that encountering challenges in establishing a therapeutic 

Table 2.3.  Using the Collaborative Relationship for Conceptualization and Treatment

1. � Remember that clients are experts of themselves and that relationship building 
begins with the intake/first session.

2. � Be honest but respectful about clients’ problems and maladaptive thoughts and 
behaviors in need of change.

3.  When possible, recognize and implement clients’ strengths into the treatment plan. 
4. � Continuously monitor distress and progress while providing consistent and 

supportive feedback.
5. � It is best to keep the client informed throughout the conceptualization process in order 

to avoid surprises (and possible resentment) when implementing the treatment plan.
6. � Be sure to take the mystery out of therapy by ensuring trust and connecting your 

conceptualization with treatment goals and interventions.
7. � As therapy progresses, allow for greater client autonomy in the direction of therapy 

as progress is increasingly made with treatment goals.

If you notice that you have a frequent pattern of biases and stereotypes with par-
ticular populations, it is highly advisable to develop a plan to make the necessary 
changes to be more accepting and empathetic. This can include consulting with 
other colleagues, supervision, additional education, increasing exposure with the 
population of concern, and possibly therapy to address specific negative cognitive 
biases. The topic of multicultural therapy is beyond the scope of this book. See Hays 
(2009) for a more in-depth review of multicultural therapy specific to CBT.

Conceptualization and Treatment

Although Chapter 3 addresses specific concepts in how to formally gather perti-
nent client information and conceptualize cases with appropriate treatment goals, 
the discussion here focuses on the role of collaborative empiricism in order effectively 
achieve these tasks. First, a good CBT case formulation requires information gained 
from the client through both formal and informal assessments. Keep in mind that 
clients are experts of themselves, as all clients have their own unique histories. Sec-
ond, you are the expert in synthesizing this information into a working CBT con-
ceptualization of the clients’ precipitating and maintaining factors of their symp-
toms/problems and corresponding treatment plan. An honest CBT conceptualization 
includes not only clients’ strengths but also how they may be contributing to their 
own distress and what they need to do to change certain life patterns that may be an 
integral part of their lives. This is a sensitive process and can cause potential client 
distress. True collaborative empiricism involves obtaining accurate information from 
the client, which includes client trust and willingness to monitor and “test” specific 
thoughts and behaviors in session and outside of session. The more clients are in 
agreement with their CBT case formulation, the more they will be in agreement with 
their treatment goals. Furthermore, clients need to have substantial trust in you 
when it comes to implementing interventions. A key element of CBT is identifying 
and modifying maladaptive thoughts and behavior patterns, which can temporarily 
increase cognitive and physiological distress. In order for clients to be willing to put 
themselves at such psychological risk, they need to trust that you know what you are 
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doing and that the final outcome will ultimately provide improvement in quality of 
life. Table 2.3 provides a few suggestions on how to use the collaborative relationship 
for conceptualization and treatment.

COMMON CHALLENGES IN ESTABLISHING  
A THERAPEUTIC ALLIANCE

Table 2.4 provides some common challenges that can be experienced while trying to 
establish a therapeutic alliance and possible considerations for responses. It may be 
reassuring to keep in mind that encountering challenges in establishing a therapeutic 

Table 2.3.  Using the Collaborative Relationship for Conceptualization and Treatment

1. � Remember that clients are experts of themselves and that relationship building 
begins with the intake/first session.

2. � Be honest but respectful about clients’ problems and maladaptive thoughts and 
behaviors in need of change.

3.  When possible, recognize and implement clients’ strengths into the treatment plan. 
4. � Continuously monitor distress and progress while providing consistent and 

supportive feedback.
5. � It is best to keep the client informed throughout the conceptualization process in order 

to avoid surprises (and possible resentment) when implementing the treatment plan.
6. � Be sure to take the mystery out of therapy by ensuring trust and connecting your 

conceptualization with treatment goals and interventions.
7. � As therapy progresses, allow for greater client autonomy in the direction of therapy 

as progress is increasingly made with treatment goals.

Table 2.4.  Common Challenges in Establishing a Therapeutic Alliance

Challenge Possible Considerations

Client having low motivation or 
hope for change 

Increase validation, affirmative statements, and 
reflection of feelings; do not debate, lecture, or 
give unsolicited advice or solutions; normalize 
experiences; ask for permission to talk about 
particular topics and/or provide information; 
share possible alternative outcomes if change 
is made; use casual open-ended questions; 
summarize—link key themes

Difficulty establishing a 
therapeutic relationship with 
client

Show sincere interest in particular task/
interests; reassess client’s perception of your 
expertness, trustworthiness, and attractiveness; 
do you convey unconditional positive regard, 
genuineness, and empathy? consider possible 
biases or stereotypes; are environmental stressors 
being taken into account?

Difficulty feeling empathy for 
client

Recall vigilant empathy—try to remind yourself 
of where the client is coming from to increase 
understanding of particular thoughts or behaviors

Client struggling with autonomy 
as therapy progresses

Review effectiveness of collaboration—e.g., are 
you leading too much, and is the rationale for 
collaboration made clear? use simple behavioral 
experiments to “test” new thoughts and 
behaviors; reinforce/praise autonomous actions

Negative/interfering expectations 
based on client’s past therapy 
experiences

Process past experiences and consider what worked 
and what can be different; set expectations for 
therapy early, including the CBT model; model 
expectations and demonstrate benefits; do not 
bash past therapy experiences—look at CBT as 
alternative to what was done in the past (“give it 
a shot”)

Client having difficulty 
providing feedback

Set expectation for feedback early in therapy; 
provide gentle feedback to client; elicit feedback 
from client; praise client when feedback is 
provided; provide examples of how past feedback 
has resulted in good therapeutic outcomes
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alliance does not mean that therapy will fail. In fact, research has shown that alliance 
levels fluctuating from high to low and then back to high after a therapeutic alliance 
repair is actually associated with good therapeutic outcomes (Kivlighan & Shaugh-
nessy, 2000; Stiles et al., 2004).
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