
THE USE OF COGNITIVE THERAPY IN GUIDANCE IN SECOND LEVEL SCHOOLS

INTRODUCTION

This supplement continues the NCGE series on counselling approaches that are useful in guidance counselling.  It begins with an introduction to Cognitive Therapy, discusses in brief both the theory and practice of the therapy, and demonstrates how it can be applied to the school situation highlighting the advantages and disadvantages of using this approach.  Finally for guidance counsellors wishing to find out more about this area details regarding training opportunities in Cognitive Therapy are provided.

BRIEF HISTORY

Cognitive therapy is founded on a theory of personality that maintains how we think influences the way we feel and behave.  The theory of cognitive therapy maintains that while an individual is biologically predisposed to illness, the environment and previous learning experiences are precipitating factors.  Cognitive therapy evolved from two areas of psychology: cognitive and behaviour therapy.  

Cognitive therapy is based on a principal described by the Greek philosopher Epictetus, that it is not events that disturb us but rather our interpretation of the events.  Both Aaron Beck and Albert Ellis devised a system of therapy based on this assumption, this supplement will be concentrating on the therapy of Aaron Beck.  The other root of cognitive therapy is behaviour therapy.  

Behaviour therapy is based on the principle that behaviour is shaped by the response of the environment to it.  Behaviour therapy focuses on triggers in the environment that create problem behaviours, and how behaviours are rewarded and maintained.

BRIEF DESCRIPTION OF THEORY
Cognitive therapy views personality as a reflection of the individual’s cognitive organisation and structure, which is influenced by both our biology and the environment.  Basically, cognitive therapy holds that individuals form core beliefs based on interpretations of his/her life’s experience.  During times of stress distortions can occur in an individual’s reasoning.  

Psychological distress is experienced when the individual views the situation to be threatening.  At such times, interpretations of events can be selective and rigid, and emotional reactions are intensified and exaggerated.  Errors in reasoning can include over-generalisation whereby one particular rule or conclusion is generalised to other incidents that are not related, and magnification where a situation is perceived as greater or lesser than it deserves.  Cognitive therapy holds that biases in information processing are illustrative of most disorders.
BRIEF DESCRIPTION OF THERAPY

The main goal of cognitive therapy is to correct distortions in reasoning so that clients can live a better life.  Distortions in thinking are challenged in cognitive therapy by both cognitive and behavioural methods.  Initially the focus is one of symptom relief but the final goal is to modify the core beliefs that are causing difficulties for the client. Cognitive therapy recognises the importance of the cognitive, behavioural and emotional domains but emphasises the primacy of the cognitive domain in bringing around change.  

The therapeutic relationship is one of collaboration.  The therapist elicits the sources of distress from the client and helps the client to clarify goals.  Effective cognitive therapy requires the therapist to be compassionate and accountable.  Compassion is analogous to Carl Rogers empathy.  The therapist tries to view the world form the client’s perspective in a genuine way.  The aim is to acknowledge the client’s pain and to change his/her perspective.  

The therapist also challenges (accountable) the client to become aware and take control of his/her behaviour.  

In cognitive therapy the therapist acts as a guide and teacher.  Clients are taught how certain thoughts contribute to and maintain the way they feel and behave.  To maintain the collaborative relationship, the therapist elicits feedback from the client regarding the therapeutic process.  This ensures client participation and deals with any problems the client may have about the process and the therapist-client relationship.  Thus it recognises the occurrences of transference and counter transference in the therapeutic process.  

The therapeutic process can be divided into three main sections: initial sessions, later sessions and ending treatment.  

Initial sessions concentrate on building and maintaining an alliance, setting an agenda, and exploring the elements of particular problems.  Later sessions concentrate on ways of thinking.  The focus is on eliciting the client’s main beliefs and modifying them.  Throughout the process the client is given activities to complete relevant to his/her difficulties, for instance keeping a mood journal (depressed clients), and role playing to enhance social skills.  

The length of treatment depends on the client’s difficulties.  The typical length of cognitive therapy is from twelve to fifteen sessions.  

COGNITIVE THERAPY IN EDUCATION

Cognitive therapy can be applied quite well to the school setting both in prevention and cure.  The fact that it is a focused and brief therapy makes it an attractive choice for the guidance counsellor.  Many adolescents experience problems with self-esteem, depression and anxiety which are amenable to treatment with cognitive therapy.  Students’ irrational beliefs can be challenged and the way they feel and behave can be changed utilising cognitive and behavioural techniques in a ‘safe’ environment. Used in prevention, the cognitive and behavioural techniques can be utilised in a classroom setting.  Students can be taught that the way they think influences the way they feel and behave and they can be taught how to challenge and change their beliefs.  

Students often hold inaccurate beliefs about themselves and have unrealistic aspirations, identification of which would facilitate the guidance counsellor in helping the students.  In educational and career counselling the cognitive approach is very useful in changing self-image, modifying perceptions and self-efficacy beliefs and in job search skills.  For instance the use of video feedback can help students change the way they approach a situation and thus their behaviour.  The behavioural interventions often utilised in cognitive therapy can also be applied to the classroom setting.  

For instance using ‘mock interviews’ as a way of developing students’ interview skills and teaching students relaxation techniques which they then can apply to stressful situations such as in examinations.  Role play, behavioural rehearsal, modelling, feedback and reinforcement techniques can also be applied to a range of situations and be used for instance in helping adolescents to become more assertive, and in social skills training.  

DOES COGNITIVE THERAPY WORK?

There has been extensive research into the effectiveness of cognitive therapy as a therapeutic approach.  Findings show that cognitive therapy is quite effective.  In comparison studies it has been found that cognitive therapy is superior or at least equally effective to a number of different treatments for various problems that clients encounter.  Cognitive therapists have now moved from does it work to what is it that works about the therapy.  

ADVANTAGES AND DISADVANTAGES OF COGNITIVE THERAPY

ADVANTAGES

· Brief which is applicable to the school situation.  Treatment can be from 6-12 sessions.

· Person centred.

· Practical and active through client homework

· Testable and teachable.

CRITICISMS

· Relies on the head to solve the problems of the heart.

· Oversimplification of psychological distress to illogical thoughts which can be modified.

· Presumes active client participation – appropriate for students who have been referred to the guidance counsellor.

· Since it is directive in nature is there a danger that the guidance counsellor’s beliefs will be imposed onto the student as the guidance counsellor will already be regarded as an authority figure.

· Some adolescents may not have reached the intellectual maturity required by this therapy. 

TRAINING AND FURTHER INFORMATION

TRAINING

MSc/Diploma in Cognitive Psychotherapy

Dept. of Psychiatry

Trinity College Dublin

Dublin 2

Higher Diploma / MA in Behavioural and Cognitive Psychotherapy

Dept. of Applied Psychology

UCC

Cork

FURTHER INFORMATION

Anthony Bates Ph.D.
Senior Clinical Psychologist
Jonathan Swift Clinic
St. James's Hospital
James's Street
Dublin 8, Ireland

RELEVANT WEBSITES

http://www.beckinstitute.org
http://www.academyofct.org
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