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Preface

Psychotherapy is a topic of great interest, and it is also linked to the number of schools
that have developed and proposed over the years on the scenario of relational treat-
ments. A recent estimate counts more than 250 schools of psychotherapy active in the
world (Allen DM, Psychology Today, https://www.psychologytoday.com/intl/blog/
matter-personality/202009/different-schools-psychotherapy).

Each school can be traced back to one of the macro models available:
* Cognitive psychology
* Gestalt psychology
* Psychoanalysis
* Humanism
e Structuralism
 Functionalism
* Behaviorism

The different approaches of each macro model are linked to slight variations, due either
to the intuitions of individual therapists who develop their own peculiar model or to the
need to identify individual paths for specific problems to be addressed, then generaliz-
ing the model developed in a specific school or training path. Not forgetting that many
approaches adopt an “eclectic” model, made necessary to resolve inevitable aporias
linked to overly rigid, manualized approaches. This element adds further levels of com-
plexity, increasingly shifting the psychotherapeutic approach towards a convenience
approach rather than a strong heuristic and, therefore, clinical model. The danger is the
excessive subjectivization of individual psychotherapeutic activities without any pos-
sibility of objectively and honestly comparing efficacy data (and, therefore, outcome).

What is really missing in the world of “psychotherapies” is, in fact, an approach based
on scientific evidence, we would say, on experimental evidence. Since it is clear that
the psychotherapeutic approach is a relational approach and, therefore, related to the
human sciences, it is equally clear that the scientific method of evaluating individual
models cannot be that of the summer sciences. However, it is equally important to
develop some form of evaluation to assess the validity of the model, analyze the study
outcomes, and determine its effectiveness.

We are fully aware that an editorial proposal that addresses the scientific validation
of different psychotherapies is an almost impossible challenge and can generate



situations that can be classified as potential unsolvable ideological wars. Our pro-
posal, therefore, was to select specific contributions that can address issues common
to the different approaches, with a transversal analysis of shared themes. On the
operational level, we selected some operational contributions linked to new trends
(i.e. problems posed by “clients”), such as eating disorders or access to a psychological
response dedicated to large segments of the population exposed to traumatic factors.

This book, therefore, presents two main sections, one of a general nature concern-
ing some transversal issues on which we believe it is appropriate to encourage some
reflections: for example, the new psychedelic approaches, the relational aspects
common to the different psychotherapies, the mental models of the clients as factors
influencing psychotherapy. The second section focuses on two specific topics, one
typical of our Western society (eating disorders and body image) and one typical

of complex organizational situations, represented by two intervention models in

Uganda.

In this book, we chose not to adopt a verificationist approach but instead aimed to
present the practical experiences of many colleagues across different application areas
of psychotherapy. We leave it to the readers to take on the challenging task of evaluat-
ing the effectiveness of the various proposed operational models.
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Chapter1

Assisted Psychedelic
Psychotherapy: Rethinking the
Paradigms of Psychiatric Care?

Eliana Mea and Paola Clemente

Abstract

Can psychedelic-assisted psychotherapy (PAT) serve as a paradigm for describ-
ing and navigating a profound transformative experience of the self? This model of
therapy has ignited an intense debate in recent years that seems aimed at calling into
question, more than the various currents of psychotherapy, the model of psychiatric
care that has lost over time the real capacity to address the psychological distress of
people and to interpret the psychological phenomena observed, too often reducing
itself to an aseptic prescription of drugs in which the therapeutic relationship has
progressively become emptied of meaning. In this work, we will examine the current
schools of thought that animate the debate on PAT and the psychodynamic aspects
that allow us to better understand the functioning of this specific psychotherapeutic
approach. According to the psycholytic paradigm, psychedelic substances are capable
of inducing regression to states of consciousness different from its ordinary state. In
such states, fundamental conflicts may emerge in the early years of life that have led
to the development of an ego that has realized the adaptive functions to the external
environment with various more or less functional configurations. Is it possible
through this type of therapeutic approach to access states of temporary psychic
deintegration and then arrive at new integrative modalities that broaden the subject’s
self-awareness?

Keywords: psychedelic-assisted psychotherapy, states of consciousness, unconscious,
contraindications, care protocols

1. Introduction

There are several testimonies that highlight how, since prehistoric times, there has
been the custom of treating both physical and mental disorders with the administra-
tion of psychotropic substances [1].

In the history of human beings, from Homo sapiens onward, there have been
behavioral constants, without distinction of races or peoples, which can be defined as
trans-cultural behaviors.

Among these is the tendency of man to try, through the most disparate methods,
to modify his state of ordinary consciousness, for the purpose of living psycho-physi-
cal experiences in other mental states. Such mental states, by their nature, are possible

3 IntechOpen



Psychotherapy in the Third Millennium — Cross-Cutting Themes and Proposals for Reflection

and natural in the same way in which we consider natural the state of consciousness
in which we ordinarily conduct our daily existence [2].

The modification of the state of consciousness, in addition to presenting itself in
cases perhaps not precisely defined as “spontaneous”, can be induced through a wide
spectrum of techniques, which man has gradually discovered and developed over the
course of history.

The practices that have been used throughout history to induce states of altered
consciousness are numerous and range from sensory deprivation and physical
mortification, to meditative and ascetic practices, to those that use dance and the
sound of certain musical instruments; finally (certainly not in order of importance)
there are practices that involve the use of plants with psychoactive effects, mostly of a
hallucinogenic type. The latter represents one of the oldest techniques of modification
of consciousness and almost certainly originates from the Stone Age.

As anthropological research has shown, this almost exclusive, but not entirely,
capacity of the human species to be able to extend the dream experience to the waking
state has certainly contributed to the development of the imaginative and artistic fac-
ulties of primitive man, with applications that are still testified today by the innumer-
able figurative schemes and models, that the civilizations of peoples without writing
have managed to visualize and transmit from generation to generation through the
decoration first of their own body, and subsequently of weapons, tools, caves,
dwellings, ceramics and fabrics [2].

In the modern Western world, the first substance to be studied systematically
was mescaline. Among these early works in which the administration was car-
ried out on healthy subjects without therapeutic purposes, the phenomenological
description offered by the psychiatrist Kurt Beringer in 1927 was particularly
interesting [3].

In 1935, a report by Morselli E., during the Second Italian National Neurological
Congress, had as its theme the psychic disturbances induced by mescaline which he
himself had taken and which became a cornerstone of the first psychiatric studies on
the subject [4].

In 1943, with the discovery of the psychoactive effect of lysergic acid diethylamide
(LSD) by Albert Hofmann, a new era of research on consciousness began. This raised
the hope of being able to delve deeper into the genesis of psychotic phenomena using
a model of psychosis induced by this substance.

In Italy, between the 1930s and 1967, various psychedelic substances (mescaline,
LSD and LSA-LISERGAMIDE) were used in numerous psychiatric clinics, as demon-
strated by approximately 60 published clinical studies [5].

In the mid-1940s, the work of Werner A. Stoll [6] at the University Psychiatric
Hospital in Zurich initiated clinical research into the systematic treatment of the
mentally ill with psychedelics.

In 1955, during the Second Conference on Neuropharmacology held in Princeton
(New Jersey), Ralph W. Gerard proposed to call these drugs psychotomimetics, that
is, drugs “that mimic a psychotic state”.

In the context of psychotherapy supported by these substances, in the 1960s, the
term psycholytics became widespread, referring to substances capable, through a
break (lysis), of releasing unconscious material to facilitate its exploration. This term
is associated with “psycholytic therapy”, one of the main TP techniques in vogue in
Europe in the 1950s and 1960s.

According to some authors, it would be possible to identify different phases within
the various publications made over the years: the phase of the psychotomimetic

4



Assisted Psychedelic Psychotherapy: Rethinking the Paradigms of Psychiatric Care?
DOI: http://dx.doi.org/10.5772/intechopen.1008154

paradigm (1905-1957) was dominated by the belief that psychedelic substances could
induce states similar to psychosis [5].

The phase of the psychotomimetic paradigm (1905-1957) was characterized by
the perception of psychedelic substances as inducing psychotic or similar states [5].

This phase was then followed by the psycholytic phase, which developed in Europe
between the 1950s and the 1970s, and developed starting from the psychoanalytic
approach in which low to moderate doses of LSD (30-200 mcg) were administered
during the various sessions. The aim was to facilitate access to the unconscious and
therefore to facilitate the psychoanalytic process [7].

From here, we see the development of an approach that has been defined by some
authors as the psychotherapeutic paradigm (1957-1972) in which ample space was given,
albeit often with rather different methodologies, to the use of LSD, psilocybin and LSA,
as aids in psychotherapy. The main purpose was to facilitate the emergence of uncon-
scious material which would then be reworked during psychotherapy sessions [7].

In the same period in the United States, a psychedelic approach was experimented
in which, after some preparatory sessions, the psychedelic substance was prescribed in
high doses (>250 mcg of LSD) in a single administration or in several repeated admin-
istrations, with the aim of inducing in the patient a particularly intense and transcen-
dent experience which could then lead to the resolution of the psychic symptoms.

The possibility of experiencing new states of consciousness was also considered an
opportunity for the therapist to better understand the patient’s psychic functioning
and therefore support and accompany him in the healing process [7].

The phase of the psychotomimetic paradigm (1905-1957) was characterized by
the perception of psychedelic substances as inducing psychotic or similar states [6].

The phase of the neurophenomenological approach (from 2000 to today) finally
concerns current psychedelic therapies [5].

Psychedelic-assisted therapy (PAT) is still in the early stages of clinical validation
and there are no internationally validated guidelines yet.

In fact, there is an ongoing debate on many aspects of this type of therapy, with
positions often very distant from each other. What emerges from the debate is the
absence of a common methodology as well as the absence of international guidelines
that researchers can turn to [8].

Johnson et al. [9] made a proposal in 2008 for safety guidelines for conducting
studies with psychedelic substances; recently, in 2023, also the U.S. The Food & Drug
Administration (FDA) addressed the topic by publishing draft guidelines for con-
ducting clinical trials with psychedelic substances [10].

To implement clinical research, in different contexts both in the United States and
in Europe, numerous expert groups for PAT have been formed, so to develop effective
consensus guidelines for PAT and allow the future development of new more homo-
geneous studies [11].

Some of the aspects that are still being debated are:

* Should PAT be considered a specific psychotherapeutic approach in which
psychedelics are used as catalysts to deepen the experience [12-15], or should it
be considered a pharmacotherapy that requires specific supervision by the staff
for reasons of safety of use [16]?

* Is PAT really the optimal therapeutic protocol for the administration of psyche-
delics or does it make sense to continue developing new experimental designs
that incorporate little or no psychotherapeutic intervention? The goal of these
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studies was to evaluate the efficacy of administering the psychedelic drug only
with safety support [8].

* Does the sharing of the subjective experience induced by psychedelics experi-
enced by the patient and its subsequent integration into the therapeutic path
constitute an important part of PAT [17, 18] or is it useless if not even potentially
harmful? [19]

* Is personal experience with the effects of psychedelics a necessary part of the
training of a PAT therapist, similar to what is required by many schools of
psychotherapy that require a personal analysis process before practicing the
profession [20, 21], or is this requirement to be considered not advisable in order
to maintain the therapist’s neutrality?

Within the therapeutic setting, is physical contact (e.g. holding hands) between
therapist and patient a useful or even necessary intervention in some PAT situations
[22] or is physical contact only permitted for specific types of therapists, i.e. those
with a more bioenergetic-oriented training? [8].

These are just some of the controversial points currently crossing the debate on
PAT; other themes instead concern the theories of the mind that would explain the
mode of action carried out by psychedelics, beyond the individual pharmacological
differences.

2. Toward psychedelic maturity, the resumption of psychedelic research

Until the 1970s, the strict regulation imposed on psychedelics (LSD, psilocybin,
DMT, mescaline, etc.), which in some parts of the world were completely banned,
prevented the continuation of the initial research begun in the 1940s.

Psychedelic research was actually revitalized in the mid-1990s with the investiga-
tion of the neurobiological mechanisms of action of psilocybin [23]. Later, Griffiths
and colleagues in Baltimore began studying the psychological effects induced by
psychedelics in healthy subjects [24]. This was followed by research on the effects of
psilocybin on anxiety symptoms in cancer patients in a randomized, double-blind
study [25].

This study, like others that followed, used a hybrid approach of both psy-
cholytic and psychedelic therapy [25]. The same has occurred in recent studies on
methylenedioxymethamphetamine (MDMA) in post-traumatic stress disorder
(PTSD) [26, 27].

In 2007, a Swiss project [28] studied LSD in a clinical research project for the first
time, after a hiatus of more than 35 years.

In December 2019, the European Medicines Agency (EMA) approved intranasal
esketamine in combination with an selective serotonin reuptake inhibitors (SSRI) or
an serotonin-norepinephrine reuptake inhibitors (SNRI) for the treatment of adults
suffering from treatment-resistant depression (TRD) [29], following the previous
approval by the Food and US Drug Administration [30].

Although other interesting studies have been carried out for the application of
psychedelic substances for PTDS and anxiety, at present, the FDA has not yet given
approval for their administration in clinical practice [31, 32].
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3. Psychedelic states, dreams and hypnagogic states

The essence of psychodynamic therapy consists first of all in exploring those
aspects of the Self that are not fully known or deciphered by the subject and that tend
to manifest themselves in the form of psychic or physical symptoms. The centrality
of this therapeutic approach is in the therapist-patient relationship and in particular
in the transference that is established. The reworking of the past is part of a broader
path of transformation and evolution of the subject who, in the therapeutic relation-
ship, will be helped to progressively bring to light aspects of himself denied and not
recognized until that moment, in a progressive path of integration of aspects of the
personality that until that moment were separated from the conscious part due to the
intervention of more or less evolved defense mechanisms.

Recent research suggests that psychedelic substances, taken in the context of
psychotherapy, may allow the development of a deeper understanding of oneself and
one’ life experience [33], the development of a greater ability to relate to others [34]
and in general a greater self-acceptance [35], thanks to the collapse of ideational-
behavioral patterns that dominate daily life.

In this context, the use of a psychotropic substance within the therapeutic setting
can be considered as a sort of “enzyme” that accelerates this process of progressive
integration of parts of the personality, acting with transitory episodes of psychic
deintegration, which would have the function of leading to a subsequent psychic
reorganization more evolved than the starting one.

The psychedelic-assisted psychotherapy (PAT) currently most used in recently
published studies usually involves three sessions with different functions: a patient
preparation session, one during the drug administration and one at the end of the
pharmacological cycle [36].

The number of sessions foreseen for each session, however, is subject to some
variability, also in relation to the type of therapeutic approach used.

Whatever the type of psychotherapy used, it appears essential that the therapist’s
attitude is not excessively controlling and that a strong therapeutic alliance is estab-
lished with the patient.

In light of the studies carried out so far, it is possible to hypothesize that the
therapeutic effect obtained from the administration of the substance is the result of
the simultaneous interaction between a series of equally important factors: on the one
hand, there is the molecular action of the psychedelic substance used, on the other
hand, the patient’s “mindset” and last but not least the relationship established with
the therapist. These three factors, when adequately valued and protected, would
make a negative outcome less likely if difficult or painful experiences were to emerge
during the administration sessions.

This event represents, in fact, one of the main reasons of resistance on the part of
the patient to the use of psychedelic substances, while adequate preparation and trust in
the therapist would allow the former to welcome and work through the painful experi-
ence that has emerged, allowing the transformation of past painful occurrences [36].

A neurophenomenological similarity between dreaming and the psychedelic
state has been described in the past [37-39] and supported more recently by other
authors [40].

In one of his studies, Carhart-Harris [38] analyzed the similarities between the
psychedelic state, rapid eye movement (REM) sleep, the onset phase of psychosis and
the dream state of temporal lobe epilepsy. These clinical situations would constitute
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valid examples of an altered state of consciousness with more “primitive” character-
istics compared to that of the waking state usually experienced during the daytime
phase by healthy adult subjects.

This state of consciousness has been defined as “primary consciousness” and the
episodes in which this state of consciousness emerges have been referred to as “pri-
mary states”.

To access a primary state from normal waking consciousness, it has been hypothe-
sized that the brain must go through what physicists call a “phase transition” [41, 42],
i.e. a change of state between different operating modes.

In light of these considerations, we can deduce that the two modes of conscious-
ness coexist within our psyche and alternate constantly throughout the day.

Freud was a great expert on Darwin’s work, so much so that it is possible to find
numerous references to his work in his writings [43]. In fact, Freud considered his
hypotheses as deductions that emerged from the study of evolutionary theory.

In particular, he had observed that dreams and psychosis are both characterized
by a primitive style of thought which is predominant during childhood, and which
constituted the main way of knowing and processing reality of the primitive human,
before the development of the Ego of the modern adult human.

The development of the Ego characterizes what Freud defined as a “secondary
state” in which rational thought prevails over more primitive states of consciousness
[38, 44, 45].

In the subsequent elaboration of the Freudian topic, primitive states fell within the
definition of the unconscious.

Beyond childhood, a resurgence of primitive thinking can be observed in response
to severe stress, while taking a psychedelic or certain drugs, and during REM sleep.

The dominant cognitive style in normal waking consciousness has therefore been
indicated as secondary consciousness and the (pre-ego) style of cognition that is
associated with primitive states has been defined as primary consciousness.

Consistent with Karl Friston’s free energy principle [46], it is possible to hypoth-
esize that the mind has progressively evolved to favor the processing of information
relating to the surrounding environment in the most reliable and coherent way pos-
sible, in order to minimize unforeseen events and uncertainty (i.e. entropy).

This process depends on the brain’s ability to organize itself into coherent and
hierarchically structured systems [46, 47], in a critical balance between order and
disorder [48, 49].

On the contrary, in primary states, the way of knowing external reality is easily
influenced by intense emotions, such as desires and fears.

The progressive hierarchical organization of the brain from an evolutionary point
of view has allowed the amount of entropy to be progressively reduced, favoring the
development of secondary consciousness which inevitably ended up exercising a
limiting and restrictive action on the entire psyche.

Freud outlined these ideas in his writings on the “reality principle” [50].

“Magical thinking” [51-54] is an eloquent example of primary consciousness. It
has been the subject of numerous studies in the psychological and anthropological
fields and can be defined as a form of interpretation of external and internal stimuli
that does not respect the cause-effect logic.

Magical thinking is closely linked to an omnipotent nucleus that, in situations of
high uncertainty, satisfies the subject in a narcissistic way by providing immediate
explanations even in the absence of evidence [46], thus alleviating the sense of anguish.

This modality responds to what Freud called the “pleasure principle” [50].
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An example of magical thinking is paranoia; in this case, an individual jumps to
negative conclusions about a situation, trying to minimize the resulting uncertainty.

4. Therapeutic indications, absolute and relative contraindications

There are several studies to date that have evaluated the risk factors associated
with the therapeutic use of psychedelic substances and their safety, taking into
consideration both physical and psychological symptoms.

As regards psychiatric symptoms, only studies in which the administration of
psychedelic drugs occurred in the context of a psychotherapy course were taken into
consideration, excluding other trials in which only pharmacological administration
took place.

A recent systematic review [55] confirmed that ketamine is able to perform an
antidepressant action, although it is not possible to establish the efficacy among
patients in a standardized fashion, due to the extreme variability among them.
Furthermore, a recent study by Gatuszko-Wegielnik et al. [56] highlighted that ket-
amine can be considered an effective additional treatment in patients with treatment-
resistant depression even if they present psychotic symptoms.

In cases of intravenous administration of ketamine, no cases of exacerbation of
psychotic symptoms, either short or long term, were recorded, while a stable remis-
sion of depressive symptoms and rapid clinical efficacy in reducing suicidal ideation
were noted.

It cannot be overlooked, however, that we are witnessing a significant increase in
the diffusion of ketamine for recreational purposes and consequent phenomena of
dependence on the substance:

when evaluating the eligibility of a patient with TRD, the anamnesis must exclude
previous use of ketamine given the sharing of the same neuronal circuits and recep-
tors [57].

With regard to MDMA, cases of amnesia have been observed only with high doses
of the drug [58].

In colloquial language, it is often said that “bad trips” can occur after the use of
psychostimulant substances. These are intense psychomimetic reactions with serious
perceptual alterations which can be associated with intense feelings of anxiety, panic,
physical pain or fear [59, 60].

Another possible side effect after the use of psychedelic substances is hallucinogen
persistent perception disorder (HPPD) defined as a mental disorder in which a sober,
non-intoxicated individual re-experiences the perceptual disturbances experienced
during hallucinogen intoxication [61, 62].

According to the DSM-5, typical symptoms of HPPD are characterized, for
example, by “geometric hallucinations, false perceptions of movement in peripheral
visual fields, flashes of color, intensified colors, image trails of moving objects,
positive afterimages, halos around objects, macropsia and micropsia”. The esti-
mated prevalence is 4.2%, and the prognosis is variable since it can last for months
or years [63].

Good standard clinical practice requires that safety issues and possible adverse
events are discussed during informed consent procedures before starting any treat-
ment. This also includes addressing in detail the definition of the clinical context and
the goals of treatment, and possibly discussing with the patient the existing evidence
regarding the treatment.

9
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In the context of PAT, we find ourselves in a hybrid situation in which the psycho-
therapist himself carries out both a prescriptive and treatment-supporting function,
but what further complicates the setting is that during the intake of the substance, the
patient is in an altered state of consciousness and therefore unable to make decisions
on the matter.

Therefore, in the context of PAT, it appears particularly important to dedicate
time in the preliminary sessions before taking the drug, to discuss with the patient all
aspects related to possible behavioral and emotional alterations linked to taking the
drug [36].

It is difficult to fully prepare the patient for the psychedelic experience and the
clinical difficulties associated with the impossibility of interrupting the session once
the substance has been ingested.

Therefore, it is necessary to make it clear in preliminary sessions with patients
that once they begin to experience psychedelic effects, their psychic structure may
change significantly, which could lead to both conditions in which the patient could
withdraw consent to the treatment already underway, and conditions in which it may
be necessary to resort to emergency drugs, such as antipsychotics, if the psychomotor
agitation could be potentially dangerous.

5. Conclusions

What emerged from the examined studies is that the administration of psyche-
delic substances in controlled clinical contexts presents low short-term and long-term
risks for the subjects. The adequate setting and the possibility for the patient to rely
on a relationship of trust with the therapist who will follow the sessions are confirmed
as protective factors for the risk of adverse events [36].

It is clear that, at present, research must be implemented according to protocols
shared at an international level in order to make future studies more homogeneous,
less anecdotal, in order to allow the development of sufficient guidelines to guarantee
the applicability of the substances in clinical practice as it has already happened for
esketamine [64].

Undoubtedly, further research is needed to better understand the mechanisms and
safety profile of psychedelics in and outside of clinical settings.

At present, there is no data that allow us to establish whether one therapeutic
approach is more appropriate than another in the context of PAT.

In conclusion, future studies should address the limitations and challenges unique
to this research, such as small sample size, difficulty in conducting double-blind stud-
ies, sample selection criteria, safety monitoring, protocol variability and variability of
effects.

The studies published so far have highlighted how we are still far from having
reached a complete and definitive understanding of the real mechanisms of action of
psychedelic substances. Precisely for this reason, it seems extremely important that
therapists can create and maintain a space for active discussion and debate on the
topic in which it is possible to formulate clear indications on the therapeutic setting
and on the method of support and processing of the psychedelic experience.

The risk of transforming this therapeutic possibility into an extemporaneous
experience for subjects looking for something new and unusual is very high, just as it
can represent for the therapist an extemporaneous attempt to alleviate some symp-
toms in patients in whom psychotherapy has had limited effects.
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It also appears essential that the therapist has an in-depth knowledge of the active
ingredients and can propose their administration in a safe and coherent context.
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Chapter?2

Parent-Child Psychotherapy: Core
Elements and Mechanisms of
Change

Daphna Ginio Dollberg

Abstract

Parent-child psychotherapy, also known as dyadic or triadic psychotherapy,
is gaining recognition in child psychotherapy. It is used as a treatment interven-
tion for infants, toddlers, and preschoolers (ages 0-6) who display behavioral and
emotional difficulties, as well as a preventive intervention for young children at
risk. This chapter explores the key features of this approach, presents empirical
evidence of its effectiveness, and reviews the common settings and techniques used.
It also outlines mechanisms of change, such as repairing ruptures in parent-child
interactions, enhancing parental mentalization and reflective functioning, con-
fronting “ghosts and angels” from the parent’s attachment history, and addressing
maladaptive implicit relational patterns between parents and children. The chapter
further discusses the challenges of engaging both child and parent in play therapy,
creating epistemic trust and relevance, and dealing with transference and coun-
tertransference. Case material is included to demonstrate the practical application
of parent-child psychotherapy.

Keywords: parent-child psychotherapy, dyadic/triadic psychotherapy, parental
mentalization, parental reflective functioning, implicit relational knowing, relational
disorder

1. Introduction
1.1 Definition and scope of parent-child psychotherapy

Parent-child dyadic or triadic psychotherapy is a collaborative intervention involv-
ing the child and parent(s) interacting with a therapist during a therapeutic session.
This intervention is designed for infants, toddlers, and preschoolers (0-6 years old)
and aims to reduce young children’s socioemotional symptoms and improve their
mental health and adjustment by enhancing parent-child relations. Research shows
that experiences shared between parent and child and the parent-child relationship
in the early years of life significantly impact the child’s psychological and social
development.

17 IntechOpen



Psychotherapy in the Third Millennium — Cross-Cutting Themes and Proposals for Reflection

1.2 Overview of chapter content

The chapter opens with a review of parent-child psychotherapy’s theoretical and
historical underpinnings, emphasizing dynamically oriented approaches. It explores
the social, emotional, and developmental challenges these therapies address and
identifies the target age groups. The chapter also outlines the empirical evidence
supporting the efficacy of parent-child psychotherapy, delves into its mechanisms of
change, and discusses its distinctiveness compared to other child therapy modalities.
Additionally, it addresses potential contraindications and the challenges and barriers
to implementation. To exemplify the practical application, a fictional case study is
included, demonstrating the formulation of the parent-child relationship, establish-
ing treatment goals, and applying interventions. The chapter concludes by advocating
for parent-child psychotherapy as the preferred treatment option, except in cases
where specific contraindications exist.

2. Rationale behind parent-child psychotherapy
2.1 Theoretical foundations

Parent-child psychotherapy aims to enhance a child’s mental health by focusing on
their relationships with attachment figures [1-3]. This therapeutic approach addresses
early social, emotional, and behavioral challenges by improving the parent-child
relationship quality [4-8]. It provides both the parent and child with psychological
tools to cultivate a relationship devoid of emotionally damaging perceptions and
interactions [1], aligns parental behaviors with the child’s developmental needs and
emotional stages [4], and promotes culturally appropriate affect regulation [9].

Rooted in the insights of pioneers like Fraiberg, Bowlby, Bick, and Winnicott,
parent-child psychotherapy is predicated on the notion that difficulties in parent-
infant relationships and the child’s symptomatic behaviors often originate from the
parent’s projection of unresolved issues onto the child [10]. Initially, the therapy aimed
to assist parents in resolving their own traumas, thereby enhancing their capacity to
understand and respond to their child’s developmental needs [11]. Over the years, the
scope of parent-infant psychotherapy has broadened to include toddlers, preschoolers,
older children, and other family members such as fathers, non-biological parents, and
grandparents [1, 12-15]. Informed by developmental models that account for both
biological and social factors, this therapy interprets a child’s difficulties as stemming
from negative bidirectional interactions within their environment, yet it maintains
a hopeful outlook toward recovery and positive adaptation [7].

Parent-child psychotherapy has been adapted for use as a primary, secondary,
and tertiary intervention across diverse populations and settings [16]. Central to the
therapeutic process is the active participation of both parent and child, with a par-
ticular emphasis on strengthening their relationship.

2.2 Importance for infants, toddlers, and preschoolers

Research indicates that young children flourish in supportive and nurturing
environments where parenting is sensitive and mindful [17]. However, they are
also susceptible to challenges such as regulatory difficulties [18] and environmental
stressors, including poverty, parental psychopathology, and trauma [19]. The human
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brain experiences rapid development during infancy and early childhood, undergoing
critical processes such as synaptogenesis, pruning, and myelination [3]. This devel-
opmental phase is pivotal for forming self-regulation, a coherent sense of self, and
psychological resilience [2]. Many psychological disorders have their roots in these
early stages, highlighting the critical need for early intervention to modify develop-
mental pathways and diminish the risk of future mental health problems [3].

2.3 Behavioral and emotional difficulties addressed

The increasing focus on enhancing parent-child relationships has led to a pro-
liferation of treatment options. These range from general interventions aimed at
addressing nonspecific relational issues between parents and infants to specialized
treatments designed for specific conditions such as child trauma, maltreatment,
developmental disorders, and particular symptoms like eating and sleeping distur-
bances. Some interventions are preventive, targeting at-risk parent-child pairs, while
others are therapeutic, intended for children already exhibiting symptoms.

Since young children cannot often articulate distress, their relational difficulties
frequently manifest as behavioral issues. These can include developmental regression,
toileting problems, excessive crying, defiance, tantrums, aggression, withdrawal,
flattened affect, dissociation, somatization, and fearfulness. These challenges are
typically perceived as either stemming from relational problems within the parent-
child system or as inherent to the child, thereby placing strain on the system.

Referrals for these interventions usually come from parents or professionals such
as pediatricians, nurses, social welfare services, and childcare providers who notice
behavioral, emotional, or developmental issues in the child or observe relational
difficulties between the child and caregivers. Specific referrals may concern a child’s
sleeping habits, eating patterns, mood, behavioral difficulties, or developmental
delays. Referrals may also be linked to parental psychopathology, including depres-
sion, anxiety, and post-trauma symptoms. In some instances, parents may seek
treatment due to difficulties in bonding with the child, experiencing intense negative
emotions toward the child, or feeling a lack of parental competence.

3. Empirical evidence of effectiveness

A robust body of research increasingly supports advances in parent-infant inter-
ventions. A recent systematic review and meta-analysis by Sleed and colleagues [19]
demonstrated that parent-child interventions significantly enhance parental reflec-
tive functioning, reduce parental depression, and improve infant socioemotional and
behavioral well-being and attachment. Similarly, Barlow and her team [18] found that
psychoanalytically oriented parent-infant psychotherapy increased infant security
in high-risk populations. Earlier meta-analyses have also affirmed the overall effec-
tiveness of these interventions, particularly in improving maternal sensitivity and
interactive patterns [20-22].

Among the most researched and supported therapies is Lieberman and Van-Horn’s
trauma-focused intervention, Child-Parent Psychotherapy (CPP). Longitudinal
studies have underscored its enduring benefits. A six-month follow-up of a random-
ized controlled trial (RCT) comparing CPP with community case management
showed sustained improvements in children’s behavioral issues and mothers’ distress
[23]. A six-year follow-up involving children of depressed mothers who underwent
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CPP revealed increased secure attachment, which correlated with greater maternal
warmth and reduced child anger and problem behavior at age nine [24]. This study
emphasized the mother-child attachment relationship as a pivotal change mechanism
[25]. Recent research by Sullivan and colleagues [26] also indicated long-term effects
on reducing pediatric epigenetic age acceleration following CPP intervention.

In a naturalistic, pretest-posttest study conducted by the author and colleagues
at a psychiatric, community-based infant mental health clinic, significant improve-
ments were observed in maternal sensitivity, child engagement, and maternal narra-
tives about the parent-infant relationship after dyadic psychotherapy. This therapy
integrated video-assisted interaction guidance and addressed parents’ relational
difficulties [27]. A follow-up 6-8 years later revealed that treated children exhib-
ited socioemotional and psychiatric functioning comparable to peers who had not
received treatment, suggesting that early intervention may have aligned their devel-
opmental outcomes [28].

4. Common settings and techniques employed and the role of the therapist

A hallmark of parent-child psychotherapy is the involvement of both the child
and at least one parent in therapy sessions. While some interventions offer flexibility
in attendance, ensuring that the child participates in at least some sessions, others
employ structured cycles. These cycles might involve parents alternating between
attending dyadic sessions with the child and joint sessions as a parental pair. In some
cases, both parents may participate in triadic sessions with the child, followed by
parent-only sessions.

Rooted in attachment theory, parent-child psychotherapy centers on strengthen-
ing the parent-child bond. It emphasizes repairing disruptions in this relationship
by bolstering the child’s attachment security and enhancing the parent’s caregiving
responses [29]. The therapy’s primary aim is to equip parents to meet their children’s
attachment needs better and foster positive interactions between them by promoting
attuned and sensitive parental responses [30].

The overarching goal of these interventions is to improve communication between
parent and child, aiding parents in understanding and responding to their child’s
emotional needs, often communicated through body language, actions, and behav-
iors. For parents who may struggle to interpret their child’s needs due to their own
unresolved childhood trauma or inadequate parenting experiences, therapy provides
a space to observe and reassess these interactions. By linking current misunderstand-
ings to past experiences, the therapy seeks to alleviate the child from the impact of the
parent’s unresolved issues [11].

For older children who can verbally express themselves, therapy focuses on
recognizing the differences between their needs and the parent’s responsibilities. The
therapist contextualizes the child’s behavior and symptoms in relation to their life
experiences, particularly exposure to trauma [9]. This process enhances communica-
tion between the caregiver and child, fostering understanding and the potential for
repairing the relationship.

Parent-child interventions can be categorized based on therapeutic goals and
strategies, drawing on Daniel Stern’s concept of the “port of entry” [8, 31]. Some
interventions focus on observing parent-child interactions in real-time or through
video to increase parental awareness of their behaviors and their impact on the
child. Others concentrate on exploring the parent’s thoughts, beliefs, and emotional
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experiences with the child to uncover the parent’s unconscious conflicts and rela-
tional trauma. Despite their varied approaches, all interventions agree that parental
representations and behavior changes are crucial for improving children’s emotional
well-being [8, 31].

Interventions may follow a structured protocol and often last between 6 and
12 months, or they may be more flexible, open-ended, and tailored to individual
needs [19]. In these sessions, caregivers and children often use play and developmen-
tally appropriate toys and games as therapeutic communication. This interaction
allows the parent to observe and understand the child’s inner experiences [1, 32],
particularly when play reflects traumatic experiences [9]. Engaging in mutual play
within a safe therapeutic environment fosters shared pleasure for both child and par-
ent, potentially mitigating risks associated with parental psychopathology [33].

Reflective dialog and the caregiver’s capacity to mentalize—understand their
child’s internal experiences and emotions—are pivotal in parent-child psychotherapy.
These processes enhance the parent’s understanding of the child’s emotions and
contribute to the child’s socioemotional and behavioral development [34-36]. The
therapist facilitates shared interactions, encouraging the parent to observe, wonder,
and follow the child’s lead during play [1, 36, 37]. The therapist also supports the par-
ent in articulating the child’s feelings, normalizing and contextualizing them to bolster
the parent’s mentalizing capacity—their ability to understand and make sense of their
child’s internal experiences and foster empathic regulation of the child’s emotions [38].

Additionally, parents have sessions with the therapist to discuss their interactions
with the child. Away from the child’s often challenging behavior, they reflect jointly
on the occurrences, further enhancing and expanding the parents’ mentalization and
reflective functioning. These sessions also improve co-parenting, which is critical for

the child’s well-being [39].
4.1 Role of the therapist

Establishing a robust alliance between the therapist and parents is crucial for
achieving positive outcomes in all forms of child psychotherapy [40-42]. Recent stud-
ies indicate that a positive parent-therapist alliance in structured parent-child focal
play therapy significantly enhances emotional availability between the parent and
child [43]. The parent’s active involvement in therapy introduces a unique dynamic
among the parent, child, and therapist, necessitating a distinct role for the therapist.

The therapist typically remains in the background in this setting, emphasizing the
parent as the child’s primary attachment figure. This approach focuses on fostering
the child’s attachment behaviors toward the parent and enhancing the parent’s care-
giving responses. Moreover, the therapist avoids adopting the role of an expert who
“knows better.” Instead, they cultivate a collaborative relationship, acknowledging the
parent’s sincere intentions to support their child’s development.

The therapist adopts a stance of ‘not knowing, which involves demonstrating
curiosity about the parent’s perspectives and assisting them in deepening their
understanding of both their own and their child’s thoughts and behaviors [44]. This
approach helps to balance engagement with the parents while encouraging them to
meet their child’s needs [11, 36].

Furthermore, the therapist’s role extends beyond identifying disruptions in the
parent’s past and present experiences. They also highlight positive “angles”—benevo-
lent childhood experiences that can facilitate effective parenting and help counteract
the negative influence of childhood “ghosts in the nursery” [45, 46]. This dual focus
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addresses challenges and reinforces strengths within the family dynamic, contribut-
ing to a more holistic therapeutic process.

5. Mechanisms of change in parent-child psychotherapy

The efficacy of dynamically oriented parent-child psychotherapy is rooted in
various mechanisms of change. This therapeutic approach promotes reflective dialog,
models sensitive caregiving through the therapist’s behavior, offers structured and
unstructured developmental guidance, and enables parents to practice sensitivity,
responsiveness, appropriate stimulation, interactional synchrony, warmth, involve-
ment, and mutually responsive interactions. Collectively, these elements foster a more
fulfilling parent-child relationship, enhance the likelihood of corrective attachment
experiences for both parent and child [4], and aid in mending past negative attach-
ment experiences [25]. Additionally, the therapeutic environment provides a safe
and temporarily isolated space that supports shared pleasurable interactions between
parent and child, helping to mitigate daily stress and challenges [47], thereby boost-
ing the well-being of both.

Moreover, with the therapist’s support, parent-child psychotherapy allows parents
to observe their parenting styles and their child’s reactions while identifying commu-
nication misunderstandings. Within the secure confines of the therapeutic relation-
ship, these observations can lead to changes in parenting practices. Learning new
interaction methods may also assist parents in addressing their own issues, especially
those related to emotional dysregulation, as they start to understand its impact on
their child [9]. This process can modify rigid attachment defenses related to parenting
[48] and other aspects of the parent’ life.

The active involvement of both parent and child in therapy sessions, along with
the therapist’s observation and facilitation of their interactions and discussions about
“ghosts in the nursery” [46], enhances the parent’s mentalizing and reflective capaci-
ties [19]. As the parent’ ability to mentalize improves, non-mentalizing cycles can be
spontaneously repaired, with the therapist aiding by clarifying misunderstandings,
offering alternative perspectives, and emphasizing positive intentions. This helps
deepen the understanding of each other’ internal experiences for both parent and
child [44].

Parent-child psychotherapy also addresses “implicit relational knowing”—the
procedural knowledge used by parents and children in their interactions [49]. This
knowledge, which forms the basis of internal object relations and influences parent-
ing behaviors, originates early in the parent-infant relationship through non-verbal,
embodied, and automatic processes that are often outside conscious awareness [50].
By focusing on moment-to-moment relational patterns, the therapy highlights these
embodied experiences and facilitates real-time changes in implicit relational knowing.
Through new experiences of mutual regulation, recognition, and shared emotions,
relational patterns and intersubjectivity between parent and child evolve [1, 11, 51].

Lastly, parent-child psychotherapy underscores the critical role of parents in
fostering change and supporting their child’s well-being. It views the parent as an ally
and partner, collaborating with the therapist to enhance the child’s well-being. By
involving parents in sessions and actively engaging them in interactions with their
child, the therapist reinforces their capabilities and potential to learn and alter old
relationship patterns. The treatment focuses on the parent’s challenges and strengths,
normalizing and validating parenting difficulties while emphasizing the parent’s
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responsibility to be a nurturing and responsive caregiver. This approach aims to
improve parental competence, self-confidence, and well-being, all of which contrib-
ute to a healthier parent-child relationship and the child’s overall well-being [52-54].

6. Challenges in parent-child psychotherapy

Parent-child psychotherapy can be beneficial for young children and their parents,
but it also presents some challenges that need to be addressed before the intervention.

6.1 Building trust and safety within the therapeutic environment

Establishing trust and safety for both the parent and the child within the thera-
peutic setting is crucial for effective therapy, particularly when both parties are
involved in ongoing relational conflicts. The therapist plays a pivotal role in creating
a welcoming and non-judgmental space where both parent and child feel secure. The
therapist encourages open communication about the parent’s and child’s conflicts
and concerns while adopting an empathetic, supportive, and balanced approach and
viewing situations from both parties’ perspectives. This approach involves highlight-
ing and advocating for benevolent intentions, preventing any perception of taking
sides. Additionally, the therapist works to normalize the behaviors of both parent and
child by considering their developmental stages, roles, and life circumstances. The
therapist also recognizes instances where the child appears distressed and encourages
the parent to soothe and regulate the child as needed while also providing regulation
and soothing to the parent. This dual approach ensures a secure and supportive atmo-
sphere throughout the sessions, even when discussing complex and painful issues [9].
Finally, parent sessions allow deeper discussions and resolutions of more complicated
family dynamics, which can later be discussed in the parent-child sessions without
being too overwhelming for the parent or the child.

6.2 Finding a shared “language” to engage the parent and the child

A key challenge in parent-child psychotherapy is identifying the right approach,
pace, and language that resonates with both the parent and the child. Often, it is the
parent who must adjust—following the child’s pace, communicating in a way the
child understands, delaying discussions of pressing issues that concern the parent
but the child is not yet ready to address (such as behavioral problems or fears), and
participating in the child’s play rather than focusing primarily on a conversation. An
initial phase with the parents is typically recommended to address this, during which
the treatment plan, methods, and expectations are discussed and agreed upon [55].
Together, the therapist and parents create a developmentally appropriate and emo-
tionally supportive explanation for the child about the reasons for attending therapy
and the process ahead, emphasizing joint play, safety, and hope for change. However,
parents who are unwilling or unable to engage in play due to cognitive or emotional
barriers may struggle to be effective partners in parent-child psychotherapy [1].

6.3 Managing resistance and ambivalence and establishing epistemic trust

Resistance or ambivalence from parents toward the therapy process can pose a
significant challenge. Some parents may feel skeptical about the benefits of therapy,
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or they may feel judged or threatened by the prospect of discussing and changing
their parenting practices. To overcome this, therapists need to employ strategies such
as motivational interviewing to explore and resolve ambivalence, providing psycho-
education about the benefits of therapy, and emphasizing the collaborative nature of
the therapeutic process. It is also crucial for therapists to acknowledge and validate
the parent’s feelings and experiences, building an alliance based on empathy and
understanding [55].

Epistemic trust in treatment refers to the patient’s perception of the treatment
as relevant and aligned with their goals and needs, which is critical for treatment
adherence and effectiveness [56]. This trust is especially important when working
with parents to improve their child’s well-being and address maladaptive parenting
patterns [57]. Establishing epistemic trust in parent-child psychotherapy can be
challenging due to a potential mismatch between the referral, which often focuses
on the child’s behavior and functioning, and the treatment’s emphasis on the parent-
child relationship. To bridge this gap and foster epistemic trust, presenting and
discussing a case formulation with the parents before starting the intervention is
essential. The formulation should clearly outline the bidirectional influence between
the child’s issues and the parent-child relationship, emphasizing the relevance of the
chosen treatment approach [58]. Additionally, the therapist should be attuned to both
explicit and implicit signs of epistemic vigilance in the parents and remain open to
addressing any concerns or questions as they arise [56].

6.4 Transference and countertransference

When conducting parent-child psychotherapy, therapists encounter specific chal-
lenges related to transference and countertransference. Unlike many psychodynamic
therapies that primarily focus on analyzing the patient’s transference toward the
therapist, parent-child psychotherapy concentrates on the child’s transference toward
the parent and the parent’s transference toward both the child and the therapist. The
therapist’s goal is to foster positive transference within the parent-child relationship
and between the relationship and the therapist, often referred to as “good-grand-
mother transference” [31]. This involves positioning themselves as a supportive figure
for the parent-child pair. However, negative transference may also emerge due to past
relational difficulties and should be addressed openly [1, 8, 11].

Countertransference presents an equally significant challenge, as the therapist
may be inclined to identify with one member of the pair, typically the child, which
can undermine the goal of creating a safe space for both the parent and child. The
therapist might experience rescue fantasies toward the child or feelings of criticism
toward the parent. Balancing the needs of both parent and child—especially when
cultural or contextual differences are present—can lead to countertransference reac-
tions such as criticism, misunderstanding, or failure to address critical issues [9, 36].

Reflective supervision is recommended to help therapists navigate and manage
the complexities of transference and countertransference. This supervision provides
a space for therapists to explore their feelings, reactions, and biases that arise during
therapy sessions, ensuring they maintain a balanced and effective therapeutic stance.
It also aids in identifying any blind spots or areas where the therapist may be inadver-
tently aligning with one party over the other [1, 11, 36, 55]. This reflective practice is
crucial for maintaining the integrity of the therapeutic process and ensuring that both
the parent and child receive the support they need to foster a healthier relationship.
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7. Comparison with other therapeutic approaches and contraindications

Parent-child psychotherapy primarily focuses on the parent-child relationship,
distinguishing it from other therapeutic approaches such as parent guidance, parent-
ing groups, family therapy, and individual therapy for the child. The key distinction
lies in the direct involvement of both the parent and the child in the therapeutic
process.

Unlike parent guidance or parenting groups where the therapist interacts only
with the parents, parent-child psychotherapy allows the therapist to observe and
engage with the interactions between the parent and child. This firsthand observation
enables the therapist to accurately assess the relationship’s strengths and challenges
rather than relying solely on the parent’s reports. The therapist’s ability to witness
and intervene in real-time when disruptions occur provides immediate feedback and
support, which can be crucial for effective therapy. The therapist also supports the
child, offering comfort, reassurance, positive reinforcement, and modeling appropri-
ate behaviors. This not only aids the child but also serves as a live demonstration for
the parent on how to effectively respond to the child’s needs and manage moments of
dysregulation.

In contrast, individual play therapy primarily addresses the child’s relational issues
through transference with the therapist [59], without the direct involvement of the
parent in the sessions. While this can be beneficial, parent-child psychotherapy has
the advantage of focusing directly on improving the parent-child relationship, which
can lead to quicker progress in therapy and better generalization of therapeutic gains
to the home environment.

However, parent-child psychotherapy may not be feasible or appropriate in all
situations. Some contraindications to administering parent-child psychotherapy are
critical. It is not suitable when the parent is absent, unstable, or poses a risk to the
child’s safety. It is also contraindicated in cases where the parent is actively psychotic
or behaves in ways that could overwhelm the child. In such scenarios, individual
therapy for the child might be more appropriate. Additionally, if the therapist deter-
mines that the child cannot freely express their emotions in the presence of their
parent, individual psychotherapy may be recommended.

While there are similarities between family therapy and parent-child psycho-
therapy, the latter targets explicitly the unique parent-child relational patterns that
contribute to the child’s emotional health and symptoms, making it a distinct and
valuable approach for addressing specific relational dynamics within the family.

8. A case presentation

To demonstrate the use of parent-child psychotherapy in clinical settings, I pres-
ent a fictional case based on multiple real cases, with details altered for privacy. This
overview illustrates parent-child intervention and explores mechanisms of change.
8.1 Background and relationship formulation

Eli, a 4-year-old, was referred to therapy by his parents due to social avoidance in

various situations, separation anxiety, bedtime struggles, and severe tantrums. Being
an only child, his mother, a teacher, initiated the referral. His father, an accountant,
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viewed therapy with skepticism, emphasizing the need for Eli to “behave his age.”
Eli’s developmental history revealed high vigilance, fearfulness, and intense nega-
tive reactions to new experiences. At home, he was controlling and intense, while at
school, he was passive and avoidant and struggled with separations from his parents,
particularly his mother.

The mother, who had been a cautious child herself, grew up with protective but
controlling parents. She was very close to her parents, who passed away before Eli’s
birth, and felt compelled to emulate their complete devotion and protection of their
children, despite a vague sense that this devotion restricted the children’s freedom.
She admitted to avoiding setting limits for Eli due to fear of his reactions. His father,
raised in a strict, achievement-focused family, believed that his harsh upbringing
helped him become self-disciplined and self-reliant and hoped the same for his son.
He struggled to connect with Eli, believing his wife’s “pampering” reinforced Eli’s
delicate nature.

To fully understand Eli’s dynamics and implicit relational patterns with each of the
parents, joint sessions were arranged where their interactions could be observed, and
insights regarding the family dynamics could be gained. The observations took place
in a therapy playroom equipped with age-appropriate toys, games, and art supplies.
The parents were encouraged to engage in free play while the therapist observed.

During the first session, Eli, a well-groomed boy who seemed to be his stated age,
attended with both of his parents. He appeared anxious and withdrawn, sticking close
to his mother and avoiding interaction. When his father tried to engage him with toys,
it made him more anxious, causing him to retreat and seek comfort in his mother’s
lap. The therapist acknowledged Eli’s discomfort and encouraged his parents to sup-
port him at his own pace. It was noted that although Eli remained cautious, with his
parents’ guidance, he gradually started to explore.

The therapist also observed that the parents sometimes gave conflicting mes-
sages but were willing to follow her guidance and actively engage Eli. During dyadic
sessions, distinct patterns in Eli’s relationships with each parent emerged, reflecting
his individual attachment dynamics with each of them. With his father, who tended
to challenge and exert control, Eli maintained composure and stayed focused on his
goals even when appearing frustrated or upset. Conversely, with his mother, Eli dis-
played more regressive and passive behavior, often experiencing anxiety and having
tantrums when she placed demands on him.

The therapist summarized her observations by noting that the parents struggled to
effectively balance and coordinate soothing Eli’s anxiety while supporting his explo-
ration, often either over-challenging or under-challenging him. She also observed
the parents’ positive reaction to her remark about Eli’s discomfort and their eventual
capacity to channel their energies towards easing his tension and encouraging his
exploration.

8.2 Developmental relational formulation

Eli’s symptoms, as reported by his parents and teachers, suggest a diagnosis of
Generalized Anxiety Disorder (GAD, [60]). His inhibited temperament [61], com-
bined with his parents’ responses, likely contributed to his anxiety [62]. Additionally,
his oppositional behavior with his parents, which causes significant distress to both
Eli and his parents and interferes with his developmental potential, is consistent with
a relationship-specific disorder of infancy/early childhood [60].
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A developmental relational formulation of Eli’s symptoms suggests that his temper-
amental anxiety was reinforced by his parents’ responses, which were shaped by their
own childhood experiences and intergenerational patterns of parenting. Both parents
were deeply committed to supporting Eli’s development. However, Eli’s mother, who
experienced anxiety during her own childhood, became overprotective, reflecting
her identification with her deceased parents and unresolved ambivalence about their
controlling parenting. This overprotection stifled Eli’s independence, potentially
contributing to his temper tantrums and aggression. In contrast, Eli’s father, raised
in a family that emphasized independence, feared reinforcing Eli’s dependency and
anxiety, leading him to impose demands that created emotional distance. The parents’
opposing parental practices interfered with Eli’s ability to build a coherent sense of self
and to develop age-appropriate self-regulation skills to manage his anxiety.

Despite these challenges, both parents demonstrated potential for more attuned
parenting, and consequently Eli showed signs of more mature coping, indicating
potential for growth and change. This highlights the importance of therapeutic
intervention that focuses on enhancing the parents’ understanding of their parenting
styles, and improving their ability to respond to Eli’s needs in a balanced and support-
ive manner.

8.3 Treatment planning and process

The therapist held a feedback session with Eli’s parents to discuss his symptoms,
relational dynamics, and to establish a treatment plan. Both parents expressed con-
cern about Eli’s anxiety and avoidance behaviors, which the therapist confirmed were
consistent with a psychiatric disorder. She then presented a relational formulation of
his symptoms, outlining the risk and protective factors that contributed to his devel-
opment and difficulties. The therapist explained how the parents’ well-intentioned
responses to Eli’s inhibited and fearful responses may have inadvertently reinforced
his anxiety. This formulation resonated with the parents, leading the therapist to
explain how parent-child psychotherapy could help them recognize and change
maladaptive patterns that perpetuated and worsened Eli’s symptoms.

The parents also raised concerns about how shared play could address the daily
challenges of Eli’s tantrums and avoidance. In response, the therapist explained that the
dyadic sessions would provide an opportunity to identify the antecedents of Eli’s behav-
ior and explore new parental responses and also strengthen positive aspects of the
relationship. The parents agreed to the treatment plan, and parent-child psychotherapy
commenced. The year-long treatment involved weekly parent-child play sessions
(alternating between mother and father) and bi-weekly meetings with both parents.

In the early sessions, Eli was hesitant to participate, but with the support of
his parents, he gradually became more involved. The therapist acted as a mediator
during the sessions, identifying misunderstandings between Eli and his parents and
working to mend their relationship. For example, during a session with his father,

Eli refused to engage in a book-reading activity chosen by his father. In response,

his father expressed frustration, saying he was tired of playing with “babyish” toys.
The therapist intervened, suggesting that Eli might be interested but worried that the
book reading would be too challenging. She recommended that the father adjust the
story to Eli’s level and that Eli could ask to stop if he felt uncomfortable. Following
the therapist’s intervention, the father made adjustments, and they ended up having a
pleasant reading experience together.
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During a later therapy session with his mother, Eli asked her to read the same book,
but she suggested a different, easier book, which frustrated him. The therapist inter-
vened, acknowledging Eli’s frustration and confusion, given the different attitudes of the
parents. She also acknowledged the mother’s wish not to challenge Eli with an advanced
book as a protective action. After the therapist’s intervention, the mother and son read
the book together, which, despite the initial rupture, was a positive experience for both.

As the treatment progressed, Eli started to show more disobedience, testing his
parents’ limits. This change was discussed in the parents’ sessions. It was framed as an
opportunity for the parents to respond appropriately to his desire for independence
and set age-appropriate demands for self-control. In light of the parents’ improved
mentalizing skills, this guidance was carried out with empathy and thought on the
parents’ part and proved effective. The treatment also involved guidance for Eli’s
school staff on how to handle his anxiety and rigid rituals.

The treatment concluded when Eli’s anxious symptoms, temper tantrums, and
regressive behavior at home and school improved. His parents became more confi-
dent, attentive, and patient supporters of his gradual adjustment.

8.4 Discussion

This case exemplifies how parent-child psychotherapy can fortify the parent-child
relationship and ameliorate a young child’s symptoms. The treatment commenced with
an assessment of the parent-child relationship through intake interviews and observa-
tions. This was followed by a developmental relational formulation that linked the child’s
symptoms to the relational histories and patterns of both the child and each parent. This
formulation was presented to the parents, and the relevance of parent-child psycho-
therapy in addressing the child’s symptoms and the parents’ concerns was discussed.

The treatment involved joint parent-child sessions as well as separate sessions for
the parents. The safe and positive atmosphere created by shared play and the thera-
pist’s supportive presence facilitated the exploration of both positive and negative
parent-child interactive patterns. The therapist observed these interactions and
enhanced understanding within the family by reflecting on, mediating, and expand-
ing discussions around emotional needs, motivations, and parenting responsibilities.
Interventions were employed to address relational conflicts and misunderstandings
that interfered with the family’s functioning. Deeper intrapsychic conflicts affecting
parenting—such as the mother’s unresolved ambivalence toward her parents and the
father’s oedipal rivalry with his son—were addressed in the parents’ sessions, taking
into account their childhood experiences.

The treatment focused on enhancing parental mentalizing and fostering mutual
understanding between the parents and the child, thereby creating space for fresh
experiences of intersubjectivity [1]. The parents became aware of the child’s need
for a balance between nurturing and age-appropriate challenges, improving their
reflective functioning regarding how their practices impacted him. As a result, their
parenting became more attuned, leading the child to seek their assistance in a more
age-appropriate manner and better regulate his emotions.

The therapist’s observations of each dyad’s interactive patterns, along with in-
the-moment interventions, contributed to corrective emotional experiences [4] and
changes in the family’s implicit relational knowing [50]. These changes ultimately
contributed to a reduction in the child’s symptoms, illustrating the effectiveness of
parent-child psychotherapy in addressing complex family dynamics and promoting
healthier relationships and emotional well-being.
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9. Conclusion

Parent-child psychotherapy is highly recommended for young children experienc-
ing difficulties in their relationships with their parents. Given the rapid brain and
developmental changes during early childhood, coupled with the strong attachment
relationships children form with their caregivers, early intervention is crucial when
socioemotional disturbances arise. Young children often struggle to engage in indi-
vidual therapy, and parent guidance alone may be insufficient, as parents may lack
awareness of their own and their child’s implicit relational patterns, often holding
rigid, defensive, or distorted views that are resistant to change.

In parent-child psychotherapy, both the parent and the child participate, enabling
the therapist to observe, reflect on, and mediate misinterpretations or disruptions
in their interactions. This process can lead to corrective attachment experiences,
enhanced parental mentalizing, improved emotional communication, and ultimately,
better well-being and reduced symptoms in the child.

Parent-child psychotherapy is the treatment of choice for young children and
parents who exhibit relational difficulties, unless there are contraindications as previ-
ously discussed. This approach not only addresses the symptoms but also strengthens
the foundational parent-child relationship, which is essential for the child’s overall
development and emotional health.
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Chapter 3

Perspective Chapter: Online
Imago Relationship Therapy -
Characteristics and Unexpected
Advantages

Dorit Noy-Sharav

Abstract

The onset of COVID-19 compelled couple therapists to reassess their long-established
methods of communicating with clients. Online therapy became the new available
option and has maintained its popularity to this day. The technical difficulties and limi-
tations of online psychotherapy and of couple therapy in particular, have been discussed
at length in the literature. In this chapter, I will share my experience with three couples.
Their specific stressful situations, addressed through Imago Relationship Therapy (IRT)
via Zoom, enabled a deepening and acceleration of beneficial relationship processes,
resulting in a flourishing phase in their relationships. The essential principles of IRT,
which focus on “the space between,” will be described. Issues such as the interplay
between distance and unexpected intimacy, the benefit of transferring the secure setting
from the clinic to the home and even the bedroom, and the opportunity to work with
couples situated in different locations will be explored.

Keywords: online couple therapy, Imago Relational Therapy (IRT), couple relationship,
intimacy versus distance in relationships, psychotherapy during COVID-19

1. Introduction

In the recent past, I was convinced that effective couple therapy, using Imago
Relationship Therapy (IRT) can only reach its goals face-to-face in the familiar,
holding setting of the clinic. With the onset of COVID-19, I first tried to continue
meetings by extending the distance between clients and myself, keeping doors and
windows open, etc. However, I soon had to realize that the pandemic and its dangers
forced me to plunge into unfamiliar waters and adopt new technology. COVID-19
compelled all of us to be confined, either in solitude or in unusually long proximity
to family members, which had become a source of stress and anxiety. This situation
was bound to aggravate relationship problems in couples who were not accustomed to
spend so much time in uninvited nearness. Many also faced the added stress of caring
for children isolated from their usual social environment and struggling with remote
learning [1, 2]. So, the need for available therapy was even higher than usual.
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The first online meetings were upsetting—technicalities such as achieving contin-
uous contact, sudden disconnections, freezing of the picture on screen, etc. I was also
uncomfortable facing my own, not so flattering, reflection on the screen. All these
required additional effort, and affected my attentiveness and my self-confidence
as a therapist. I suspected that my clients, who were all much younger than me, are
more proficient using this computer media than myself. However, as I decided to exit
my comfort zone and open myself to new experiences, I discovered some surprising
advantages that I wish to share hereafter.

2. Literature review

The special conditions that online therapy enforces on both therapists and clients
have been much discussed in the literature. I will mention some that are specifically
relevant to couple therapy. Rolnick et al. [3] mention the difficulty of noticing bodily
reactions, and of keeping eye contact with each couple member when facing the
screen. They also call attention to the fact that there is always conflict in the back-
ground when a couple or family turns to therapy, so the therapist has the role of mini-
mizing hostility. This may be more difficult online, when the physiological reactions
associated with arousal of anger are not easily detected. However, they also point out
some advantages, such as the ability to keep therapy going when couple members
cannot be in the same room, for objective reasons or because of marital conflicts that
have led to temporary separation. Online couple therapy also offers the possibility of
recording sessions and then replaying them so they become an opportunity for couple
discussion and for practicing new skills [4].

Machluf et al. [5] surveyed a group of Israeli couple therapists’ attitude and expe-
rience with online couple therapy. They reported an overall positive attitude toward
online work with couples after experimenting with it during COVID-19. However, at
that early point in time (2021), they predicted that using couple therapy online would
diminish once the crisis was over, a prediction that was not confirmed to this day.

Kysley et al. [6], using cognitive educational therapy, have shown in their compara-
tive study that there was no significant difference between couples randomly allocated
to video conferencing or face-to-face meetings, on all therapy outcome measures, as well
as on therapeutic alliance. Helps and Le Coyte Grinney [7], in their review of 31 papers,
also concluded that online technologies for couple and family psychotherapy were found
to be feasible, effective, and satisfying for users, similar to in-person psychotherapies.
Another advantage that Rolnick et al. ([3], p. 200) mention, is what they refer to as
“expanding the concept of home visits.” This feature was also related to Ben-Ari as “a
blurring of the boundaries between home and therapy setting” ([8], p. 244). I will later
go deeper into this exciting new way of expanding intimacy when discussing my own
cases. But first, some introduction of Imago Relationship Therapy (IRT), that I use in
treating couples, as readers may not be familiar with it.

3. Imago Relationships Therapy (IRT)

Born from personal struggle and professional insight, Imago Relationship
Therapy emerged as Harville Hendrix’s brainchild. This American psychologist, once
a Christian spiritual counselor, crafted IRT in response to his own marital failure
and the challenges he witnessed in couple’s therapy. Hendrix’s primary goal was to

36



Perspective Chapter: Online Imago Relationship Therapy — Characteristics and Unexpected...
DOI: http://dx.doi.org/10.5772/intechopen.1007102

help couples trapped in the disillusionment that follows when the intoxicating haze
of romantic love dissipates. Joined by his second wife, LaKelly Hunt and Hendrix
crystallized their shared wisdom in a trilogy of influential works: “Getting the Love
You Want” [9], “Keeping the Love You Find” [10], and “Receiving Love” [11].

IRT is a tapestry woven from diverse threads of thought: developmental psychol-
ogy, attachment theory, object relations, Martin Buber’ philosophical insights,
behavioral modification techniques, and neuropsychological research. At its core
lies a profound truth: we are relational beings from birth, inevitably scarred by the
imperfect nurturing of our caregivers. Yet, paradoxically, it is within the crucible of a
loving relationship that we find our path to healing.

Central to IRT is the concept of the Imago—an unconscious blueprint of love
formed in childhood. This internal image, Hendrix argues, is a complex fusion of our
caregivers’ positive and negative traits [9]. While we might believe we choose partners
based on conscious criteria like attractiveness, status, or shared interests, a deeper
force is at play. We were unconsciously drawn to those who resonate with our Imago,
seeking that ineffable “click” of recognition.

This selection is not merely about recreating the familiar. It is a subconscious quest
to mend childhood wounds and reclaim lost aspects of ourselves that were suppressed
by socialization. As Winnicott poetically expressed, we yearn for a spouse who can
“merge with the dream” [12]. Yet this very longing sets the stage for conflict, as each
partner’s expectations collide with the other’ injured and sensitive areas.

IRT, however, reframes conflict as an opportunity—a catalyst for growth and
deeper connection. In therapy sessions, couples face each other, symbolically occupy-
ing the “space within” their relationship. The therapist, more coach than traditional
analyst, facilitates a structured dialog. Partners learn to truly listen, reflect, validate,
and empathize, transforming accusatory deadlocks into voyages of mutual discovery.

This structured interaction, as Hendrix and his colleagues have shown [13, 14],
guides couples from futile power struggles to a place of understanding and growing
trust. IRT posits that the journey itself becomes a corrective emotional experience, a
chance to rewrite old scripts and forge new patterns of connection [15].

Ultimately, IRT offers a vision of caring relationships as a crucible for mutual
growth. Nurturing security within the relationship paves the way for healing, per-
sonal expansion, and the rekindling of joy—proving that our deepest wounds and
greatest happiness often spring from the same source: our connections with others.

4, Case studies
4.1 Couple No.1

Ella and Ron are a young couple in their late twenties, religious, married for
2 years. They sought therapy a few months earlier as their marriage reached a crisis
point because of hardships in communicating and in the ability to respond to each
other’s emotional needs. The spouses came from very different family backgrounds.
This divergence led to challenges in their married life as they attempted to reconcile
their contrasting approaches to everyday activities. They struggled to find common
ground in their preferred forms of recreation, ways of spending time together, and
styles of hosting family members and friends. There were also serious difficulties in
intimate relationships. During the first 2 months of therapy, we had already done
some work, and a basic therapeutic relationship was established. The couple learned
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to use intentional dialog and listen to each other in a less judgmental way. Compared
to other couples, Ella and Ron were less restricted by the COVID-19 curfew, since

the husband worked in a required hospital job, and the wife continued her academic
studies online. We decided to try and keep the therapy going by meeting online, and a
meeting by Zoom was scheduled.

This was the first couple that I met online. The first meeting was a real shock for
me—instead of the traditional setting of the couple in my clinic, sitting in armchairs
face-to-face, and myself, close by, facing the space between them, I found myself facing
the couple huddled under a blanket on their sofa, very close to each other. I experienced
an unexpected intrusion into their intimacy that made me wonder about the implied
message transmitted here. One could argue that their physical closeness was simply due
to sharing one computer screen. In addition, when the therapy session takes place at the
end of a long working day, what is more natural than huddling together on the living
room sofa? Nevertheless, I sensed there was a message here, unconscious perhaps, of a
readiness to enter a new stage in the process of moving closer, emotionally and sexually.
This was confirmed as therapy reached a new depth, and we experienced real progress
in the couple’s relationship. An interesting indication occurred in a meeting that took
place following the Jewish Passover Seder. This holiday typically involves a deeply
entrenched tradition of family gatherings. I knew that being religiously orthodox,
this couple would not have considered using computers for online family contact, on
a High Holiday. In the following meeting, I asked how it was for them celebrating the
Passover Seder without the traditional family reunion. I expected reactions of sadness
and frustration, as was very common among friends and families and shared in the
media. However, to my surprise, they reported a wonderful experience—just the two
of them, without the oppressive family, without the usual negotiations about where
and with whom to celebrate. They felt an exalting freedom and immense enjoyment. It
seems that this forced isolation offered them an unexpected, guilt-free opportunity, to
shed the family pressures, and to start developing some schedules of their own as a new
family. This actually contributed to grounding the couple unit.

In the final session, 4 months later, Ella says that Ron’s developing ability to see her
and give her space, enables her to open-up to him. Ron expresses much love and com-
passion for Ella, and says how important it is for him that she feels held and secure,
even if he does not always get what he needs. Ella speaks about the therapy as a lifeline
thrown to them when they were struggling in turbulent waters.

4.2 Couple No. 2

Hanan and Amira, both divorced, are living together in Amira’s house, along with
her teenage children from a former marriage. Both come from an ultra-Orthodox
background but have become secular and now lead free and even somewhat adven-
turous lives. They are veterans of couple therapy, as we have gone together through
periods of crisis, loss of trust in the wake of Hanan’s one-time infidelity, Amira’s
extreme mood swings and post-traumatic stress symptoms, and very challenging
struggles with various financial and legal difficulties. The relationship with children
from each spouse’s previous marriages also required dealing with great complexities.
The therapeutic relationship is strong, and they persevere in treatment despite the
numerous upheavals they go through. The COVID-19 pandemic found them after
another crisis that has caused emotional and physical distance between them.

With them, too, I found myself in the first Zoom meeting suddenly transported
into their bedroom, as, according to them, it is the only room where they can close
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the door and talk privately. After I recaptured my balance, we continued the couple’s
work, which surprisingly progressed more easily than before.

Contrary to expectations, Amira’s anxiety was not aggravated by the blocking of
her efforts to find work due to COVID-19. In fact, she reported a feeling of calm and
release, as there is nothing to rush for or try; everything is closed, and you can sleep
and wake up whenever it is convenient. As unemployed due to COVID-19, she also
became eligible for help from various organizations. Interestingly, contrary to what
happens in many families, I did not hear complaints about dealing with her teenage
children. Both of them reported that the children are enjoying the “vacation” and
keeping themselves occupied.

Recently, Hanan had been working night shifts at a home for the elderly. The
current situation unexpectedly provided more opportunities for Amira to spend time
with him. He says that now when he returns from work in the morning—everyone is
more available, and they also sleep part of the day, so opportunities for conversations
and spending time together without pressure are created.

Through Imago work in couple sessions via Zoom, new possibilities opened up,
and significant insights emerged—regarding the meaning of friendly and emotional
closeness versus sexual closeness and regarding the barriers that block their ability to
enjoy either tender or erotic touch.

With them too, I felt that the invitation to the bedroom constitutes, perhaps
unconsciously, an invitation to in-depth work in these areas. In fact, a breakthrough
occurred that allowed them to experience an enjoyable and more varied sexuality.
More trust was created, and a new place opened for emotional closeness and the
possibility of sharing experiences. The emotional connection among us also warmed
up, and I felt that despite our being physically in different locations, there was more
closeness in the meetings. For example, although they expressed that I missed the
face-to-face meetings, they were concerned about my safety, as, due to my age, I was
in a high-risk group. Amira says—I tell my friends, who are much younger, that I
have to protect my couple therapist’s safety, so we will continue online meetings until
COVID-19 passes.

The experience with both couples raises some questions for which I do not have a
well-grounded answer. What in this situation enabled this enhanced openness? True,
in both cases we were not talking about couples enclosed in isolation or full lockdown,
as at least one of the partners continues their usual work habits. Couple No. 2 was also
not very strict about social distancing, in line with their permissive lifestyle in many
areas, so they also did not reach “cabin fever,” the feeling of suffocation from the
forced enclosure.

Is this then a stage in treatment that was bound to happen even without the
special conditions of online therapy? Or did the change in setting—the special form
of distance/closeness between the therapist and patients—enable or accelerate the
change? Did my flexibility as a therapist willingness to experiment with new forms of
contact, serve as a model for the couple to experiment with novel practices and try out
new skills?

In the last Zoom session with couple No. 2, which took place at a stage where there
was already the beginning of the opening up of the curfew and a gradual return to
regular everyday frameworks, Amira gave an interesting answer to this question.

She says, and Hanan nods his agreement—“These were the best months in our life in
recent years. The bonus we experienced is like we took this safe place that was your
room, and we brought the treatment home and even to bed, which is a bit stressful for
me but it is our place, and that’s a very big plus.”
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4.3 Couple No. 3

In presenting this couple, who started online therapy while being many miles
apart, I will also go into some principles of IRT that are based on Neuropsychological
studies.

Alon and Melissa started Imago couple therapy when they were situated in two
different countries. Melissa had returned to her country of origin and to her parental
family after a serious crisis in their relationship. Alon and Melissa are a couple in
their thirties, married several years ago, and had been planning to undergo fertility
treatments in Israel. However, Alon suddenly got cold feet and requested to halt the
process. Melissa was deeply hurt and decided to leave the country and their relation-
ship. Alon did not stop her. However, he started individual psychotherapy, and several
months later, having reached some insights into his own motivations and defenses, he
initiated couple therapy online, and Melissa agreed. The sessions were carried out in
the English language, although this is not the mother tongue for either the therapist
or clients, and it is the only common language for all. Despite these challenges, a
secure setting was gradually created for both spouses. They were asked to use time
in the session to recover cherished memories from the beginning of their romantic
relationship. Additionally, it was suggested that this crisis could serve as a welcome
opportunity for positive change and growth.

In the dialog Melissa expressed her frustration about Alon’s overdependence upon
his family of origin, by which she felt rejected—“We are in the backseat of our mar-
riage, we are not the driver.” In ensuing dialogs, Alon worked on his growing need to
become more independent, and shed the role of being the youngest child, pampered
but also managed and directed by his elders.

Two months into therapy Alon, decided to join Melissa in her own country, and
since, then the meetings continued in their apartment, with both sharing the same
computer screen. They usually sat close to each other on a sofa in their living room, and
as is my practice with all couples, they were instructed to face one another and not the
therapist on the screen, looking into each other’s eyes. Eye contact was shown by recent
advances in neuroscience to activate mirror neurons [16]. These neurons form part of
a larger circuit that enables a person to resonate with another person’ feelings through
the process of interoception [17, 18]. This resonance enables two persons to “feel felt”
by each other, though each retains a sense of differentiation [19]. As they were sitting
not too close to the camera, I could also see more of their bodies and their apartment
background, and sometimes, their cat joined our session, curling up close to Melissa.

As they began establishing their new life together as a couple, Alon started to voice
his anxiety about the impending IVF treatments. During their time in Israel, Alon
had grappled with confusion and anger, questioning why they could not conceive
naturally. He directed his frustration at nature, God, and fate. Alon was apprehensive
about the responsibilities ahead, particularly about providing emotional support to
Melissa throughout the complex and unpredictable IVF process.

At that time, he felt overwhelmed but was not accustomed to sharing his feelings,
so he had to escape. Now Melissa’s listening and validating him with true empathy
encouraged him in his personal development. Alon says “Even now there are fears, all
these stressing procedures we have to undergo, can I really become a father? but now I
want to cope, not to avoid dealing with all these challenges.”

As they became more proficient in the dialog and the relationship between them
warmed up, Melissa began expressing the pain she had experienced about Alon’s
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sudden change of heart. As Alon, on his part, listened, reflected, and validated her
feelings with deepening empathy, she could open up more, and we could relate her
disappointment in the marriage and her dramatic act of leaving the relationship and
the country to early wounding in her childhood and adolescence relationship with her
mother. Her separation anxiety, her questioning of her own worth, and her well-
entrenched defensive strategies of avoiding close relations all were now re-experi-
enced iz vivo in the couple’s relationship. These were topics that she had been working
on in individual therapy on and off for years before. However, working together with
Alon by means of IRT offered a new experience, a recurrent corrective emotional
experience [15, 20, 21]. In spite of the rigidity characteristic of painful memories,
brain research literature shows that the brain has a surprising degree of neuroplasti-
city, and the retelling and re-experiencing of painful memories in a different, secure,
loving atmosphere has the potential of reshaping memory traces, so the biochemical
synaptic signature in the brain is rewritten [22-24]. New neural connections in the
brain stabilize and thicken, so that perception of self and other changes, and novel
behavior patterns are established [15].

To help transform their fears into positive expectations, the therapist employed
another technique, of providing sentence stems for Melissa to complete. Therapist
says— “I can imagine myself holding my baby.” Melissa repeats and continues—
“he is warm, soft, smells good, I sense Alon sitting with me, holding us both, I
feel happy, secure”.. and so on. Appropriate sentence stems were also used with
Alon to help him visualize himself as a caring, responsible, and well-appreciated
father.

When they decided to take a break from therapy, Alon and Melissa were more
grounded in their relationship and more secure in each other’s love and support. They
have started IVF procedures and have been able to accept help from their families,
while concomitantly making their own decisions and plans.

5. Conclusion

The author’s experiences with these three couples illustrate the efficacy and poten-
tial of online Imago Relationship Therapy (IRT) in treating couples.

Despite technical challenges, these cases demonstrate that a productive therapeu-
tic relationship can develop online. Moreover, key IRT principles—such as focusing
on the “space between” and facilitating appreciative, empathetic dialog—can be
effectively actualized in a virtual setting.

Another significant advantage is the ability to provide such therapy to couples who
are geographically separated.

An unanticipated benefit emerged: the transfer of the safe, empathic communica-
tion space from the therapist’s office to the couple’s home environment. This shift in
setting facilitated surprisingly deep explorations of intimacy and trust issues within
the couple relationships.

Nevertheless, many therapists and couples feel that online therapy lacks what
Resnick and Resnick [25] aptly term the “animal presence,” inherent in sharing a
physical space. Therefore, I recommend that, wherever possible, at least the first
meeting, and occasional subsequent meetings be conducted offline, in the usual set-
ting. This could balance the benefits of online therapy with the advantages of face-to-
face interactions.
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Chapter 4

Perspective Chapter:
Presuppositions Psychiatrists
Must Make to Do Most Effective
Psychotherapy

Edmund G. Howe 11

Abstract

I explore here several presuppositions that therapists may make when they
conduct psychotherapy. These presuppositions often guide the interventions they
pursue. Yet, some presuppositions provide greater guidance than others, and some
do not always apply. Therapists must decide in these cases when to make critical
exceptions. Therapists pre-considering the presuppositions they are making and
which should allow exceptions may enable them to provide their patients with better
treatment. This piece presents eleven critical presuppositions that therapists should
pre-consider when treating their patients. Nine apply to their helping patients make
changes within themselves. Two apply to interactions that patients may have with
others. After presenting each presupposition, I shall provide a real case example illus-
trating its application. Finally, following each case example, I shall provide a succinct
summary of how therapists might best apply the presupposition in their clinical prac-
tice. This focus here is on presuppositions often not specifically identified. Therapists
recognizing these presuppositions explicitly and then more deeply considering them
should, it is hoped, increase therapists’ success with their patients.

Keywords: presuppositions, psychotherapy, humor, validation, vulnerability,
ambiguity

1. Introduction

Effective psychotherapy requires above all a safe, warm, and trusting patient/
therapist relationship [1]. Only then can patients maximally understand the deeper
meanings of their therapists’ interventions and respond maximally to them. When
this relationship is optimal, several different kinds of therapeutic endeavors may
then be most successful. Therapists usually, naturally, have the interpersonal
strengths to establish this necessary, more intimate bonding. Their desire to achieve
and experience this exceptional closeness with others is likely, of course, what
moves many to enter this field. There are, however, notwithstanding this likeli-
hood, numerous subtle, less self-evident ways in which therapists may particularly
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most enhance their having an optimal underlying relationship with their patients
and conversely, there are several ways, less obvious, in which they inadvertently
may impair it, sometimes even stripping their therapy of its efficacy in no more
than an ill-advised moment. Just one sentence that therapists speak, intended to
help, may affect some patients adversely. This especially may occur of course with
more fragile patients; however, this characteristic, “fragile”, is taken to apply. These
patients may exceptionally need their therapists to exercise forethought regard-
ing their presuppositions and as a result of these prior reflections have a greater
sensitivity to these patients’ more hidden emotional vulnerabilities. Therapists
identifying these risks better as a result of examining beforehand the presupposi-
tions underlying their practice may enable them to better avoid these unintended
mishaps.

In this chapter, therefore, I will present multiple presuppositions that may help
prevent this risk. I will do this in two main sections. The first section will involve
presuppositions that therapists should consider when they seek to help patients
make changes within themselves. The second will involve presuppositions regarding
interactions their patients have with others.

After I present each presupposition and discuss how it in general applies, I will fol-
low this with a real case illustrating how in practice this presupposition might apply.
I will then prior to going on to discuss the next presupposition put in a few sentences
in summary form the core of its essential clinical use, wording this summary as a
“take-home” key instruction. In instances in which a presupposition often already
made in clinical practice may be likely to be faulty and thus cause therapy to go awry,
I will suggest an alternative presupposition that therapists might use to replace this
suboptimal presupposition.

2. Presuppositions that involve patients changing themselves
2.1 There is some validity to every patient view

Many patients seeking psychotherapy fear being judged by their therapist. Their
having this fear is exceptionally plausible because they know that they may disclose in
their therapy past behaviors they regard still with shame. They may also not disclose
this fear, in part because they regard their having this fear as an additional ground on
which they should feel shame. It may be critical therefore for therapists to make clear
to their patients that they can expect them to fully respect both them and their views.
One way in which they can do this is to convey that they see and share their patients’
conviction that they have some valid basis for every view they have, illogical though
these patients’ view may be in its entirety when they first view it. Therapists should
convey this validity early on and ideally from the start of their interactions. Therapists
can point out this validity when they first hear it, and they can also then go beyond
this and note how they see this valid ground as both an insight and, more broadly,

a strength. Even if the therapist ca not see the validity of a patient’s view initially,
they should seek to discern this. Some valid aspects are always there. Their seeking to
discern this will itself convey to the patient their respect, thus increasing their trust.

An example illustrating this practice is how a therapist might approach parents
whose presenting problem is stress due to their having mentally and physically dis-
owned a teenage child after he informed them that he is gay. The optimal therapeutic
goal here may be for both these parents and this adolescent to be able to resume a
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mutually fulfilling and caring relationship with each other enjoyed prior to their child
sharing this.

The therapist’s initial goal is to gain these parents’ trust. This is particularly
important in this case because these parents may be anticipating that the therapist
will negatively judge them for disowning their son. An optimal way in which thera-
pists may approach overcoming their fear and gaining their trust is paradoxical. The
therapist may state initially that the therapist imagines that these parents responded
as strongly and adamantly as they have due to their exceptionally great love for their
child.

This may seem on its face problematic. Some may believe that therapists making
this statement will support and reinforce these parents responding as they have. The
therapist’s ultimate goal is, however, the opposite—to restore, if possible, this mutu-
ally caring relationship by first indicating to the pavents that the therapist values them.
The therapist’s doing this and forming an initial alliance in this way by perceiving or
inferring a positive quality within them and then relating this to them may make the
difference in whether or not in the end therapists succeed in achieving this goal.

Take-home presupposition: Patients always have some valid rationale underlying
what they think or feel, regardless of what this is. The therapists task is to identify
this validity and then communicate this. If therapists cannot see this validity, their
coming to see it is the first thing they should try to do. It may be only then that their
patients can see them as working together as if side by side and in a joint alliance.

2.2 Every weakness is at the same time a strength

Patients inevitably reveal in time some aspect of themselves that they regard as
a weakness that limits them. Often these patients compare themselves to others and
then find themselves lacking, relative to these others. An example here is their seeing
themselves as overly sensitive to slights because after they see themselves as having
been slighted, they hurt for an especially long time thereafter. They may recall this
slight painfully and obsess about it so much that this destroys the quality of their lives.

A presupposition that therapists might adopt generally and especially apply in
these cases is that every quality that the patient sees as a weakness—about which they
may be right—is at this same time also in some way a strength. This may be the case,
even if throughout the patient’s whole life, they have never seen this quality in this
positive way. It, to them, may always have remained hidden.

An example here is the tendency noted above, they are having a heightened
sensitivity to real and perceived slights. Their exceptional sensitivity is at this same
time, likely, a profound, perhaps innate gift and asset. It may allow them, more than
most other people to pick up on when others feel hurt, even just slightly, and for only
an instant, when others lack the capacity they have to perceive this. This exceptional
sensitivity to their own and others’ emotions could then enable these patients to be
remarkably effective therapists, especially, perhaps, to patients who especially need
therapists who can recognize when they are hurting and do not voice this themselves.
Such manifestations of more subtle signs of hurting may be no more, for instance,
than their casting their eyes downward for no more than a fraction of a second.
Therapists can point then how what this patient has always seen as only a liability
is also a strength, thus reframing this liability in a different way such that now such
patient can view their exceptional sensitivity not with shame but with pride.

Take-home presupposition: Every weakness is at the same time a strength.
Therapists can and should always imagine and share this with their patients.
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Therapists can even add that they believe these qualities are innate and thus that they
regard them and other people who like them have this asset as lucky to have been born
with this strength.

2.3 Encourage patients to cherish their vulnerabilities

We are all in many ways far from perfect. We tend then often to seek to hide what
we see as our vulnerabilities from others. We also may unintentionally tend to hide
these limitations from ourselves by consciously or unconsciously denying them. Both
endeavors may require quite an effort. We, as our patients, may even make up false-
hoods to hide from others our vulnerabilities. We may particularly do this with loved
ones because we care most about how they regard us. Therapists may then again go
the opposite way and encourage patients to accept their vulnerabilities and indeed
even cherish them as part of who and how they uniquely are.

I think here of a patient most vulnerable to panic attacks that could come on at
any time but especially when he was in crowded places. His son then went away to
college and this patient, his father, shortly afterward drove alone for the first time to
visit his son there. His son asked him to join him and some friends to have dinner in a
restaurant. This father was afraid, however, that in this setting he would have a panic
attack and thus told his son that he was too tired to go from his long drive. He wanted
his son, he said, to see him only as a strong father in every way.

We in therapy discussed as an alternative his being open with his son about this
vulnerability and, as well, his accepting this about himself and accepting himself just
as he is. We all, we discussed, have facets of ourselves that we see as suboptimal. These
qualities may make us feel more vulnerable. We still can accept and cherish, though,
that this is how we are. Thus, by acknowledging that he had panic attacks to his son,
he could also model for him how he, too, could accept and even cherish himself just
as he is. We hope and strive to love our children unconditionally, we agreed. We can
thus strive, too, to love ourselves in this way. This includes our accepting our vulner-
abilities as who we uniquely are.

Take-home presupposition: Our vulnerabilities are part of who are. We need not
seek to hide them from others. Rather, we can acknowledge them openly even to those
whom we love most.

2.4 Do not understate how patients hurt

Patients often experience discomfort that to them is nothing short of profound
pain. Often the extent of their pain cannot be easily imagined. A question often
difficult for therapists is what words to use when referring to patients’ pain. Some
may believe that patients’ pain in some cases is, likely, less than it is and thus that the
patient is exaggerating it when they report it. This may be the case. Some patients
embellish. They may have a flair for the dramatic and, sadly, then also, lose credibility
with others because they overstate their troubles. This is then an issue that therapists
should sometimes address, and how they do this may be most challenging because
even just raising this possibility may to these patients question how they see them-
selves and are.

Therapists may fear that their using the word “pain” may reinforce patients’
pain. If, then, therapists not only underestimate patients’ pain but also refer to it as
“discomfort”, not pain, they may, due to their doing this, lose patients’ trust. This is an

48



Perspective Chapter: Presuppositions Psychiatrists Must Make to Do Most Effective Psychotherapy
DOI: http://dx.doi.org/10.5772/intechopen.1006961

example of how just one wrong word can undo therapists’ credibility, a possibility I
alluded to previously.

They alternatively, however, may speak of patients’ pain as “pain’, despite their
fear, to retain patients’ trust. More generally, of course, for this same reason, there
is much to be said for therapists using the same words patients use when describing
their symptoms. This does not risk their patients feeling trivialized, talked down to,
or disrespected.

Take-home presupposition: Patients may have what they experience or take to be
severe pain. When therapists are in doubt and think this pain is more likely to be just
discomfort, they should use the word “pain”, not “discomfort”, regardless. They may
fear that their doing this will reinforce these patients’ pain, but therapists’ not risking
losing their patients’ trust is more important.

2.5 Anticipate ambiguity

Much of what we say has ambiguity. This is the nature of words. The possibili-
ties of patients hearing what we do not mean lie far beyond what we can within
ourselves, in advance, always imagine [2]. This possibility is illustrated by a therapist
who said simply, “What can I do for you,” a not uncommon, introductory comment.
The patient, misinterpreting this therapist’s intent in his own, idiosyncratic way,
responded with hostility. “How should I know?” he retorted. “You're the therapist!”
That is, even everyday comments may have other plausible, adverse interpretations.
Every statement conveying that a glass is half full, using this as a generic example,
also conveys that the glass is half empty, a possible absence that, metaphorically
speaking, a patient may not want to hear.

Therapists can avoid or limit this risk of patients seeing latent criticism or disap-
proval in what therapists say by seeking to anticipate this risk and if identifying
such a second meaning, sharing this with patients beforehand and clarifying what
the therapist does not mean prior to saying it. A tragic example of how one therapist’s
not doing this may have caused profound harm is the following: This therapist had
just attended a session on medical ethics that emphasized the importance of provid-
ers fully informing patients so that they can then best exercise their autonomy. He
feared that a patient who had to remain always in a hospital to survive due to her
illness might not know that she could refuse further life-maintaining treatment. He
told her therefore that she could free her family from coming to see her so that they
could then go on with their lives by refusing life-prolonging interventions if she
wanted to. His intent was, though, not to suggest this. It was just to be sure that she
knew this.

She and all her family had been happy with their lives, all said emphatically, prior
to this time. She declined further treatment the next day and died.

Take-home presupposition: Seek to identify in advance all statements one will
make that could have toxic ambiguity. When this is the case, share this awareness
with the patient and clarify the meaning one intends and the meaning one does not.
If patients hear a toxic ambiguity that the therapist has not pre-recognized, seek to
recognize any signs of the patient feeling hurt, inquire as to why, and once under-
standing this, apologize. Say here not “I am sorry you felt hurt,” but “I am sorry I hurt
you?” The former fails to recognize yourself as the “hurter”. The latter recognizes and
owns up to the fact that it was you who caused the hurt even though you did not mean
to. By doing this, you avoid presenting a second possible ambiguity—that the patient’s
feeling hurt was another product of the patient’s emotional illness.
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2.6 Spot and note for patients whenever they make excuses

Patients often set up for themselves standards that are impossible to meet. They
may reveal this by regularly adding mitigating excuses when they report with guilt
things they have done or did not do that they believe they should not have or should
have done. “I did this and it was wrong. But I was depressed at the time,” they might,
for example, say—all in an attempt to reduce their shame and self-blame. Therapists
might best remain alert to this at all times, because each time patients make for
themselves an excuse and this goes unchallenged, the presupposition that underlies
their doing this is strengthened, reinforced, and harder for them, thereafter, even
with the help of their therapist, to reverse. Their erroneous presupposition is that they
should not make mistakes, as opposed to their noting and again accepting that they
will always do things they later regret because we are imperfect humans.

Therapists optimally may tell them then that their goal for themselves rather than
making repeated excuses should be to accept in advance that they will always make
mistakes and not at these times make excuses for themselves. Rather, they do what
they can to make amends and, if appropriate, apologize.

Take-home presupposition: Interrupt patients on the spot whenever they self-
excuse. Note why you are interrupting, namely, to catch the patient’s excuse-making
while this is hot and they can recall it. Apologize for the connotative hurt of inter-
rupting, but state that to help the patient, they believe that they have no other choice.
Share with these patients that their continuing to make up excuses for not living up to
standards they cannot meet will only increase their ongoing practice of heaping onto
themselves unwarranted guilt. Rather, they can say as they recognize their doing this
that they are only human, and thus need not make excuses for what they have done
and will continue to do.

2.7 Tell stories

There are of course many ways to do therapy, but for patients more fragile, again,
howsoever defined, therapists telling stories that have therapeutic insights embedded
within them may be particularly beneficial. Patients may see within these stories what
they need to know whereas if the therapist says this directly, the patient’s emotional
defenses may block them from understanding and then “getting” what they most
need to know [3]. A paradigmatic message they may not be able to get from straight-
forward explanations, for example, is that they have, already within themselves, the
capacity to transcend their present difficulties. If the therapist says this directly, the
patient may merely dismiss this as their therapist’s just saying this when the therapist
does not know how truly impaired, they are. They, in addition to inferring this, may
then also lose some trust in their therapist.

I learned this story-telling approach firsthand from Milton Erickson in his house
in Phoenix long ago. He pioneered the use of conversational suggestion and indirect
hypnosis [4]. As a result, there is now still an annual convention at which therapists
present each year new therapeutic approaches some therapists among them have
developed that are built on his early work. In addition to learning from him with a
group, I saw him once individually in his living room in my twenties. He believed, I
believe, that the best use of this time for me would be for him to tell me a story. Thus,
he told me about a young man, my age, who had gotten in all sorts of trouble with
the law until he fell in love with a woman. Then, over time, bit by bit, he did better,
eventually becoming a respected mayor in his small city. Erickson did not know
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much about me then, but he imagined, I suspect, that this story would unconsciously
benefit me by conveying to me through this story how I, too, could succeed regardless
of where I was then when I saw him.

I have adopted this same practice of telling a story when one occurs to me and this
seems possibly optimal. I feel secure enough in doing this that when medical students
shadow me doing therapy, I may even then ask them if they know a story involving
themselves or someone else that relates to the patient’s circumstances—Ilike that of a
person being able to prevail at least somewhat and go on after having a life-shattering
experience. One student shared a story involving her mother. Her mother had had
breast cancer and then had a bilateral mastectomy. She said thereafter, her daughter
reported, that this was not so bad because she “had little there to begin with,” laugh-
ing with her daughter as she said this. This story, I believe, based on the later report of
the patient she was shadowing, inspired him. It moved him, he said, to imagine that
he, too, could cope better with the harm he had undergone.

Take-home presupposition: Share stories regarding oneself or others. Say in
advance why you are doing this so the patient does not misconstrue your presupposi-
tions. In the above example of the medical student shadowing, for example, you do
not intend to imply that the patient can and thus should do better. You are offering it
merely because the patient may get something out of it though you can not know in
advance what this might be. You can not predict this.

2.8 Risk using humor

Humor is risky. All humor may of course rest on some underlying reality that
poses some kind of amusing irony or rests upon some laugh-inducing inconsistency.
This is what makes humor funny. This irony and/or another factor that tends to evoke
laughter may however at this same time pose risks. The patient is for example hurting.
Thus, the therapist’s using humor at this time may to the patient be insensitive. Yet,
humor can provide also both a different and greater perspective on what the patient
is experiencing. This new insight may provide greater meaning to patients regarding
both their symptoms and their lives [5, 6]. Victor Frankel pointed this out after he
had lost several people he most loved and had been himself in a concentration camp.
He later developed a new approach to psychotherapy called logotherapy. This therapy
focuses on the meaning patients find in their lives. He emphasized here the singular
gains also of using humor [7].

Therapists can most safely use humor by laughing at themselves. Here, a risk exists
also. Therapists may risk their patients, due to their therapists’ poking fun at them-
selves seeing them as being less competent and possibly insufficiently competent than
to be able to successfully treat them. Patients may also see their therapist using humor
as insensitive as stated above. Here, though, therapists may reduce this risk by asking
patients before using humor whether this would be something these patients would
welcome and want.

This use may too deepen the patient/therapist relationship. I recall as an example
atime I laughed at myself telling a patient that though I had just called him over the
phone I had misplaced his number during our conversation. I asked him then whether
he could give it to me again. He then responded as if giving me a gift by asking me if
I knew how to best hammer in a nail. I said I did not know this. He then told me that
you tap it in just slightly at first and only then hammer it fully in.

The best end result of using humor I believe is patients becoming willing to poke
fun at their therapists. This outcome implies, of course, a prerequisite degree of
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shared, felt equality, which is I would propose an inherit goal that should underly all
therapy. This goal is for all patients and therapists to always be aware that while they
are interacting in a mutually agreed upon role at the time, once outside that role they
are both equal human beings, facing, for example, together, upcoming death.

I with one patient for example had at an earlier time helped him obtain an
appointment with another medical provider because he was exceptionally suffering
and needed this. I should note here before proceeding that what I did here, using my
professional identity to seek exceptional care for this patient some would find ethi-
cally problematic. I in any case asked this same patient again at a subsequent time
whether he would like me to do this for the same reason. Again. He said, “No thanks,
I'll keep trying myself for a bit, but if I do not succeed, I'll sic you on him again!” He
laughed as he said this, fully aware that he was then poking fun at me.

Take-home presupposition: Consider using humor when this possibility arises.
Consider then also, if thinking of using humor, of also asking these patients before-
hand if this would or would not be something they would want. Appreciate that
humor may be among the most healing of interventions and this may, too, enhance
therapists’ relationships with patients.

2.9 Discuss religion if and when patients want this

We as a profession are sometimes cautioned and counseled to not discuss religion
with patients, but rather, to refer patients wanting to discuss religion to clergyper-
sons. They, after all, have expertise in their religion’s views, and they, too, have special
training in how best to discuss this. I have found, however, contrary to this advice,
as have some others, that my discussing patients’ religious concerns with them when
they raise these during psychotherapy may benefit them and, again, the relationship
immensely [8]. Explicitly or implicitly in some way rejecting these discussions risks,
I believe, on the other hand, patients perceiving this as an emotional rejection. They
may view their religious beliefs as what makes them who they are.

I discovered this for the first time when I was teaching a patient a meditation
technique. I asked her to envision her being at a place like a beach on which she could
feel relaxed. To my surprise, she closed her eyes, relaxed for a bit and then told me
that she had imagined the Virgin Mary holding and comforting her. I afterward
suggested she enhance her experience using all her senses. She then imagined Mary
whispering caring thoughts and even giving her peppermint life savers to taste and
swallow.

This patient thereafter repeatedly shared her fears as of being beset by the devil,
what had triggered these fears and how they left her even thinking of ending her life
to escape them. Our discussing this openly helped her, I believe, to no longer have
these fears to at least this extent over time. I have come too to discuss her religious
beliefs with her for positive gains. She is exceptionally, for example, altruistic. I
have said at times that I believe her caring for others is what Jesus would want. I also
introduced her belief in Jesus when she feels wronged by others due to no fault of her
own. She would obsess and painfully feel this thereafter. I would suggest after we
looked at this together to see if there was any way she too was at fault that Jesus had
been so wronged too. This enabled her it seemed to find the pain of others’ wronging
her more bearable and made it persist for a much shorter time.

Take-home presupposition: Do not invariably shy away from discussing religion.
Again, therapists may ask, “Would you like us to discuss the religious concerns you
just noted or would you prefer discussing this with a clergy person?” Even just asking
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patients this question could, of course, to a degree place them in a bind. They might
find it hard to say, “No, I'd prefer to discuss this with a clergyperson.” Therapists
might therefore add, “Either is just fine with me. Patients differ.” This may make it
easier for patients to decline.

3. Presuppositions regarding patients interacting with others
3.1 Instruct patients not to say “you should...”

The word “should” in any context is likely to cause and evoke an oppositional
response. Patients may use this word in regard to themselves, on one hand, to capture
and expressing their personal aspirations and, on the other, more ominously to blame
themselves after they have done or not done something that they believe they should
have. This self-blaming outcome from looking back is always plausible. It thus can be
most self-destructive. This source of shame is ever present because retrospectively we
can always see past options we could have taken but did not or did not see at the time.
A heart-breaking example of this can always occur after a loved one has committed
suicide. We could have called, could have called earlier or could have taken innumer-
able steps that could have possibly altered this outcome.

Similarly, if we say “should” to others, this may be destructive as well. Others may
feel berated. If referring to the past, the range of negative judgments is again limitless.
Saying others should have always places them on guard. Some reflexively judge. They
may think and say, for example, routinely after another speaks, “It is good that you
did that.” The obverse implication of this, this other may not miss. The person who
just made this judgment of good would next time be that they did something bad.
People who judge may do this compulsively.

If then one’s patient does judge others reflexively, this compulsive proclivity may
result in others self-protectively distancing themselves from these patients. They
may do this regardless of how they appear. These patients may never know or even
imagine this. Their therapists must, then, alert them to this. If they do not, perhaps
no one will.

Take-home presupposition: Presume that all expressions and even shielded refer-
ences to a should are toxic whether patients use this word against themselves or to
judge others. Patients may not know that this offends others or that their doing this
keeps others at a distance and in this way decreases the quality of their lives.

Some people speak a native foreign language that has endings that convey an
imperative. Translating their native language, they may too tell others what they
should do. Therapists seeing such patients may want them too to inquire about this.

3.2 Give priority to others’ emotions over ethics

People find sacred their personal moral views. They may see these as part of who
they are. Thus, when ethical issues arise that affect patients, therapists then may want
to support them by supporting their ethics. This may, though, be a mistake. People
imposing on others their own ethics may result in these others again severing their
relationships with them. These others may be the most precious to them. Therapists
should therefore forewarn their patients of this risk, ideally, prior to their patients
conveying their moral views when they have not been asked and as a result, losing
these others’ love irreversibly. Also.
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Their criticizing family members whom they most love may, for example, have
these disastrous endings. I think here of grandparents visiting their adult children,
now also parents themselves, and telling these parents that with their grandchildren
they are too strict or lax. Their criticisms may range most widely. They may include,
for example, that these parents, their own children, are not inculcating their children
with religion enough. Grandparents doing this whenever they visit may find to their
dismay, even horror that they are no longer invited as much.

Therapists should forewarn these patients therefore that when they critique their
children’s ways of raising their grandchildren, they might prioritize not offend-
ing their adult children emotionally over telling them what they believe for their
grandchildren is right. Therapists may extend this advice then to all persons. Others
too may feel in response hurt and anger, but not share this but withdraw from the
relationship. Patients should know this and why. They should know that our emotions
tend to respond more quickly and strongly and thus are likely to most often prevail.

Take-home presupposition: Alert patients to the reality that people do not take
advice nor criticism easily—at least unless they have asked for it. In this sense, therapy
is misleading, People want help, then their therapists help. They want them to tell
them, hopefully, most gently, what they are doing wrong.

This is the opposite of how everyday relationships work. Grandparents could risk
saying, as gently as they can, “Would you want me to share with you a thought I have
regarding how you might parent better?” Grandparents sharing just this may, how-
ever, be much too much. This may be a tough pill for grandparents to swallow. The
challenge in these cases, they should also know, is to do what is least bad as opposed to
what they see as being best.

4, Conclusion

When therapists conduct therapy, they are often guided by multiple presup-
positions. Some of these they may be aware of. Others, they may not. Some of these
presuppositions may also be more helpful than others. Some may though also in
exceptional cases do harm.

This chapter highlights key, sometimes unrecognized presuppositions that
therapists may or may not tend to follow. Therapists knowing and reflecting on all
these presuppositions ideally before they apply them may hopefully enhance their
success. The presuppositions here recognized and discussed are generally those less
self-evident but take-home synopses are provided nonetheless to assist therapists in
applying them.

Conflicts of interest

The author declares no conflict of interest.

Disclaimer

The opinions and assertions expressed herein are those of the author(s) and do
not reflect the official policy or position of the Uniformed Services University of the
Health Sciences or the Department of Defense.” Neither I nor my family members

54



Perspective Chapter: Presuppositions Psychiatrists Must Make to Do Most Effective Psychotherapy
DOI: http://dx.doi.org/10.5772/intechopen.1006961

have a financial interest in any commercial product, service, or organization provid-
ing financial support for this research. References to non-Federal entities or products
do not constitute or imply a Department of Defense or Uniformed Services University
of the Health Sciences endorsement. This work was prepared by a military or civil-
ian employee of the US Government as part of the individual’s official duties and
therefore is in the public domain and does not possess copyright protection (public
domain information may be freely distributed and copied; however, as a courtesy it is
requested that the Uniformed Services University and the author be given an appro-
priate acknowledgement).

Author details

Edmund G. Howe III

Center for the Study of Traumatic Stress, Uniformed Services University, Walter Reed
National Military Medical Center, Bethesda, Maryland, USA

*Address all correspondence to: edmund.howe @usuhs.edu

IntechOpen

© 2024 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms of
the Creative Commons Attribution License (http://creativecommons.org/licenses/by/4.0),
which permits unrestricted use, distribution, and reproduction in any medium, provided

the original work is properly cited.

55



Psychotherapy in the Third Millennium — Cross-Cutting Themes and Proposals for Reflection

References

[1] Podolan M, Gelo OCG. The
functions of safety in psychotherapy:
An integrative theoretical perspective
across therapeutic schools. Clinical
Neuropsychiatry. 2023;20(3):193-204.
DOI: 10.36131/cnfioritieditore20230304

[2] Everaert J. Interpretation of ambiguity
in depression. Current Opinion in
Psychology. 2021;41:9-14. DOI: 10.1016/j.
copsyc.2021.01.003

[3] Kabrel M, Tulver K, Aru]J. The
journey within: Mental navigation as
anovel framework for understanding
psychotherapeutic transformation. BMC
Psychiatry. 2024;24(1):91. DOI: 10.1186/
s12888-024-05522-8

[4] Fabre RC. Ericksonian family
constellation work with metaphoric
objects: Discussion and illustration.
The International Journal of Clinical
and Experimental Hypnosis.
2020;68(4):483-492. DOI:
10.1080/00207144.2020.1802734

[5] Sarink FSM, Garcia-Montes JM.
Humor interventions in psychotherapy
and their effect on levels of depression
and anxiety in adult clients, a systematic
review. Frontiers in Psychiatry.
2023;13:1049476. DOI: 10.3389/
fpsyt.2022.1049476

(6] Berger P, Bitsch F,

Falkenberg I. Humor in psychiatry:
Lessons from neuroscience,
psychopathology, and treatment
research. Frontiers in Psychiatry.
2021;12:681903. DOI: 10.3389/
fpsyt.2021.681903

[7]1 Bushkin H, van Niekerk R, Stroud L.
Searching for meaning in chaos: Viktor
Frankl's story. Europe's Journal of
Psychology. 2021;17(3):233-242.

56

Published 2021 Aug 31. DOI: 10.5964/
ejop.5439

[8] Captari LE, Hook JN, Hoyt W,
Davis DE, McElroy-Heltzel SE,
Worthington Jr EL. Integrating clients’
religion and spirituality within
psychotherapy: A comprehensive meta-
analysis. Journal of Clinical Psychology.
Nov 2018;74(11):1938-1951



Chapter 5

Perspective Chapter: Psychological
Capacity — A Key Factor in Mental
Health Disorders

Abdullah AlKhathami

Abstract

Psychological capacity encompasses cognitive, emotional, behavioral, social,
motivational, and coping abilities crucial for effective functioning and well-being.
These capacities play a pivotal role in mental health, influencing resilience, self-
efficacy, and overall psychological stability. Theoretical frameworks like cognitive
processing, emotional intelligence, and resilience theory explain how individuals
harness these capacities to manage stress and adapt to challenges. Psychological
capacity is influenced by biological, environmental, and social factors, and its com-
pression can lead to increased vulnerability to mental health disorders, such as
depression and anxiety. Enhancing psychological capacity through targeted
interventions—ranging from cognitive-behavioral therapy to lifestyle adjustments—
can improve resilience and mental health outcomes. Recognizing early warning
signs of psychological capacity compression and understanding its interaction
with mental health disturbances are critical for timely intervention. Integrating
pharmacological and non-pharmacological strategies, alongside regular medical
consultations, can provide comprehensive management of psychological stress
and enhance overall well-being. The Root and Branches Theory underscores the
importance of addressing the root causes of psychological capacity compression
to alleviate symptoms of mental distress, promoting a holistic approach to mental
health care.

Keywords: psychological capacity, mental health, stress management, root and
branches theory, well-being

1. Introduction

Psychological capacity, a multifaceted concept, encompasses an individual’s cog-
nitive, emotional, behavioral, social, motivational, and coping abilities. These capaci-
ties are fundamental to adaptive functioning and overall well-being, enabling
individuals to perform cognitive tasks, regulate emotions, and manage interpersonal
interactions effectively [1]. Cognitive functions, such as memory, attention, problem-
solving, and decision-making, are crucial components of psychological capacity,
influencing how individuals learn and reason [2]. Emotional intelligence, including
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self-awareness, empathy, and emotional regulation, plays a significant role in manag-
ing social interactions and personal well-being [3].

The importance of psychological capacity extends to behavioral aspects like
self-control, adaptability, and resilience, which help individuals navigate stress
and adversity. Social capacities, including interpersonal and communication
skills, are essential for building supportive relationships and resolving conflicts.
Motivational capacities, such as goal setting, intrinsic motivation, and
self-efficacy, drive personal and professional achievements. Coping capacities,
involving stress management and problem-solving skills, are vital for maintaining
mental health.

Understanding the theoretical frameworks that explain psychological
capacity is crucial for developing effective interventions. These frameworks
include cognitive theories, emotional intelligence theory, resilience theory,
social cognitive theory, and self-determination theory, among others. Each provides
insights into how individuals harness their capacities to manage stress and enhance
well-being.

Psychological capacity is influenced by a range of factors, including biological,
environmental, and social elements. These factors can either enhance or compress
psychological capacity, affecting an individual’s ability to cope with stress and main-
tain mental health. Chronic stress, adverse childhood experiences, lack of social sup-
port, and physical health problems are among the factors that can compress
psychological capacity, leading to increased vulnerability to mental health disorders,
such as depression and anxiety.

Enhancing psychological capacity through targeted interventions can improve
resilience and mental health outcomes. These interventions include cognitive-
behavioral therapy, mindfulness-based stress reduction, lifestyle adjustments, and
building social support. Recognizing early warning signs of psychological capacity
compression and understanding its interaction with mental health disturbances are
critical for timely intervention [4-6].

The Root and Branches Theory offers a holistic approach to addressing psycholog-
ical capacity compression, emphasizing the need to focus on root causes rather than
merely managing symptoms. By enhancing overall psychological resilience and bal-
ance, individuals can achieve better mental health and well-being. This manuscript
explores the components, influences, and interventions related to psychological
capacity, providing a comprehensive understanding of its critical role in mental

health.

2. Understanding psychological capacity
2.1 Introduction

Psychological capacity refers to an individual’s mental abilities to perform cogni-
tive tasks, regulate emotions, and manage social interactions. It includes cognitive
functions like memory, attention, problem-solving, and decision-making, as well as
emotional and social intelligence. This capacity is crucial for coping with stress,
adaptive functioning, and personal well-being. It also supports intellectual function-
ing, including learning, reasoning, and problem-solving. Mental health, in contrast, is
a state of well-being where individuals realize their potential, manage life stresses,
work productively, and contribute to society [2].
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2.2 Psychological capacity components
2.2.1 Psychological capacity has six components

Cognitive capacity: Cognitive capacity includes attention, memory, executive
functioning, and perception. Attention enables focus on tasks, while memory involves
storing and recalling information. Executive functioning refers to higher-level
processes like planning and decision-making. Perception helps interpret sensory
information [6, 7].

Emotional capacity: Emotional capacity includes emotional regulation, self-
awareness, and empathy. Emotional regulation allows healthy management of
emotions, self-awareness involves understanding one’s own feelings and traits, and
empathy is the ability to understand and share others’ emotions [4-8].

Behavioral capacity: This text covers self-control, adaptability, and resilience. Self-
control involves regulating behavior and impulses, adaptability is the ability to adjust
to changes, and resilience is the capacity to recover from stress and setbacks [9].

Social capacity: Social capacity comprises interpersonal skills, communication
skills, and conflict resolution. Interpersonal skills facilitate effective interaction with
others, communication skills ensure clear expression of thoughts and needs, and
conflict resolution involves managing disputes constructively [10].

Motivational capacity: Motivational capacity includes goal setting, intrinsic moti-
vation, and self-efficacy. Goal setting involves pursuing personal and professional
goals, intrinsic motivation refers to engaging in activities for personal satisfaction, and
self-efficacy is the belief in one’s ability to succeed [11].

Coping components: Coping components include stress management, problem-
solving skills, and support seeking. Stress management involves strategies to handle
stress, problem-solving skills help resolve complex issues, and support seeking refers
to reaching out for help when needed. These components are shown in Table 1.

2.3 Link between psychological capacity and well-being

Psychological capacity, which includes resilience, self-efficacy, coping mecha-
nisms, and emotional regulation, is crucial for well-being. Resilience helps individuals
recover from adversity, while self-efficacy boosts confidence and promotes better
mental health. Effective coping strategies reduce stress, and emotional regulation
ensures emotional stability, all of which enhance well-being. Additionally, psycholog-
ical capacity significantly impacts resilience, enabling individuals to adapt to stress

Component Description

Cognitive Capacity Attention, memory, executive functioning, and perception

Emotional Capacity Emotional regulation, self-awareness, and empathy

Behavioral Capacity Self-control, adaptability, and resilience

Social Capacity Interpersonal skills, communication skills, and conflict resolution

Motivational Capacity Goal setting, intrinsic motivation, and self-efficacy

Coping Capacity Stress management, problem-solving skills, and support seeking
Table 1.

Psychological capacity components.
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and challenges. Strengthening psychological capacity through interventions that pro-
mote self-efficacy, optimism, and hope can improve resilience, highlighting the
importance of psychological resources in maintaining well-being.

3. Psychological capacity compression
3.1 Causes of psychological capacity compression

Psychological capacity compression refers to the diminishing ability of individuals
to manage psychological stressors and maintain mental well-being. Various factors

contribute to this phenomenon, often intersecting and compounding the effects, as
shown in Table 2.

3.2 Psychological capacity compression impacts

Psychological capacity compression can negatively impact various competencies.
Here’s how each of the competencies might be affected:

3.2.1 Cognitive functioning
* Memory: Compressed psychological capacity can lead to difficulties in retaining
and recalling information, which can affect both short-term and long-term

memory.

* Attention: Sustained attention and the ability to focus on tasks may be impaired,
leading to distractibility and reduced productivity.

* Problem-solving: The ability to think clearly and solve problems logically can be
hindered, resulting in slower processing speed and ineffective decision-making.

Cause Description

Chronic Stress Prolonged exposure to stressors, leading to diminished psychological
resilience and coping capacity [12].

Socioeconomic Factors Lower socioeconomic status associated with increased stressors, such as
financial instability, lack of access to health care, and educational
disadvantages, which can compress psychological capacity [13].

Environmental Factors Exposure to adverse environmental conditions, such as noise pollution,
overcrowding, and poor living conditions, can contribute to stress and
cognitive disruption affect psychological capacity negatively [14].

Trauma and Adverse Early exposure to trauma resulting in long-term mental health issues and
Childhood Experiences reduced resilience [15].
Lack of Social Support Social support is a critical buffer against stress. The absence of a supportive

social network can lead to exacerbating stress and reducing mental
resilience, feelings of isolation and helplessness [16].

Physical Health Problems Chronic physical health issues increasing psychological stress and
decreasing coping ability [17].

Table 2.
Causes of psychological capacity compression.
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* Decision-making: Under stress, decision-making may become more impulsive or
indecisive, with a tendency to avoid complex choices or rely on less optimal
solutions.

3.2.2 Emotional regulation

The ability to manage and respond to emotional experiences may be
compromised, leading to increased vulnerability to emotional outbursts, mood
swings, or emotional numbness. This can result in heightened sensitivity to stress,
anxiety, or depression.

3.2.3 Behawvioral control

Compressed psychological capacity can impair self-control, making it difficult to
manage impulses and resist harmful behaviors. This may lead to increased risk-taking,
trouble maintaining routines, and reliance on unhealthy coping strategies like sub-
stance use.

3.2.4 Social skills

The ability to interact and communicate effectively with others may decline,
leading to social withdrawal, misunderstandings, or conflicts in relationships. It con-
tributes to isolation or loneliness, further exacerbating psychological stress.

3.3 Protective vs. risk factors for psychological capacity stress (compression)

Psychological capacity, comprising cognitive, emotional, and social resources, is
essential for handling challenges. It can be strengthened by protective factors like
social support and positive coping, or compressed by risk factors like stress and
trauma. Recognizing these influences is key to developing interventions that boost
capacity and improve mental well-being [18], as shown in Table 3.

Factor type Protective factors Risk factors

Biological Genetic resilience, brain plasticity ~ Family history of mental health disorders,

Factors neurotransmitter imbalances

Psychological Emotional regulation, cognitive Difficulty in managing emotions, negative

Factors flexibility thinking patterns

Behavioral Healthy coping mechanisms, Maladaptive behaviors, substance abuse

Factors regular exercise

Social Factors Strong social support, effective Social isolation, poor communication skills
communication

Environmental Stable environment, access to Exposure to violence, lack of access to resources

Factors resources

Table 3.

Protective vs. risk factors for psychological capacity.
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4. Early warning signs and symptoms of psychological capacity
compression

Recognizing early signs of psychological capacity compression is key to identifying
stress and mental health struggles. Early intervention can prevent worsening and
improve outcomes, as shown in Table 4.

Recognizing these signs early is vital for intervention and support. If someone is
exhibiting these symptoms, it is important to seek help from a mental health profes-
sional to address these issues promptly and effectively.

5. Psychological capacity compression is the root of depression and
anxiety types “the root and branches theory”

5.1 Psychological capacity stress (compression)

When psychological capacity is compressed, it can lead to dysregulation in the
body’s hormonal balance, particularly involving adrenaline, cortisol, and happiness
hormones like serotonin, dopamine, and endorphins [19]. This is illustrated in
Figure 1.

5.2 Link psychological capacity compression and hormonal changes

1. Hypothalamic-pituitary-adrenal (HPA) axis: Chronic stress activates the
hypothalamic-pituitary-adrenal axis, causing prolonged cortisol release, which
disrupts the balance of adrenaline and happiness hormones [20].

2. Neuroplasticity: Stress impairs brain plasticity, affecting mood-regulating areas
like the prefrontal cortex, which hampers the production of happiness
hormones [21].

3.Inflammation: Chronic stress induces inflammation, reducing serotonin and
dopamine levels, contributing to mood disorders [22].

4. Behavioral changes: Psychological capacity compression often leads to unhealthy
behaviors (poor diet, lack of exercise, and substance abuse), further disrupting
hormonal balance and worsening stress effects [23].

5.3 “Root and branches theory” (new theory by AlKhathami Abdullah, 2024)
5.3.1 Empirical evidence

The “Root and Branches Theory” suggests that psychological stress is a core
underlying cause of various mental health disorders. By addressing this stress, symp-
toms can be alleviated, and recurrence can be prevented. Empirical research supports
this theory, demonstrating that managing chronic stress through therapeutic inter-
ventions significantly reduces symptoms of anxiety, depression, and other related
disorders.
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Category Symptoms

Emotional Symptoms  Increased Irritability and Anger: Frequent or intense episodes of irritability and
anger, often disproportionate to the situation.

Persistent Sadness or Anxiety: Continuous feelings of sadness, anxiety without a
clear cause.

Mood Swings: Rapid and unexplained shifts in mood, from high energy to feeling
down.

Cognitive Symptoms  Difficulty Concentrating: Trouble focusing on tasks, making decisions, or
remembering information.

Negative Thought Patterns: Increased prevalence of pessimistic thoughts, self-
doubt, or feelings of hopelessness.

Indecisiveness: Difficulty in making even simple decisions.

Behavioral Symptoms  Withdrawal from Social Activities: Avoidance of social interactions, hobbies, or
activities that were previously enjoyable.

Changes in Eating or Sleeping Patterns: Significant changes in appetite or
sleep, such as eating too much or too little, or experiencing insomnia or
oversleeping.

Decreased Performance: Noticeable drop in performance at work or school, often
accompanied by a lack of motivation.

Physical Symptoms Chronic Fatigue: Persistent feelings of exhaustion not alleviated by rest.

Unexplained Aches and Pains: Physical symptoms, such as headaches, muscle
tension, or stomach problems, without a clear medical cause.

Frequent Illness: Weakened immune system, leading to more frequent colds or
other illnesses.

Social Symptoms Isolation: Increased tendency to isolate oneself from friends, family, and
colleagues.

Conflict in Relationships: More frequent conflicts or tension in personal and
professional relationships.

Dependence on Substances: Increased use of alcohol, drugs, or other substances as
a coping mechanism.

Psychological Feeling Overwhelmed: Persistent feelings of being overwhelmed by everyday
Symptoms tasks and responsibilities.

Loss of Interest: Reduced interest in activities and hobbies that were once enjoyed.

Emotional Numbness: Feeling emotionally detached or numb, struggling to
experience a full range of emotions.

Warning Signs of Suicidal Thoughts or Behavior: Expressions of wanting to harm oneself or others,
Severe Distress or actual attempts to do so, are critical warning signs that require immediate
attention.

Panic Attacks: Sudden episodes of intense fear or discomfort, often
accompanied by physical symptoms like heart palpitations, shortness of breath,
or dizziness.

Table 4.
Early warning signs and symptoms of psychological capacity stress.

* Psychological stress and depression: Chronic stress is a key predictor of depression,
overwhelming an individual’s psychological capacity and leading to mood
dysregulation [22].

63



Psychotherapy in the Third Millennium — Cross-Cutting Themes and Proposals for Reflection

Stress
Psychological Capacity
Compriession

Brain

=

Pituitary gland Nervous System

l J

Adrenal glands (Cortisol) Adrenal glands (Adrenaline)
rease Stress Hormonges
Adrénaline

Decreased Happiriess Hormones
(Serotonin, Dopamine, Endorphins)

Figure 1.
Psychological capacity compression impacts.

* Stress and anxiety disorders: Chronic stress is closely linked to anxiety disorders
like generalized anxiety disorder (GAD), panic disorder, and phobias. Stress
alters neurochemical pathways, particularly in the HPA axis, contributing to
anxiety [20].

* Obsessive-compulsive disorder (OCD) and stress: Stress exacerbates OCD symptoms
by intensifying anxiety and compulsions. Effective stress management
techniques, such as exposure and response prevention, are crucial [24].

* Panic attacks and phobias: Chronic stress often triggers or worsens panic attacks
and phobias by causing hyperarousal of the autonomic nervous system [25].

* Hormonal imbalance due to stress: Chronic stress disrupts the HPA axis, leading to
elevated cortisol and adrenaline levels, which negatively impact mood regulation
[20].

* Neuroplasticity and chronic stress: Chronic stress can lead to hippocampal atrophy,
impairing cognitive function and increasing vulnerability to mood disorders [20].

Overall, addressing stress as a root cause is essential for alleviating symptoms and
preventing the recurrence of these disorders.

5.4 Visual representation of the root and branches theory

Psychological capacity compression, caused by reduced happiness hormones and
increased stress hormones like adrenaline and cortisol, is visualized as the root of a
tree. The symptoms—such as depression, anxiety disorders, OCD, phobias, and panic
attacks—are depicted as branches, as illustrated in Figure 2. These symptoms vary
among individuals, with some experiencing one or multiple issues. The “root and
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Figure 2.
Visual representation of the “Root and Branches Theory” represents psychological capacity compression.

branches” theory highlights the importance of holistic mental health treatment that
focuses on addressing the root cause—hormonal balance—rather than just treating
individual symptoms, as supported by the common use of antidepressants.

5.5 Cultural considerations in psychological capacity compression

The expression of psychological distress varies across cultures. For instance, in
collectivist cultures, stress may be managed through community and family support,
which can buffer against psychological capacity compression [26]. Conversely, in
cultures emphasizing individualism, people may feel pressured to manage stress
alone, potentially increasing psychological burden. Additionally, some cultures may
express psychological distress through physical symptoms, a phenomenon known as
somatization [27].

Therefore, Clinicians must be culturally competent, understanding how cultural
beliefs affect mental health and treatment preferences. This may involve collaborating
with cultural mediators or integrating traditional practices into treatment plans to
ensure they are culturally appropriate and effective.

5.6 Assessing psychological capacity compression in clinical settings

Psychological capacity compression has traditionally been assessed in clinical set-
tings using a range of methods. These include clinical interviews, self-report ques-
tionnaires, such as the Perceived Stress Scale (PSS) [28] and the Connor-Davidson
Resilience Scale (CD-RISC) [29], as well as psychological assessments like the Beck
Depression Inventory (BDI) [30] and measures of Heart Rate Variability (HRV) [31].
Additionally, observational methods have been utilized.

Recently, the assessment of psychological capacity compression has become more
practical and effective with the implementation of the “Stress Assessment Screening
Step” within the AlKhathami Approach (Step 2). This method has shown high validity
and reliability, surpassing the performance of expert psychiatrists and well-
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established tools like the PHQ-9 (Patient Health Questionnaire-9) and GAD-7 (Gen-
eralized Anxiety Disorder-7) questionnaires [32].

5.7 Influences on psychological capacity compression and mental health
outcomes

Psychological capacity compression refers to the diminished ability of individuals
to manage stress, emotions, and cognitive demands due to internal or external pres-
sures. This phenomenon has significant implications for mental health outcomes, as it
impacts resilience, coping mechanisms, and overall psychological well-being.

Psychological capacity compression and mental health outcomes are influenced by
genetics, personality traits, and life experiences:

* Genetics and psychological capacity compression: Genetic factors, such as variations
in serotonin transporter genes, can increase susceptibility to stress, heightening
the risk of psychological capacity compression [33].

* Personality traits and stress resilience: Personality traits like neuroticism increase
vulnerability to anxiety and depression, while traits like resilience and optimism
protect psychological capacity [34].

* Life experiences impact on stress and mental health: Adverse childhood experiences
can lead to long-term changes in the brain’s stress response, increasing
vulnerability to psychological capacity compression [15]. Positive life experiences
can enhance psychological resilience [35].

5.8 Indicators and signs of psychological compression

Psychological compression refers to the state where an individual's mental capacity
to manage stress, emotions, and cognitive demands is overwhelmed. Recognizing its
indicators and signs is crucial for early intervention and effective support.

When stress hormones like adrenaline and cortisol rise, and the levels of happiness
hormones decrease due to psychological capacity compression, there are three key
signs and three indicators of these changes in the body:

5.8.1 Indicators of psychological stress

Consider psychological stress as a contributing factor in a patient’s condition, if
they exhibit any of the following:

* Persistent physical symptoms or an uncontrolled chronic illness, such as diabetes,
hypertension, irritable bowel syndrome, headache, low back pain ... ..etc.

* Frequent visits to healthcare providers
* Difficulty with sleep

If any of these indicators is present, psychological stress may play a significant role
in the patient’s overall health.
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5.8.2 Signs of psychological stress

i. Sleep disturbances: Difficulty in falling asleep, staying asleep, or experiencing
restless sleep, interrupted sleep [36].

ii. Decline in performance and concentration: Reduced ability to focus,
decreased productivity, and impaired cognitive functions [5].

iii. Impact on social relationships: Increased irritability, easy anger, and a
tendency to withdraw and prefer isolation [37].

These indicators reflect the body’s response to heightened stress and the
subsequent imbalance in hormone levels, affecting overall well-being and daily
functioning.

Practical point: Assessing psychological capacity

When you meet a patient or a person, assess their psychological capacity by asking the following
questions:

1. Sleep:

o Are you experiencing any difficulties with sleep?
2. Performance and Concentration:

o Have you noticed any decline in your performance or concentration?
3. Relationship:

o Is theve easy anger or do you prefer isolation?

If the answer to any of these questions is “yes,” it indicates that the person might be suffering from
psychological stress.

6. Integrated mental healthcare management
6.1 Combining therapy approach

A comprehensive approach to mental health care involves combining interventions
that target various domains, including biological, psychological, behavioral, social,
and environmental factors. These interventions are categorized into four key domains:
pharmacological, non-pharmacological, nutritional, and routine visits. When used
together, these strategies offer a holistic and effective way to manage a wide range of
health conditions, often resulting in superior health outcomes compared to a single-
treatment approach [38].

Pharmacological treatments provide immediate relief from symptoms, while non-
pharmacological and nutritional strategies contribute to long-term benefits and help
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prevent recurrence [39]. This combined approach is particularly beneficial for
patients with multiple health conditions, as it can enhance overall health and well-
being [40]. Additionally, it serves as a preventive measure, reducing the likelihood of
developing chronic diseases and potentially leading to a reduction or cessation of
medication [41].

To optimize mental health outcomes, it is essential to balance pharmacological and
non-pharmacological treatments while addressing individual patient needs and
potential barriers. Integrated treatment strategies frequently result in improved health
outcomes and a higher quality of life [42]. Lifestyle interventions, such as regular
physical activity and a balanced diet, play a crucial role in mitigating the negative
effects of stress on hormonal balance, thereby enhancing mental health outcomes
[43], look at Figure 3, and are demonstrated in Table 5.

6.2 Psychological capacity compression: “A container analogy”

The process of psychological capacity compression can be represented by a container
filled with water that is being externally compressed, with stones inside it taking up

Figure 3.
A balanced integrated management approach.

Intervention Description

Medication Management Antidepressant usage.

Enhancing Happiness Hormone Lifestyle adjustments, such as promoting regular physical activity like

Production daily walking.
Preventing Breakdown of Avoiding harmful arguments, and self-blame by focusing on positive
Happiness Hormones ownership of things.
Balanced Nutrition A healthy diet that includes magnesium and vitamins B1, B6, B12,
and D.
Regular Doctor Visits Administer for 2 to 3 weeks until remission is achieved, then continue to

complete a total of 9 months since remission. After that, gradually
reduce the dosage until discontinuation.

Table 5.
Enhancing psychological capacity: Interventions and strategies.
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Figure 4.

Psychological capacity compression: “A Container Analogy.”

space within the container. This analogy illustrates that the effective capacity of the
container decreases due to the principle of buoyancy (Archimedes’ law). As the external
pressure on the container increases (representing life stressors), and the volume of the
submerged stones inside it grows (symbolizing the decrease in happiness hormones and
the increase in stress hormones), more water is displaced from the container. This
displaced water represents the symptoms that the person experiences, as illustrated in
Figure 4.

6.3 Restoring psychological capacity: “A factory approach to mental
well-being”

The process of addressing psychological capacity compression can be represented
by restoring the compressed container to its natural capacity. This can be illustrated as
the operation of a factory:

1.Producing happiness hormones: Achieved through regular walking.

2.Maintaining happiness hormones: By avoiding provocative discussions and not
self-blaming; instead, focusing on existing blessings, such as the ability to hear,
see, and care for oneself without relying on others.

3.Reducing stress hormones: Through relaxation techniques like deep
breathing.

4.Providing raw materials for happiness hormone production: By ensuring a
healthy diet and essential minerals, such as magnesium and vitamins B1, B6, B12,
and D.

5.Preventing the breakdown of happiness hormones: Using antidepressants, when
necessary, in moderate to severe cases.
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6.Supporting and monitoring the body’s needs: With regular follow-ups with a
therapist.

This approach emphasizes the holistic management of mental well-being, likening
it to the continuous and systematic operations within a factory.

6.4 Pharmacological management

Goal: To prevent the breakdown of happiness hormones.

Antidepressants, such as SSRIs (selective serotonin reuptake inhibitors) and SNRIs
(serotonin and norepinephrine reuptake inhibitors), are first-line treatments for
depression and anxiety, and commonly prescribed. They are used to manage emo-
tional dysregulation, improve mood, motivation, and treat trauma-related disorders
[44]. However, pharmacological treatments like SSRIs are effective but may cause
side effects such as sexual dysfunction and weight gain should be considered. Atypical
antidepressants like bupropion are alternatives for patients who do not tolerate SSRIs
or SNRIs.

6.5 Non-pharmacological management
Goal: To increase happiness hormones and lower stress hormones.

* Enhancing happiness hormone production: Promoting the production of happiness
hormones can be achieved through regular activities like walking and
encouraging hobbies and interests, which help improve mood. However, patient
compliance is essential, as severe depression or anxiety may impede adherence to
these lifestyle interventions [45].

* Preventing breakdown of happiness hormones: To maintain happiness hormones, it’s
important to avoid harmful arguments and self-blame. Instead, focus on taking
positive and constructive ownership of situations [46].

* Lowering stress hormones: Reducing stress hormones can be achieved by
incorporating relaxation techniques, such as deep breathing exercises [47].

* Improving conflict resolution and problem-solving abilities: Techniques such as
narrative therapy can be effective in resolving interpersonal conflicts, which in
turn helps reduce the likelihood of stress development [48].

6.6 Healthy diet for supporting happiness hormones

Goal: To promote the production of happiness hormones and overall mental well-
being.

6.6.1 Natural diet recommendations for optimal health

* Use of natural oils: It is recommended to incorporate natural oils, such as olive oil
and natural animal fats, while avoiding hydrogenated oils. Research indicates that
olive oil, a key component of the Mediterranean diet, is associated with a reduced
risk of cardiovascular disease and improved mental health. Conversely,
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hydrogenated oils, which contain trans fats, are linked to an increased risk of
heart disease and have a negative impact on mental health [49, 50].

Full-fat products vs. low-fat products: It is preferable to avoid low-fat products
and instead opt for full-fat natural products. Studies suggest that full-fat dairy
consumption may be associated with a lower risk of obesity and metabolic
disease, along with benefits for mental health [51].

Natural sweeteners: Reducing the intake of sweets and processed sugars is
advised, replacing them with natural sweeteners like dates and natural honey,
which can also support mental health [52].

Avoiding soft drinks: It is advisable to avoid soft drinks, as their consumption has
been associated with negative cardiometabolic outcomes and adverse effects on
mental health [53]. Relying more on natural food sources is generally healthier
and more beneficial.

6.6.2 Supporting brain health

* Fruits, vegetables, and essential nutrients: Consuming a diet rich in fruits,

vegetables, healthy fats, vitamins B1, B6, B12, and vitamin D (1,000-2000 IU
(international units) daily, especially for those with low sunlight exposure), folic
acid, and magnesium (200-400 mg/day) supports brain health and reduces
anxiety [54].

* Omega-3 fatty acids: Taking 1000-2000 mg of omega-3 fatty acids daily can

reduce inflammation and improve mood [55].

6.7 Regular doctor visits contribute to
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* Consistent case monitoring: Ensuring conditions are monitored and managed

effectively to reduce the risk of complications.

* Medication management: Adjusting medications based on the patient’s

current health status and response to treatment for optimal therapeutic
outcomes.

* Lifestyle recommendations: Providing tailored advice on diet, exercise, and other

lifestyle factors that contribute to overall well-being, helping patients make
informed decisions about their health.

* Mental health support: Offering opportunities for patients to discuss mental health

concerns, receive support, and get referrals to mental health specialists, if
needed.

* Building a doctor-patient relationship: Regular visits help build a trusting

relationship between the patient and the doctor, facilitating open communication
and a better understanding of the patient’s health needs.
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6.8 Collaboration with mental health specialists

Mental health professionals may collaborate to provide holistic care, particularly in
cases where mental health and social factors intersect.

6.8.1 Psychiatrist

If a patient were suspected to have a psychotic ement, suicidal thoughts, drug
abuse, postpartum depression, child psychotic disorder, or show resistant behavior,
then it should involve a psychiatrist in the diagnosis and management plan
(AlKhathami Approach, Step 3) [32].

6.8.2 Psychologist

Psychologist primarily focuses on assessing, diagnosing, and treating mental health
issues through therapeutic interventions, such as psychotherapy, cognitive-behavioral
therapy, and counseling. They often work with individuals to understand their
thoughts, emotions, and behaviors, providing strategies to manage mental health chal-
lenges and improve overall well-being. Thus, the Family doctor should collaborate with
the psychologist to provide specific psychological therapy as needed for the patient.

6.8.3 Social worker

A social worker focuses on helping individuals, families, and communities improve
their well-being by addressing social, economic, and environmental factors that
impact their lives. They provide support, advocacy, and resources to help the person
navigate challenges, such as poverty, addiction, domestic violence, and mental health
issues. Social workers often connect the person with community resources and work
to improve social systems and policies.

6.9 Regular follow-up visits’ schedule

* First visit: Apply Step 5 of the AlKhathami Approach [32]. Initiate management,
which may include pharmacological interventions, non-pharmacological
treatments, and nutritional supplements, such as magnesium, vitamins B1, B6,
B12, and vitamin D (as needed).

* Second visit (after 2 weeks): Assess the improvement in the patient’s usual
symptoms. Conduct a reassessment and provide supportive therapy. Introduce
narrative therapy to enhance problem-solving skills. Continue with the
established management plan.

* Third visit (after 3 weeks): Significant improvement or remission is typically
observed, although conditions like panic disorder or social phobia may require
more time and higher doses. Adjust the dosage, if there is no remission.

* Follow-up visits: Schedule follow-up appointments every 3—4 weeks, until remission
is achieved. Once remission is stable, extend the interval between visits to every 2
months, continuing this schedule for 9 months. After maintaining remission,
gradually taper the medication dosage over time, until it can be safely discontinued.
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6.10 Management prognosis

Typically, based on experience, when a patient fully adheres to the treatment
plan—taking prescribed medication, engaging in non-pharmacological therapies, fol-
lowing the recommended diet and supplements, and attending regular follow-up
visits—improvements are often observed within 1 to 2 weeks. By 6 to 8 weeks,
symptoms of generalized anxiety, depression, and related physical issues usually
subside. However, conditions like panic disorder, phobias, and obsessive-compulsive
disorder often require additional follow-up, an increase in medication dosage, or even
the introduction of new medications to manage the condition effectively.

During follow-ups, it’s important for the healthcare provider to monitor which
symptoms are improving, which are not, and any side effects from the medication.
Decisions about dosage and medication choice should be based on this information.
Since each patient responds differently to treatment, understanding the patient’s
unique needs and adjusting the plan accordingly are essential.

6.11 Comorbidities management

Managing patients with coexisting mental health issues, such as depression or
anxiety, alongside chronic physical illnesses like diabetes or cardiovascular disease,
requires a customized, integrated approach that addresses the complexities of both
mental and physical health. Pharmacological treatments must be carefully chosen to
manage both the mental health disorder and the chronic physical condition, with
attention to avoiding adverse interactions.

In patients with chronic physical diseases, effective stress management that
reduces stress hormones often leads to significant improvements in controlling the
physical condition. Therefore, it is essential to regularly review and adjust the treat-
ment plan for the physical disease, including medication dosages, as needed. Collabo-
rative care models, which involve a multidisciplinary team including primary care
providers and specialists, are particularly effective in managing these dual conditions.

Personalized lifestyle changes are crucial for managing both mental health and
chronic physical illnesses. For example, a tailored exercise program for a patient with
depression and cardiovascular disease can improve both mood and cardiovascular
health [56]. Nutritional counseling, such as adopting a Mediterranean diet, can sup-
port both mental health and chronic illness management [57].

Regular follow-up is essential to monitor progress and adjust treatment plans. This
includes assessing mental health outcomes and physical health metrics, ensuring that
any emerging issues are addressed promptly. Educating patients about the intercon-
nectedness of mental and physical health empowers them to manage their conditions
actively.

7. Modern narrative therapy: An approach to problem externalization and
solution finding

7.1 Rational

Modern Narrative Therapy helps individuals separate their emotions from their
problems to find more effective solutions. When people address their own issues,
emotions can cloud their judgment and lead to overthinking. By projecting the
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problem onto a “friend,” individuals can analyze it more objectively, using their own
knowledge and reasoning without emotional interference. This approach empowers
them to develop practical, effective solutions, leading to better problem-solving and
personal growth.

7.2 Objective

The goal of Modern Narrative Therapy is to help individuals address their prob-
lems, make appropriate decisions independently, and interact with others in a manner
that best suits their abilities.

7.3 Modern narrative therapy steps

1. Externalizgation: This technique involves separating the person from the problem.
By externalizing and defining the issue, it becomes easier to manage and address.

2.Identifying a “friend”: The individual is encouraged to project the problem onto a
“friend,” whether imaginary or real. This projection allows the patient to step out
of the problem and view it as a therapist would, rather than as someone directly
affected by it.

3. Ensuring separation from the problem: The therapist ensures that the patient
successfully detaches himself or herself from the problem and perceives it as an
issue affecting the friend only. The patient then takes on the role of an advisor,
providing guidance and support to solve the friend’s problem.

4. Offering solutions and advice: The patient offers appropriate advice and solutions
to help the friend resolve their issue. The therapist ensures that these solutions do
not involve escaping from the problem. If such a solution is proposed, the
therapist asks the patient to consider the potential consequences if the friend
were to act on advice based on avoidance. The aim is for the patient to realize
that this solution is not suitable and to rethink a more appropriate solution.

5.Application request: Once the therapist is confident that the patient has
successfully distanced himself or herself from the problem and proposed suitable
solutions from their perspective, the therapist asks the patient to apply the advice
they offered to the friend to their own situation, thus addressing their problem.

7.4 Example of modern narrative therapy in practice

Let us imagine a scenario where a person, Sarah, is struggling with feelings of
anxiety related to her performance at work. She often feels overwhelmed and fears
that she might not meet her employer’s expectations.

1. Externalization: The therapist begins by helping Sarah to externalize her anxiety.
Instead of saying, “I am anxious,” Sarah is encouraged to view the anxiety as
something separate from herself. The therapist might say, “Let us imagine that
this anxiety is not part of you but rather something outside of you, like a cloud
that sometimes follows you around.”
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2.Identifying a “friend”: The therapist then asks Sarah to imagine that a close friend,
Emma, is dealing with the same anxiety about work. The problem is now
externalized onto Emma, making it easier for Sarah to think about the issue
objectively.

3. Ensuring sepavation from the problem: The therapist checks in with Sarah to ensure
she has fully separated herself from the anxiety, seeing it as Emma’s problem and
not her own. Sarah now takes on the role of a supportive friend who wants to
help Emma navigate this issue.

4. Offering solutions and advice: Sarah is then asked what advice she would give to
Emma. Sarah might suggest that Emma could break down her work tasks into
smaller, more manageable steps, or that Emma could speak to her supervisor to
clarify expectations. The therapist ensures that these solutions are proactive and
not about avoiding the problem. For example, if Sarah suggests that Emma
should just ignore her anxiety, the therapist would ask, “What might happen if
Emma ignores this anxiety? Could it grow worse?”

5.Application request: After Sarah has provided thoughtful advice for Emma, the
therapist asks her to consider applying this advice to herself. Sarah is encouraged
to use the strategies she recommended, such as breaking tasks into smaller steps
or discussing her concerns with her supervisor, to manage her own anxiety.

Outcome: By externalizing the problem and viewing it as something that her
“friend” is dealing with, Sarah can see her situation from a new perspective. This
allows her to identify practical solutions without being overwhelmed by the emotional
burden of anxiety. By the end of the session, Sarah feels more empowered and
equipped to handle her work-related anxiety using the strategies she developed for
Emma.

This example illustrates how Modern Narrative Therapy helps individuals to
detach from their problems, think critically about them, and apply effective solutions
in their own lives.

7.5 Scenario-1: Managing work-related stress through modern narrative therapy

Background: Mosa is a 35-year-old marketing manager who has been feeling
extremely stressed at work. He worries constantly about meeting deadlines, managing
his team, and delivering successful campaigns. His stress is affecting his sleep, rela-
tionships, and overall well-being.

Therapy session:

1. Externalization: The therapist starts by helping Mosa separate himself from his
stress. Instead of saying, “I am stressed,” the therapist asks Mosa to think of the
stress as something outside of him. The therapist might say, “Let us think of your
stress as a heavy backpack that you are carrying around. It’s not a part of you, but
something that you are carrying.”

2.Identifying a “friend”: Next, the therapist introduces the idea of a friend. “Imagine
you have a close friend, Ali, who is also a marketing manager and is dealing with
the same stress you are. He’s carrying this heavy backpack of stress just like you.”
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3. Ensuring sepavation from the problem: The therapist checks to make sure Mosa is
able to fully visualize the stress as Ali’s problem and not his own. “Now that you
are thinking about Ali, how do you feel about the stress he’s experiencing? What
would you say to him?”

Mosa begins to feel a bit of distance from his own stress and starts to think more
clearly. “I would tell Ali that he’s doing the best he can and that he should try to
delegate some of his tasks to his team.”

4. Offering solutions and advice: The therapist encourages Mosa to offer more advice
to Ali. “What else could Ali do to manage this stress better?”

Mosa suggests, “Maybe Ali could set more realistic deadlines for himself and
communicate more openly with his boss about what’s feasible. He could also take
short breaks during the day to clear his mind.”

The therapist listens and then probes further. “Those are great suggestions. What
if Mosa just tried to ignore the stress? What could happen?”

Mosa thinks and responds, “If Ali ignores the stress, it might build up even more
and affect his performance at work and his health.”

5.Application request: The therapist then asks Mosa to apply these solutions to his
own life. “What if you tried some of these strategies that you suggested for Ali?
How could you start delegating tasks, setting realistic deadlines, and
communicating with your boss?”

Mosa starts to see how the advice he gave Ali could also benefit him. He commits to
talking to his boss about his workload, delegating more tasks to his team, and taking
regular breaks during the day.

Outcome: By the end of the session, Mosa feels more in control of his stress. He’s
able to view his situation from a new perspective, making it easier to implement
practical solutions. The act of separating himself from the stress and advising “Ali”
helped Mosa gain clarity and develop a plan to manage his own stress effectively.

This scenario demonstrates how Modern Narrative Therapy can help individuals
like Mosa step back from their problems, see them from a different angle, and find
constructive ways to address them.

7.6 Scenario-2

Patient: (Basim).

Therapist: (Dr. Ibrahim).

Dr. Ibrahim: Hi Basim, it’s great to see you again. Last time, you mentioned feeling
overwhelmed with work, especially with managing your deadlines and team. How
have things been since our last session?

Basim: It’s been tough, honestly. The stress just keeps piling up. I feel like I'm
carrying this huge weight all the time, and I'm not sure how much longer I can handle it.

Dr. Ibrahim: It sounds like that stress is really weighing you down. I’d like to try
something different today to help you think about this stress in a new way. Are you
open to that?
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Basim: Sure, I’'m willing to try anything at this point.

Dr. Ibrahim: Great. Let us start by imagining that this stress you are feeling is not a
part of you, but something you are carrying, like a heavy backpack. How does that
image feel to you?

Basim: Yeah, that makes sense. It’s definitely like a heavy backpack, one that I
cannot take off.

Dr. Ibrahim: Now, let us take it a step further. I want you to imagine that your
friend, Mosa, is the one carrying this heavy backpack of stress. He’s in a similar
position as you—a marketing manager dealing with a lot of pressure. Can you
picture that?

Basim: Yeah, I can see that. Mosa’s a hard worker too, so I can imagine him feeling
the same way.

Dr. Ibrahim: So, if Mosa came to you and told you about how he’s struggling with
this stress, what advice would you give him? What could he do to manage this heavy
load?

Mosa: Hmm ... I'd probably tell him that he does not have to do everything on his
own. He has a team, so he should delegate more tasks. Maybe he could also set more
realistic deadlines instead of trying to be a superhero.

Dr. Ibrahim: That’s great advice. How do you think Mosa would feel if he started
delegating more and setting those realistic deadlines?

Basim: I think he’d feel a bit of relief, like the weight is not all on his shoulders
anymore. He’d probably feel more in control.

Dr. Ibrahim: What if Mike just tried to ignore the stress? What do you think would
happen then?

Basim: Ignoring it would just make things worse. The stress would keep building
up until he could not handle it anymore, and that could lead to burnout.

Dr. Ibrahim: Exactly. Now, let us bring this back to you. You’ve offered some
really insightful advice to Mosa. How might you apply this same advice to your own
situation?

Basim: I guess I could start delegating more to my team. I’ve been trying to
do everything myself because I want it done right, but I see now that it’s
too much. I could also talk to my boss about what’s realistic with the deadlines we
have.

Dr. Ibrahim: That sounds like a solid plan. What small steps could you take this
week to start making those changes?

Basim: I could start by having a meeting with my team tomorrow to go over the
tasks we have and see what I can delegate. And I’ll set up a meeting with my boss to
discuss the project timelines.

Dr. Ibrahim: That’s a great approach, Basim. You’ve identified some very practical
steps that can help lighten that heavy backpack of stress. How do you feel about trying
this out?

Basim: I feel more hopeful. I think if I follow through, I can start managing the
stress better.

Dr. Ibrahim: ’'m confident you can. Let us check in next week to see how things are
going and if there are any adjustments we need to make. Does that sound good?

Basim: Yeah, that sounds good. Thanks, Dr. Ibrahim.

Dr. Ibrahim: You’re welcome, Basim. You're doing great work, and I'm here to
support you every step of the way.

This method helps individuals gain perspective, reduce emotional interference,
and apply practical solutions to their problems.
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8. Conclusion
8.1 Root and branches theory

The Root and Branches Theory suggests that psychological capacity compression,
driven by a reduction in happiness hormones and an increase in stress hormones, plays a
central role in the development of mental health disorders, such as depression, anxiety,
OCD, and panic attacks. The metaphor of a tree is used to explain this concept: psycho-
logical stress acts as the “roots,” which feed into the system and cause various symptoms
that emerge as “branches.” These symptoms manifest as emotional, behavioral, and
cognitive disruptions, indicating a strained psychological state. Rather than focusing
solely on alleviating these symptoms, the theory advocates for addressing the root cause
—psychological stress itself. This is achieved through increasing happiness hormones
like serotonin and reducing stress hormones like cortisol through interventions, such as
mindfulness, exercise, and positive social interactions.

In addition to focusing on stress management, the Root and Branches Theory also
acknowledges the complex role of genetics, personality, and life experiences in shaping
an individual’s mental health. These factors determine how susceptible a person is to
psychological capacity compression and how they respond to various stressors. Fur-
thermore, the theory emphasizes the importance of culturally sensitive approaches to
mental health care, recognizing that cultural factors significantly influence how people
experience and express psychological distress. The AlKhathami Approach, validated for
early detection and intervention in primary care settings, aligns with this theory, offer-
ing a structured, holistic method for addressing mental health issues at their core.

8.2 Modern narrative therapy

Modern Narrative Therapy is a therapeutic approach that encourages individuals
to externalize their problems, separating themselves from their issues. By treating the
problem as an external entity, people can analyze it from a more objective and
detached perspective. This separation allows individuals to view their challenges with
greater clarity, reducing the emotional burden associated with internalizing issues. By
personifying the problem—sometimes treating it metaphorically as a “friend”—they
can apply their own experiences and knowledge to tackle the issue, promoting a sense
of empowerment and control over their circumstances.

This approach builds emotional resilience by fostering confidence and helping indi-
viduals see that they are not defined by their problems. Modern Narrative Therapy also
encourages the development of practical, actionable solutions, as people can engage
with their challenges from a place of emotional detachment. It is particularly effective in
diverse cultural contexts, where externalizing issues may resonate with cultural narra-
tives or symbolic forms of expression. This culturally adaptable approach allows indi-
viduals to work through their mental health struggles in a way that respects personal
and cultural values, promoting mental well-being and long-term recovery.
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Chapter 6

Perspective Chapter: Subject-Object
Intercorrelation — From Quantum
Theory to the New Forms and
Applications in Psychotherapy

Ramona Ardelean

Abstract

If the paradigm of classical epistemology follows the logic of the part, being
tributary to the principle of subject-object separability, in which the subject, that
is, the part, is considered separate from the object, that is, the whole, then the new
paradigm of the quantum theory has replaced the principle of separability, specific
to the logic of the part, with the principle of subject-object nonseparability or global
intercorrelation, specific to the logic of the whole. Starting from this principle of
quantum nonseparability, I will show that it can be explored and applied in new
forms of psychotherapy. I mean here the art of meditation, as the art of the whole,
that is, the art of perceiving the world and ourselves in a nondualistic nonanalytical,
and nonfragmentary way, in which the subject and the object, the observer and the
observed, the part and the whole, are not separated, but interconnected.

Keywords: paradigm of separability, paradigm of nonseparability, quantum theory,
analytical-nonanalytical way of thinking, psychological model of human consciousness
nonseparability, subject-object, observer-observed, meditation, nonduality

1. Introduction

If from a scientific point of view, the great theories of physics give us the most
general image and conception of the world and the universe, then these theories of
physics can be seen as reference systems or epistemological paradigms, respectively the
theories of knowledge that produce a major impact at the level of all disciplines in the
entire field of knowledge (not only in science and technology but also in art, philoso-
phy, psychology or psychotherapy), the reason for why they must be reviewed into
the light of the new vision or principle.

Thus, the great “revolutions” in physics can be considered emergent or fundamen-
tal creations, consisting in the discovery of a new principle, which revolutionizes not
only the local level, specific to a field but also the global level, specific to the entire
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field of knowledge, becoming therefore epistemological paradigms, respectively ref-
erence systems to which all fields of knowledge must be related. It is enough to men-
tion here the atomist-Newtonian theory, the theory of relativity, or, more recently, the
quantum theory, to give some notorious examples of scientific and epistemological
paradigms.

The present chapter, extremely significant from the perspective of scientific and
epistemological actuality, is an attempt to legitimize a psychological/psychotherapeutic
model of human consciousness nonseparability, respectively the subject-object nonsep-
arability starting from the scientific/epistemological paradigm of quantum theoretical
nonseparability. It has a double stake. (1) Scientific/epistemological stake, given by the
“cognitive revolution” of quantum theory, which consisted of replacing the classical
principle of separability with the principle of nonseparability or global intercorrela-
tion. (2) Psychological/psychotherapeutic stake, given by the profoundly psychological
implications of the principle of quantum nonseparability upon human consciousness,
a fact which raises the question whether the human consciousness could suffer, on the
basis of nonseparability or global intercorrelation of reality, a profound “psychologi-
cal revolution,” analog to the quantum revolution in physics, which would put an end
to the classic paradigm of human consciousness separability in subject and object,
part and whole, observer and observed, revealing the profound understanding of a
nondualistic and nonfragmentary way, in which these distinctions no longer appear
as separate, but interconnected. This nondualistic perception, specific to the art of
meditations, as the art of the whole, could therefore constitute the premise or condi-
tion of possibility for new, nonfragmentary, forms and perspectives in psychotherapy.

For a better understanding of the relevance of the quantum paradigm of nonsepa-
rability and the epistemological implications of the principle of quantum nonsepara-
bility, I will first refer to the classical paradigm of separability and the epistemological
implications of the principle of separability in classical physics.

2. The paradigm of consciousness separability or subject-object
separability in classic physics

Newton’s famous precept, “physics, beware of metaphysics,” which led to the
autonomy and the separation between all sciences and disciplines of knowledge, can
be considered tributary to the classical epistemological paradigm of analyzing the
world in separate and independent parts, respectively the principle of separability in
subject and object, part and whole or observer and observed. David Bohm, one of
the most remarkable representatives of quantum theory, considers that this kind of
thought is specific to the classical model of analysis, according to which the subject,
the one who thinks is considered completely separate and independent from the
object/reality upon which the subject thinks [1], this separation is equivalent to the
classical distinctions between subject-object, consciousness-matter, part-whole or
observer-observed.

This principle of classical separability is based on the following presuppositions
from which its main implications derive: (1) The belief in an objective/external reality,
separated from the subjective/internal reality, in which our thought is seen in reflec-
tive correspondence with objective reality, like a mirror that reflects and describes
reality “as it is” [1]. Given that our thought operates with differences, distinctions,
and divisions, then our habit of using them will make us see these mental distinc-
tions as real so that the world will appear to be in reality made up of separate parts
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or fragments [1]. I mean here the confusion between the mental image and reality,
through which the mental image tends to substitute reality. This belief results in (2)
the status of the objective, neutval and impartial observer, which excludes the subjec-
tive factor, as well as (3) the classic distinctions: subject-object, conscience-matter,
part-whole, (4) circumscribed to the logic of parts, in which the part is considered

to precede the whole, and is therefore primordial, thus involving (5) the substantial
conception of the fundamental constituents, from which results (6) determinism—the
interpreting of causality through mechanisms which are strictly local, that is, localiz-
able or determinable in space-time [2], as well as (7) the separation between differ-
ent specialized fields of knowledge (art, science, technology), all specialties being
considered to be separate in essence from the others [1].

3. The paradigm of consciousness nonseparability or subject-object
nonseparability in quantum physics

The new “cognitive revolution” of quantum physics in the twentieth century
fundamentally changed this separatist-fragmentary view of the world, affirming
that the world is a coherent and indivisible whole that cannot be analyzed in terms
of separable reality, as claimed by classical atomist-Newtonian physics. On the
contrary, the world emerges as a network or dynamic “weave” of events in perma-
nent interaction, in which each part is connected globally and instantaneously to the
whole universe, any action upon the parts reflecting outwards on the whole and vice
versa, the part undergoing influences from all events in the whole. This fundamental
presupposition of quantum mechanics, which led to a paradigm shift, that s, a
revolution in the way of thinking reality, is called the principle of nonseparability or
global intercorrelation [3].

Considering that the part cannot be separated from the whole, the fundament of
the world cannot therefore be the part, which is to say the isolated and separate enti-
ties, but the whole, considered logically and ontologically prior to the part. Physicist
Fritjof Capra states in this sense that in classical physics the properties of the parts
determine the whole, in quantum physics, on the contrary, the whole determines the
properties of the parts [3]. It follows that the fundament of the world is no longer the
part, but the whole, considered logically and ontologically prior to the part. Thus,
as David Bohm claims, the idea of the classical analysis of the world in separate and
elementary parts is rejected and replaced by the idea of the “inseparable quantum
interconnectedness” of the entire universe, seen as the fundamental reality [4]. The
principle of quantum nonseparability, therefore, negates the separability of the
world in favor of its unity or nonseparability, Heisenberg affirming in this sense
that the world appears as a complex and organic tissue of interconnected events,
who’s global intercorrelation determines the texture, the structure or the fundament
of the whole [5].

The transition from separability to nonseparability has occurred since it has been
determined that by probing into matter at a deeper atomic and subatomic level, the
principle of separability loses its validity moving from macrophysical level to a micro-
physical or quantic level of reality. Since at this level, there are no material objects
with mass and weight, those having lost their substantial character while dissolving
into probabilistic structures of events, particles cease to appear as objects and emerge
as processes, or “probabilities of interconnection materialisation,” which describe
nonseparability or global intercorrelation.
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The notion of global intercorrelation, initially brought forward by Niels Bohr
and Werner Heisenberg, representatives of the Copenhagen school, at the end of
the third decade of the twentieth century, represents beyond divergent interpreta-
tions, the element of convergence or quantum theory quintessence, in which “the
behaviour of the part is always determined by its global connexions,” by its connec-
tions with the whole [3]. This connection or universal interconnectivity negates any
fundamental constituent, any elementary particle or an isolated and separate entity,
considered abstractions or idealisations without correspondents in reality. Niels Bohr
demonstrates in this sense that material isolated particles are nothing more than
abstractions, one only being able to observe the properties of these particles through
their interactions with other particles or systems, or more precisely with the whole
of which they pertain [6]. This signifies that contrary to classical physics, in which
predictions regarding hidden/unknown variables depend on a local mechanism,
the probability of producing events is determined by a local system, in which the
properties and behavior of parts determine the behavior of the whole, in quantum
physics, conversely, the hidden variable is attributed to a global, nonlocal mecha-
nism, in which the whole “determins” (in the indeterminist sense of Heisenberg’s
uncertainty) the behavior of the part, the probability of event production being
determined by the dynamic of a global/nonlocal system, in which every part has
a spontaneous and instantaneous (nonlocal or noncausal) connection with the entire
universe, based on mutual global intercorvelation [3].

Probing the subatomic world has thusly revealed that all phenomena in the
universe are interconnected, being parts that have spontaneous and global connections
with the whole, quantum theory thus abolishing at the subatomic/microphysical level
the classical distinctions of the subject-object, observer-observed object, conscience-
matter, part-whole type and replacing the principle of separability with the principle
of nonseparability or global intercorrelation.

The notion of quantum intercorrelation, according to which the universe cannot
be reduced to entities, particles or elementary fields, has led, starting with the 1960s,
to the idea that the universe could manifest an ever more subtle intercorrelation, that
of self-consistency, through which “all its components being consistent both with one
another and with themselves” [3].

This idea of self-consistency, formulated by the physicist Geoffrey Chew within
the bootstrap theory, embraces the conception “much older than particle physics,
that nature is as it is because this is the only possible nature consistent with itself”

[7]. By permanently dismissing the traditional, atomist-Newtonian view, based on
elementary entities or particles, the criterium of self-consistency, suggested by Chew,
states that the universe is a dynamic, indivisible and coherent whole, in which the
properties of the part are connected with the properties of the whole, none of which
being fundamental—since the properties of the parts are not independent/separate,
but result from their mutual interconnection, which determines the structure, respec-
tively the self-consistency of the whole [4]. This approach was very suggestively called
nuclear democracy [7]. Chew probably refers here to an attitude of epistemological
fair-play, specific to the bootstrap, which rejects as unfunded, at a subatomic level,
the traditional point of view of the elementary particles, this attitude is considered
one of “aristocratic,” respectively hierarchic type [7].

Summarizing now all that has been stated regarding the paradigm of quantum
nonseparability, we can say that the principle of quantum nonseparability is based on
the following assumptions from which its major implications derive: (1) The belief
in a nonseparable reality, by including the consciousness of the observer in the observed
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object [5], whereby the observer, depending on his targets, hypothesis or measuring
instruments, changes the reality he observes, (2) the observer thus losing his status as
an objective, neutral and impartial observer, (3) This led to the restoration of the clas-
sical distinctions in the sense of nonseparability between subject-object, observer-
observed, consciousness-matter and part-whole, the principle of classical separability
being replaced by the principle of nonseparability or global intercorrelation. From
this principle of nonseparability also derives, (4) the nonsubstantial character, since

at the quantum/subatomic level we can no longer speak of objects with mass and
weight, these being dissolved into probabilistic structures of events and interactions,
in which each part has a global and instantaneous connection with the whole. Thus,

if in the principle of separability in classical physics the foundation of the world is
considered to be the part, in the new principle of nonseparability in quantum physics
(5) the foundation of the world is, on the contrary, the whole, considered logically
and ontologically prior to the part. From here also follows (6) the indeterminism, that
is, the interpretation of causality, not through local mechanisms, but through nonlo-
cal/global mechanisms, nonlocalizable or indeterminable in space-time. Finally, in
contrast to the separatist-fragmentary view of the world, which generated, as a final
consequence, the separation between sciences/disciplines, the nonseparatist view

of the world, specific to quantum physics, can lead (7) to the re-establishment of all
separations between fields (art, science, technology).

Although the implications of this nonfragmentary view of quantum physics have
enormous significance, closely related to the complete re-evaluation of all relation-
ships between human-human, human-nature, human-society and human-universe,
the current society has invested a little energy, creativity and disponibility in this
sense, our mentality still remained tributary to the analytical, fragmentary and
mechanistic paradigm of thinking. Therefore, I consider it is of vital importance for
us to understand and be aware of the crucial significance of this unitary, organic
and nonfragmentary way of thinking, which could put an end to the analytical-

fragmentary way of thinking, which generates endless crises and conflicts in the intra
and intersubjective space.

4. The negative implications of the classic paradigm of separability due to
the analytical way of thinking: David Bohm’s perspective

Since this paradigm of subject-object separability is based on a dualistic and
fragmentary way of perceiving and thinking about reality, specific to the classical
model of analyzing in separate parts, David Bohm highlights that this analytical way of
thinking led to a fragmentary view of reality, this fragmentary view standing, accord-
ing to him, at the origin of a series of psychological, social, economic, ecological and
cultural crises. Bohm thus draws attention to the destructive consequences that this
fragmentary way of thinking implies, causing a series of conflicts or crises in the intra
and intersubjective space.

In his well-known book, Wholeness and the Implicate Order, David Bohm raises the
worrying problem of fragmentation, so widespread at the psychological and social
level, showing that our fragmentary way of thinking, feeling and acting is so univer-
sal, that fragmentation seems to be, paradoxically, “the one thing in our life which is
universal” [1]. Bohm illustrates this fact by describing the general picture of fragmen-
tation, which includes: (1) human society—fragmented into separate nations, into
economic, political, religious, racial groups, (2) the human individual—fragmented
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into distinct and conflicting compartments (the most significant split is, for example,
between rationality and affectivity or between the left and right hemisphere of the
brain, which are in opposition and conflict), (3) the natural environment—fragmented
into parts that are exploited by different interest groups, (4) human activity—split into
specialties considered independent, autonomous and unrelated to each other [1].

The idea that all these fragments are separate is, according to Bohm, an illusion,
which generated all psychological, social, political, economic, ecological and cul-
tural disorders. Analogously, the physicist Fritjof Capra shows that this analytical-
fragmentary way of thinking is at the origin of all crises, conflicts, imbalances and
injustices, thus making our lives physically, mentally and socially unhealthy [3].

Investigating the major source of fragmentation, David Bohm states that fragmen-
tation has its origin in that way of thinking reality, in which the subject, the one who
thinks, considers him/her self completely separate from the object, respectively the
reality upon which he/she thinks, this conception being tributary, as I have shown, to
the classical model of analysis the world in separate parts or fragments. Thus, as long
as each subject is considered to be a separate part from the object, respectively from
the rest of humanity, as a whole, he/she will tend to defend the interests of his/her
own “I” against the interests of another “I.” Analogously, as long as the subject identi-
fies with a partial object—a group, a nation, a race, a religion, an ideology, he/she will
tend to defend the interests of these “parts” or partial objects in a similar manner,
which will inevitably lead to the perpetuation of fragmentation and conflict, causing
people’s energies to be wasted in opposing and contradictory actions, thus preventing
them from thinking of humanity as a “whole” or as the fundamental reality, whose
claims are primordial [1].

It is interesting to notice that this logic of the “parts,” specific to the epistemologi-
cal paradigm of subject-object separability becomes, from a psychological and social
point of view, the separatist-conflictual paradigm of the “I” that is, of fragmented
consciousness in subject and object. This fragmented consciousness, which is the “I,”
by virtue of it being fragmented and separated from the whole, will be the basis of
psychological fragmentation, as well as the basis of social fragmentation [2], the social/
external fragmentation being nothing but the expression or mirroring of the psycho-
logical/internal fragmentation.

The inner fragmentation of the subject, says physicist Fritjof Capra, mirrors
his view of the world “outside” which is seen as a multitude of separate objects and
events. This fragmented view is further extended to society [3]. It is considered, for
instance, that the fragmentation of nations, religions, social, political or economic
systems, as well as the competition, conflicts, wars or violence represents the real-
ity itself or a description of the world “as it is,” our thinking being seen in reflective
correspondence with the reality, respectively as a mirror of reality. Since, as Bohm
showed, our thinking operates with distinctions and divisions, the habit of using them
will make us consider these distinctions as real, so that the world will be seen as actually
being made up of fragments.

Given that our analytical way of thinking generates the fragmentation of reality,
which then seems to have an objective and independent existence of our thinking, it
follows, according to Bohm, that the fragmentation resides first of all in the ignorance
of the way we thinking, the ignorance through which we separate the content of thought

from the process of thinking that produces that content, which seems to have an objec-
tive/independent existence of the process [8]. In other words, we focus only on the
content, that is, on the object of thought, and ignore the process, that is, the “I” or the
subject of thinking.
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Since this separation of the process from its content is similar to the separation
between subject and object, part and whole or observer and observed, we will have
to clarify first of all who is the subject of thinking that produces the object, respectively the
content of thought. We will have to clarify, therefore, both the subject and the object of
knowledge, both the observer and the observed, in short, both the process of thinking
and the content of thought.

Referring to this aspect, David Bohm considers that one of the most difficult
and subtle points is to clarify the relationship between the content of thought and
the process of thinking that produces this content [1]. This is because our way of
thinking is tributary to the classic model of analysis of the world in separate parts,
being deeply rooted in our Western tradition the presupposition that the process of
thinking is separated from and independent of its content, which creates the illusion
that our thinking can be split or detached from its content in order to properly judge
this content as correct or incorrect, rational or irrational, fragmentary or whole.

But the fragmentation resides not only at the level of the object, that is of the content
of thought, but primarily at the level of the subject, that is of the process of thinking,
the reason why fragmentary content of thought/object and fragmentary process of
thinking/subject have to come to an end together [1].

This is why, to put an end to the analytical model of fragmentation, specific to the
classic paradigm of separability, we will have to solve, according to Bohm, the unity
of the relationship between the thinking process and its content, analogous to the
unity of the relationship between subject and object, part and whole or observer and
observed.

I will approach this matter of the unity or nonseparability between the subject-
object, observer-observed, part-whole, process of thinking-content of thought from
the perspective of the oriental thinker and mystic Jiddu Krishnamurti, one of the
most authentic spiritual messengers of the contemporary world. Since his view is very
similar to that of the physicist David Bohm, both emphasizing that fragmentation
resides in the ignorance of the thinking process, the ignorance by which we separate,
within the analytical process, the content of thought from the thinking process that produces
this content, it must be specified that this similarity is not accidental at all. David
Bohm mentions in this regard that he wanted to meet Krishnamurti in order to discuss
with him the unity/nonseparability of the observer and the observed which the new
paradigm of quantum physics required, Krishnamurti offers Bohm a series of impor-
tant insights into this sense.

5.Jiddu Krishnamurti or a new psychological/psychotherapeutic
perspective of a nonanalytical and nondualistic way of perception,
thinking and acting

If the greatness of a thinker resides in revolutionizing a way of thinking, then
Jiddu Krishnamurti can be considered “one of the most revolutionary thinkers of the
20th century,” as the Dalai Lama called him, while the great physicist David Bohm
considered him among the few thinkers able to combine spirituality with science.
Called philosopher, spiritual master or mystic, Krishnamurti attracted attention for
his unusual lucidity with which he systematically rejected any doctrine, any cur-
rent of thought, any academic philosophical system and any traditional mysticism.
However, his deeply revolutionary message, expressed in a series of conferences held
all over the world, had a very strong impact not only on the general audience but also
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on the Western and Eastern cultural and scientific elites. It should not be overlooked
the enormous appreciation that David Bohm had for Krishnamurti’s thought, espe-
cially his profoundly revolutionary insights regarding the unity of the relationship
between the observer and the observed, Bohm confessed that this difficult problem
constituted the core of his concerns in quantum theory—the one that introduced for the
first time in the history of physics the nonseparability of the two concepts.

The topic constantly developed by Krishnamurti is the fragmentation of human
consciousness, given by the self-division of consciousness into subject and object or
observer and observed. Considering that all our problems, as well as the inability to
solve them, have their origin in the fact that we perceive ourselves as separate beings
from the rest of humanity, Krishnamurti states that our fragmented consciousness
is nothing more than the result of thousands of years of “programming” to consider
ourselves individuals, respectively, separate beings [9].

Wondering what is the factor that generates fragmentation, Krishnamurti points
out that this factor is our thinking. Since each subject/each “I” thinks according
to his prejudices, experiences, ideas, ideals, beliefs, education, religion, culture or
tradition, it is evident, says Krishnamurti, that the subject’s identification with these
images, symbols or partial objects will generate fragmentation and conflict between
subjects, thus making each subject/“I” to be in opposition, struggle, competition or
rivalry with another subject/“I” [9]. This is why Krishnamurti compares the frag-
mentation of our mind to the “programming” of a computer, each human thinking
according to his “program,” each being caught in the network of his own thinking, all
these producing fragmentation and conflict [9].

Used to giving extraordinary importance to our thinking and considering that it
can solve all our problems, we have never investigated whether our thinking itself is the
source of fragmentation. Krishnamurti considers in this sense that, full of limits, our
thinking creates all kinds of problems and divisions (psychological, social, political,
economic, cultural, religious), and then the same thinking aims to solve them, the
functioning mechanism of thinking being, therefore, a dualistic and contradictory
one.

This brings us to what David Bohm considers to be Krishnamurti’s most important
discovery, namely that the main cause of fragmentation comes from the fact that we
are completely ignorant of the process of thinking, focusing our attention only on the
content of thought, that is, on the ideas, images, notions and symbols that, objectify-
ing, materializing, end up being extracted from the thinking process and considered
a separate and independent reality. In this regard, Krishnamurti criticizes the clas-
sical model of analysis, in which the thinker considers himself separate from the
reality upon he thinks or in which the observer considers himself separate from the
observed, a separation by which we make the distinction between subject and object,
observer and observed or, analogously, between the process of thinking and the
content of thought.

5.1The analytical “trick” of self-dividing thinking into observer (subject) and
observed (object)

Closely related to the functioning mechanism of our thinking, Krishnamurti
claims that one of the oldest analytical “tricks” used by it consists in the separation
between subject and object, emphasizing that our entire way of thinking, looking and
acting is conditioned by the analytical process in which there is a subject that analyzes
and an analyzed object. There is, therefore, a duality, the subject, the one who thinks,
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considering himself separate from the object of his thought and, implicitly, a conflict,
a struggle, an effort to correct, censor or modify what is thought.

Because of this separation, we have looked at everything: people, nature, things,
ideas, or various psychic contents, such as suffering, fear, anger, greed, pleasure, etc.,
as observers observing a thing. We have looked at everything through a screen or
images made up of knowledge, memories, prejudices and previous experiences—all
of which being time, the past, so that we have never had direct contact with the
present, with “what it is” [10]. There is, according to Krishnamurti, a separation, an
interval between the observer (the subject), which is the sum of past experiences, and
the observed (the object), which is the present moment, this separation between the
observer (the subject), which is the past, and the observed (the object), which is the present
moment, being considered the fundamental cause of the analytical-fragmentary way
of thinking [11].

Our thinking process produces the content of our thought, but then the same
thinking tends to regard this content as existing independently of it, which, in fact,
it does not. The analytical “trick” of our thinking is that it divides itself into subject and
object, observer and observed, analyzer and analyzed, thinking and thought, all these
distinctions being, according to Krishnamurti, nothing more than an illusion [12].
Our thinking projects a separate entity—the thinker, the subject, the “I”—placed
outside the content of thought, which would have the possibility to think more clearly
and rationally about the content, thus being able to modify it, to change it. But, in
reality, there is no thinking entity separate from the content of thought, so that the
subject who thinks, observes or analyzes the content of thought is the content/the object
itself. The “container” (the subject) and the “content” (the object) form, therefore, a
single movement, being one and the same thing and not two separate things [11].

Thus, to avoid the analytical trick and the division of thinking, says Krishnamurti,
it is essential to understand the entive process of thinking, because it generates contradic-
tion and fragmentation, and this understanding is possible only through a full aware-
ness of the phenomenon. An awareness without dissociation or discrimination between
the observer (the subject) and the observed (the object)—an extremely difficult point!
Only then can the analytical-fragmentary way of thinking disappear [13].

The inner fragmentation can therefore disappear only through intense awareness
of the present, a very difficult thing for our mind, which is not used to facing a thing
directly, without deluding itself, that is, without trying to analyze it, change it, modify
it, project it or intervene on it. However, in order to avoid this analytical-fragmentary
way when we are confronted with a fact, we must be aware of the present, without
any prior preference or discrimination, complete understanding not being possible as
long as the mind operates on itself, trying, unconsciously, to analyze, change, modify
or intervene [13].

This is why Krishnamurti believes it is so important to first understand the thinking
process, how we think, before we understand what we are thinking, that is the content of
our thoughts. It is essential to first understand the observer, the thinker or the sub-
ject, that is, the one who thinks, analyzes, searches, projects, fights, hopes, desires,
chooses or rejects. Is the observer, the thinker or the subject separate from the object
of his thoughts, analyses, searches, projections, struggles, hopes, desires, choices or
rejections?

This is the reason why it is necessary to clarify the relationship between the
observer and the observed from the perspective of its unity—analogous to the unity
of the relationship between the content of thought and the process of thinking that
produces this content.
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5.2 The observer (the subject) and the observed (the object)

The content of our thought, says Krishnamurti, consists of an enormous succes-
sion of images made up by our thinking process and centered on the observer (the
subject). But who is the observer (the subject)? The observer (the subject) is the
thinker, the experimenter, the evaluator, the judge, the censor, that is, the central
image—the “I”-, created over time by the totality of images, as a result of experi-
ences, memories, tradition, nationality, religion, education, family, culture, etc. all
these making up the past, the background of the observer (the subject). Is the observer
(the subject) different from these images, respectively from the object? Isn’t the observer
(the subject) just another image? [10]. The observer himself is an image, says
Krishnamurti, the central image—the “I,” the subject—which was created by all the
other images in the course of time, only that the observer (the subject) has separated
from the other images (from the object), and believes that there is a separation, a
space-time interval within which the observer (the subject) could analyze, modify,
compare, measure, judge, repress or even destroy the observed objects [10].

Krishnamurti considers that as long as there is a center from which the observer
or the thinker looks, this center creates a space-time interval between the subject and the
observed object, which disappears only when there is no longer any center. It is said,
for instance, that in ancient China before an artist began to paint a tree, he would sit
down in front of it until ke became the tree [10]. In that state of fusion or unity with
the tree, there was no space-time interval between the painter and the painted tree,
that is between the subject and the object or the observer and the observed so that the
painter (the subject) became the tree (the object painted).

Rejecting the classical analytical process, on the grounds that, by examining step
by step each thought, feeling or intention, this approach introduces a division or a
space-time interval which distorts the direct vision, Krishnamurti believes that the only
way to truly know is that in the present, i.e., out of time. Since the only truth that
can be total, immediate, spontaneous or outside of time, is the present, Krishnamurti
distinguishes between having knowledge about myself, which always involves the past,
time and knowing divectly myself, which does not involve time, because knowing in my
own psychological field is always something related to the present, that is the field
of perception, attention, observation and action, as a unitary whole. Therefore, if
we observe with our whole attention, with our whole being, with everything thatis in
us, with our eyes, with our ears, with our nerves and if we abandon ourselves to our
own presence, we will become one with it, there being no more a space-time interval
between the observer (the subject) and the observed (the object).

Let us give an example and see what actually means this direct, nonanalytical,
nondualistic and nonfragmentary perception in which the observer (the subject)
becomes the observed (the object). Let us take, for instance, one of the fundamental
states of our consciousness, which is suffering. There are a variety of forms of suffer-
ing, but the main element of suffering is the structure of that central image which is
the “I,” the subject or the observer, so that this central image, which is the observer
(the subject), comes to suffer [9]. Is it possible, ask Krishnamurti, a direct perception
of the fact itself? Is it possible for the observer to look directly at suffering, without
the intention of overcoming it, of running away from it, of wanting a way out and
without the intention of analyzing it—all these being based on time, on the thought of
becoming from “what it is” to “what should be”—but simply “living” with it, being
aware of it and carefully observing all its movements? When the thought—which is
the past—does not intervene, does not invade the suffering trying to escape it, what
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happens? Is the observer diffevent from suffering or is the observer, the subject itself that
object of suffering? The observer (the subject) is the suffering (the object), he is not
something different from the suffering, so there is no fragmentation, but only total
attention and awareness. Before, the observer separated from his suffering precisely
because he was trying to escape from it, but now, when the observer realizes that the
suffering is himself, without any separation, any intervention becomes useless, because
there is no longer the center to suffer. Thus, a radical transformation took place, in the
sense that the suffering (the object), no longer separated from the observer (the sub-
ject), disappeared completely, without the intervention of the thought, will or choice
[10]. Advising us, therefore, to remain in suffering without trying, through thought,
to run away, escape or separate from it, Krishnamurti shows that suffering disappears
when we approach it in its entirety, without trying to avoid it.

5.3 The observer (the subject) is the observed (the object)

Any other movement of the observer, who has not become aware of the fact that he
is the observed thing, creates a series of mechanisms of thoughts and images that chain
him even more in a vicious circle. Therefore, Krishnamurti believes that in the case of
any psychological problem, it is very important to solve it immediately, in order not to
catch “roots” in the soil of our mind, which will distort our perception. Thus, putting an
immediate end to fear, suffering, attachment, jealousy, violence, anger, lying or other
destructive states is, according to Krishnamurti, the only total and liberating action,
because any action that is not immediate introduces the notion of time and the thought
of becoming, which leads to the endless postponement of our problems [14]. Therefore,
any psychological problem must be approached with that sense of urgency, that is “now;,”
immediately, in the present, because otherwise we will be “caught” in the very source of
the problem—a vicious circle from which it will be difficult to escape.

So, can we—as observers—to look directly, without any distortion of the thought of
becoming, the entire content of our consciousness? Regarding the question of conscious-
ness and its content, it is very important to discover whether we—as observers—observe
or whether consciousness becomes lucid by itself. This is, according to Krishnamurti,
an essential difference. If we, as observers, observe the movement of our consciousness
(desires, fears, sufferings, ambitions, hopes, attachments, beliefs and all other contents
of consciousness) as if we were looking at them from the outside, as a separate entity that
intervenes saying: “this is good/this is bad,” then we find ourselves “caught” in the same
web of thought, perpetuating the same old pattern of fragmentation or separation [9].

But there is another approach, a nonanalytical or nonfragmentary/nondualistic one,
when consciousness becomes lucid by itself, that is, when our thinking realizes that it only
observes itself, that is, it observes everything it has created, namely the content of
our consciousness. Only in this pure observation, in which there is no movement of
thought, does the observer realize that he and what he observes are one and the same,
in the sense that all the content of consciousness—fear, suffering, desire, beliefs,
anger, jealousy, etc.—are not separate from the observer, but he is all these.

When the observer (the subject) realizes that he is the observed object and that
the content of his consciousness is his very consciousness [11], then any movement of the
observer stops. He no longer intervenes at all, because he realizes that the object on
which he was acting was nothing but “himself >—as an observer [10]. When he was
separated, he tried to change, modify and correct, but now, when he realizes that any
action is, in fact, returning to him, any action or intervention ceases. What can the
observer do “with that something which is itself?” He can neither fight against it, nor
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run away from it, nor even accept it. That something is “there.” Then, any action that
is the result of the reaction to pleasant or unpleasant ends and a lucidity appears that
has become extremely alive and that no longer depends on the analytical activity of a
center. From the intensity of this awareness is born an attention of such a special qual-
ity, “that the mind—which is this awareness—has become extraordinarily sensitive
and highly intelligent” [10].

This total attention is, according to Krishnamurti, the true meditation by which the
movement of thought comes to an end, thereby taking place a total action that has put
an end to the analytical-fragmentary way of perception, thinking and acting.

5.4 Meditation: The model of a nondualistic, nonanalytical and nonfragmentary
way of perception, thinking and acting

The meaning that Krishnamurti gives to meditation is completely different.

To meditate is not to follow a certain technique, a certain result or a certain target.
Meditating does not mean analyzing, controlling our thoughts or disciplining our
emotions and feelings. All these are based on concentration, on that operation of
thought that tries to modify, compare, correct or measure something according to a
“program” or pattern, so that concentration brings with it conformity, obedience,
authority, mechanism, automaticity and control.

Based on exclusion, division, censorship and effort, concentration is itself a source of
fragmentation, preventing the brain from functioning at its full capacity and energy. On
the contrary, meditation, which is attention, means the understanding of the totality of life
in which any form of (analytical) fragmentation has ceased. In other words, meditation is
the capacity of the brain, to free itself from its own conditioning, functions not partially,
but totally [9]. This is possible when the structure of thought is understood, that is, the
process of thinking and its content, this understanding being equivalent, according to
Krishnamurti, to his own discipline. To meditate means to investigate every moment of
what is happening within ourselves, to be aware of every thought, of every feeling, with-
out analyzing or condemning, but only observing that inner phenomenon, just letting it
“blossom” and reveal its content. This is the meaning that Krishnamurti gives to medita-
tion, considering that only meditation can bring order to the thinking process without the
intervention of thought, will, desire or choice.

Thus, meditation becomes a nondualistic, nonanalytical and nonfragmentary
model of perception, thinking and acting, based on the direct vision of the present,
of “what it is” It is about the art of being in a state of passive or nondiscriminating
receptivity, which allows things to blossom from themselves and reveal their content,
their interiority. In this pure observation, which is a spontaneous act of awareness
of what exists, there is no move a space-time interval between the observer (the subject)
and the observed (the object), there is only total attention, i.e., total meditation. Only
this total and nondiscriminating attention/meditation, similar to the spontaneous,
nondualistic or nonanalytical perception, thinking and acting could put an end,
according to Krishnamurti to the analytical-fragmentary vision and illusion.

6. Conclusion: From the quantum revolution to the psychological/
psychotherapeutic revolution

Because this nondualistic, nonanalytical and nonfragmentary model of per-
ception, thinking and acting suggested by Bohm and Krishnamurti, is in perfect
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harmony, coherence, resonance and correspondence with the principle of nonsepa-
rability from the new paradigm of quantum physics, then this nondualistic way of
perception, thinking and acting could therefore constitute the new reference system for
any new psychology and psychotherapy, especially since this nondualistic and nonfrag-
mentary way of perception and thinking is legitimized by the new epistemological
paradigm of quantum physics.

Since the assumption that led to the quantum revolution is that the world can-
not be analyzed in terms of separable entities, but in terms of nonseparable entities
of an entire cosmic, inseparable and indivisible, whose fundamental property is
the nonseparability or global intercorrelation, I consider that from this principle of
quantum theory derives the most significant psychological implications for human
consciousness, which could legitimate a new psychological or psychothevapeutic model of
subject-object nonseparability.

As aresult, the attempt to legitimize a psychological /psychotherapeutic model of
human consciousness nonseparability or subject-object nonseparability, based on another
way of perceiving and thinking reality, a nonfragmentary one, which could put an end
to the classic paradigm of subject-object separability, becomes all the more actual
and vital for the future of humanity, as this way of thinking is legitimized by the new
scientific paradigm of quantum theory.

This is why, the psychological/psychotherapeutic stake targets, on the basis of
the law of symmetry and nonseparability between microcosmos and macrocosmos,
subject and object, observer and observed, part and whole, consciousness and matter,
individual and society, which is to say on the basis of the self-consistency of the
whole, moving from the paradigm of quantum nonseparability to the paradigm of
psychological/psychotherapeutic subject-object nonseparability. Overall, it is about
the awareness of the profound psychological/psychotherapeutic implications of
quantum nonseparability upon human consciousness, a fact which raises the ques-
tion if it is possible that human consciousness to suffer, given the nonseparability
or global intercorrelation of reality, a profound “psychological revolution,” analog to
the quantum revolution in physics, which would put an end to the classic analytical-
fragmentary model, that is, the subject-object separability.

I consider that the most challenging implication of quantum nonseparability is of
psychological nature, it targets the human consciousness, respectively the fact that
the individual (the subject) can no longer be perceived as a separate consciousness
from the object, that is from the world’s consciousness, the human consciousness
being seen in the sense of the nonseparability between individual and society, subject
and object or part and whole. The principle of nonseparability can thus become the
principle of the new psychological model of subject-object nonseparability, based on the
profoundly psychological understanding that the individual (the subject) fundamen-
tally represents the entire humanity (the object), being responsible for its future or
destiny.

This model of human consciousness nonseparability or subject-object non-
separability, legitimized by the new paradigm of quantum physics, could therefore
constitute a basis for new, nonfragmentary, nondualistic and nonanalytical forms,
perspectives or applications in psychotherapy.
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Chapter7

Positive Psychotherapy:

A Transcultural Approach to
Psychotherapy for the Twenty-First
Century

Andre Marseille

Abstract

In the context of globalization’s transformative effects on culture, which often
engender heightened anxiety and fear, therapists must delve deeply into their clients’
cultural backgrounds. This exploration must extend beyond surface-level discus-
sions of multicultural issues such as race, ethnicity, gender, gender identity, sexual
orientation, age, anxiety, and religion. Instead, therapists should investigate how the
intersectionality of these factors shapes their clients’ identities and influences the values
and meanings they derive from their experiences. Given the frequent media coverage of
existential crises in our rapidly evolving world, an existential cross-cultural approach to
therapy is increasingly relevant. This book chapter introduces Positive Psychotherapy as
a new, innovative therapy approach for transcultural use. Positive Psychotherapy, intro-
duced by Peseschkian in 1977 and translated into English in 1987, emphasizes concrete
human experiences by focusing on “positive” or “positivus” principles, distinguishing
it from other therapeutic approaches. This article explores the rationale for adopting
Positive Psychotherapy to address the complexities of modern therapeutic needs.

Keywords: globalization, culture, psychotherapy, multiculturalism, mental health

1. Introduction

In an era defined by globalization, therapists have an important and ethical
responsibility to understand and address the cultural dynamics that shape their
clients’ identities, world views, and perceived problems in living. As technological
and engineering innovations bring nations closer, cultural exchanges among diverse
peoples become more frequent and intense. Many view this as an example of Cultural
globalization [1], which explains the spread of ideas, meanings, and values across the
globe that amplify social relations and expand our collective consciousness. Martin
Luther King Jr., Paulo Freire, Thich Nhat Hanh, the Dalai Lama, Antonio Gramsci,
Aung San Suu Kyi, Barack Obama, James Baldwin, and others have long illuminated a
fundamental truth, that our humanity, liberation, and future are inextricably bound.
It appears that globalization is undoubtedly making that case.
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As such, globalization not only represents a robust exchange of ideas, values, and
relations but also amplifies cultural anxiety—emotional suffering from cultural col-
lisions and the disorienting pace of cultural change. In such moments, the members
of a society or particular culture feel this anxiety, but the marginalized and powerless
often bear more significant emotional, psychological, financial, and even spiritual
burdens. From an existential view, the marginalized and their struggles diminish
the collective human spirit. This is a view of humanity embraces the inevitability
of globalization. Though a bit existential, in a singular context, namely, counsel-
ing, understanding cultural anxiety mandates not just a surface-level exploration of
patients’ backgrounds but a proactive and genuine comprehension of the intricate
ways culture and multiculturalism shape their identities, including beliefs, values,
and patterns of behaviors.

Remaining in the existential space, to help deepen our comprehension of culture
and multiculturalism, the impacts of globalization, one must grapple with what it
means to be human; that is, in what ways do we engage meaningfully with culture
and its philosophical and practical terms? Through this lens, we begin to appreciate
a crucial, often overlooked aspect of multiculturalism: culture is not an external
construct separate from the person but the very context in which human existence
unfolds. Hence, any discussion about humanity is, at its core, a conversation about
culture, for every human is born into and shaped by culture, and culture can be
anything that is not nature. Culture is the fuel that helps construct our social maps,
or Weltanschauungs’, as the German philosophers termed it. It helps us interpret the
world and subtly guides our reactions, values, perceptions, and behaviors. In this
way, culture does not merely define our collective humanity; it forms the foundation
of our experience and existence. It is not merely an external influence but a collected
consciousness embedded deeply into one’s humanness, unconsciously shaping our
core beings [2].

While multiculturalism highlights the diverse ways in which different groups
navigate life, it is equally crucial to recognize the shared human experience that
underlies these differences. Culture helps define the existential nature of our collec-
tive humanity. It helps us distinguish between nature and nurture, the meaningful
and the meaningless, and that humanity has much more in common than simply oth-
erwise [3]. So, despite the rich tapestry of cultural variations, all humans start from a
common origin. The shared aspects of our existence are evident in that, as a species,
the human genome is, on average, ~99.6% identical and ~ 0.4% different [4]. Hence,
the variations found in humankind are superficial at best, reflecting our adaptability
to nature, geography, and climate.

Perhaps a universal maxim, across the globe, in both urban and rural settings,
individuals often seek ways to address their mental health concerns. For example, in
Argentina, Puerto Rico, and Ecuador, many turn to curanderos or shamans to address
emotional and psychological concerns. Similar practices are evident in Kyrgyzstan,
Nigeria, and rural South Africa. In Iceland, people may consult fortune-tellers, while
in India, some seek the guidance of astrologers for psychological support. In Pakistan,
Islamic teachings heavily influence the frameworks of counseling. Malaysia sees the
integration of Buddhist, Hindu, and Islamic principles into its counseling paradigms,
while Singapore incorporates Buddhist ideologies. Japan’s cultural context has given
rise to distinctive counseling approaches, such as Morita therapy and Naikan therapy,
which emphasize acceptance and understanding of one’s own and others’ feelings
and perspectives. Hence, culture profoundly influences how we interpret the past and
history, shaping our understanding of the present and our approach to the future.

102



Positive Psychotherapy: A Transcultural Approach to Psychotherapy for the Twenty-First Century
DOI: http://dx.doi.org/10.5772/intechopen.1007778

As globalization continues to augment our interconnectedness, culture will remain a
powerful force, guiding how we define ourselves and navigate the complexities of an
interconnected world.

I would be remiss not to denote the existential issue of climate change and its
inevitable impact on culture and mental health. In a world facing the profound chal-
lenges climate change will bring in the next 30-50 years, the field of mental health
care must evolve to view climate change as an issue that is not separate from culture
but thoroughly intertwined with it. As the manifestations of climate change, such as
eco-anxiety, grief over environmental losses, and the stress of adaptation, become
increasingly entwined with cultural and social realities, the role of mental health care
will become ever more critical [5]. The universality of the climate crisis and the exis-
tential threat to humanity it presents also provides mental health professionals with a
unique opportunity to transcend traditional boundaries, views, and perspectives on
culture and foster more inclusive, holistic approaches to mental health care.

Enter Positive Psychotherapy (PPT). PPT views culture not as a mere backdrop to
human experience but as a dynamic, ever-present force interwoven into the fabric of
people’s existence. PPT is a form of psychotherapy that offers a systematic but flex-
ible framework that meets the transcultural needs of a globalizing world because it
emphasizes integrating cultural understanding and diverse healing practices into its
therapeutic interventions. PPT recognizes that culture and contexts shape not only
the way people know but also influence the types of stressors clients face, the clinical
assessments conducted, and the interventions employed. PPT’s transcultural approach
in its theory and application is sensitive to patients needs as they navigate the complex
interplay of personal, cultural, and global challenges to their well-being and mental
health, often requires a deeper exploration of how factors like race, ethnicity, and
gender, sexual orientation, class, social and economic capital, intersectionality, and
religion intersect to shape an individual’s identity and worldview [6].

2. Positive psychotherapy—An introduction

“All men have been created to carry forward an ever-advancing civilization.”

Ref. [7].

Founded by the late Dr. Nossrat Peseschkian—an influential psychotherapist,
psychiatrist, and neurologist in 1960s Germany—Positive Psychotherapy (PPT)
emerged from his own transcultural experience as an Iranian-born man living in
Europe in the mid-1950s. This transition heightened his awareness of the cultural
differences in behavior, customs, and attitudes between Europe and the Middle East,
which profoundly shaped his thinking. These observations became the foundation for
his innovative and evolving form of psychotherapy deeply anchored in transcultural
principles and a positive conception of humanity.

PPT integrates elements from various psychological schools, including psychody-
namic, humanistic, medical, behavioral, and cognitive approaches, offering a trans-
cultural model for understanding mental health and well-being. In this approach,
culture and religion are not peripheral but central themes, similar to their application
in Viktor Frankl’s logotherapy and Irvin Yalom’s existential psychotherapy, both of
which influenced Peseschkian’s thinking.

Moreover, PPT draws heavily on philosophical insights from both religion and
existentialism, with the Baha’ Faith serving as a cornerstone of Peseschkian’s
belief in the spiritual dimension of human existence. This spiritual perspective
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underscores the inherent potential within each individual, allowing for a holistic
approach to therapy that transcends cultural and existential boundaries, promoting
personal growth and well-being through an integrated understanding of human
nature.

At the heart of PPT is a fundamentally positive view of humanity, positing that
each individual possesses inherent physical, mental, and spiritual capacities that
can be nurtured and developed. These capacities, when harnessed, lead to personal
growth and fulfillment. This optimistic perspective emphasizes human potential
rather than pathology, guiding individuals toward realizing their innate strengths
[8]. By focusing on possibilities for growth and transformation, PPT seeks to foster a
sense of empowerment and self-awareness, helping individuals navigate life’s chal-
lenges while maintaining a connection to their cultural and spiritual identities.

In developing his form of therapy, Dr. Peseschkian, an active and respected
figure in the psychological and psychiatric community, collaborated with prominent
mental health professionals like Heinrich Meng in Basel, Raymond Battegay, Jacob
Levy Moreno, and Gaetano Benedetti throughout the 1960s and 1970s. During this
period, he delivered lectures on his evolving theory and approach to psychotherapy,
articulating the principles that would later define PPT. His ideas culminated in the
publication of several books, with his first major work, Positive Psychotherapy, serving
to introduce and name this innovative approach formally. By 1979, PPT had gained
further recognition by establishing structured training programs and founding key
institutions, including the Psychotherapeutic Group of Wiesbaden, the German
Association for Positive Psychotherapy, and the launch of the Journal of Positive
Psychotherapy. These developments solidified PPT’s role as a transformative and
transculturally oriented therapeutic model that continues to influence the landscape
of psychotherapy today.

A number of perspectives underpin PPT, including Humanistic/Existential,
Psychodynamic, Cognitive-Behavioral, and Spiritual. The Humanistic perspective
of Positive Psychotherapy emphasizes the individual’s capacity for rational decision-
making and personal growth. This approach is rooted in the principles of humanistic
psychology, which highlight the importance of self-awareness and the potential
to confront and navigate fundamental existential concerns such as loneliness, the
search for meaning, the experience of freedom, and the inevitability of death. In this
context, PPT aligns closely with humanistic philosophy, which values individuals’
innate dignity and potential.

The Psychodynamic perspective of PPT focuses on uncovering the unconscious
meanings and motivations that underlie problematic behaviors, feelings, and
thoughts. Central to this approach is the concept of conflict analysis, where PPT
views conflicts as clashes of values and interests, often stemming from the dispar-
ity between expectations and reality. These values are deeply embedded in cultural
contexts, serving as primary motivators for behavior and thought. By examining
these culturally conditioned values—referred to as Actual Capacity—PPT allows for
a nuanced understanding of how cultural factors shape individual experiences and
conflicts.

Positive Psychotherapy draws on the principles of Cognitive Behavioral Therapy
(CBT), which emphasizes the role of learning in shaping both adaptive and maladap-
tive behaviors. This dimension of PPT is action-oriented, focusing on identifying and
altering dysfunctional thought patterns that lead to emotional or behavioral distress.
The premise here is that by changing one’s thoughts, it is possible to change one’s
emotional responses and actions, thereby improving overall well-being.
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The Spiritual perspective of PPT is perhaps the most distinct, drawing inspiration
from the teachings of the Bahd’i Faith. Influenced by the comprehensive theory of
knowledge presented by ‘Abdu’l-Bahd (1844-1921), PPT incorporates four methods
of knowing: sensation, reason, tradition, and inspiration. It is also the foundation
of the Balance Model. Historically, different fields of inquiry have prioritized one or
two of these methods—philosophers leaning on reason, empiricists on sensation,
and religious scholars on tradition. Peseschkian adapted these methods to psychol-
ogy, proposing that both conscious and unconscious experiences fundamentally
shape the capacity to know and that this capacity is deeply intertwined with spiritual
understanding.

Positive Psychotherapy embraces a holistic and integrative approach that honors
the intricate tapestry of human experience. It recognizes the delicate interplay
between life’s physical, mental, and spiritual dimensions, all within a culturally
attuned framework. By doing so, PPT addresses the immediate symptoms of distress
and fosters the emergence of a deeper, more resilient sense of self. This approach
reflects the transcultural principle that, despite the diversity of human experiences,
a shared potential for growth and healing exists that transcends cultural and exis-
tential boundaries. In the subsequent sections of this chapter, we will delve into the
foundational aspects of Positive Psychotherapy, exploring its core principles and
concepts, including basic and actual capacities, life energy and balance, and the PPT
counseling process.

3. Three core principles of positive psychotherapy

Positive Psychotherapy has three central tenets: the Principle of Hope, the
Principle of Balance, and the Principle of Consultation that must be conveyed in
therapy to achieve a positive outcome for patients [9]:

3.1 The principle of hope

Hope emphasizes a positive conception of humanity. Rather than focusing solely
on eliminating disruptions, individuals are encouraged to examine them thoroughly
to decipher their positive or actual (given) qualities. The therapist helps individuals
understand the true purpose of these disruptions and see them from a new perspec-
tive. For instance, a sleep disturbance might be reinterpreted as the ability to function
with little sleep, and a low mood might be seen as the capacity to respond to internal
or external conflicts. Symptoms are viewed as signals indicating the need to bring life
qualities back into balance.

3.2 The principle of balance

This principle addresses the dynamic nature of conflict and its contents.
According to Peseschkian’s balance model, individuals cope with conflict in four areas
of life: body/sense, achievement/activities, contact/environment, and fantasy/future.
These areas are innate to each person, but cultural tendencies influence their empha-
sis. People often focus more on body-oriented and achievement-oriented coping in
the Western Hemisphere, whereas relationship-oriented and future-oriented coping
mechanisms are more prevalent in the Eastern Hemisphere. When these coping
mechanisms are out of balance, illness and negative symptoms may arise.
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3.3 The principle of consultation

The principle of consultation emphasizes the humanistic part of PPT. It defers
to the patient as the expert in their own lives. The therapist, through consultation,
works with the patient through five phases of therapy. They include:

* Observation: Identifying and understanding the problem.

* Inventory: Collecting detailed information about the individual’s life and issues.
* Situational Encouragement: Providing support and motivation.

* Verbalization: Expressing and articulating thoughts and feelings.

* Goal Expansion: Developing and striving toward new, positive objectives.

PPT employs a semi-structured approach, ensuring therapy is accessible, relat-
able, and effective for diverse populations. This fosters a deeper understanding and
connection between therapist and client. While most psychotherapeutic approaches
focus on treating disturbances and illnesses, Peseschkian and his school prioritize
human capacities as the core and indispensable focus of therapy. Swiss psychoanalyst
Raymond Battegay [10] characterizes Positive Psychotherapy (PPT) as a method of
depth psychology that engages the individual and collective unconscious through
transcultural comparison. According to Battegay, PPT goes beyond the scope of
manualized cognitive behavioral therapy and process-oriented analytical psycho-
therapy, offering a more integrative approach by drawing on the transcultural aspects
of human experience and exploring the deep-seated influences of culture and shared
human heritage on the individual psyche [10]. This perspective underscores PPT’s
unique ability to bridge individual psychological processes with broader cultural and
collective dimensions.

4. Two basic capacities

Existentialists assert that human existence is fundamentally ‘basic’, meaning it
cannot be fully understood or explained through external observation alone. Instead,
it must be studied from within the individual’s own experience. This perspective
emphasizes the subjective nature of existence, where personal perceptions, emo-
tions, and consciousness shape meaning and reality [11]. Like Existentialists, Positive
Psychotherapy (PPT) asserts that all individuals, regardless of gender, age, ethnicity,
status, or psychological state, are endowed with two basic capacities that cannot be
fully understood by external observation alone: the capacity to love and the capac-
ity to know. These basic capacities (BC) form the foundation of a person’s Actual
Capacities (AC), which will be explored in more detail in the following section.

The capacity to love encompasses the ability to form attachments and encapsu-
lates the inherent need for warmth and security within relationships. It is an inborn
aspect of our emotional sphere and is foundational in shaping how we connect
with others and navigate interpersonal relationships. From infancy, we develop our
understanding of love and attachment through interactions with caregivers who
nurture us. These early nurturing experiences influence our rapidly developing
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primary capacities, namely trust, contact, and love, that will serve as a baseline for
future relationships with others and the broader social world. As we grow, the love
we receive and give becomes a cornerstone for developing other relational abilities
(primary capacities), shaping our emotional responses and how people engage in
the world.

The capacity to know involves the ability to investigate oneself and the world using
reason and logic. It fosters interaction, adaptation, and transformation, enabling us
to explore and understand our environment and ourselves. This capacity not only
shapes our sense of individuality but also drives our quest for knowledge, leading
to the development of actual capacities through education and life experiences. As
individuals engage with the world, they form secondary capacities, such as punctual-
ity, orderliness, and reliability, which are acquired through learning and shaped by
cultural influences. These capacities are integral to how we function in society, affect-
ing our daily interactions and relationships.

In Positive Psychotherapy (PPT), the two basic capacities—love and know-
ing—serve as the foundation for personal growth and change. The capacity to love
enables individuals to form meaningful connections, express emotions, and foster
relationships, while the capacity to know equips them to understand and navigate the
world around them. Together, these capacities underpin the development of actual
capacities, which are further shaped by cultural exchanges and social influences. As
individuals engage with their culture and environment, they cultivate these actual
capacities, which coalesce into what Sullivan [3] described as a person’s Orientation
in Living or Personality. This concept reflects “the relatively enduring pattern of
recurrent interpersonal situations which characterize a human life” ([3, 12], p. 10).

It provides a framework for how individuals navigate life, guiding their interactions,
choices, and self-concept.

Nossrat Peseschkian emphasized that these basic capacities are both theoretical
and practical, influencing thoughts, behaviors, and emotional responses in all aspects
of human life. The capacity to love and know is fundamental to making sense of one’s
existence, shaping how individuals relate to themselves, others, and the broader
world. Through these capacities, individuals uncover their potential for growth and
healing, transcending cultural, psychological, and existential boundaries. In this way,
the development of love and knowing forms the bedrock for personal transformation,
allowing people to navigate the complexities of life and relationships with greater
awareness and resilience.

5. Actual capacities: The primary and secondary capacities

Peseschkian identified two fundamental capacities in every person: the capacity
to love and the capacity to know. The capacity to love, representing emotionality,
provides the groundwork for primary Actual Capacities (ACs), which are developed
through relational experiences and observation. This basic capacity fosters the ability
to form attachments, seek warmth, and build security within relationships. The
capacity to know, representing cognition and learning, involves exploring oneself and
the world with reason, facilitating interaction, adaptation, and transformation. The
capacity to love manifests in primary actual capacities, such as patience, trust, and
emotional connection. The capacity to know is expressed in secondary actual capaci-
ties, like orderliness, thrift, and cleanliness, which align more with culture, social
norms, and intellectual understanding [13]. Conflicts arise when these capacities are
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misaligned with the individual’s current life situation or when the coping strategies
associated with these capacities fail (Table 1) [14].

In developing his theory of PPT, Peseschkian researched over twenty-five cultures
and engaged with countless notable psychologists and medical doctors, which led
him to conclude, “There is hardly a book on psychotherapy, psychosomatic medicine,
social psychology, psychiatry, or pedagogy that does not refer, implicitly or explicitly,
and in one way or another, to the actual capacities”. Peseschkian observed that regard-
less of cultural background, these basic capacities evolve into dynamic patterns of
psychosocial behavior.

In his writings, Peseschkian underscored the crucial role of actual capacities in
shaping human interactions and relationships. Although often unspoken and uncon-
scious, these capacities significantly influence how individuals perceive and engage
with one another. Problems arise when certain capacities are either overdeveloped
or underdeveloped, often leading to neurosis and interpersonal conflict [13]. These
capacities frequently operate beneath the surface, acting as hidden sources of tension
that manifest in various ways. Peseschkian explains that these capacities function as
both “weapons” and “shields,” depending on how they are applied within relation-
ships and social interactions. These capacities are continuously tested in the social
milieu, where individuals negotiate their existence. Misused or improperly applied,
they can trigger immediate emotional responses like fear, insecurity, sadness, anger,
hopelessness, and powerlessness. Over time, such misuse can lead to deeper psycho-
logical issues, including anxiety disorders, depression, and even psychosomatic con-
ditions [15]. Conversely, when nurtured and employed appropriately, these capacities
foster resilience, contributing to emotional stability and a sense of security—both
vital for maintaining mental health [16, 17].

For therapists, basic and actual capacities are not viewed as fixed traits but
rather as potentials for further development. Positive Psychotherapy recognizes
these capacities as resources to be activated and harnessed in therapeutic practice,
aiming not just to resolve conflicts but to promote personal growth. While cultural

Secondary capacities Primary capacities

Punctuality Love/acceptance

Orderliness Model/example

Cleanliness Patience

Obedience Time

Politeness Sexuality/tenderness

Honesty Contact

Faithfulness Trust

Justice Hope

Thrift Faith

Reliability Doubt

Accuracy Confidence

Diligence Unity/integrity
Table 1.

Primary and secondary capacities.
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and environmental influences shape these capacities, they are also unconsciously
driven and evolve with the changing world, particularly as globalization reshapes
human interactions. The central focus of Positive Psychotherapy is on unlocking
human potential. It offers tools and strategies that provide a straightforward analysis
of conflict dynamics, encouraging a deeper understanding of one’s innate capaci-
ties. These capacities are seen not as static but as evolving potentials that can be
developed to meet life’s challenges. By activating these human resources, Positive
Psychotherapy seeks to solve problems in a way that is both accessible and mean-
ingful, fostering an approach that embraces the possibility of transformation and
growth in every individual.

6. Life energy

The concept of a vital life force that permeates the universe and all living beings
is deeply embedded in various cultural traditions [18]. From ¢ in China to prana
in India, pneuma in Ancient Greece, spiritus in Latin, and ruach in Hebrew, these
beliefs share a common understanding of an animating energy that sustains life.

In the Western tradition, this idea is captured by “vitalism,” the belief that living
organisms possess a life-giving force that differentiates them from non-living matter.
English physicist Oliver Joseph Lodge echoed this in his theory of the “G-field,” which
suggests that matter is a concentrated form of this vital life force, aligning with the
notion that energy is the underlying substance of the physical world [19].

This holistic perspective aligns closely with Harry Stack Sullivan’s conception of
personality as an energy system, where energy manifests as tension (the potential for
action) or as energy transformations (actions themselves). Sullivan saw personality
as a dynamic interplay of needs, anxieties, and the potential for positive and negative
outcomes, all rooted in this underlying energy. Sullivan also emphasized the dynamic
nature of interpersonal relationships, where energy is continuously exchanged
between individuals, shaping their psychological environment. These energy
exchanges, or dynamisms, are patterns of energy transformation that characterize
behavior and influence our interactions.

The larger point is that across different cultures and psychological theories, the
concept of life energy serves as a unifying factor, highlighting the universal human
experience of a vital force that animates and sustains us. This shared understanding
of life energy transcends cultural and disciplinary boundaries, offering a common
thread in exploring what it means to be human [18, 20]. The concept of life energy
resonates with Nossrat Peseschkian’s Positive Psychotherapy, which views life energy
as evenly distributed across four key domains: body/sensation, achievement/activi-
ties, contact/environment, and fantasy/future in order to acquire and sustain opti-
mum mental and physical health.

7. Life balance

Inspired by a concept from the Bahd’f Writings called “The Four Criteria of
Comprehension” [21]. Nossrat Peseschkian developed the Balance Model, a central
component of his psychotherapeutic method. This model offers a holistic framework
for understanding how life energy is distributed across four essential domains of
human existence. Rather than proceeding from a pathogenesis perspective, which
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focuses on disease and dysfunction, the Balance Model aligns with concepts of saluto-
genesis, emphasizing health, well-being, and personal growth.

At its core, the Balance Model asserts that human beings live and function within
four interconnected areas of life, each influencing a person’s overall satisfaction,
self-worth, and ability to manage conflicts and challenges. These domains serve as
the hallmarks of one’s personality and capacity for adaptation in the present moment.
The Balance Model describes the interaction between the biological-physical, ratio-
nal-intellectual, socio-emotional, and imaginative-spiritual spheres of existence.
These four domains form the foundation of daily life, reflecting the multidimensional
nature of human experience. Each sphere is interdependent, influencing how indi-
viduals navigate relationships, health, personal growth, and existential concerns. For
example, the biological-physical domain addresses bodily health and physical well-
being, while the achievement-intellectual domain focuses on cognitive processes,
efficacy, and the pursuit of knowledge. The socio-relational domain speaks to the
quality of interpersonal relationships and emotional expression, and the imaginative—
spiritual domain encompasses creativity, aspirations, inner meaning, and spiritual
connection [22].

In everyday life, these domains are not isolated. Instead, they intertwine, shaping
how individuals perceive the world and respond to its challenges. The Balance Model
encourages therapists and clients alike to explore how these four dimensions mani-
fest in one’s life and to seek harmony between them. By recognizing and nurturing
each domain, the model promotes a comprehensive approach to personal well-being,
addressing not only the mind, but also the body, emotions, and spirit. Peseschkian’s
Balance Model offers a health-oriented approach that invites a deeper understanding
of how individuals live in balance with themselves and the world. It reminds us that
mental health is not simply the absence of pathology but the result of harmony across
all aspects of life. [23]. These domains comprise:

1. Body/Health: This encompasses physical activities and perceptions, including
eating, drinking, tenderness, sexuality, sleep, relaxation, sports, appearance,
and clothing. It reflects how we care for and experience our physical selves.

2. Work/Achievement: This domain involves professional achievements and capa-
bilities, including work, household duties, gardening, education, and money
management. [t represents how we engage with tasks, responsibilities, and our
sense of accomplishment.

3. Relationships/Social contact: This area covers our interactions with partners, fam-
ily, friends, acquaintances, and participation in social engagements. It captures
the essence of our social connections and the support systems we build.

4. Future/Fantasy/Meaning: This domain includes our future plans, religious or
spiritual practices, meditation, reflection, and the development of vision or
imagination. It speaks to finding meaning, purpose, and direction in life.

The Life Balance Model posits that our well-being depends on the dynamic energy
distribution across these domains. In therapeutic practice, the goal is to help individu-
als recognize and harness their resources to maintain equilibrium among these areas.
Balance does not imply equal time allocation but rather the appropriate attention and
energy to each domain, ensuring no area is neglected. Prolonged imbalance—where
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Body/Sensations
Balance -
Future and plans Model Work/Achievements
Contact/Relation
Figure 1.
The life balance model.

one or more domains are overlooked—can lead to internal conflicts and physical or
psychological illnesses.

Peseschkian’s model encourages us to view life as a complex interplay of physical,
mental, social, and spiritual energies. Individuals foster resilience, well-being, and a
more integrated sense of self by achieving balance among these domains.

The Life Balance Model is a practical framework for understanding how life energy
is allocated across these domains. It offers insights into maintaining well-being and
effectively addressing conflicts (Figure 1).

Life energy in Positive Psychotherapy is a concept that transcends cultural and
disciplinary boundaries, emphasizing its universal significance in human experience.
The partial goal of therapy is to restore equilibrium among the four domains by ensur-
ing that each area receives an appropriate share of life energy. This balance is not about
equal time but dynamic and proportional attention to each domain, recognizing that
prolonged neglect or overemphasis in any area can lead to conflicts and illness.

In Figure 2, for example, we can see that the patient is allocating a significant
amount of life energy to the work and achievement domains. From this view, the

E =100% Body/Sensations

~
15 20%
Meaning/Fantasy/ Work/Achievements
Future € ->
10% 55%
¥
Contacts/Relations

Figure 2.
Balance model and life enevgy distribution.
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therapist can surmise that the patient may be neglecting significant aspects of his
social life and not attending to his well-being. The model helps clarify the connections
between conflicts and the resulting behaviors and attitudes by analyzing how indi-
viduals distribute their energy across these areas. In this way, Positive Psychotherapy
offers a comprehensive approach to managing life’s challenges, rooted in the balanced
flow of life energy across all aspects of existence.

8. Conflicts

“According to the concept of Positive Psychotherapy, a healthy person is not one

who has no conflicts, but rather one who has learned to deal adequately with these
conflicts. Here “adequately” means not to neglect any of the four areas of life, but to
distribute one’s energy (not necessarily time!) approximately evenly into the four areas

of life” ([24], p. 99).

Positive Psychotherapy (PPT) offers a distinct and comprehensive approach to
understanding and resolving conflicts by recognizing the complex interplay between
external and internal struggles. PPT’s conflict model is valuable for its ability to
dissect the layers of conflict, showing how unresolved issues from the past intertwine
with present struggles, and how these conflicts manifest both mentally and physically.
The term “conflict,” rooted in the Latin confligere, meaning to clash or fight, encapsu-
lates the essence of this tension—whether it arises from incompatible inner values or
external forces. PPT’s psychodynamic view of conflict provides a nuanced framework
for exploring how: conflicts manifest within the psyche, delineating the layers of
conflict and their cumulative impact on the individual.

In this model, three primary types of conflicts are identified: the actual conflict,
the basic conflict, and the inner conflict. Each represents a different dimension of
how conflict operates within the human experience, contributing to both psychologi-
cal and physical symptoms [14]. An actual conflict refers to a current life situation
that creates emotional stress due to a mismatch between expectations and reality. This
conflict is immediate, arising from day-to-day challenges such as a divorce, job loss, or
other significant life events. These conflicts often test the individual’s internal values,
and though rooted in the present, they frequently trigger unresolved emotional issues
from the past. For instance, the emotional pain of a divorce may reopen old wounds
from an earlier experience, such as the loss of a parent, amplifying the intensity of the
current situation [25].

The basic conflict is deeper and more unconscious, rooted in past experiences
and long-held beliefs, values, and expectations—many of which were internalized
during childhood. It represents a clash between primary and secondary capacities;
hence, though an actual conflict may trigger it, it operates on a different level. The
basic conflict often emerges when an individual’s long-standing values or ideals are
challenged by current events, causing an intense emotional reaction. For example, a
person’s strong belief in loyalty, formed in early childhood, may create a deep sense of
inner turmoil when faced with the prospect of ending a toxic relationship.

Finally, inner conflicts are unconscious struggles between opposing desires or ide-
als. These conflicts often involve a clash between one’s primary capacities, such as the
deep need for love and connection, and secondary capacities, such as moral beliefs or
societal expectations. Inner conflicts are experienced as a state of emotional tension,
manifesting as indecision, ambivalence, or repetitive, dysfunctional behavior. For
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example, an individual may want to leave an unhappy marriage (an actual conflict)
but be paralyzed by an ingrained moral belief against divorce (a basic conflict). This
internal ambivalence often leads to cycles of emotional distress, anxiety, or depres-
sion as the person grapples with conflicting desires and values.

Conflicts arise from a clash of capacities, where emotions, affective states, and
physical reactions signal a deeper inner conflict. These signals indicate a disturbance
in the distribution of actual capacities—those values and virtues that shape how we
navigate our lives. The extent that capacities are over or underdeveloped will influ-
ence how individuals perceive and react to conflicts in everyday life [15]. Culture will
dictate the varying interpretations of concepts like love, justice, punctuality, and trust
one has that can lead to psychological distress when mismatches occur.

Further, conflict reactions in PPT inspire the use of defense mechanisms or secu-
rity operations to cope with the conflict. When the conflict or source of the conflict
begins to cause notable emotional suffering, individuals might retreat into illness
or somatization, where the body becomes the vehicle for unresolved psychological
distress. For some, this manifests in excessive body-building, reflecting an overcom-
pensation for perceived vulnerabilities or insecurities within the physical realm. This
extreme focus on the body is a means of regaining control over what feels uncertain,
yet it only highlights the deeper, unresolved conflicts within. In the work/achieve-
ment- sphere, people might overemphasize activity and achievement, rationalizing
their distress through productivity. This often leads to feelings of overburdening and
maladaptive adaptation—the relentless pursuit of success masks the inner turmoil,
yet the individual finds themselves disconnected from true fulfillment, merely
achieving for achievement’s sake.

In the socio-relational domain, responses to conflict can manifest as refusal to
perform, as withdrawal into loneliness, or an opposite extreme—excessive gregari-
ousness. Both extremes are often accompanied by idealization or deprecation of
relationships, leading to affective disturbances that erode social bonds. This results
in changes in social behavior, where emotional intimacy is either avoided or ideal-
ized, leading to deep feelings of isolation or shallow interactions that fail to meet
the individual’s emotional needs. Finally, in the future/fantasy meaning domain,
individuals may retreat into fantasy or become trapped in cycles of denial, result-
ing in psychological conditions such as anxiety, phobias, panic attacks, or addictive
behaviors. The inability to fully engage the imaginative or spiritual aspects of life may
lead to a lack of imagination, rendering the individual disconnected from the creative
and existential aspects of their being, further perpetuating feelings of anxiety and
alienation (Figure 3).

In this model, conflicts and imbalances across these four qualities of life highlight
the complex interplay between the physical, intellectual, emotional, and spiritual
dimensions of existence. Unresolved inner conflicts often lead to neurotic fixa-
tion, where individuals become stuck in predetermined patterns of experience and
behavior, unable to break free on their own. The energy generated by these internal
conflicts can result in symptomatic expressions, serving as temporary solutions to
the underlying issues. Each domain, when overextended or neglected, can contribute
to psychosomatic disturbances, emotional dysregulation, and distorted perceptions
of reality. This underscores the importance of achieving balance, not only to prevent
illness but also to foster holistic well-being and personal growth [22]. Finally, Positive
Psychotherapy emphasizes the importance of understanding and addressing both
actual and inner conflicts, using the balance model to restore harmony across the
four domains of life. By differentiating between actual, basic, and inner conflicts,
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Body
Functional complaints, physical symptoms and disorders,
physical impairments, substance abuse, disturbances of perception,
physical vitality, unrest, disturbances of sleep, food and libido

Achievement
Disturbances of concentration,
inability to work, stress

Future

Panic, anxiety, hopelessness,
loss of meaning, loss of pleasure,
fear to live, fear of dying

Contact
Behavioral disturbances, compulsions, social phobias,
social withdrawal, emotional dependence

Figure 3.
Conflict reactions model.

recognizing the underlying capacities at play, and the cultural and individual factors
that shape them, therapists can guide individuals toward more effective coping strate-
gies and greater psychological resilience. In this therapeutic approach, understanding
the content of the conflict is crucial.

9. The counseling process

In Positive Psychotherapy (PPT), culture is not merely an additional factor in
understanding the origins of mental health concerns but a central theme within
the counseling process. It is viewed as a source of both empowerment and inspira-
tion for clients. Thus, the therapeutic interaction in PPT is designed to be a stage
for culturally reflective interventions, where clients are encouraged to consciously
reflect on their cultural backgrounds and how these shape their identity, challenges,
and growth. This reflective process is then followed by intentional actions that help
the client navigate life more effectively. The counseling process in PPT emphasizes
the client’s active participation in their own healing journey. Therapists draw upon
avariety of interventions tailored to the individual’s expressions during sessions.
This client-centered approach allows the therapy to unfold according to each person’s
unique needs and experiences, fostering a deeper engagement with the therapeutic
process.

One of the distinct components of PPT interventions is the integration of imagina-
tion and intuition. These are not just supplementary tools but fundamental aspects of
the therapeutic work. For example, storytelling plays a key role in helping individuals
articulate their journeys, challenges, and aspirations. Through narrative, clients begin
to build a coherent sense of self, embedding their lived experiences into the stories
they tell about themselves. This method promotes self-awareness and facilitates
emotional expression in a culturally resonant way.

During the counseling process, the therapist may introduce cultural models of
problem-solving by drawing on traditional resources, such as proverbs, stories, or
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wisdom from the client’s own cultural background. These culturally grounded inter-
ventions help bridge the gap between the client’s internal world and their cultural
heritage, offering tools for coping that feel authentic and familiar. This approach
aligns with Abraham Maslow’s concept of positive psychology, which emphasizes
the importance of focusing on an individual’s positive qualities and inherent poten-
tial. By recognizing and nurturing the client’s developmental possibilities, PPT
helps individuals not only overcome their mental health concerns but also flourish
by tapping into their strengths and capacities, promoting a holistic sense of well-
being (Figure 4).

As discussed in previous sections, in PPT, symptoms and disorders are not seen
as isolated problems to be eradicated but rather as responses to underlying conflicts.
This perspective allows the therapist to address both the origins of the client’s illness
and the sources of their joy, strength, and potential. The term “positive” reflects
this integrative approach, which balances the understanding of pathogenesis (the
development of illness) with salutogenesis (the creation of health and well-being).
By engaging both concepts, the therapist helps the client navigate their psychological
struggles while also cultivating health.

A key element in PPT is the Principle of Consultation, which introduces a struc-
tured approach to therapy involving five stages. These stages integrate therapy with
self-help, empowering the client to take an active role in their healing process. The
five stages are:

Observation and distancing: This initial stage involves the patient identifying
and expressing their desires and problems while maintaining a level of emotional
detachment. The therapist aids this process by offering constructive interpretations
of symptoms, often using metaphors and symbolic elements to help the patient gain
perspective.

Taking inventory: In this stage, the focus shifts to exploring the patient’s
actual capacities. Using tools like the WIPPF (Wiesbaden Inventory for Positive
Psychotherapy and Family Therapy) and the Balance Model, the therapist and patient
reflect on significant life events and current circumstances, gaining insight into how
these have shaped the patient’s experiences.

Situational encouragement: Here, the therapy emphasizes activating the patient’s
internal resources and strengths. The patient is encouraged to draw on past successes
and available capacities to confront and resolve current conflicts, fostering a sense of
self-efficacy and resilience.

Verbalization: This stage involves helping the patient articulate and express the
underlying conflicts related to the four dimensions of life: body/sensation, achieve-
ment/activities, contact/environment, and fantasy/future. The goal is to identify and
address the secondary gains that may perpetuate the conflict while balancing open-
ness and responsibility for emotional reactions.

‘ 5. Broadening of Goals

| 4. Verbalization

‘ 3. Situational Encouragement

| 2, Taking Inventory

{ 1. Observation and Distancing

Figure 4.
PPT counseling process.

115



Psychotherapy in the Third Millennium — Cross-Cutting Themes and Proposals for Reflection

Expansion of goals: The final stage focuses on looking beyond the resolution of cur-
rent problems to envision a future free from conflict. The therapist guides the patient
in considering their goals and aspirations for the future, encouraging a forward-look-
ing orientation in life. This stage includes reflection on changes in feelings, achieve-
ments, significance, and relationships with family and friends.

These five stages provide a comprehensive and flexible therapy system for
addressing various aspects of an individual’s well-being, promoting personal growth,
and fostering future aspirations. By progressing through these stages, patients are
guided toward resolving their immediate conflicts and empowered to envision and
work toward a more fulfilling and balanced life. Positive Psychotherapy thus offers a
holistic approach that integrates the therapeutic process with the patient’s capacity for
self-help, ultimately aiming to enhance overall well-being and resilience [26].

10. Conclusion

In our increasingly globalized world, where cultural transformations often
heighten anxiety and fear, therapists must engage deeply with their clients’ cultural
backgrounds. This engagement must go beyond superficial discussions of race, eth-
nicity, gender, sexual orientation, age, and religion. Instead, therapists must explore
how the intersection of these factors shapes their clients’ identities and influences the
values and meanings they derive from their experiences. An existential cross-cultural
approach to therapy is becoming more relevant in a world frequently confronting
existential crisis.

In Positive Psychotherapy, culture is not merely a backdrop to human experience
but a dynamic, ever-present force that intertwines with the very fabric of our exis-
tence. While multiculturalism emphasizes the diverse ways different groups navigate
life, it is equally crucial to acknowledge the shared human experience that underlies
these differences. Culture plays a vital role in defining the existential nature of our
collective humanity, guiding us in distinguishing between nature and nurture, the
meaningful and the meaningless. It serves as a reminder that, despite our differences,
humanity shares much more in common than we often recognize.

Positive Psychotherapy'’s five stages offer a transcultural therapeutic system for
addressing the multiple aspects of an individual’s well-being, promoting personal
growth, and nurturing future aspirations. As patients progress through these stages,
they are not only guided toward resolving their immediate conflicts. However, they
are also empowered to envision and work toward a more fulfilling and balanced life.
In this sense, positive psychotherapy presents a holistic approach that seamlessly
integrates the therapeutic process with the patient’s inherent capacity for self-help,
ultimately enhancing overall well-being and resilience. Positive Psychotherapy invites
us to view culture not as a barrier but as a bridge, connecting the diverse expressions
of human life with the universal quest for meaning, balance, and well-being.
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Chapter 8

Understanding the Process of
Change in Psychotherapy

Francis D. Baudry

Abstract

This paper first presents the evolution of the theory of change in psychotherapy
from Freud onwards. The second part presents my own struggle to foster change by
overcoming obstacles. I believe it is important to avoid confronting defenses that
foster an adversarial point of view. Instead, it is helpful to approach the understand-
ing of behavior by focusing on the purpose it serves, i.e., the adaptive point of view.

Keywords: change, treatment process, relationship personal and professional,
adaptation, supervision

1. Introduction

This chapter will explore the disconnect between the theory of change as it
evolved since Freud’s discoveries and what actually happens in the clinical situation
and how difficult it is to pin down and explain the nature of change, what fosters it,
and what impedes it.

My answer after working on the topic of how change actually works in the clinical
setting is a disappointing ‘I don’t really know One major reason is that often when posi-
tive changes occur we do not try to figure out the complex dynamics with the patient. It
can occur suddenly during an hour or some time afterwards quickly, or periodically as a
result of some understanding that sinks in after working through. As an example, one of
my patients was suffering from some GI symptoms that we assumed were at least in part
psychosomatic. During a recent session in which he complained about their recurrence,
we were able to deal with some aspects connected with a profound grief coupled with
anxiety, which until then had been only partially put into words. For the following 2 days
my patients symptoms all but disappeared. Then they slowly came back. I have no way
of ascertaining whether the improvement was coincidental, or whether it was related to
beginning to master the sense of loss, or whether just the idea itself that we were hitting
pay dirt was sufficient to bring temporary relief to this very insightful individual.

2. Review of literature on methodology

The available literature on methodology is, not surprisingly, disappointing; for
reasons to be spelled out in my paper, it is almost impossible to identify what the
specific dynamics are that account for change.
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The first identified review by A Kazdin [1]: ‘Mediators and Mechanisms of Change
in Psychotherapy Research’ comes up empty handed and concludes that there are
no evidence-based explanations about how our best interventions lead to change.
Another article by Murphy and Cooper [2] attempting to study mechanisms of
change in depression likewise comes up empty handed. A third article by Werbart [3]
concludes that the dream of a concerted uniform methodology in psychotherapeutic
research must probably be abandoned since the actual situation is characterized by
methodologic pluralism.

3. Definition of change

What we mean by change has to be clarified. I will limit myself in this paper to
positive change, although one could also explore what leads to negative change. There
can be transient change due to external circumstances, for example, a lessening of
anxiety after the patient is promoted in his or her job. There can also be a temporary
dramatic change, for example when a patient enters treatment with magical expecta-
tions of cure related to the emergence of an idealized transference. In this paper,
however, I will focus on the process of change that results from increase in effective
understanding as a result of lengthy therapeutic work.

The change can lead to lessening of painful moods or affects such as anxiety,
depression, or mourning or to a decrease of particular symptoms. The most reluc-
tant and slow aspect of change, if not resistance to change, however, is rooted in
the dynamics of a person’s character. I have written a number of papers on this
particular topic [4, 5]. Our character is part of our personal identity. By nature quite
stable and also rigid, it is heavily invested with narcissism and in general it is that
part of a person that is most resistant to change particularly in training analysis,
which may impose an additional burden on the candidate fearful of raising too
many controversial issues. As an example, I remember supervising, many years ago,
a rather narcissistic and angry candidate who could not tolerate disagreement and
was quite fixed in her views. One day she brought a session in which she identified
some changes, which she attributed to her good work. There was very little she
would tolerate except my reluctant agreement that her work seemed to be progress-
ing at this time.

An aspect that has changed over time is the nature of what can be defined as a
complete interpretation. During my training in the 1960’, I was taught that following
Waelder’s system an interpretation to be complete and effective required an ego part,
a superego part, a drive aspect, and a reference to reality. My supervisors did not seem
to adhere to this model as far as I can remember.

4., Freud’s views

Freuds initial views were related to the bringing into consciousness deeply
repressed unconscious fantasies often based on early trauma. Repeated interpreta-
tions with working through would lead to insight, the pathway to change. Defenses
and resistances would be brought to consciousness and interpreted. The understand-
ing of dreams as the pathway to the unconscious occupied an important role in the
process of cure as dreams occurred during a partially normal state of regression dur-
ing sleep and thus opened a window into an aspect of the unconscious not previously
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available. Later in his work, he pointed out the crucial role of transference and the
need to interpret it as a key component of treatment.

The superego was seen as an internal object filled with projections of pathological
parental objects. In the process of cure the pathologic object will be analyzed. These
pathologic objects can be seen sometimes as the only available link with an important
sometimes deficient early childhood parent. Hopefully the superego would come under
the control of the rational ego. “Where superego was, ego shall be’ From a related point
of view the ego was seen as the precipitate of abandoned object cathexes; if ego syntonic
these cathexes contribute to growth, if ego-alien, it leads to conflicts and pathology.

The nature of the process can be described as including a number of steps: first the
analyst has to listen to the patient’s associations, second he would infer unconscious
meaning, third he would share these with him, and finally, (very importantly) he
would draw inferences from the patient’s responses. Beginning students often fail
to follow up and listen to the patient’s responses to their interpretations, thinking
erroneously that once an interpretation is given the analyst can move on to the next
issue. I sometimes use the analogy of a tennis game to describe the back and forth
interaction of the analytic process.

The increasing role of transference with new stages in our evolving theory should
not be underestimated and it opened a window on the subtle influence of hidden
object relationships that govern all human interactions, not just those limited to the
treatment setting.

5. Obstacles to change

In my clinical work in supervision I sometimes note that my supervisees are often
not connecting with the patient, talking at the wrong level, sometimes because of
their inexperience. They are either too intellectual or unable to understand the level at
which the patient is functioning at the moment. They may also be caught in an enact-
ment of a pathologic object relationship.

The same thing happened to me a number of years ago. I was treating in an
analysis a borderline patient, and to my dismay he was becoming angrier and angrier
with me, making me feel very uncomfortable and leading me to suggest he might take
some medication. Some time after, he interrupted the treatment. A few years later,
he came back and confronted me with the issue of his increasing anger. He told me
that I had completely misunderstood him and that I had not realized that his anger
was a desperate reaction to his feeling he could not reach me emotionally at the time. I
did not realize then that he was repeating with me his pathologic reaction to a distant
father. My so-called neutrality was seen as an abandonment.

To avoid this not uncommon pitfall, I try to pay attention in the treatment setting
to what unconscious object relationships are being repeated during the session. This
may change during the course of an hour and can be initiated by either party. The
therapist may be totally unaware of this fact and of his possible role in the pathologic
interaction.

To manage these difficulties, the role of countertransference, initially down-
played, becomes central. It has a dual origin both as a projection from the patient
of unmanageable issues (more important in borderline or psychotic patients) and
second as related to the therapist’s own unresolved conflicts. It needs to be explored
in some detail. This is a thorny issue from a historical point of view as the approach to
this topic dramatically altered during the course of the history of psychoanalysis.

123



Psychotherapy in the Third Millennium — Cross-Cutting Themes and Proposals for Reflection

As the rules of proper behavior for the analyst slowly emerged, in the early 1920’
some genuine differences of opinion had to be gradually confronted and clarified.

Early in the days of analysis, some Hungarian analysts felt it would make sense for
the same person to both treat and supervise the candidate as it was deemed he was
the person who knew his supervisee best and therefore could understand his counter-
transference best. Freud did this with some of his early patients. On the opposite end,
some other early analysts felt that this dual role interfered with the proper manage-
ment of the transference. Even further, some supervisors felt reluctant to address a
countertransference issue that they saw as part of the supervisee’s analysis.

To complicate matters further, most institutes have no seminar to discuss the
management of supervision or its method or structure. They assume that training
analysts could be left on their own to decide on their model of supervision. As a result
the individual style of each training analyst will influence the manner in which he
conducts supervision. One of my more challenging supervisors treated supervision
like an analysis. As I came into his office, he would nod his head, give a short grunt,
and wait for me to begin. I do remember during my training expressing my dismay at
the wide variety of my supervisor’s style. ‘This can’t all be supervision,’ I exclaimed to
my analyst one day. I must have felt at the time that there must be just one proper way
of conducting supervision!

One of my early supervisors, discussing with me a very volatile and impulsive
patient I was trying to treat analytically, told me one day, ‘The patient has you on
the ropes!” Of course I knew this already, but besides making me both anxious and a
bit ashamed, this statement was totally unhelpful. Perhaps my supervisor thought I
would discuss my issue with my analyst. Neither of us realized at the time that it might
have been more helpful to help me figure out the dynamics of the situation that led me
to feel quite helpless. Another of my early supervisors used the material I presented
as an entry to describe the dynamics of the patient within the system of ego psychol-
ogy. I learned a great deal from this interaction, but a crucial piece of my relationship
with the patient was never discussed. Still another supervisor sitting very far from
me in her living room would conduct supervision by imagining or reconstructing
(or constructing?) the story and fantasies she derived from my patient’s associations,
creating deeper and new meaning from the more disorganized material I presented.

I felt better after each supervision thinking I had gained new insight into this patient.
As this patient was very astute, she usually could tell when I had my supervision as
the following hour with her would be richer. I would sometimes anxiously disgorge
the understanding I had gained in my recent supervision, not always realizing that the
reconstructions we had arrived at applied very nicely to the Friday hour but did not
always fit in with the material of the following Monday hour! I do not think that at the
time I was aware that the urge to disgorge the supervisor’s interpretations had more to
do with my anxiety about missing some crucial connections arrived at by my supervi-
sor than with what was happening during the session with my patient. The supervisor
did not necessarily ask about my subjective experience, so I was surprised and a bit
dismayed when she suddenly told me one day that she thought we could end our
supervision as she felt I understood the patient well enough. I remember telling my
analyst the next session that I did not share my supervisor’s opinion. He urged me to
discuss it with my supervisor. I think I was reluctant to challenge her view. I also recall
that I found another early supervisor rather empty just mouthing theoretical banali-
ties. In order to deal with this issue I asked another training analyst to periodically
discuss the case with him. I was fearful of confronting the supervisor. What a relief it
turned out to hear the fresh human views of this other supervisor!
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What was missing during all my supervisory experience was the nature of the pro-
cess during supervision, the nature of my relation to the supervisor, and any attention
to my countertransference. I have written a paper to address just those issues [6]. This
should not obscure the fact that for the most part I valued the many supervisions I
had during my training and learned a great deal from the majority.

Another obstacle to change is the patient’s expectations that as long as he is in
treatment he can take his time and not rush the boat. Patients can give as reason that
after all they cannot control their feelings. I will then point out that indeed what they
say is true but they can control their behavior. This is very important with dysfunc-
tional couples where each partner is locked in repeating toxic object relationships
often with a sadomasochistic tint or remain withdrawn to avoid being hurt.

6. Process of change

Not all patients are able to change. There are certain basic requirements for change
to be possible. This includes three components: (1) being curious about oneself, (2)
being able to observe oneself, and (3) being able to communicate mostly verbally,
one’ inner life. Related to this last issue is the role of trust the patient experiences
towards the therapist. Monitoring its change during the course of time and its
management in the transference is crucial to progress. The capacity for change also
requires the ability to confront guilt and shame.

One of my favorite teachers Rudolph Loewenstein said the following about work
and change: There are patients who want to both work and change. A second group
wants to change without working, a third group wants to work without changing, and
a final group wants neither to work nor to change. In order to find out to which group
the patient belongs, it is essential to find out first why the patient came to treatment
and second how he imagines it will work. Often one encounters patients who imagine
treatment is like bringing your car to the garage to be fixed; you leave it and pick it up
once the work is done. The patient has to realize he is the one in charge of change, the
therapist only giving him tools to do so.

Somewhat related is the role of masochism as a resistance. There are some patients
who seem to derive pleasure in exposing their suffering to the analyst (or parent) as
a sadistic attempt to regain power and make the recipient suffer. This can also be an
act of revenge against the parent who is unconsciously blamed for some defect bodily
or otherwise. For example it was true of Marie Bonaparte who almost consciously
blamed her father for depriving her of the masculine organ she so coveted.

Even though I seem to suggest that change is at the bottom of most good therapy,
nothing could be further from the truth. There is a difference between how we think
we can make a difference analytically and by non-analytic means. The former is
generally based on interpretations, the latter by a type of subtle caring and acceptance
of the patient as he /she is.

For example, I have had patients whose mate gradually deteriorates due to an
irreversible disease. In these cases, it is most helpful for me to validate their feelings of
frustration and anger and helplessness mixed with anxiety. Occasionally I may point
out some hidden unconscious component, but I feel I am more in the role of a good
friend to whom they can reveal all their issues. Such modes of treatment might fit into
the ‘supportive mode’ sometimes with a subtle implication that this is second class
therapy. Nothing could be further from the truth. As a result these patients change
subtly, become more accepting of a bad reality, and are very gratified they can share
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their guilty thoughts without reproof. Another option is for the patient to be able to
differentiate between guilt and responsibility. The former leads to conflict and symp-
toms; the latter is a view of reality, which must be accepted. There are also other types
of intervention outside what is strictly considered analytic behavior, for example the
role of humor, which can lighten the atmosphere, introduce a human element, or even
help resolve a situation where the analyst feels stuck.

However, a final note on so-called supportive interventions: one must be aware
that on occasions the patient may clamor for support as a way of avoiding more in-
depth work that he is very capable of undertaking.

7. Changes in theory

With the emergence of new theories three aspects drew attention, both centered
on an object relation previously minimized: first the role of the analyst as a new
object, ie, one who does not behave like the pathologic parent, second following the
emergence of object relation theories therapists began to focus on the crucial impor-
tance of the relationship including the role of love and caring.

Second, different theories paid attention to differing data. For example, the
Kleinian theory emphasizes early aggression, Kohut’s theory looks for failures in
empathy behaviors as damaging to the self. Laplanche looks for projections of uncon-
scious fantasies onto the child by the mother as the cause of problems.

The role of the analyst as a new object has been studied by Loewald [7]. However, it is
important to state that this new relationship is not an end in itself but rather the first step
inalong road. It is a bit like the softening of a crust to allow some removal or change. It
occurs as part of the transference neurosis that remobilizes frozen pathological earlier
object relations. As a result of the new relationship it is hoped that the patient can also
begin to identify with the analyst and develop more neutral ways of observing himself.

Loewald compares the analytic relationship with that of the parent-child relation-
ship. Because of his experience the parent is not distracted by temporary obstacles
but holds in his mind the capacities of the child and his assets and talents leading to
growth in the future. This could be seen as an aspect of benevolent caring and love.

The problem of the match between therapist and patient is very crucial and has
been the focus of study in recent years. This would also include aspects of the thera-
pist’s character that clash with the patient’s personality characteristics. For example,

a therapist who was brought up by submitting to parental authority and behaving
according to rules might have trouble dealing with a narcissistic demanding patient or
a patient with anger issues.

7.1 Decreasing focus on defenses

There is another change in my clinical work, which renders the patient-therapist
relationship less adversarial. Instead of focusing on defenses I focus on the adapta-
tional approach. For example, I have a patient who needs to be in total control with a
wife who is very loving, gentle, and totally devoted to his welfare. With the passage of
time and aging my patient has become more vulnerable, and in reaction to his increas-
ing weakness he has become more controlling, leading to some arguments and dif-
ficulties in the marriage. In response to his behavioral change I say to my patient: ‘Of
course I can understand why you need to do this; because during all of your childhood
you were faced by a difficult controlling and castrating mother so it makes sense that
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in spite of differences you cannot take a chance and become vulnerable. You are still
struggling with an internal mother and you are afraid your wife could become like her’

In another case one of my patients dealing with massive anger problems expresses
massive rage towards a very critical and controlling sibling and seems to want to jus-
tify his behavior but is a bit overwhelmed with his feelings. I say to him, “We have to
differentiate two aspects of your reaction; first your sibling’s behavior is unacceptable.
There is no problem with this, but can you see that because of the massive anger you
are struggling with, you also use this opportunity to discharge some of the anger that
has nothing to do with the problem with your sibling. To my relief the patient agreed
with my distinction and our work could proceed.

8. The issue of the relationship

Unfortunately the theoretical role of the relationship is not easy to examine in a
neutral fashion as it has occasionally been used by a group of object relations theorists
who want to make it the central core of their theoretical edifice instead of seeing it as
only one aspect of a very complicated situation.

There are two components that need to be distinguished: first the therapeutic rela-
tionship and second the admixture of the real relationship theoretically independent
from the therapeutic one. A bit like ivy growing on a tree, the so-called real relation-
ship may silently lead to enactments particularly if either patient or analyst is not
aware of its corrosive potential because on the surface it seems so benign and accept-
able. Freud himself allowed the personal relationship to intrude on the professional.
An extreme example can be found in the 1000-page book of his correspondence with
Marie Bonaparte who sought analysis with him. Her wealth allowed her to ply Freud
with many gifts from Greece, including rare vases, honey, and later an urn to contain
his ashes. Marie also developed a close relationship with Freud’s daughter Anna,
and Mrs. Freud often brought her strawberries in a basket as she boarded the Orient
Express back from Vienna to Paris. Freud also allowed Marie to send her daughter
Eugenie to Freud for analysis, and he was willing to have the latter’s potential husband
come to Vienna so he could judge his appropriateness as mate.

In one of his letters to Marie Bonaparte, Freud commented that he was aware that
the so-called real relationship would not have existed apart from the transference and
that it could also be used as a resistance but in the end he said that he thought the two
could coexist.

8.1 Therapeutic relationship

I will first deal with the problem of the therapeutic relationship. First in order for
the treatment to take a hold there must be a combination of hope, optimism including
an expectation of gain, and a minimal amount of trust. This often makes it difficult
for patients with major trust issues as part of their character, such as paranoid person-
alities, to develop a workable relationship with their therapist. Even if this develops,
the suspicious patient may see it as phony because the relationship is not genuine, it is
bought or even further care is given not spontaneously but in response to the patient’s
pleas, demands, or complaints. What the patient does not realize is that indepen-
dently of the pure therapeutic part the therapist may genuinely care about his patient.

Recently Celenza [8] put together a very thoughtful book of short essays entitled
‘Transference, Love, Being’. Perusing the book I note the great difficulty in exactly
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stating what we mean when we use the word love, and we sometimes connect it with
surrounding sexuality.

The limits of what the therapeutic relationship can include have evolved consid-
erably over the course of history of the theoretical foundations of our field. It has
altered from the initial view of the analyst as a reflecting mirror to a slowly growing
involvement without clear limits. I do remember during my training analysis that I
was completely surprised when one day I entered my analyst’s office with a limp hav-
ing hurt my ankle and my analyst questioned me about what had happened.

In a recent lecture, I heard David Tuckett present various models illustrating
different types of possible interactions during the course of an analysis. The first
was asymmetric, described as the theater where two people watch a live play where
the patient casts the analyst in various unconscious picture roles. The second model
was ‘cinema’ with two people watching a film projected on a screen. The third model
(symmetric) was that of immersive theater with audience and players, and both
patient and analyst cast each other in a different role. Each model would modify the
interaction between patient and analyst.

The role of neutrality can be confusing as the analyst has to have the capacity to
observe in a scientific fashion what is going on but also has to experience and allow
human interactions with feelings in both directions, which then he needs to observe
and utilize as appropriate.

8.2 The real relationship

We do know that as I detailed earlier in this paper, Freud was comfortable in
having a real relationship with many of his patients. He gave food to some of them or
even gave them money.

This is a very complex topic to address. I will start with the question of self-reve-
lation. As a student, if a patient asked me where I was going on vacation I was taught
rather mechanically to say back: “Why do you ask?’ In my view this is a toxic unhelpful
response. If I am puzzled and not sure how to respond I might say: ‘How would this
help if you knew?’” With sicker patients, I err on the side of revealing rather than hid-
ing. I am supervising a candidate whose patient cannot hold the image of the analyst
in his absence. If such a patient asked me where I was going on vacation, I might offer
an interpretation: ‘Would it make me more real when we are separated if there were
a place you could connect with me?’ I would also be more likely to simply say where I
was going without needing to interpret the meaning or request the patient to associ-
ate. The latter could be seen as intrusive rather than a reasonable demand within the
confines of analytic work.

Another aspect of the real relationship is the question of whether and when to
accept gifts from a patient. Again there is no clear answer and the therapist must
anticipate whether the patient could tolerate a refusal without being badly hurt. In my
early days a patient who was about to terminate an analysis (which was only partially
satisfactory because of what I thought was the appropriate emotional distance) said
she intended to give me a genuine letter signed by Freud, which was quite rare and I
assume quite expensive. Reluctantly I thanked her for her care but said I did not think
it was right for me to accept such a gift.

With increasing experience, rules that in my early days were to be followed have
become principles to guide me but not to force me to adhere to them. As a result my
work is much looser, less rigid, and much more spontaneous. I see this as a gain rather
than aloss.
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Chapter 9

Perspective Chapter: The
Overwhelm is the Way — Contextual
Relational Mindfulness as the Key to
Integrated Executive Functioning

Juliana Lewis and Owen Lewis

Abstract

Executive function (EF) skills are crucial in managing adult Attention Deficit
Hyperactivity Disorder (ADHD), yet current methods often fail to integrate an
individual’s emotional connection to the task at hand. Integrative Executive Function
(IEF) Coaching introduces a holistic approach to strengthening EF skills in people
with ADHD and related attentional disorders. IEF Coaching incorporates emotional
and contextual awareness through Contextual Relational Mindfulness—a practice
that combines traditional mindfulness with a heightened awareness of the relational
dynamics between the client, their environment, and the coaching process. This
chapter proposes a new approach to EF coaching; it presents the theoretical founda-
tions, goals, and methodologies of IEF Coaching that emphasize the importance of
developing emotional self-awareness and authentic communication in EF training.

Keywords: executive functions, executive function coaching, relational mindfulness,
ADHD, authentic relating, mindfulness

1. Introduction

Executive function (EF) skills are crucial in managing adult Attention Deficit
Hyperactivity Disorder (ADHD, understood to include a spectrum of attentional
disorders, including Attention Deficit Disorder), yet current methods often fail to
integrate an individual’s emotional connection to the tasks at hand. They are typically
taught outside of the relevant context where these skills are most needed, and without
an intentional approach to cultivating mindful awareness of one’s emotional state.
Integrative Executive Function (IEF) Coaching, developed by co-author J. Lewis,
is an approach to executive function training that addresses the client’s emotional
relationship to the tasks at hand by integrating Contextual Relational Mindfulness
into coaching sessions. Contextual Relational Mindfulness is a concept that blends
traditional mindfulness with a relational orientation to the present moment. It refers
to an awareness of the field of relationality that co-exists between client and coach,
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and also includes the field of relationality that co-exists between the client and their
environment and the actions they take in that environment.

The application of Contextual Relational Mindfulness in the IEF coaching setting
provides a promising outlet for rewriting the narrative around what overwhelm and
stress mean. This happens through developing a curiosity about the present moment,
as modeled and guided by the coach, alongside the hands-on practice of EF training.

The goals of IEF Coaching, broadly defined, are to (1) strengthen the client’s executive
functions, (2) foster a client’s Contextual Relational Mindfulness; and (3) inspire a client’s
self-confidence and intrinsic motivation to take action. These goals, while described
distinctly, are interrelated. Each supports and furthers development across goals.

This aim of this chapter is to introduce the practice of IEF Coaching through a dis-
cussion its precedents in existing literature on EF and Relational Mindfulness (as dis-
tinct from, though interrelated to, the concept of Contextual Relational Mindfulness);
outline the core goals and methodologies of IEF, and present clinical vignettes to
illustrate core goals and methodologies. In Section 2, “Literature Review,” we provide
areview of existing research on EF, a summary of existing approaches to EF, and a
broad overview of the concept of Relational Mindfulness in therapeutic, mindful-
ness, personal growth and spiritual contexts. In Section 3, “The keys to Integrative
Executive Function Coaching,” we outline the goals and associated principles of
IEF Coaching. In Section 4, “The Overwhelm is the Way: clinical vignettes illustrat-
ing core elements of Integrative Executive Function Coaching,” we present clinical
vignettes that illustrate the goals and principles discussed in Section 3. In Section 5,
“Conclusion,” we summarize key threads of continuity between IEF Coaching with
existing threads of approaches to EF, and discuss directions for future research.

At the heart of this chapter is the co-authors’ deep desire to expand the discussion
of EF and the practice of EF coaching beyond the domain of “skills” to include the
experiential and emotional domain of the individuals seeking to strengthen their
EF. Our wholehearted belief is that mindfulness around the contextual relational
field that a person struggling with ADHD (and other conditions which affect EF)
resides within and is the key to unlocking their potential to strengthen their EF
“muscles.” The title of this paper, “The Overwhelm is the Way,” points to a belief that
the improvement of EF skillsets truly begins with an appreciation, awareness, and
acceptance of the emotional experience of how very intense it can sometimes be to
find oneself in a sea of overwhelm triggers. This sea seems to be the common denomi-
nator of what it’s like for people with ADHD to exist in the world. We cannot build a
better boat to navigate these seas if we are going to fear the tide; the understanding
and curiosity about the waters we are in is where our EF boat building begins.

The collaborative authorship between a coach (J. Lewis) and psychiatrist/therapist
(O. Lewis) represents first a belief that all mental health interventions are ideally
delivered in a collaborative team approach, and secondly, represents an attempt
to bridge the conceptual and language divide between the worlds of coaching and
psychotherapy, most broadly defined.

2. Literature review

2.1 Research on executive functions

Executive functions (EF) have been broadly defined as that set of cognitive
functions involved with the execution of tasks. Practically these functions include
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organization, planning, prioritization, and execution. From a psychometric perspec-
tive these functions include working memory, inhibitory control, and set-shifting
[1]. While difficulties with EF may span neurodiversity broadly, the most common
diagnosis contributing to EF compromise is Attention Deficit Disorder (ADHD, also
referred to as Attention Deficit Hyperactivity Disorder.) While ADHD has long been
considered a childhood disorder, symptoms may persist in 90% of adults [2]. Based
on diagnostic interview data from the National Comorbidity Survey Replication [3],
overall prevalence of current adult ADHD is 4.4%. Prevalence was higher for males
(5.4%) versus females (3.2%).

Among adults, ADHD has a higher association with unemployment, job turn-
over, and job burnout, and is associated with poor organization, time management,
interpersonal relationships, and lower earning power [4]. It has been noted that EF
compromise in particular mediates the effects of ADHD on work performance and
further contributes to work burnout which in turn leads to job instability [5] ADHD
has technically been diagnosed a childhood onset disorder. However, currently under
consideration is the notion of subthreshold ADHD considering DSM-5 criteria. In this
scenario, additional patients will come to professional attention as adults whose symp-
toms should not be dismissed because they were not first apparent in childhood [2].

While EF deficits contribute to compromises of school and work performance,
effects of EF deficits are not limited to school or workplace settings. Emotional
Dysregulation often accompanies EF deficiency [6]. Consider, for example, the higher
rates of divorce in individuals with ADHD. According to the last U.S. census, overall
divorce rates were 33%, while for individuals with ADHD, 66% [7]. EF has also been
implicated in making and keeping friends [8], lower rates of substance abuse [9], and
overall lower quality of life [10].

Are work and marital instabilities, for instance, cause or effect? The obvious
answer is both. However much EF impairment contributes, work and marital instabil-
ity contribute to emotional dysregulation, that goes hand in hand with ADHD and EF
impairment. While individuals seek referral for multiple reasons, usually focusing on
one aspect of the ADHD, EF impairment, or emotional dysregulation complex, any
successful intervention must include an approach that addresses EF in this context.
Clearly, an intervention that does not include a component of EF skills training will
not help the individuals in their core deficiencies. Yet, EF skills training is often deliv-
ered as either isolated exercises or in the narrow focus of school work or employment
tasks. While the latter is important (i.e., how to cope with this particular work week),
skills training often ignores the component of emotional dysregulation and how this
affects EF skill acquisition and the implementation of those skills even if success-
fully “acquired.” In addition, stress, sadness, loneliness, sleep deprivation and lack of
physical fitness have been shown to affect EF brain function disproportionately [11].

Of the three core EF skills (working memory, inhibitory control, and set shifting),
working memory has been persuasively argued to be linked to emotional dysregula-
tion [1], “Working memory abilities uniquely covary with children’s emotional
regulation skills, and this relationship is driven in party by working memory’s influ-
ence on ADHD behavioral symptoms, which, in turn, predict emotional regulation
skills.” This relationship has been noted to hold across the lifespan [12]. If emotional
dysregulation and EF are so closely linked, this must, in turn, inform any intervention
that addresses either emotional dysregulation or EF.

Furthermore, mind functions corresponding to EF skills have been divided into
what has been referred to as “hot” and “cool” components. These describe mind
functioning being accessed (or measured) in conditions of emotional challenge or
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emotional neutrality. These functions reside in different parts of the brain [13-15].
Stable EF constructs emerge in adolescence and persist, including learning accessed in
both “hot” and “cool” emotional states [16].

These findings must inform how, where, and when learning EF can occur, and raises
the question whether skills learned in a “cool” state can even be accessed by an individ-
ual in a “hot” state. While “cool” state EF failures result in chronic lack of productivity,
“hot” state EF failures are what acutely lead to aberrant behaviors and life disruption.
These are the times when an individual most needs EF scaffolding. The model of EF
coaching proposed uniquely addresses both “cool” and “hot” states of EF learning.

2.2 Existing approaches and research on EF coaching - what works and does
not work

Approaches to EF coaching include behavioral, educational, time management
and organization strategies, individualized education programs (IEP’s), mindfulness,
relaxation practices, and monitoring. Settings include tutorial, group and computer-
ized approaches. While there is no standardized, evidence-based approach, various
approaches can improve EF across the lifespan [17]. However, the question remains
how these gains are internalized and generalized. That most efforts to train specific
EF skills do not transfer to real-world outcomes [17]. Most EF skills training occurs
within a limited context [18] that limits training in a “hot state.”

“Near transfer” of skills refers to transfer to cognitive tasks similar to what has
been trained for; “far transfer”, to tasks involving other cognitive abilities. Results
for “far transfer”, namely to situations which occur in real life settings, have been
inconsistent [19]. Even “near transfer” of skills may be incomplete as noted, “EF
skills are associated with outcomes such as school success only to the extent they first
contribute to intermediate-level EF-based skills that are more directly instrumental
in achieving key outcomes [20]. In other words, skills can be trained in isolation, but
they remain isolated skills, not able to be deployed in the domains that cause the most
life disruptions. Zelavo et al. [20] further hold that an effective way to bridge the gap
between specific EF skills and real-world outcomes is to train specificEF-based life
skills which people need to function effectively in society. Diamond and Ling [21],
almost ten years earlier, alluded to this same idea, “The most successful approach for
improving EF’s will also address emotions, social, and physical needs.”

Zelazo [21] notes, “It is these intermediate-level configurations of EF and non-EF
skills, not component EF skills in isolation, that are invoked and applied across real-
world situations and adaptive challenges. He further notes [22] these intermediate-
level configurations of EF and non-EF skills are used intentionally, and with effort, to
pursue meaningful goals (e.g., to foster social relationships) across a range of situa-
tions and problems.”

Proposed here is an approach to EF training which intentionally moves from
focused training to the intermediate-level problems, an approach which “bridges
the gap” to real life situations and addresses the human who operates with whatever
executive functions are accessible at any given “hot” moment and as well as planning
and training in the “cool”

2.3 What is Relational Mindfulness?

Relational Mindfulness is an emergent term that has been used across thera-
peutic, mindfulness, personal growth and spiritual contexts that points to the
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application of mindfulness practices to interpersonal dynamics and relationships.
Mindfulness, more generally, is an awareness practice that has roots in Buddhist
meditation traditions, though has been further developed by psychology and non-
religious wellbeing practices. Broadly defined, mindfulness is a practice of orienting
to the present moment of one’s experience, either through intentional focus practices
like meditation, or in everyday life. Mindfulness practices are intended as a training
ground for returning to presence, and often involve points of focus, including the
breath, the body, or even a candle. Relational Mindfulness takes this orientation to
awareness in the present moment, and expands it to the interpersonal dynamics. So,
the point of focused awareness becomes the experience unfolding between two or
more individuals.

The practice of Relational Mindfulness varies depending on context, just as the
term mindfulness also varies. However, there are some core principles common
across all. These include: (1) An orientation to the present moment of connection; (2)
self-awareness, whereby an individual learns to pay attention to their inner thoughts,
feelings, and sensations; (3) authentic communication, whereby individuals share the
unfolding of their present moment awareness to others; (4) active listening, whereby
individuals practice placing their full awareness on the person, without interrupting;
and (5) cultivating an attitude of acceptance and curiosity over reactivity.

In the field of psychotherapy, it has been defined, for instance, as “the practice and
cultivation of mindfulness in an engaged, person-to-person relational context” [23].
So, for example, the application of Relational Mindfulness in a therapeutic setting
would involve a therapist bringing their own internal awareness of their feeling
state into the therapeutic relationship, in particular, with regard to their empathic
relationship to the patient [23]. Relational Mindfulness also has roots in Interpersonal
Psychoanalysis and Harry Stack Sullivan’s concept of therapist as participant observer
[24]. In such approaches, therapy is always a two person interaction in which the
patient will affect the therapist just as the therapist attempts to affect the patient.
Interpersonal clarity means knowing “Who is doing what to whom” [25]. More con-
temporary iterations of this idea phrased in the language of classical psychoanalysis
appear in the concepts of Inter-subjectivity [26].

Relational Mindfulness also appears as a practice in the field of mindfulness and
spirituality practices. For example, the Insight Dialogue Community shares a practice
of Insight Dialog, which “extends the cultivation of meditative qualities of mind —
mindfulness, tranquility, concentration — into the relational. Meditating together we
call each other into this moment in a powerful way” [27]. As an additional example,
A.H. Almaas’s Diamond Approach sees Relational Meditation as a core practice for
exploring one’s one relationship with oneself and others. The Diamond Approach is a
system for personal development and growth that draws on a range of traditions, such
as psychology, Buddhism and Suffism. In this system, Relational Meditation provides
a basis for carrying out contemplative inquiry on relationships, while also practicing
emotional awareness and self-observation [28].

Finally, Relational Mindfulness is a core component in the interpersonal practices
of Authentic Relating Games, Circling, and Relatefulness. Authentic Relating Games
are practices that invite groups to deepen their ability to connect in the present
moment and practice authentic communication skills. Groups like ART International
and Authentic Revolution are designed to maximize Relational Mindfulness through
short game-like interactions that encourage authenticity, presence, and deep lis-
tening [29-30]. Circling is a related interpersonal practice that creates space for
groups to explore the unfolding of connection, alongside relational dynamics and
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presence [30]. Groups like the Integral Institute, Circling Europe, and The Circling
Institute guide groups in facilitated experiences that orient towards the cultivation of
Relational Mindfulness. Finally Relatefulness, as created by the Relateful Company
in Austin, Texas provides a related model of interpersonal facilitation of Relateful
practices. Relatefulness, in their words, is “the unique (and ordinary) practice that
emphasizes present-moment relating, construct-awareness, and non-duality. We
believe that Relatefulness can help individuals accept what’s really going on in any
given moment while embracing the creative impulse of the universe that’s always
moving into more freshness” [31].

In sum, Relational Mindfulness is simply an orientation to the unfolding of
interpersonal dynamics in the present moment. Though it’s still an emergent concept,
developments across the fields of spirituality, psychology, mindfulness and personal
development point to its benefit to expanding an individual or group’ field of aware-
ness, and potentially contribute to the deepening of connection to oneself and to
others.

3. The keys to Integrative Executive Function Coaching

The goals of Integrative Executive Function (IEF) are to (1) strengthen the client’s
executive functions (EF), (2) foster a client’s Contextual Relational Mindfulness; and
(3) inspire a client’s self-confidence and intrinsic motivation to take action. These
goals, while described distinctly, are interrelated. Each supports and furthers devel-
opment across goals. In this section, we will break down the three goals of IEF and
discuss the mechanisms by which these goals are attained through coaching. The basic
tenets of Integrative EF Coaching were first developed in the coaching practice of one
of the authors (J. Lewis).

As mentioned in the introduction, the collaborative authorship with a psychiatric/
therapist (O. Lewis) represents first a belief that all mental health interventions
are ideally delivered in a collaborative team approach, and secondly, represents an
attempt to bridge the conceptual and language divide between the worlds of coaching
and psychotherapy, most broadly defined.

3.1 Improving executive functions

IEF Coaching is designed to help individuals improve their EF including cogni-
tive processes for planning, organizing, attention to detail, and time management.
IEF’s strategy for improving a client’s EF is not a one-size fits all approach, but rather
follows a step-by-step process for custom tailoring the approach to an individual
client’s needs.

The core methods used in service of improving EF are: (1) creating a collaborative
atmosphere around goal setting throughout the coaching; (2) introducing task-
oriented tools for structuring time; (3) co-creating systems of habit accountability for
in-between sessions; and (4) maintaining a strong relationship between the client’s
context and structural elements introduced in the coaching.

When it comes to improving EF, IEF takes a deeply contextual approach. IEF sees
client’s current problems (which they identify as goals to be solved) as stemming from
a more broadly disordered or chaotic functioning on a cognitive level, a psychologi-
cal/historical level, or from a lack of developed “know-how” or experience. While
these three possible sources of the current problems need to be identified, clarified,
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and sometimes explored, the process of identification and exploration is not an open-
ended goal in itself but a means to make problem-solving more effective.

Clarifying the source of current problems begins with truly getting to know the
client and what the client contends with in their day-to-day life, both through written
questions, dialog, and supplementary conversations with a client’s therapist, psy-
chiatrist or other mental healthcare professional, with the aim of providing comple-
mentarity of care, identifying key challenge areas, and bringing awareness to areas of
cognitive or mental health risk.

IEF sees learning about the client’s life, and rethinking the approach based on new
information about their life, as a process. This learning happens through an ongoing
co-creative approach to goal setting and accountability in the context of the lived
experience of the client. Goals become grounds for addressing areas of challenge with
EF, and between-session accountability providing the client with a chance to exercise
new “muscles” in their daily reality.

3.2 Fostering Contextual Relational Mindfulness

Contextual Relational Mindfulness is a concept that blends traditional mindful-
ness with a relational orientation to the present moment. It goes beyond existing
working definitions of Relational Mindfulness (as previously discussed), which tend
to apply traditional mindfulness practices with interpersonal dynamics. It extends
the field of relationality to also include the context in which the present moment
is unfolding. It includes the field of relationality that co-exists between client and
coach, and also includes the field of relationality that co-exists between the client and
their environment and the actions they take in that environment. It attempts to bring
conscious awareness to the point of interaction between an individual and others, as
well as the field of objects and actions that surrounds them. Oftentimes, the practice
of Contextual Relational Mindfulness has the effect of improving a client’s resiliency
to overwhelm and stress. The goal of practicing Contextual Mindfulness is simply
presence and curiosity with what is, though it’s interesting to note that a shiftina
persons’s self-narrative overwhelm tends to occur as an after-effect.

A basic assumption of IEF Coaching is that life is lived in relationship and prob-
lems exist in relation to others. Thus, the coach-client relationship becomes itself a
vehicle for problem-solving. Contextual Relational Mindfulness of those interactions
is encouraged and highlighted, ultimately becoming a capacity carried into a mindful-
ness of interactions with others in all settings.

The core methodology for fostering Contextual Relational Mindfulness in IEF
Coaching is facilitated through the coach’s orientation to the client. In all interac-
tions, including navigating seemingly practical matters, such as creating a schedule,
the coach: (1) models an orientation to the present moment; (2) invites the client
to “embrace the overwhelm” (and any other emotions that arise) by feeling what’s
happening while also inviting curiosity about it; and (3) demonstrates a willingness to
(appropriately) self-reveal their experience relating to the client.

This fourth point is particularly important when it comes to co-creative goal setting
and accountability, as the approach requires the coach to reveal their authentic experience
of what it’s like to be with the client. For instance, if a client does not maintain agreements
around accountability check-ins in between sessions, the coach is invited to share their
experience of the process with the client. Again, the intent of “self-revealing” is primar-
ily for the coach to model self-awareness and communication in the present moment.

The “appropriateness” factor should be determined by how directly the instance of
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self-revealing works to invite the client into their own practice of Contextual Relational
Mindfulness. Though authenticity may vary from coach to coach, the principle is prac-
ticed in service of the client, rather than as a pure mode of self-expression for the coach.

3.3 Inspiring self-confidence and intrinsic motivation

The fourth goal of IEF Coaching is to inspire self-confidence and intrinsic motiva-
tion in the client. The methodologies used to achieve this goal overlap with the goals
outlined in Section 3.1, though expand to include elements common to the practice of
Life Coaching. These are: (1) grounding all coaching work in a deep understanding of
the client’s world; (2) taking a collaborative approach to goal setting and accountabil-
ity structures; (3) inviting inquiry into the client’s beliefs about their innate capacity;
and, mostly importantly; and (4) taking a strength based approach to coaching.

“Strength based,” used in this context, refers to a concrete inclusion of the client’s
strengths in all coaching sessions. IEF coaching begins sessions with celebrating wins
to foster an orientation towards what *is* working. Beginning with an orientation
towards the client’s strength at the start of a session creates a terrain of possibility for
constructive inquiries into moments of overwhelm that are likely to arise later on.

“Inquiry into the client’s beliefs systems” is a process that must occur organically
when sufficient trust has been built between coach and client. This process can take
avariety of forms and formats, though typically involves drawing awareness to the
client’s articulation of a negative belief about themselves, coupled with an invitation
to “try on” a different perspective.

4. The overwhelm is the way: clinical vignettes illustrating core elements
of Integrative Executive Function Coaching

In this section, we present vignettes from client sessions as a means of illustrating
core elements of Integrative Executive Function (IEF) Coaching, as presented in the
Section 3. Each vignette is accompanied with a discussion of what goals and associ-
ated methods it illustrated.

The vignettes from client sessions cited below will be phrased in the first-person,
both to indicate as previously noted attribution to the practice of one author (J.
Lewis), and importantly, to indicate that a personal, self-reflective “I” of the coach or
therapist must be present in all clinical encounters. All names and identifying details
have been changed to protect client confidentiality.

4.1 Embracing the overwhelm and collaborative goal setting in a coaching
session with Aaron

As noted in the previous section, two core methodologies of IEF Coaching are
embracing the overwhelm and engaging in a collaborative process of goal setting,
which serves to support the goals of fostering Contextual Relational Mindfulness, and
inspiring self-confidence and intrinsic motivation. This vignette illustrates a session
with a client, Aaron, where these two methodologies came into play.

Aaron is a 45-year old corporate consultant and educator who came to me to work
on issues relating to time management. At the start of our fifth coaching session,
Aaron shared that he had been missing appointments with his staff, and wanted
my help, explaining that he was really concerned for the state of his team at work.
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In particular, some of his staff members had complained to the Human Resources
department about his forgetfulness around important scheduled appointments.

We began the session by discussing the problem, and then continued into an
investigation of what positive behaviors Aaron was looking to establish.

I invited him to share with me about what changes hed like to make.

“Well, obviously I want to stop missing meetings. I literally don’t know how I for-
get, these are important moments with my staff. I really don’t know how I just blank.”

“Can you tell me more about what it would feel like to show up in a different way?
How is it that youd like to show up for your meetings?”

“Like I said, I want to be there on time. But it’s not just about getting into the right
Zoom or the right office at the time we agreed on. I don’t want to be scrambling. I
really want to feel calm and prepared, like I'm not a complete ball of chaos. I mean,
we’re just talking about Zoom meeting so youd think I could do it, but it’s easier said
than done”

“Is there a name youd like to give to this state of showing up calm and prepared,
and also on time to your scheduled appointments?”

“Yeah, I want to call it the Steady State.”

From here, I guided Aaron into a brainstorm of all the things he might require to
get himself into the “Steady State.” Together we identified four key behavioral goals
that were needed to achieve “Steady”: (1) checking his automated work calendar at
key moments during the day; (2) establishing clear communication around meeting
expectations; and (3) blocking time before meetings for remote access set-up. As an
intermediate step, we break down each behavior into discrete steps, so that wed be
able to assess how much time would be required to turn each behavioral goal into
daily action. Finally, we came up with a daily rhythm for Steady State behaviors,
broken down into two 15 minute blocks:

In the a.m., with breakfast (15 minutes total): (1) check calendar for daily meet-
ings; block off time to prepare for the day’s meetings; (2) make sure a minimum
of 5 minutes has been reserved before each meeting to set up Zoom; and (3) send
relevant confirmation emails or communications relating to meetings. In the p.m., at
end of the workday (15 minutes total): (1) review the next day’s meetings; (2) block
off time for relevant travel to meetings for the next day; (3) make sure a minimum
of 5 minutes has been reserved prior to each meeting to set up Zoom; and (4) send
relevant confirmation emails or communications relating to meetings.

At this point, I paused to check in with Aaron, noticing that his eyebrows were
furrowed and he was beginning to look away, out the window.

“I'm noticing you’re looking away, out the window, and I have a story that some-
thing’s concerning you. Would you be up to share what’s happening for you?” I asked.

“I'm kind of freaking out and I'm embarrassed that I'm freaking out.”

“What's the freak out like?” I inquired.

“My heart’s racing. And every time I think about doing this stuff I just get crazy
overwhelmed feeling like I'm going to fail.”

“Noticing overwhelm is a really important step in getting to the Steady State; is
your overwhelm in response to any of the items of the list we came up with?”

“Yes. It’s in response to ‘block off time to prepare for meetings. I have no idea what
that would even look like. I usually just do things like that in a rush and don’t even
know how long it takes.”

From here, I invited Aaron to see the value of his overwhelm as a prime indicator
that he either (1) would benefit from taking a movement/breathing break, or (2) that
the task he was feeling overwhelmed about wasn’t clear to him. Aaron shared that the
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second option was true, he did not actually know what was required of him to “show
up prepared,” and the thought of not knowing how to prepare, combined with the
fear of failing, was at the root of his experience of overwhelm.

As this brief example illustrates, IEF flows organically between a focus on practi-
cal EF skills and an awareness of how the client is relating to the tasks at hand, with
a particular emphasis on naming the emotions and fears that arise in connection to a
task. This flow between the relational and practical is carried in a real world context
that is directly relevant to a client’s goals.

Awareness of the relational and emotional sphere of a client’s world provides a
window of opportunity to connect to the heart of client’s experience, while helping
them to expand their capacity for communication and relationship building.

4.2 Accountability, authenticity, and collaborative processes with Erica

As noted in the review of research, effective integration and internalization
requires that EF skills become established not just in conscious, deliberate ways, but
in an automatic way, and these involve learning that is located in different parts of
the brain [19]. This concept recalls an older psychoanalytic concept of the eventual
automaticity of ego functions [32]. In much the same way a toddler learns to walk
with deliberate concentration and grit to overcome the many and inevitable falls,
within months of taking the first steps, a toddler is running with abandon, thinking
only where he wants to go, not what his once pedestrian feet are doing. This section’s
vignette illustrates how the co-creation of a check-in structure, to support practice
and accountability in-between sessions, supported improvement across all three of
this coaching methodology’s goals. Further it demonstrates a micro-instance of “self-
revealing” on the part of the coach. By modeling authentic communication, the coach
invites the client to do the same, while fostering an atmosphere of non-judgment and
collaboration.

Erica is a 24 year old client struggling with disorganization in everyday life who
chose to work with me, as a complementary source of care to her work with her
psychiatrist. During our first month of coaching together, Erica and I worked on goals
relating to her physical environment. At the end of each session, wed discuss her
goals for the week, and she was given an opportunity to decide if and how she wanted
to check-in on her goals in between sessions. For the first four weeks, Erica opted
for a daily check-in email, where she would let me know how the day’s goals went.
These goals varied week-to-week, though included things like making her bed, doing
laundry, putting away laundry, and organizing papers on her desk. Each week, Erica
would send me an optimistic email at the end of the day, detailing how she had met
her goals.

During our fifth week of coaching together, Erica’s goals shifted from her physical
environment to cooking and meal preparation. The complexity of the goals increased,
as did the amount of time they required. Erica continued to opt-in to daily account-
ability emails on her fifth week, though her consistency with the emailing process
dropped to two messages per week. After this week of lagging check-ins, I decided to
explicitly discuss the process with her, so that we could redesign it together.

“So let’s talk about last week’s check-ins, if you're up for it,” I introduced the topic
to Erica. “How was this week for you?”

“Honestly I got overwhelmed and the daily part was too much so I kind of just
ignored my tasks and didn’t check-in with you,” Erica shared.
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“That’s great awareness. How was it to not check in?” I asked (inviting greater
Contextual Relational Mindfulness around the check-ins.)

“Actually it was more stressful to not check-in and ignore what I had said I would
do. The idea of sending an email felt overwhelming and also not checking in felt really
bad, too.”

“My sense of things this week was that the goals started feeling like chores you had
to do. Does that sound true?” I revealed an assumption I had about what was happen-
ing for her.

“Yeah, that’s exactly it. That’s what it felt like. It felt like you were the chores
assigner.”

“Well, my nightmare as a coach is to become the person that gives you chores to
do, and ends up being the bad cop,” I revealed an aspect of my authentic experience
and desires, as her coach, modeling comfort with authenticity and self-awareness
about my own internal process.

Erica laughed, “Yeah that doesn’t sound fun to me, either. I don’t want a cop coach
either”

“Would you be up for designing a new check-in process together, that makes it less
like chores, and more like something you actually want to do?” I asked.

Erica agreed, and we proceeded to brainstorm alternatives to daily email check-
ins. Together, we landed on replacing daily check-ins with a single ten minute phone
call check-in per week.

Knowing that the check-in process had brought up feelings of “chores” (i.e. tasks
that Erica was “supposed” to do, and had been assigned to her) I knew it was time for
a mindset check-in as well.

“So you want to cook some healthy meals this week. Why is that important?”

Erica looked at me with a blank stare.

“I can guess why that might be important to other people, but these sessions are
about you. Why do you want to make healthy meals?”

“Well, because I just feel really great when I eat good food, and feel bad about
myself when I buy unhealthy snacks.”

From here, I guided Erica in a series of sentence stem exercises around the topic
of food and health. Sentence stems are a tool used in therapeutic, coaching, interper-
sonal development settings, or even journaling that encourage a client or participant
to use the first part of a sentence as a tool for speaking or writing. With Erica, I
introduced sentence stems and invited her to “complete the sentence.” Here are some
examples of sentence stems we worked worked with in our session:

Coach: “When I eat good food, 1..” Client: “...feel great about myself.”

Coach: “When I feel great about myself, I...” Client: “...feel motivated to do things.”

Coach: “When I feel motivated to do things, I” Client: “...know I'm not broken.”

Finally, we explored her experience around her feeling of being motivated from
within, versus “being forced to do chores.” Inviting Erica to notice how she was
relating to her experience of the “tasks as chores,” along with the sentence stem
exercise, are examples of a specific methodologies that support two of IEF Coaching’s
key goals: (1) fostering Contextual Relational Mindfulness; and (2) inspiring self-
confidence and intrinsic motivation.

I chose to include this vignette because it demonstrates how the coach’s willing-
ness to offer a moment of appropriate authentic self-revelation in the context of
collaborative renegotiation around structure can work to invite the client to take
greater agency in the process of their own growth and learning. Further, it provides a
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concrete glimpse at the types of conversations that are involved in taking a co-creative
approach to goal-setting and accountability structures.

4.3 Developing contextual relational mindfulness around workplace relationships
with Alice

As previously noted, IEF Coaching views human experience through the lens
of Contextual Relational Mindfulness. Our experience is always in relation to our
world, our actions, and other people. Thus far we have primarily focused on vignettes
that illustrate Contextual Relational Mindfulness in relation to the client’s goals and
associated tasks. In this section, we illustrate how Contextual Relational Mindfulness
can directly support a client in strengthening their interpretation of social cues,
and slowing down impulsivity reactions that could have detrimental effects on their
personal and professional aspirations.

Alice is an Associate Regional Manager in her late 30s at a mid-size technology
company. Her main focus in our coaching was managing workplace overwhelm, while
also working towards specific performance goals to help her secure a promotion. Two
months into our coaching together, Alice was tasked with collaborating remotely with
a Regional Manager from abroad on coordinated product testing, whom she described
as “a difficult and aggressive person who wants to make me look bad.” Alice asked me
for her help in addressing the overwhelm she felt in “dealing with this guy’s emails,” so
she could focus on the goal of successfully corresponding with him.

Together, we used Contextual Relateful Mindfulness to help Alice prepare for a
conversation with him.

“When I see an email from this guy I want to scream. I know it’s going to have a list
of demands he has of me, that he knows I can’t actually do.”

“What kind of demands does he make?” I asked.

“I don’t know, his language is just demanding,” she insisted.

“Would you be up to open and read his latest email together, and unpack next
steps from there?” I asked.

Together, we then used his email as an opportunity to get curious about the
overwhelm trigger. First, I had Alice read the email out loud, and stop whenever she
noticed overwhelm arising. Second, I invited her to get curious about the overwhelm.
Finally, once we had moved through the charged moments in the email, we broke
down what the email was actually requiring of her, and came up with a clear plan of
action for (1) how she would plan to do the tasks requested of her in the email, and
(2) how and when she would answer.

As discussed in the Literature Review, IEF Coaching proposes an approach to
EF training which intentionally moves from focused training to the intermediate-
level problems, an approach which “bridges the gap” to real life situations and
addresses the human who operates with whatever EF are accessible at any given
“hot” moment and as well as planning and training in the “cool”. This interaction
with Alice illustrates how IEF’s approach addresses a “hot” moment (of charge,
anger, overwhelm) in the context of a client’s lived experience, while also provid-
ing a bridge to a “cool” state, and only introduces the EF tools after the “cooling”
has occurred. Further this example illustrates the application of Contextual
Relational Mindfulness to Alice’s communication with a coworker. In this instance,
IEF’s approach supported Alice in developing greater interpersonal awareness and
providing hands-on guidance for engaging systematically and effectively in an
important email exchange.
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5. Conclusions and directions for future research

Integrative Executive Function Coaching (IEF) is based on an understanding
of when and how executive functions (EF) can be taught, integrated, and utilized.
Tutored in isolation of the lived life, they have relatively little impact on improving
overall functioning. The conceptual underpinnings of this approach are based on two
scientific findings. First, the brain in a “hot” state differs from a “cold” state which
impacts learning and accessing what has been learned [13, 14, 22]. Second, it has been
shown that “near” transfer of skills differs from “far” transfer of skills [19], meaning
that the domain in which EF skills are taught must approximate that in which they
will be used. This point has been emphasized in the notion of imparting EF skills in
the “intermediate” domain of experience [20].

This chapter describes the approach of Relational Mindfulness to the effective
teaching of EF skills, an insight derived from the coaching practice of one of the
authors (JL) and her concept of “the overwhelm”. By working on EF skills in the
intermediate zone, it more fully affects a “far transfer” of skills, that is, a set of skills
utilizable in everyday situations. It posits that “the overwhelm” must be identified by
a client at its inception, not by looking at its consequences (inadequate school or work
performance, interpersonal chaos.) Teaching a client to identify when they are mov-
ing towards the overwhelm, that is, the mind moving from a cold towards a hot state,
through Contextual Relational Mindfulness, is the first step of subsequent application
of newly learned EF skills.

Techniques of Contextual Relational Mindfulness include: (1) creating a collabora-
tive atmosphere around goal setting throughout the coaching; (2) introducing task-
oriented tools for structuring time; (3) co-creating systems of habit accountability for
in-between sessions; and (4) maintaining a strong relationship between the client’s
context and structural elements introduced in the coaching.

It is an approach that can be integrated with on-going insight-oriented or behav-
ioral psychotherapies, or can be integrated into the practice of other clinicians.

This chapter describes a conceptual, clinical approach based on the existing research
on what works and does not work regarding EF training. It has not been formalized into
a “testable” method that has the potential to satisfy the standards of an evidence-based
treatment. To date, there are no established evidence-based methods of remediating EF
skills that will affect overall school or work performance or life satisfaction.

However, given the ubiquity of EF compromise, it is incumbent on any clinician
to assess a client’s competence in this regard. To treat as purely psychological the
distress of an individual without regard to their potential cognitive compromise is a
mistake. However, to attempt to remediate EF compromise outside of the psychologi-
cal and social life of a client is equally a mistake. One client described above (Erica)
in a sequence of applying EF to a real-life situation discovers she is “not broken.”

She can only discover this in the process of fixing what was broken, not by merely
exploring what might be called a self-concept of being broken. To have been taught
the necessary EF “fix” outside of her lived-experience of being broken would not have
imparted the necessary skills. Her discovery occurs simultaneously as she both “fixes”
something in her daily life and her idea of herself. Thus, the “micro-frame” analysis
of the self in relation to itself, others, and the demands of life, the owning of the
overwhelm, is itself a necessary EF skill that sets the stage for acquiring and inte-
grating skills overwise lacking in a client’s life. The pairing of Contextual Relational
Mindfulness and the teaching of applied EF skills have been shown to have powerful
clinical synergy.
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Chapter 10

EMDR for Eating Disorders
and Body Schema Disorders:
An Update

Federico Durbano, Barbara Mavchesi and Floriana Irtelli

Abstract

Eye Movement Desensitisation and Reprocessing (EMDR) is emerging asa
complementary therapy for eating disorders (EDs) and body image disorders, which
are often interrelated. Initially developed for post-traumatic stress disorder (PTSD),
EMDR has shown promising results in addressing trauma and cognitive distortions
associated with these disorders. Recent studies suggest that EMDR may reduce
symptom severity, improve body acceptance, and decrease anxiety related to body
image. For this reason, a narrative case study has been included in this chapter. The
EMDR protocol targets traumatic memories and negative beliefs, facilitating an adap-
tive reframing of distorted experiences. This chapter explains the theoretical basis of
EMDR, its role in overcoming trauma, including relational trauma, and its application
in treating EDs and body image disorders. Furthermore, research findings, critical
limitations, and future applications are discussed. The integration of EMDR with
traditional therapies has demonstrated synergistic potential, accelerating recovery
and reducing the risk of relapse. Although further research is needed to validate these
preliminary findings and the scientific literature remains limited, EMDR appears to
be a promising and complementary approach in the treatment of complex and often
therapy-resistant conditions.

Keywords: EMDR, anorexia, bulimia nervosa, body image disorder, trauma

1. Introduction

This technique consists of desensitising and reprocessing memories of traumatic
experiences through eye movements, it is one of the acquisitions among PTSD
treatments, and summarising we can say that it is configured to bring unprocessed
information to an adaptive level, through alternating and rhythmic bilateral hemi-
spheric stimulation, stimulating both cerebral hemispheres [1-11]. This procedure
was first used in this field by Dr. Francine Shapiro, in 1989; EMDR rather than being
the result of a specific theoretical perspective was a discovery, thanks to an accidental
observation made by its creator, who recounted how, while walking in a forest, she
noticed certain movements of her eyes were associated with a reduction in the percep-
tion of disturbing thoughts [7-11]. The theoretical assumptions on which EMDR is
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based focus on the importance of facilitating the processing of disturbing material; in
fact, according to the theories behind EMDR, if this processing does not take place,
the information remains enclosed in a neural network in its original state, and is
dysfunctionally stimulated by various stimuli that resemble the initial memory, caus-
ing flashbacks and unpleasant emotions [7-11]. This is due to the fact that all images,
sounds and sensations related to the original moment are stored in the same way as
they were experienced, which is why some are constantly re-experienced psychologi-
cally [7-11]. This factor becomes generalised over time and can cause symptoms, such
as anxiety, depression and post-traumatic stress. In summary, trauma can result in
interference with the psychological and biological process that normally promotes the
adaptation of events to memory. It must also be specified that traumatic memories are
often partly dissociated from the subject’s general affective and semantic network,
and are represented in a form that leads to distortions in perceptions, feelings and
responses [7-11]. Through a number of ‘dual attention’ exercises, therefore, both
cerebral hemispheres are alternately stimulated: the left and the right. This activates
an intrinsic self-regulating mechanism in people, which reintegrates traumatic
memories into a normalised form in memory: with the eye movements performed
during the EMDR procedure, this mechanism is activated. In short, this procedure
aims to progressively promote improved cognitive and affective well-being [7-11].

2. The EMDR protocol for the treatment of eating disorders

As various researches have focused on the connection of the onset of eating
disorders and a history of traumatic events [4, 12-15], interest in the use of EMDR
in the treatment of eating disorders has recently been stimulated in the scientific
community [4], we would also point out that the present manuscript has a particular
narrative focus specifically on anorexia. We should also point out that the effective-
ness of EMDR treatment in eating disorder situations has emerged as early as the
2000s [3-4].

This protocol is based on the original eight-step standard EMDR model proposed
by Shapiro [8] and can be adapted specifically for the treatment of eating disorders
and body image disorders (which are often interrelated). Traumatic memories are
considered to underlie the development of the disorder [4].

In the preparation phase, a secure and trusting therapeutic relationship is estab-
lished between patient and therapist and the subject is informed about the principles
and techniques behind EMDR. The patient’s emotional stability and ability to cope
with reprocessing are assessed, the person is taught stress management techniques,
and finally, treatment goals are discussed and established.

In the assessment phase, a detailed clinical history is collected of the patient, who
often has no compassion for himself and is extremely self-critical [4], and in this
specific case the specific symptoms of the eating disorder (restriction, binge eating,
purging, etc.) are also identified. Traumatic or negative experiences related to body
image and eating are explored and comorbidity with states such as anxiety, depres-
sion or post-traumatic stress disorder is also assessed, specific memories regarding
body image are also precisely focused on [3, 12].

In the assessment phase, priority treatment targets are identified, i.e. in this
case traumatic memories related to the body or food, but also negative beliefs about
oneself. At this stage, it is also important to identify the specific triggers that provoke
dysfunctional behaviour, to identify the Negative Cognition and Positive Cognition
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for each target, to measure the validity of Positive Cognition and to measure the
subjective disturbance the person feels when thinking back on the traumatic material.

During the EMDR protocol, the SUD (Subjective Units of Distress) scale and the
VOC (Validity of Cognition) scale are used: the SUD (Subjective Units of Distress)
scale and the VOC (Validity of Cognition) scale are essential components of the
EMDR protocol. The SUD scale measures the level of distress a client feels on a scale
from O to 10, where 0 indicates no disturbance and 10 represents the highest level of
distress imaginable. The VOC scale, on the other hand, assesses how true a positive
belief the client feels on a scale from 1 to 7, where 1 is completely false and 7 is com-
pletely true [16].

These scales help therapists gauge the progress of the client during EMDR sessions
and adjust the treatment accordingly. The SUD scale is used to monitor the reduction
in distress, while the VOC scale measures the increase in the client’s belief in positive
cognitions [16].

The next phase is called desensitisation and in this phase bilateral eye movements
are used to process and reprocess traumatic memories related to the body and food. At
this time, the negative emotions associated with the traumatic theme are worked on
and any reactions are monitored and managed during the process.

The next phase is called the installation phase [8], during which new positive
beliefs about the body and the relationship with food are reinforced, positive cogni-
tions are increased and bilateral stimulation is used to consolidate the new beliefs [4].
Finally, work is done on body acceptance and a healthier relationship with food.

The next phase consists of body scanning, in which the patient is guided through a
full body scan in order to identify areas of residual tension or discomfort.

The closing phase then takes place, in which the aim is to stabilise the patient
emotionally; restraint and visualisation techniques can also be used. In this phase, it is
possible to discuss and plan coping strategies for the week and provide instructions on
how to handle any emerging disturbances between sessions.

The last phase is called the re-evaluation phase, in which the patient’s progress is
assessed at the beginning of each new session, the stability of the results obtained is
verified, new targets or residual aspects to be treated are identified and the treatment
plan is updated according to emerging needs.

It should also be specified that this protocol can be supplemented with differently
oriented therapy pathways for eating disorders, pathways that go beyond the exclu-
sive focus on a single symptom [17], and that it is important to constantly monitor the
patient’s nutritional and medical status and to include collaboration with a multidis-
ciplinary team (nutritionist, doctor) in the pathway, as this is often necessary. In one
study, the frequency of treatment for this type of case study was proposed to last for
6 months twice a week [4], but this standard cannot be generalised for all patients;
in fact, we must add that the pace and intensity of treatment must be adapted to the
needs of the individual patient.

3. Clinical example, a narrative description of the application
of the EMDR protocol

As an example, here is a narrative that follows the EMDR protocol for eating
disorders.

Alex is 32 years old and works as a clerk in a company, comes from a wealthy fam-
ily, is gender fluid and has developed severe anorexic symptoms for many years.
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The patient comes to a psychotherapy centre for help in coping with anorexia.

After several anamnestic sessions in which Alex’s life history is reconstructed,
the therapist establishes a relationship of trust, then, in agreement with the patient,
the principles of EMDR are explained and Alex’s emotional stability at that stage is
assessed.

Further along the way, Alex learns stress management techniques, such as deep
breathing and visualisation, and it is explained to the subject that the aim of the treat-
ment is to improve body perception and reduce dysfunctional eating behaviour. The
therapist has collected a detailed medical history of Alex, who reports symptoms of
severe food restriction and an intense fear of gaining weight, trauma related to school
bullying for his gender identity, and intense criticism from his parents for his weight
have also emerged in previous sessions, and comorbidities such as anxiety and depres-
sion are also assessed.

In the assessment phase, the targets to be addressed with EMDR are identified
[18]: traumatic memories of bullying at school, hypercritical parental relationships
towards her and dysfunctional cognitions, concerning being horrible. The therapist
points out that the symptoms are often stimulated by comments about weight and
comparisons with the bodies of others. The patient agrees to undergo EMDR, and the
desensitisation phase using bilateral stimulation then takes place, the therapist works
with Alex on memories of humiliation and bullying, emotions of shame and fear are
processed and Alex begins to feel more detached from these events.

During the course, Alex’s emotional reactions are closely monitored and new posi-
tive beliefs, such as being a deserving person, are installed and reinforced. Bilateral
stimulation helps to consolidate these new beliefs, working on body acceptance and a
healthier relationship with food [17, 18].

During the EMDR protocol, body scanning is also explored and the therapist guides
Alex through a full body scan to identify areas of tension or discomfort and using
alternating bilateral stimulation, any residual negative feelings are processed, promot-
ing a positive connection with his body. At the end of each session, Alex is stabilised
emotionally using relaxation techniques, and finally, coping strategies are discussed and
planned for the following week, ensuring that Alex knows how to manage any emerging
discomfort between sessions. At the beginning of each new session, a re-evaluation of
the patient’s state takes place and the therapist assesses Alex’s progress, the stability of
the results obtained is checked and any new targets or residual issues to be treated are
identified. The therapeutic plan is updated according to Alex’s needs, the EMDR proto-
col and the general expressive therapeutic pathway, integrated with each other have the
aim, as in other studies on this subject, of catalysing the reconnection between body,
emotions and cognition, without being overwhelmed by destructive emotions [17, 18].
Alex’s psychotherapy using the EMDR protocol likely resulted in improvements in
emotional stability, body perception and reduction of dysfunctional eating behaviours.

4. EMDR application for relational trauma

Finally, we have to point out the intricate relationships between eating disorders,
trauma and comorbid psychiatric conditions, with a particular emphasis on post-
traumatic stress disorder: childhood sexual abuse has been identified as a nonspecific
risk factor for eating disorders [19]; the spectrum of trauma includes also various
forms of abuse and neglect; trauma is more prevalent in bulimic compared to nonbu-
limic EDs; and trauma is linked to greater comorbidity, often mediated by PTSD [19].
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We have to point out also that EMDR has also been studied specifically for rela-
tional traumas exploring the integration of attachment theory with EMDR therapy
to address relational trauma [20]. The importance of secure attachment experiences
in early childhood for healthy brain development and how EMDR can be adapted to
repair attachment wound have been emphasised, and EMDR techniques for attach-
ment trauma have been explored, highlighting the significance of building a strong
therapeutic relationship and tailoring EMDR protocols to meet the unique needs of
these clients [19, 20].

5. Limitations of EMDR in the treatment of eating disorders

Despite the potential benefits of EMDR in the treatment of eating disorders, it
is important to consider and highlight the following limitations: although EMDR is
well established for the treatment of PTSD, research on its efficacy specifically for
eating disorders is still limited. Further randomised controlled trials are needed to
confirm its effectiveness in this area, and the single case study that has been reported
in this chapter is only an example and it cannot be taken for granted that others will
achieve the exactly same results with the same procedure because the individual
variability is significant, and the sample is not statistically significant (this is only
one case).

It is also necessary to emphasise the complexity of eating disorders: they are mul-
tifactorial conditions involving biological, psychological and social aspects; EMDR,
by focusing mainly on traumatic and cognitive aspects, may not adequately address all
the factors involved.

It should also be specified that the process of reworking can be emotionally intense
and in patients with severe eating disorders or significant psychiatric comorbidities,
this may lead to temporary destabilisation, requiring careful clinical management.

It should also be emphasised that the standard EMDR protocol might require
significant modifications to adapt to the specific needs of patients with eating and
body image disorders, which might influence its effectiveness or standardisation [4].

It can also be observed that while many patients with eating disorders present
a history characterised by trauma [17], not all of them present these components,
so logically EMDR may be less effective for patients whose eating disorders are not
rooted in traumatic experiences.

Of course, in cases of severe malnutrition or high medical risk, it may be necessary
to prioritise medical stabilisation before starting EMDR, potentially delaying the start
of psychological treatment whose effective application requires specialised training
combining expertise in EMDR and eating disorders, which may limit the availability
of qualified therapists.

6. Conclusions

In conclusion, it should be noted that while some studies have shown promising
short-term results, more research is needed to evaluate the effectiveness of EMDR in
maintaining long-term outcomes in eating disorders, and as with many psychological
treatments, the effectiveness of EMDR can vary significantly from individual to indi-
vidual, and identifying reliable predictors of treatment response remains a challenge
to date [21].
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Psychological Approaches for
Eating Disorders: The Role of Body
Image, Self-Esteem, and Quality
of Life
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and Kefang Wang

Abstract

Eating disorders (EDs), including anorexia nervosa (AN), bulimia nervosa (BN),
and binge eating disorder (BED), are severe mental health conditions involving com-
plex psychological, emotional, and physical factors. This chapter explores Cognitive
Behavioral Therapy (CBT) as a leading psychological treatment for EDs, focusing on
its impact on body image, self-esteem, and quality of life (QoL). It also highlights the
importance of personalized and integrated approaches in treating EDs, emphasizing
the need for tailored interventions and multidisciplinary care. CBT is highly effective
for BN and BED, supported by evidence showing reductions in binge eating, purging,
and restrictive behaviors, alongside improvements in psychological well-being and
QoL. Core CBT techniques help individuals challenge maladaptive beliefs about body
image and self-worth, regain control over eating habits, and enhance social func-
tioning. The chapter reviews empirical evidence supporting CBT’s mechanisms of
action. However, CBT's effectiveness for AN is limited, particularly in adults, where
Family-Based Therapy (FBT) has shown greater promise for adolescents. Challenges
in CBT implementation include the importance of the therapeutic alliance, the need
for culturally sensitive adaptations, and the underutilization of CBT due to a lack
of trained clinicians. The chapter also highlights the global rise in ED prevalence,
driven by sociocultural factors like Western media influence, urbanization, and
acculturation. It calls for ongoing research and the integration of digital interventions
to improve accessibility and long-term outcomes. By addressing these gaps, CBT and
other evidence-based treatments can evolve, offering hope for improved recovery and
QoL for individuals affected by these debilitating disorders.

Keywords: eating disorders, body image, self-esteem, quality of life,
cognitive behavioral therapy
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1. Introduction

Eating disorders (EDs) have become a significant global health issue, tran-
scending cultural and geographical boundaries [1]. Historically perceived as
conditions primarily affecting Western populations, recent research indicates
that EDs are prevalent worldwide, including in non-Western countries such as
Zimbabwe, Ghana, Taiwan, and Pakistan [2]. This global spread is attributed to
various factors, including the worldwide reach of Western media, and the fashion
industry has played a crucial role in spreading the thin body ideal, whichis a
significant risk factor for EDs [3, 4]. Modernization, urbanization, and changes
in family dynamics have also been implicated in the increasing rates of EDs
worldwide [1, 5], and immigrants and individuals in multicultural societies are
at higher risk of developing EDs due to the stress of acculturation and the clash
between traditional and modern body ideals [6, 7]. The prevalence of EDs has
increased globally, with notable rises in Asia, the Arab region, and among minor-
ity groups in North America [1]. For instance, a study in Saudi Arabia reported a
12-month prevalence of 3.2% for EDs, which is higher than global averages [8].
EDs such as AN, BN, and BEDs are severe mental health conditions. They involve
distorted eating behaviors and significant weight changes, which can severely
impact a person’s QoL and social interactions [9, 10]. Moreover, individuals
with EDs may develop severe somatic complications that can cause a higher risk
of suicide [11] and increased mortality rates, especially AN [12]. Personalized
and integrated treatment approaches are essential for effectively managing EDs
[13, 14]. By addressing the unique biopsychosocial factors of each patient and
combining various therapeutic modalities, healthcare providers can offer more
effective and comprehensive care, ultimately leading to better outcomes for
individuals with EDs [15].

AN is an extreme restriction of food intake, intense fear of gaining weight, and a
distorted body image [16, 17], which results in a high mortality rate and severe physi-
cal complications such as malnutrition, hypotension, bradycardia, and osteoporosis
[18]. There are limited effective treatments for adults; family-based therapy shows
promise for adolescents [19, 20]. BN is recurrent episodes of binge eating followed by
inappropriate compensatory behaviors like vomiting, excessive exercise, or laxative
use, which results in electrolyte imbalances, gastrointestinal issues, dental erosion,
and psychological distress [17]. CBT and pharmacotherapy are effective [21, 22].
BED is episodes of eating large quantities of food without subsequent purging
behaviors, leading to feelings of shame and distress [17], which results in obesity,
cardiovascular diseases, and psychological issues [23], and CBT is the gold standard;
pharmacotherapy can also be beneficial [19]. This chapter aims to provide an in-
depth exploration of CBT as a psychological approach for treating eating disorders,
with a specific focus on its impact on body image, self-esteem, and QoL. We will
assess the efficacy of CBT in altering dysfunctional thoughts and behaviors related
to eating, examine the empirical evidence supporting its positive effects on psycho-
logical factors, and discuss the mechanisms and techniques that constitute CBT for
eating disorders. Additionally, we will address the challenges and considerations
associated with CBT, including its limitations and the need for ongoing research and
adaptation to better serve the diverse needs of individuals with eating disorders. The
chapter seeks to highlight CBT’s role as a cornerstone in treatment and to emphasize
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the importance of continued development in therapeutic approaches to enhance
long-term outcomes for those affected by eating disorders.

2. The prevalence of different EDs in the worldwide population

The prevalence and burden of EDs, including AN, BN, and binge eating disorders,
have been rising worldwide. The Global Burden of Disease Study 2017 data indicate a
continuous increase in the age-standardized rates (ASRs) of prevalence and disability-
adjusted life years (DALYs) for EDs from 1990 to 2017. This growing burden highlights
the urgent need for effective treatments, such as CBT, which has been shown to
reduce symptoms and improve QoL for individuals with EDs significantly [24], and
high-income regions such as Australasia, Western Europe, and North America exhibit
the highest burden of EDs. Significant increases in the prevalence of EDs have been
observed in East Asia and South Asia, indicating a shift in the geographical distribu-
tion of these disorders [1, 25]. EDs are more prevalent in females than males, but the
rate of increase in prevalence is higher in males [26, 27]. There is also a spread of EDs
beyond Western cultures to diverse global populations, influenced by factors such as
media, market economy, and urbanization [1, 5, 28], as we can notice that migrants
and individuals from non-European countries show higher prevalence rates of ED
symptoms, suggesting the impact of cultural and environmental changes [7]. The
rising prevalence of EDs globally underscores the need for enhanced public health
strategies, early intervention, and equitable access to treatment. CBT has been widely
recognized as an effective treatment for BN and BED [24, 29], with growing evidence
supporting its use in AN [30]. CBT addresses the psychological factors that contribute
to the development and maintenance of EDs, such as body dissatisfaction, low self-
esteem [22, 31, 32], and maladaptive eating behaviors [22, 31, 32]. By targeting these
factors, CBT reduces symptoms and improves the overall quality of life (QoL) for
individuals with EDs [32-34]. As the global burden of EDs continues to rise, the wide-
spread implementation of CBT and other evidence-based treatments will be crucial for
improving outcomes and reducing the long-term impact of these disorders (Table 1).

The prevalence of EDs has been rising worldwide. The graph below illustrates the
increase in ED cases from 2024 in different regions, highlighting the growing burden
of these disorders globally. The Figure 1 shows the prevalence of EDs in other areas
(e.g., North America, Europe, Asia).

Disorder Lifetime prevalence Lifetime prevalence Regional highlights
(women) (men)
Anorexia 0.16-0.8% 0.06-0.3% Higher in Western countries
nervosa [26, 35, 36]
Bulimia nervosa 0.5-2.6% 0.1-0.5% Increasing in Eastern Europe
[27,37]
Binge eating 1.0-6.1% 0.3-2.0% More prevalent globally [38]

Note: The prevalence and burden of EDs have been rising worldwide, with significant increases observed in both
high-income and developing regions. As the global burden of these disorders grows, effective treatment strategies become
increasingly important. Among these, CBT is the most effective treatment for BN and BED.

Table 1.
The prevalence of different eating disorders in the worldwide population.
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Eating disorders prevalence, 2021

The estimated share of people with eating disorders' (only includes anorexia nervosa and bulimia nervosa) in the
past year, whether or not they were diagnosed, based on representative surveys, medical data and statistical
modeling.

L

No data 0% 0.1% 0.2% 0.5% 1% 2%
I jE—
Data source: IHME, Global Burden of Disease (2024) QurWorldinData.org/mental-health | CC BY

Note: To allow for comparisons between countries and over time, this metric is age-standardized®.

Figure 1.

Estimated prevalence of eating disovders (anovexia nervosa and bulimia nervosa) in the past year, age-
standardized, based on vepresentative surveys, medical data, and statistical modeling. Data source: IHME, Global
Burden of Disease (2024). Visualization by OurWorldinData.org/mental-health | CC BY.

3. The effectiveness of various treatments for eating disorders

To understand the effectiveness of various treatments for EDs, it is crucial to exam-
ine the evidence backing different therapeutic methods. In the case of AN, particularly
among adolescents, the evidence for CBT'’s effectiveness is less robust [29, 30, 39]. CBT
adaptation for younger patients includes family involvement, which is vital for children
and adolescents [40]. Recent advancements in CBT for EDs (CBT-ED) aim to enhance
its efficiency, accessibility, and suitability for younger patients [41-43]. Family-based
treatment (FBT) is the most effective and well-supported treatment for adolescent
AN, with a strong evidence base and adaptability to various clinical settings. Its focus
on family involvement and structured phases of treatment contributes to its success in
promoting recovery and normalizing eating behaviors in adolescents with AN [44-47].
It involves empowering parents to aid in their child’s recovery [48, 49], especially
regarding re-feeding and weight restoration [50, 51]. However, further research is
necessary to refine family involvement and identify the conditions that make FBT the
most effective [52, 53]. Interpersonal Psychotherapy (IPT) is strongly supported for
treating BN and BED, focusing on the social and interpersonal contexts of the disorder
[54, 55]. IPT is strongly supported for treating BN and BED, focusing on the social and
interpersonal contexts of the disorder [44, 45]. Research indicates that while IPT is a
well-supported treatment for BN and BED, its effectiveness for AN remains unclear
and requires further investigation [56-58]. When it comes to combining psychological
treatments with medications, studies have shown limited additional benefits, with no
significant advantage for combined treatments over psychological treatments alone for
AN, BN, and BED [59-62]. Self-help interventions, especially for bulimic disorders,
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Treatment Effective for Notes

Psychological therapies

Cognitive-behavioral therapy (CBT) BN, BED, AN Most established, first-line
(adults) treatment for BN and BED
[30,75-77].
Family-Based Therapy (FBT) AN, BN Highly effective for adolescents
(adolescents) [78,79].
Interpersonal Therapy (IPT) BN, BED Effective alternative to CBT
[30, 75].
Dialectical Behavior Therapy (DBT) and other third-wave  Various eating Promising but need more
therapies like Acceptance and Commitment Therapy disorders research [76, 80].

(ACT) and Mindfulness-Based Interventions (MBI)

Pharmacotherapy
Selective Serotonin Reuptake Inhibitors (SSRIs): BN Approved and effective
Fluoxetine [59, 81, 82].
Lisdexamfetamine BED Approved and effective
[59, 81, 82].
Combined and multimodal treatments
Integrated multimodal All eating Superior to psychotherapy
disorders alone [83, 84].
Emerging and novel therapies
Self-help interventions BN, BED Effective and cost-efficient
[63, 85].
Internet-based and adaptive treatments Various eating Promising increasing
disorders accessibility [86-88].

Table 2.
The effectiveness of various treatments for eating disorders.

show promise throughout various stages of care. However, their effectiveness for AN
is less clear [63-65]. Emerging therapies like Emotion-Focused Therapy (EFT) suggest
post-treatment improvements in eating psychopathology and affective symptoms,

but further research is needed to confirm its efficacy [66, 67]. Other therapies, such as
Acceptance and Commitment Therapy [68, 69], Dialectical Behavior Therapy [70-72],
and Mindfulness-Based Therapies, are showing some positive outcomes, though
additional research is required [73, 74]. So, to understand the effectiveness of various
treatments for eating disorders, it is essential to consider the evidence supporting dif-
ferent therapeutic approaches (see Table 2).

4. Understanding the causes: Risk factors and etiology of eating disorders
4.1 Biological risk factors
4.1.1 Genetic predisposition: Genetic factors play a crucial vole in developing EDs

Twin studies have shown that individuals with a family history of EDs are at
higher risk, suggesting a strong hereditary component. Specific genetic polymor-
phisms, such as those in the Fat Mass and Obesity-Associated (FTO) gene, have been
linked to behaviors like binge eating and emotional eating [89-91]. However, genetics
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alone do not determine the onset of EDs; they interact with environmental factors,
such as stress and cultural pressures, to increase vulnerability [92, 93].

4.1.2 Neurotransmitter dysregulation

Neurotransmitters such as serotonin and dopamine regulate mood and appetite,
and their dysregulation has been linked to EDs. For instance, altered serotonin levels
are associated with anxiety and avoidant temperamental characteristics in individuals
with AN [94]; changes in neuropeptide secretion, which affect hunger and satiety
signals, also contribute to the maintenance of ED symptoms [95].

4.1.3 Neuroimaging

Studies have revealed structural and functional abnormalities in the brains of
individuals with EDs. These abnormalities may perpetuate the disorders by affect-
ing cognitive processes related to body image and self-control [96]. Starvation and
malnutrition, common in EDs, can lead to further neural circuit dysfunction, exacer-
bating the condition [95].

4.1.4 Gastrointestinal micvobiota

Emerging evidence suggests that the gut microbiota may play a role in develop-
ing EDs. An imbalance in gut bacteria, known as dysbiosis, can affect how the body
regulates hunger and fullness. This imbalance has been linked to symptoms of EDs,
such as binge eating and restrictive eating patterns [97, 98].

4.1.5 Hormonal factors

Hormonal changes, particularly those related to ovarian hormones, have been impli-
cated in the onset and course of EDs. These hormonal fluctuations can affect mood and
appetite, contributing to the development of disordered eating behaviors [92].

4.2 Psychological risk factors

Understanding the psychological risk factors for EDs is essential for developing
effective prevention and intervention strategies. Several key psychological factors
have been identified.

4.2.1 Body dissatisfaction

Body dissatisfaction, particularly prevalent in adolescent girls, is an influential risk
factor closely linked to the development of EDs [99, 100]. CBT addresses body dis-
satisfaction through cognitive restructuring, helping individuals challenge and modify
maladaptive beliefs about their body image. By identifying and reframing distorted
thoughts (e.g., “I must be thin to be valued”), CBT reduces the impact of body dissat-
isfaction on eating behaviors and improves overall body image satisfaction [101-104].
Research has shown that CBT significantly reduces body dissatisfaction and improves
body image satisfaction in individuals with EDs [22, 105]; the therapy’s focus on cogni-
tive restructuring, body exposure, and addressing dysfunctional beliefs about weight
and body image contributes to its success in treating these disorders [106, 107].
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4.2.2 Low self-esteem

Low self-esteem is another significant psychological trait that increases vulnerabil-
ity to these disorders [13, 108, 109]. CBT improves self-esteem by teaching individu-
als to identify and challenge negative self-talk (e.g., “I am not good enough”) and
replace it with more positive and realistic thoughts [31, 110, 111]. Through cognitive
restructuring and conducting behavioral experiments, CBT helps build a healthier
self-concept, which is crucial for recovery from EDs [112]. The effectiveness of CBT is
well supported by various studies, highlighting its role in enhancing self-esteem and
reducing ED symptoms [113, 114].

4.2.3 Negative emotionality and perfectionism

Negative emotionality and perfectionism are also critical factors, with these
personality traits contributing to the internalization of societal ideals of thinness and
influencing the selection of peer environments [115, 116]. Perfectionism, in particu-
lar, has been associated with increased dieting, carb restriction, and binge-eating
tendencies [116]. CBT addresses perfectionism by helping individuals recognize the
unrealistic standards they set for themselves and develop more flexible and self-com-
passionate thinking patterns [117-119]. Through cognitive restructuring, individuals
learn to challenge perfectionistic beliefs (e.g., “I must be perfect to be accepted”) and
reduce the pressure they place on themselves, which can decrease disordered eating
behaviors [120-122].

4.2.4 Mental health condition

Furthermore, EDs often co-occur with other mental health conditions, such as
depression, anxiety, and posttraumatic stress disorder, which can worsen the severity
of ED symptoms [123, 124]. Social anxiety and social appearance anxiety are also
significant risk factors, with social appearance anxiety serving as a shared vulner-
ability for both social anxiety and ED symptoms [125]. Family dynamics, particularly
maternal attitudes and behaviors, play a crucial role in developing EDs in children
and adolescents [99]. In contrast, insecure attachment and negative family interac-
tions can indirectly contribute to eating problems [109].

4.2.5 Emotional dysregulation

Emotional dysregulation, including emotional nonacceptance and a lack of
emotional awareness, has been linked to higher risks of dieting, purging, and
other disordered eating behaviors [116]. CBT helps individuals develop emotion
regulation skills, such as identifying and labeling emotions, tolerating distress,
and using healthy coping strategies (e.g., mindfulness, journaling) instead
of disordered eating behaviors [126, 127]. By improving emotional awareness
and regulation, CBT reduces the reliance on maladaptive coping mechanisms
and supports long-term recovery [128, 129]. Stressful and traumatic life events
also increase the likelihood of developing EDs, highlighting the importance of
individual-specific risk factors [108]. Lastly, peer context and media influence are
significant psychosocial risk factors, with peer-based interventions that challenge
the internalization of the thin ideal serving as protective factors against eating
pathology [115, 130].
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4.3 Sociocultural influences

Sociocultural factors play a critical role in the development of EDs. In Western cul-
tures, the media often promotes unrealistic beauty standards, such as extreme thinness,
which can lead to body dissatisfaction and disordered eating behaviors. CBT addresses
these sociocultural influences by helping individuals critically evaluate media messages
and internalized ideals of thinness [131]. Through cognitive restructuring, individuals
learn to challenge societal pressures and develop a more balanced and self-compassionate
view of their bodies, reducing the impact of these influences on their eating behaviors
[103, 132-134]. However, these influences are not limited to Western societies. In East
Asia, for example, the rise of EDs has been linked to the adoption of Western beauty ideals
through globalization. Similarly, in regions like South Asia, traditional cultural norms
around body weight and appearance are being challenged by modern media, leading
to increased rates of body dissatisfaction and EDs among young people [135-138]. CBT
can be adapted by integrating local cultural values and beliefs into therapy. For example,
in Southeast Asia, adaptations may include modifying core treatment components to
incorporate local values during the CBT restructuring process [139].

In some cases, integrating traditional beliefs and practices, such as the concept of
Yin-Yang balance in Chinese culture, can enhance the effectiveness of CBT in treat-
ing conditions like depression [140]. Culturally adapted CBT (CA-CBT) for Arab
individuals includes integrating cultural characteristics into the therapy process. This
can involve using culturally relevant examples and themes and adjusting the session
structure to fit cultural norms [141]; for instance, in Saudi Arabia, the adaptation
of CBT includes addressing the stigma associated with mental health and making
therapy more accessible. This involves training mental health professionals and adapt-
ing therapy to be more culturally sensitive [142]. We can summarize that cultural
adaptations of CBT are crucial for addressing the unique sociocultural pressures
faced by individuals in East Asia and the Arab region. By incorporating local values,
addressing specific cultural factors, and making therapy more accessible and accept-
able, CBT can be made more effective for these populations.

4.4 Environmental contributors

Childhood adversity, such as abuse and trauma, has been strongly linked to the devel-
opment of EDs. These adverse experiences can lead to psychological vulnerabilities that
increase the risk of developing EDs later in life [97, 143, 144]; parental pressures towards
thinness and negative family relations are significant risk factors. High parental expecta-
tions can create a stressful environment that fosters the development of EDs, particularly
when combined with other psychological and social pressures [145]. Additionally,
maladaptive paternal behavior, such as low communication and time spent with the child,
increases the risk of EDs [146]. Stressful life events, including recent stressful experi-
ences and childhood trauma, are associated with the onset of EDs. These events can lead
to emotional dysregulation and depression, which are pathways to emotional eating
and other disordered eating behaviors [108, 147, 148]. Ultimately, the etiology of EDs is
multifaceted, involving an interplay of biological, psychological, and sociocultural fac-
tors. These disorders significantly impair QoL, necessitating comprehensive assessment
and targeted interventions. Understanding these risk factors and their impact on QoL is
crucial for developing effective prevention and treatment strategies [13, 89, 149, 150].
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4.5 Quality of life
4.5.1 Physical and mental health impact

EDs significantly impair physical and mental health, reducing QoL [19, 151].
Medical complications, such as cardiovascular and endocrine issues, are common,
particularly in AN [152]. Meta-analyses indicate that CBT leads to modest but signifi-
cant improvements in subjective and health-related QoL from pre- to post-treatment
and follow-up. These improvements are more pronounced when CBT is delivered
individually by a therapist or according to specific models like CBT-BN or CBT-E
[153]. Studies have shown that CBT can significantly reduce weight, body mass index
(BMI), and abdominal perimeter, which is associated with better physical health
outcomes. Additionally, improvements in physical health-related QoL have been
observed, particularly in patients with BED [154, 155].

4.5.2 Psychosocial functioning

EDs disrupt social relationships and daily functioning, contributing to a lower
QoL [156]. CBT has been effective in enhancing social functioning and self-
esteem. Web-based CBT interventions have significantly improved social func-
tioning and self-esteem, improving overall QoL [157, 158]. Patients undergoing
CBT report significant reductions in ED psychopathology, anxiety, depression,
and general functioning, leading to enhanced life satisfaction. These improve-
ments are sustained over time, with effect sizes remaining stable at follow-up

(Table 3) [159, 160].

Risk factor Associated EDs Evidence

Genetic predisposition Anorexia Nervosa, Bulimia Strong genetic links, particularly in anorexia
Nervosa nervosa

Neurobiological factors AllEDs Advances in neurobiology highlight their role

Puberty AllEDs Hormonal changes during puberty increase

risk
Personality traits AllEDs Traits like perfectionism and low self-esteem
Body dissatisfaction Bulimia nervosa, binge Common psychological risk factor

eating disorder

Dieting and thin-ideal AllEDs Significant predictors of EDs

internalization

Media influence AllEDs Strong sociocultural risk factor

Family dynamics AllEDs Dysfunctional family environments and high

parental expectations

Stressful life events Bulimia nervosa Linked to early traumatic events
Critical developmental All EDs Adolescence to young adulthood
periods

Table 3.

Summary of risk factors and etiology of eating disorders.
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5. Treatment approaches
5.1 Non-pharmacological approach
5.1.1 Psychotherapy

Cognitive behavioral therapy (CBT): CBT is widely recognized as the most
effective treatment for BN and BED, with substantial evidence supporting its use.
In addition to reducing symptoms such as binge eating and purging, CBT has been
shown to improve QoL significantly. Figure 2 below outlines the key steps in CBT
for EDs, from identifying triggers to developing healthier coping strategies, and has
demonstrated significant success in reducing symptoms such as binge eating and
purging [31, 165, 166]; enhanced CBT (CBT-E) has been developed to address more
severe cases and comorbid conditions, showing promising results [29, 167].

Core components of CBT for eating disorders:

1. Behavioral analysis and symptom-oriented procedures

Behavioral analysis: This involves understanding the multifactorial causes and
triggers and maintaining the conditions of the eating disorder through a detailed
behavioral analysis [31].

Symptom-oriented procedures: These are standard procedures to address specific
eating disorder symptoms, such as binge eating or purging behaviors [22, 168].

2. Cognitive techniques

Cognitive restructuring: This technique identifies and changes distorted beliefs
about dieting, body shape, and weight [169].

Self-monitoring: Patients are encouraged to keep detailed records of their eating
habits, thoughts, and feelings to identify patterns and triggers [167].

3. Emotion regulation and interpersonal skills
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Figure 2.

CBT for EDs involves a structured process that begins with identifying triggers, such as stvess or negative thoughts
[161]. Patients are then encouraged to monitor their eating behaviors, including binge eating and purging, to gain
insight into patterns and triggers [77]. The next step involves challenging distorted thoughts, such as the belief
that one must be thin to be loved, through cognitive restructuring techniques [162]. Patients also learn to develop
alternative behaviors, such as mindfulness and journaling, to replace disordered eating habits [163]. Finally,
CBT focuses on reinforcing positive changes and preventing relapse through self-compassion and prevention
plans [164].
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Emotion regulation: Skills to manage and regulate emotions are taught to help patients
cope with negative feelings that may trigger disordered eating behaviors [170].

Interpersonal competence: Improving interpersonal skills to handle social situa-
tions and relationships more effectively [170].

4.Body image disturbance

Body image interventions: Direct interventions to address dissatisfaction and
distorted body image are crucial. Techniques may include body exposure therapy and
cognitive restructuring focused on body image [103, 171, 172].

Enhanced CBT (CBT-E): This version includes specific components to address
body image disturbances and is suitable for all eating disorders [101, 173].

5.Nutritional management

Normalization of eating patterns: Establishing regular eating habits and normal-
izing food intake are initial steps in the treatment process [174, 175].

Nutritional counseling: Providing education and guidance on healthy eating
practices [176].

6. Addressing comorbidities

Modular-based treatment: This approach allows for the integration of interven-
tions targeting comorbid conditions such as PTSD or personality disorders, which are
often present in individuals with eating disorders [168, 177, 178].

7.Personal goals and individual needs

Goal setting: Working with patients to set personal goals considering their needs
and preferences [31, 179].

8. Psychoeducation

Education on eating disorders: Providing information about the nature of eating
disorders, their effects, and the importance of treatment adherence [180, 181].

9.Relapse prevention

Relapse prevention strategies: Techniques to help patients maintain progress
and prevent relapse are particularly important in the treatment of anorexia nervosa
[182, 183]. To improve relapse prevention, the following strategies are recommended:

Personalized relapse prevention plans: Developing individualized plans at the
end of treatment and monitoring patients for at least 18 months post-discharge can
significantly reduce relapse rates [184].

Family involvement: Involving family members in the treatment process, especially
in younger patients, can support normalized eating and weight restoration [185, 186].

Continuous professional support: Maintaining contact with healthcare profes-
sionals during aftercare programs helps patients manage self-management strategies
effectively [187].

Addressing comorbidities: Treating comorbid conditions such as depression and
anxiety can improve overall treatment outcomes and reduce the risk of relapse [188, 189].
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Bulimia nervosa (BN) Binge eating disorder (BED) Anorexia nervosa (AN)

Fluoxetine is FDA-approved and  Lisdexamfetamine is FDA-approved Olanzapine has shown some benefits
has shown efficacy in reducing and effective in reducing binge eating ~ in weight restoration for in-patient
binge-purge episodes [82]. episodes [191]. treatment, and fluoxetine may help

prevent relapse in weight-restored
patients [62].

Antidepressants (mainly SSRIs) ~ Topiramate has shown promise

have demonstrated moderate in reducing binge episodes and
effectiveness in reducing promoting weight loss [192].
symptoms [191].

Antidepressants (SSRIs and SNRIs)
have been effective in reducing binge
eating frequency and associated
psychopathology [193].

Table 4.
Efficacy of pharmacotherapy for eating disovders.

10. Multidisciplinary approach

Team-based care: Involving a multidisciplinary team, including psychiatrists,
nutritionists, and psychotherapists, to provide comprehensive care [190].

5.1.2 Pharmacotherapy

1. Antidepressants: Antidepressants, particularly selective serotonin reuptake
inhibitors (SSRIs) like fluoxetine, are commonly used to treat BN and BED.
These medications can help reduce binge eating episodes and improve mood, but
they are less effective for AN. For AN, medications such as olanzapine, an an-
tipsychotic, may be used to address anxiety and promote weight gain, but their
efficacy is limited. Pharmacotherapy is often used in combination with psycho-
logical treatments, but it is not a standalone solution for eating disorders.

2.Other medications: Limited evidence for effectiveness in AN; some success with
medications used for obesity and stimulants for BED (Table 4).

Pharmacotherapy plays a crucial role in the treatment of EDs, particularly for
BN and BED, but its efficacy is often limited, and many patients do not achieve full
recovery [59, 194]. There is a pressing need for more research to develop new medica-
tions and improve existing treatments, especially for AN [59]. Combining pharmaco-
therapy with psychotherapy and exploring innovative treatment targets may enhance
outcomes for patients with EDs [195, 196].

6. Cognitive behavioral therapy (CBT) for bulimia nervosa (BN) and
binge eating disorder (BED)

This therapy focuses on altering dysfunctional thoughts and behaviors related to
eating, which significantly impact psychological factors such as body image and SE,
ultimately improving the QoL for individuals with these EDs. Key Components of
CBT for BN and BED:
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1. Self-monitoring: Patients are encouraged to keep detailed records of their eating
habits and related experiences, which helps identify patterns and triggers for
binge eating and purging behaviors [197].

2. Psychoeducation: Educating patients about the nature of their disorder, includ-
ing the cognitive-behavioral model of BN, helps them understand the vicious
cycle of low self-esteem, extreme concerns about shape and weight, strict diet-
ing, binge eating, and self-induced vomiting [198].

3. Cognitive restructuring: Involves challenging and changing distorted thoughts
and beliefs about body image, food, and self-worth [199].

4.Behavioral interventions: Techniques such as exposure and response prevention
reduce the frequency of binge eating and purging episodes [200].

6.1 Effectiveness and outcomes

1. Symptom reduction: CBT has been shown to significantly reduce the frequency
of binge eating and purging behaviors in patients with BN and BED [201, 202].

2.Enhanced CBT (CBT-E) has been developed to address a broader range of eating
disorder psychopathology and is effective for patients with severe comorbidities
[167, 203].

3. Psychological improvements: Patients undergoing CBT often experience im-
provements in depression, self-esteem, and overall psychological functioning
[165, 201].

4. Quality of life: Research has shown that individuals who undergo CBT experi-
ence significant improvements in QoL, including better physical health, stronger
social relationships, and greater overall life satisfaction [30, 166, 198].

6.2 Case vignettes: Case study - Sarah - A 24-year-old woman with bulimia
nervosa

Sarah, a 24-year-old woman, had been struggling with BN for several years. She
experienced frequent episodes of binge eating, often triggered by stress at work and
negative self-talk about her body [204-206]. After binge episodes, Sarah would purge
through self-induced vomiting, which left her feeling ashamed and isolated. Her
self-esteem was severely impacted, and she often avoided social situations out of fear
of being judged for her appearance [207].

6.2.1 Initial assessment

Behavioral analysis in CBT for eating disorders: During Sarah’s first
cognitive behavioral therapy (CBT) session, her therapist conducted a detailed
behavioral analysis to identify the triggers and maintaining factors of her eating
disorder. This approach is consistent with evidence-based practices in CBT for eating
disorders, which emphasize understanding the multifactorial nature of these condi-
tions, including predisposing, triggering, and maintaining factors [31, 208].
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Identifying triggers and maintaining factors: Sarah revealed that feelings of
inadequacy at work and in social situations often preceded her binge episodes. This
aligns with the cognitive-behavioral model, which identifies low self-esteem and
interpersonal difficulties as significant maintaining factors for eating disorders [209,
210]. The model suggests that these feelings can trigger maladaptive behaviors, such
as binge eating as a coping mechanism [211].

Beliefs about body image: She also strongly believed that she needed to be thin to
be valued by others. This belief is a common cognitive distortion in individuals with
eating disorders, where there is an over-evaluation of weight and shape [212]. Such
beliefs are targeted in CBT to help patients develop healthier attitudes toward their
bodies and reduce the importance placed on weight and shape [213].

6.2.2 CBT interventions

1. Self-monitoring: Sarah was asked to keep a daily food diary, recording what she
ate and her thoughts and emotions before and after eating. This helped her and
her therapist identify patterns, such as binge episodes occurring after stressful
workdays or social interactions.

2. Cognitive restructuring: Sarah worked with her therapist to challenge her
maladaptive beliefs, such as “I must be thin to be loved.” Through guided ques-
tioning, Sarah began recognizing that her self-worth was not solely tied to her
appearance. She replaced these thoughts with more balanced ones, such as “I am
valued for who I am, not just how I look.”

3. Behavioral experiments: Sarah participated in exposure exercises to reduce her
fear of certain foods. For example, she gradually reintroduced “forbidden” foods
into her diet in a controlled manner, learning that eating these foods did not lead
to the catastrophic outcomes she feared.

4.Emotion regulation: Sarah learned mindfulness techniques to manage stress and
negative emotions without binge eating. She practiced deep breathing and journ-
aling as healthier coping mechanisms.

6.2.3 Outcomes

Over 12 weeks, Sarah’s binge episodes decreased significantly, and she stopped
purging altogether. She reported improved self-esteem and a more positive body
image. Sarah also noted that her relationships with friends and family had improved,
as she was no longer isolating herself due to shame about her eating behaviors [197].

Group therapy: Group CBT, which includes interpersonal elements, has shown
effectiveness in treating BN, leading to significant improvements in bulimic behaviors
and psychological functioning [201].

7. The importance of personalized and integrated approaches in treating
eating disorders

Given the varied effectiveness of CBT across different EDs, personalized and
integrated approaches have emerged as essential strategies to enhance treatment
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outcomes. By tailoring interventions to individual needs and involving a multidis-
ciplinary team, these approaches address the complex and varied nature of EDs,
ultimately improving treatment outcomes and patient well-being.

7.1 Personalized treatment approaches

Personalized interventions emphasize the importance of tailoring treatment plans
to each patient’s needs, preferences, and circumstances. This approach acknowledges
that what works for one individual may not work for another. Key considerations in
personalized interventions include:

Heterogeneity of symptoms: EDs present a high degree of symptom heterogene-
ity, making a one-size-fits-all approach ineffective for many individuals [214, 215].
Personalized treatments, such as Network-Informed Personalized Treatment (NIPT),
have shown promise in improving treatment outcomes by tailoring interventions to
individual symptom profiles [216].

Data-driven tools: Tools like the Awaken Digital Guide have been developed to
assist clinicians in personalizing treatment plans. Both clinicians and patients have
received these tools positively for their ability to enhance treatment efficiency and
effectiveness [214]. Case studies, such as Sarah’s experience with CBT for bulimia
nervosa, demonstrate the effectiveness of personalized and integrated approaches
in treating eating disorders. Sarah’s treatment plan was tailored to her specific needs,
incorporating cognitive restructuring, behavioral experiments, and family involve-
ment, leading to significant improvements in her symptoms and QoL.

7.2 Integrated treatment approaches

Effective treatment of EDs often requires a multidisciplinary approach involv-
ing various healthcare professionals, including primary care physicians, dietitians,
psychiatrists, and mental health professionals [217, 218]. This approach ensures
that all aspects of the disorder, from medical to psychological, are addressed com-
prehensively. Dietitians play a crucial role in the treatment of EDs by developing
individualized nutrition care plans, addressing nutritional deficiencies, and provid-
ing education to correct misconceptions about food and eating [176]. Incorporating
occupational therapy into the treatment plan can help patients engage in meaningful
daily activities, which supports their overall recovery journey [217].

CBT-E and Integrated Enhanced CBT (I-CBTE) have effectively treated severe
and complex cases of EDs. These approaches combine psychological treatment with
nutritional rehabilitation and have succeeded in long-term recovery [219].

For patients with co-occurring conditions like PTSD, integrated treatment approaches
that address both ED and PTSD simultaneously have been developed. These
approaches utilize interventions from both Cognitive Processing Therapy (CPT) for
PTSD and CBT for ED to promote complete recovery from both disorders [220].

7.3 Recent research on EMDR for eating disorders

Recent research has explored the application of Eye Movement Desensitization
and Reprocessing (EMDR) therapy in treating EDs; EMDR has been integrated
with CBT in treating EDs. For instance, a case study involving a participant with
BN who received 20 sessions of CBT followed by five sessions of EMDR showed
significant improvements in symptoms, body satisfaction, and social relations.
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This suggests that EMDR can enhance the effectiveness of CBT in treating EDs
[221]. Another study involving two young girls with ED symptoms due to traumatic
experiences found that combining EMDR with CBT effectively reduced their
symptoms [222]. EMDR is particularly beneficial in addressing the trauma-related
aspects of EDs. It helps in processing painful experiences and reducing the anxiety
and shame associated with these disorders. This trauma-informed approach is
crucial as many EDs are seen as dissociative coping strategies developed to handle
intolerable experiences [223]. Several case studies have reported positive outcomes
using EMDR for EDs. For example, a single case study on emotional eating (EE)
showed that EMDR could positively change eating behavior and improve weight
management over time [224]. Despite the positive preliminary findings, there is
a consensus that more methodologically rigorous studies are required to establish
the efficacy of EMDR for EDs. Current evidence is based on case studies and
small-scale trials, which limits the generalizability of the results [225, 226]. The
exact mechanisms through which EMDR exerts its effects on EDs are not fully
understood. It is hypothesized that EMDR facilitates the reprocessing of maladap-
tive memories, which are central to the pathology of EDs [227, 228]. EMDR shows
promise as a complementary treatment for EDs, particularly when integrated with
other therapeutic approaches like CBT. It appears effective in addressing trauma-
related aspects of EDs and improving body image and emotional regulation.
However, further research with larger sample sizes and controlled designs must
confirm these findings and better understand the underlying mechanisms.

We can conclude that personalized and integrated approaches are essential in
the effective treatment of eating disorders. By tailoring interventions to individual
needs and involving a multidisciplinary team, these approaches address the complex
and varied nature of EDs, ultimately improving treatment outcomes and patient
well-being.

8. Challenges and future directions
8.1 Underutilization of CBT

Despite its effectiveness, CBT is underutilized in clinical practice, partly due to
alack of trained clinicians [166, 199]. To address this issue, several strategies can be
implemented to increase the availability of CBT-trained therapists (Table 5).

8.2 Self-help and technology

Self-help manuals and digital interventions, such as smartphone apps, are being
developed to increase accessibility and support real-time interventions [237, 238].

8.3 Integration with other therapies

Combining CBT with other therapeutic approaches, such as motivational interview-
ing and dialectical behavior therapy, may enhance its effectiveness (Table 6) [199].

Future research should focus on further refining personalized and integrated
approaches to treatment, enhancing accessibility, and ensuring that interventions are
culturally sensitive and adaptable to diverse populations. Specific research questions
could include: How can digital interventions be tailored to address the unique needs
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Strategy

Description

Benefits

Online training
programs

Web-based, flexible, scalable

training

Increased accessibility, cost-efficiency, and
remote supervision [229].

Supervision and
consultation

Continuous supervision
post-training

Improved competency and adherence [230,
231].

Government
initiatives

National programs with
training and support

Enhanced provider self-efficacy leads to better
patient outcomes [232].

Train-the-Trainer
models

Training clinicians to train
others

Effective in school settings, ongoing support
[233].

Self-practice/
self-reflection

Clinicians practice CBT on
themselves

Increased competency and flexibility [234].

Educational Addressing myths and Improved acceptance and implementation
campaigns misconceptions [235].
Computerized CBT Use of automated programs for Bridging therapist availability gap, positive
(cCBT) CBT delivery clinician attitude [236].

Tables.

Summary of CBT-trained therapists.

Component

Description

Self-monitoring

Tracking eating patterns, thoughts, and feelings.

Psychoeducation

Educating about the disorder and CBT principles.

Cognitive restructuring

Challenging and modifying dysfunctional thoughts.

Behavioral experiments

Testing beliefs through real-life experiments.

Group therapy

Incorporating interpersonal elements to enhance treatment.

Digital interventions

Using apps for real-time support and intervention.

Table 6.

Key components of CBT for BN and BED.

of diverse populations? What are the long-term outcomes of integrating EMDR
with CBT for trauma-related eating disorders? How can we identify biomarkers that
predict treatment response in different EDs?

9. The strengths and weaknesses of cognitive behavioral therapy (CBT):
Effectiveness of eating disorder and the role of body image, self-esteem,

and quality of life

9.1 Strengths

9.1.1 Effectiveness in reducing eating disovder symptoms

CBT is effective in treating BN and BED by focusing on symptom-oriented proce-
dures, such as emotion regulation and cognitive techniques [31, 239]. Web-based CBT
interventions have also demonstrated significant improvements in eating disorder
psychopathology and related health outcomes [157, 158].
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9.1.2 Improvement in body image

CBT, particularly cognitive-behavioral body image therapy, has been effective in
reducing body image dysphoria and improving body satisfaction [102, 240].

Exposure-based CBT has been shown to reduce body checking and avoidance
behaviors, which are crucial for improving body image [241].

9.1.3 Enhancement of self-esteem and quality of life

CBT interventions have improved self-esteem and QoL among patients with eating
disorders [157, 158]. Addressing low self-esteem and body dissatisfaction is a key
component of CBT for eating disorders [31].

9.1.4 Reduction of dysfunctional cognitions

CBT has effectively reduced dysfunctional cognitions related to body and self-
esteem, dietary restraint, and eating control. Changes in these cognitions are linked to
reductions in ED psychopathology [22].

9.2 Weaknesses
9.2.1 Limited effectiveness for Anorexia Nervosa (AN)

While CBT has shown promise in treating AN, its effectiveness is not as well-
established as it is for BN and BED. One major challenge is patient attrition, as
individuals with AN often struggle with motivation and may drop out of treatment
prematurely. Additionally, CBT may not fully address the complex psychological and
biological factors that maintain AN, such as severe body image distortion and fear
of weight gain. As a result, alternative or adjunctive therapies, such as Family-Based
Treatment (FBT), are often recommended for adolescents with AN [239]. FBT is
considered the leading treatment for adolescents with AN, showing high efficacy
and cost-effectiveness [242, 243]. Alternative and emerging therapies like CBT-E,
ACT, and DBT show promise in addressing the limitations of existing treatments and
providing additional options for patients and families. CBT-E has been identified as a
potential alternative to FBT, particularly for adults with eating disorders. It has shown
substantial improvements in weight and eating disorder psychopathology in adoles-
cents [242]. ACT, a third-wave behavioral therapy, has shown promise in treating AN
by focusing on psychological flexibility and acceptance. Preliminary studies indicate
that ACT-based treatments can lead to significant reductions in eating disorder
symptoms and improvements in psychological acceptance [244, 245]. DBT, known
for its effectiveness in treating emotion regulation issues, is being explored for AN.

It aims to improve emotion regulation skills, which are often impaired in individuals
with AN [246]. There is a lack of specific treatment recommendations for AN due to
scarce empirical evidence [22].

9.2.2 Challenges in usual cave settings

Most evidence for CBT'’s effectiveness comes from controlled studies, and its
efficacy in usual care settings remains less examined [102].
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9.2.3 Therapeutic alliance

The strength of the therapeutic alliance in CBT for eating disorders can be influ-
enced by initial emotional and interpersonal features, which may affect treatment
outcomes [247]. Clinicians may overestimate the role of the therapeutic alliance,
potentially impacting their approach to encouraging changes in eating patterns [248].

9.2.4 Personality factors

Personality disorders, particularly borderline personality disorder, can moderate
the effectiveness of CBT, suggesting that additional modules focusing on effects and
interpersonal relationships may be necessary [249].

10. Conclusion

In conclusion, EDs are complex conditions influenced by biological, psychological,
and sociocultural factors that require comprehensive and individualized treatment strate-
gies. Personalized and integrated approaches, which tailor interventions to the unique
needs of each patient and involve multidisciplinary teams, are essential for improving
outcomes and enhancing quality of life. CBT is the most effective treatment for BN and
BED, but its effectiveness for anorexia nervosa is limited. FBT shows promise for ado-
lescents with AN, while emerging therapies like DBT and ACT offer additional options.
Future research should focus on improving access to treatment, addressing cultural
influences, and developing more effective therapies for AN. As our understanding of
EDs evolves, ongoing research is crucial to refine these therapies, enhance accessibility,
and improve patient outcomes. The integration of technology and novel therapeutic
approaches offers promising avenues for the future of eating disorder treatment, focus-
ing on altering dysfunctional thoughts and behaviors related to eating. Future research
should focus on several key areas: improving access to treatment in underserved regions,
developing culturally sensitive interventions, and exploring the role of technology in
delivering CBT and other therapies. Additionally, more studies are needed to understand
the different treatments’ long-term outcomes and identify biomarkers that could predict
treatment response. By addressing these gaps, we can improve the lives of individuals
affected by eating disorders worldwide.
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Abbreviation

ACT acceptance and commitment therapy

AN anorexia nervosa

ASRs age-standardized rates

BN bulimia nervosa

BED binge eating disorder

CBT cognitive behavioral therapy

CBT-E enhanced cognitive behavioral therapy

CBT-ED cognitive behavioral therapy for eating disorders
DBT dialectical behavior therapy

DALYs disability-adjusted life years

EFT emotion-focused therapy

Eds eating disorders

EMDR eye movement desensitization and reprocessing
FBT family-based therapy

FTO fat mass and obesity-associated gene

IPT interpersonal psychotherapy

MBI mindfulness-based interventions

NIPT network-informed personalized treatment

QoL quality of life

SSRIs selective serotonin reuptake inhibitors
Appendix
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Key terms and definitions:

1.CBT: A type of psychotherapy that focuses on identifying and changing nega-
tive thought patterns and behaviors. It is widely used to treat eating disorders by
addressing dysfunctional beliefs about body image, food, and self-worth.

2.AN: An eating disorder characterized by extreme food restriction, an intense
fear of gaining weight, and a distorted body image. It often leads to severe physi-
cal complications and has a high mortality rate.

3.BN: An eating disorder marked by recurrent episodes of binge eating followed
by compensatory behaviors such as vomiting, excessive exercise, or laxative use.
It is associated with psychological distress and physical health issues.

4.BED: An eating disorder involving recurrent episodes of consuming large
amounts of food without compensatory behaviors. It is often accompanied by
feelings of shame, guilt, and distress.

5.Body image: A person’s perception, thoughts, and feelings about their physical
appearance. Negative body image is a common risk factor for eating disorders.

6. Self-esteem: A person’s overall sense of self-worth or personal value. Low self-
esteem is often linked to eating disorders and can be improved through therapies
like CBT.
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7.QoL: A measure of an individual’s overall well-being, including physical health,
psychological state, social relationships, and environment. Eating disorders
often significantly impair QoL.

8.FBT: A treatment approach for eating disorders, particularly effective for ado-
lescents with anorexia nervosa. It involves parents in the treatment process to
help restore healthy eating behaviors and weight.

9.IPT: A therapy that focuses on improving interpersonal relationships and social
functioning. It is often used to treat bulimia nervosa and binge eating disorder.

10.DBT: A form of therapy that combines cognitive-behavioral techniques with
mindfulness practices. It is used to treat emotional dysregulation, which is com-
mon in eating disorders.

11. MBI: Therapeutic approaches that incorporate mindfulness practices to help
individuals become more aware of their thoughts, emotions, and behaviors with-
out judgment.

12. SSRIs: A class of antidepressant medications commonly used to treat bulimia
nervosa and binge eating disorder. They work by increasing serotonin levels in
the brain.

13. EFT: A therapeutic approach that focuses on helping individuals identify, under-
stand, and manage their emotions. It is sometimes used to treat eating disorders.

14. Exposure therapy: A technique used in CBT to help individuals confront and
reduce their fears or anxieties. In eating disorders, it may involve exposure to
feared foods or body-related situations.

15. ACT: A form of therapy that combines cognitive-behavioral techniques with
mindfulness practices. It focuses on helping individuals accept their thoughts
and feelings rather than fighting or feeling overwhelmed by them, and it encour-
ages commitment to positive behavior change.

16. CBT-E: An advanced form of CBT specifically designed to treat eating disorders.
It includes additional components to address body image disturbances and is
suitable for all types of eating disorders.

17. CBT-ED: A specific adaptation of CBT tailored for treating eating disorders,
focusing on the unique cognitive and behavioral aspects of these conditions.

18.EMDR: A therapeutic technique used to help individuals process traumatic
memories and reduce the anxiety and shame associated with them. It has shown
promise in treating trauma-related aspects of eating disorders.

19.FTO: A gene associated with obesity and eating behaviors. Variations in this
gene have been linked to binge eating and emotional eating.

20.NIPT: A personalized treatment approach that uses network analysis to tailor
interventions to individual symptom profiles, enhancing treatment outcomes.
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Abstract

In response to the rise in mental health problems among youth during the
COVID-19 pandemic, we conducted a qualitative study in March 2022, using a
user-centered design approach guided by ecological theories, to adapt group sup-
port psychotherapy into tele-support psychotherapy (TSP) via mobile phones. The
development of a call platform, informed by the unified theory of acceptance and use
of technology, was integrated into the Medical Concierge Group’s (TMCG) telehealth
services under Rocket Health Africa. This platform included a dedicated toll-free line
for psychotherapy, connecting users with lay counselors. An open-label randomized
controlled trial (PACTR202201684613316) was conducted to assess the feasibility,
acceptability, and effectiveness of TSP in combination with standard mental health
services (n = 154) compared with standard mental health services alone (n = 146)
among youth with mild to moderate major depression in Kampala. Participants com-
monly equated mental health with mental illness and reported significant challenges,
including financial stress, substance abuse, and family dysfunction. Although digital
interventions were largely accepted, some participants preferred in-person services.
The adapted TSP maintained gender sensitivity and used folk tales, stories, riddles,
and creative visualizations to facilitate emotional expression, acquisition of coping
strategies, and income-generating skills, addressing both emotional and socio-
economic needs.

Keywords: tele-support psychotherapy, youth, depression, mobile phone, Uganda
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1. Introduction

The COVID-19 pandemic has amplified pre-existing mental health challenges
among adolescents and young adults, leading to a marked increase in mental health
issues within this population [1]. These demographics face distinct stressors, includ-
ing financial hardship, academic pressures, and social isolation, all exacerbated by
disrupted access to mental health services [2]. With traditional care options strained,
there is a pressing need for innovative and accessible mental health interventions
tailored to young people.

Digital mental health solutions, such as mobile apps, online therapy platforms,
and virtual reality (VR) applications, offer promising avenues for addressing the
growing demand for mental health support among young people. Systematic reviews
indicate these platforms can effectively deliver interventions for depression and
anxiety [3]. By providing real-time support and reminders, these digital interven-
tions enhance patient engagement and adherence, which are crucial for maintaining
therapeutic progress [4].

A review of 15 studies comparing telephone-based and face-to-face psychological
therapy found little difference in crucial areas like therapeutic alliance, disclosure,
empathy, attentiveness, and participation [5]. However, telephone sessions were nota-
bly shorter than those conducted in person. These interventions have the potential to
significantly improve access to mental health care, particularly in rural and under-
served areas, offering a scalable and cost-effective solution. Despite these advantages,
challenges such as ensuring data privacy, resolving technical issues, and bridging the
digital divide continue to pose barriers to widespread adoption [6].

Further, maintaining user engagement, lack of personalization [7], technical
issues [8], and varying levels of user motivation can affect the effectiveness of these
tools [9]. Addressing these challenges requires designing interventions that are
user-friendly, adaptable, and capable of catering to individual needs. Furthermore,
concerns regarding data privacy and security are paramount [9]. Robust measures
must be implemented to protect user information and ensure the ethical use of digital
platforms, fostering trust and encouraging broader adoption.

Cultural and contextual relevance is also crucial for the success of digital mental
health interventions [10]. Despite these challenges, the potential for mobile phone-
based psychotherapy to provide accessible, real-time, and cost-effective mental
health support makes it a promising avenue for expanding mental health services,
especially in low-resource settings [11]. Further research is needed to explore the
long-term efficacy of these interventions and to develop strategies to overcome barri-
ers to their use.

In Uganda, we aimed to adapt the successful in-person group support psychother-
apy (GSP) [12] into tele-support psychotherapy (TSP) using mobile phones to address
youth depression. The adaptation retained the core theoretical frameworks of GSP,
including Bandura’s social cognitive theory, which emphasizes observational learning
and modeling [13]. Additionally, cognitive behavioral therapy (CBT) techniques,
grounded in the theory that the way we think determines the way we behave, were
integrated into TSP through verbal thought record exercises, providing real-time
feedback to participants [14]. The sustainable livelihood framework also informed
TSP by offering verbal guidance on income generation, problem-solving, stress
management, and fostering community support through voice calls [15].

To ensure the adapted tele-psychotherapy was culturally and contextually relevant
to the youth in Kampala, we applied the ecological validity and cultural sensitivity
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framework [16]. This helped tailor the intervention to their unique environmental and
social challenges. Furthermore, the unified theory of acceptance and use of technology
(UTAUT) model [17] was employed to assess factors influencing the acceptance and
usage of technology among youth. We hypothesized that combining TSP via mobile
phones with standard mental health services would be more effective in reducing
depression symptoms among youth than standard services alone in the Kampala district.

2. Materials and methods
2.1 Study design and settings

The study was conducted in three key areas of Kampala: Naguru Go-down,
Kamwokya, and Makerere University. Kampala, home to 62 slums, faces significant
public health challenges due to its high population density. Kamwokya, with approxi-
mately 6380 residents, struggles with inadequate infrastructure and severe health
risks. Naguru Go-down, centrally located, comprises about 2080 households with a
population of 10,400. Makerere University, Uganda’s largest public institution, has
around 35,000 students, mostly aged 18-30. These diverse and densely populated
areas are particularly vulnerable to public health issues such as poverty, unemploy-
ment, financial and academic stress, substance abuse, and overcrowding, contribut-
ing to widespread health challenges [18].

2.2 The adaptation process

In the study’s initial phase, nine focus group discussions (FGDs) were held across
Naguru, Kamwokya, and Makerere, engaging youth, community health workers, and
political representatives. Additionally, 10 key informant interviews (KIs) were con-
ducted with stakeholders, including psychologists, health officials, and community
and religious leaders, to explore views on tele-psychotherapy for addressing youth
mental health challenges. Co-principal investigator JMB facilitated introductions to
key local stakeholders, leveraging strong connections with officials and health centers
in the Kampala district.

Purposive sampling was used to select participants for the qualitative interviews,
which were conducted in the local language. The interviews were audio-recorded,
transcribed, and, when required, translated verbatim. Informed consent was
obtained from all participants before conducting the KIs and FGDs. Alongside these
interviews, a community advisory board (CAB) was formed, comprising various
community members, including a youth leader, faith healer, local council and student
leaders, a community health worker, and a representative from key populations. The
CAB was established to foster ongoing trust and ensure community engagement
throughout the research process.

Community advisory board (CAB) members participated in key informant inter-
views, providing valuable feedback on the TSP model and study protocol, particularly
regarding mental health and psychosocial issues. Their insights helped adjust GSP
content for mobile delivery. Ten professional counselors were trained in TSP delivery,
with workshops reviewing theoretical frameworks and adapting psychotherapeutic
skills. These professionals trained and supervised 40 lay counselors who, using a
virtual platform, provided tele-psychotherapy via mobile phones to youth with mild
to moderate depression. Training materials and guides were also refined.
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2.3 Developing the tele-psychotherapy call center

TMCG/Rocket Health, a digital health company leveraging technology to provide
healthcare services, has gained extensive experience through telephone-based doctor
consultations conducted in its medical call center staffed by medical personnel and
customer support agents. This experience made TMCG/Rocket Health uniquely suited
to develop the TSP call platform. The existing system was updated to improve client
interactions and enhance service delivery.

2.4 Gathering user and technical requirements

The platform’s design followed a structured, multi-step process, beginning with the
identification of key stakeholders such as doctors, mental health providers, patients,
caregivers, lay counselors, and key populations. A protocol training session was
conducted to align stakeholders and gather requirements for the tele-support psycho-
therapy call center. Workshops, focus groups, and interviews with study staff, Rocket
Health personnel, and mental health experts provided key insights on confidentiality,
service availability, phone access challenges, virtual trust, gender-specific concerns, and
continuity of care. Based on these insights, the existing Rocket Health call center plat-
form was modified to incorporate mental health services delivered by lay counselors.

2.5 Prototype development

After gathering specific user requirements from stakeholders, the technical team
used these insights and schematic diagrams to modify the TMCG/Rocket Health
call center. This modification enabled community members to access mental health
services through a toll-free line, with calls routed to lay counselors. When a client
called, the system directed the call to an available counselor for real-time support.
Following the setup of Version 1, orientation and training sessions were held for
counselors and study participants to ensure familiarity with the platform. The system
was then handed over for user testing to address technical and user needs before
broader implementation.

2.6 Piloting and user feedback phase

During the pilot testing phase, stakeholders from the earlier workshops, focus
groups, and interviewers were invited to test the platform and provide feedback on
its functionality. Over 2 weeks, users evaluated the system’s accuracy, completeness,
and ability to meet their needs. As testing progressed, several issues were identified,
including delayed or missed calls, an insufficient number of available counselors, sud-
den call drops, privacy concerns, and counselors being overwhelmed with too many
calls. System conflicts and other challenges were also reported. This valuable feedback
was relayed to the development team for further refinements to enhance platform
performance and user experience.

3. Design and development of version 2 following user feedback

Upon receiving user feedback, the development team implemented several key
improvements. Lay counselors were categorized by gender and key populations,
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with further division by language (e.g., Male-English and Female-Luganda),
allowing clients to choose counselors based on gender and language preferences.
The call response time for counselors was increased from 10 to 15 seconds, and a
round-robin system was introduced to ensure equal distribution of calls among
counselors. If one was unavailable, the call automatically moved to the next. All
interactions were recorded with unique IDs and timestamps for future reference,
data analysis, and quality control, ensuring efficient call handling and research
tracking.

The final version, Version 2 of the platform, was designed with enhanced user
convenience and attention to detail:

Step 1: Client initiation: When a client feels the need to speak to a counselor, they
dial the toll-free line. The system starts with an Interactive Voice Response (IVR) to
guide the client through the process.

Step 2: First-time users: For first-time users, the system prompts the client to select
a preferred language (English or Luganda) and then choose a category of counselors
(male, female, or key population). Once a category is chosen, the call is forwarded to
available lay counselors in that category, one at a time, until a counselor answers. Each
call is recorded and stored in the database for future review, ensuring quality control
during professional counselor evaluations.

Step 3: Returning users: For clients who have called previously, the IVR guides them,
and the system automatically forwards their call to the counselor they spoke to during
their last session, ensuring continuity in the counseling process. These interactions
are also recorded and saved in the database for future reference.

Following the successful development of Version 2, another training session was
conducted, allowing users to familiarize themselves with the updated features and
improvements. After the training, the system was officially handed over to the users
for continued testing and operation.

3.1 System updates and enhancements

A key update requested by the project team was enabling clients to reconnect with
previously selected counselors for continuity of care. This required a major redesign
of the IVR system to integrate with a database tracking past client-counselor interac-
tions, fostering longer-term therapeutic relationships. Additionally, the call distribu-
tion logic was refined to ensure fairness among counselors.

The original system, based on availability, often resulted in uneven workloads.
The updated system introduced an algorithm that evenly distributed calls, preventing
counselor fatigue and ensuring a balanced workflow. These improvements enhanced
both the client experience and counselor efficiency. The algorithm also took client
preferences into account, such as language and gender, ensuring that each client was
matched with the most appropriate counselor.

These updates required a redesign of the Asterisk-based setup, which used a
Private Branch Exchange (PBX) system for internal call management and voice
over IP (VOIP) for internet-based services. A more advanced IVR system is
now needed to manage more complex decision trees, interact with a database,
and handle dynamic call routing. A PHP framework utilizing the Model-View-
Controller (MVC) architecture was implemented for the new system, with
MySQL serving as the database technology to manage data. Nginx, a high-perfor-
mance web server, was selected for its ability to handle high concurrency with low
memory usage.
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3.2 Calls review system (quality assurance)

In addition to these updates, a robust Calls Review System was implemented to
monitor and ensure quality service delivery (Figure 1). TSP supervisors required
the ability to securely access, monitor, and analyze recorded phone calls to ensure
that clients received high-quality tele-psychotherapy services. Therefore, all client-
counselor encounters were recorded and made available in a system for easy access
and review. Specific updates to the QA system included the ability to automatically
filter out and display TSP-specific call recordings and further filter recordings
by phone number for detailed review. To accommodate secure remote access, the
QA system was configured to be accessible outside TMCG premises via a Virtual
Private Network (VPN).

This Calls Review System, built on the PHP framework and MySQL, became
an essential tool for supervisors, allowing them to maintain high standards of
service. Supervisors could securely access recorded sessions, analyze interactions,
and ensure that counselors adhered to therapeutic guidelines. This continuous
monitoring ensured that both client satisfaction and counselor performance were
maintained at optimal levels, while also ensuring compliance with privacy and
security standards.

In summary, Version 2 of the tele-psychotherapy platform not only enhanced
client convenience and care continuity but also provided essential tools for quality
assurance and counselor performance evaluation. These updates ensure that the sys-
tem is client-focused, equitable, and capable of scaling to meet increasing demands
for tele-psychotherapy services. This process is illustrated in the accompanying flow
chart (Figure 2).

End date; |07/31/2023 =]

Search:

Time Play
Tuesday, July 25, 2023 at 2:22 PM

> 0:00/1:06 e < i
Tuesday, July 25, 2023 at 4:08 PM

» 0:00/43:41 < i
Wednesday, July 26, 2023 at 10:55 AM

> 0:00/121 = < i
Wednesday, July 26, 2023 at 11:59 AM

» 0:00/21:05 - < i
Monday, July 24, 2023 at 2:39 PM

> 000/1.01 = H i
Monday, July 24, 2023 at 2:57 PM

» 0:00/0:00
Tuesday, July 25, 2023 at 2:07 PM

» 0:00/0:00
Tuesday, July 25, 2023 at 2:11 PM

» 0:00/0:00

Figure 1.
Call review page.
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Figure 2.
Telephone system flow diagram.

3.3 The trial phase

In the trial phase, we conducted a pilot single-blinded randomized controlled trial to
assess the feasibility, acceptability, and preliminary effectiveness of TSP in combination
with standard mental health services compared with standard mental health services
alone among youth with mild to moderate major depression in Kampala. We random-
ized 300 youth (1:1) to either both TSP and standard mental health services (SMHS)

(N =154) or SMHS only (N = 146). A process evaluation of the delivery of TSP using
mobile phones and SMHS, utilizing mixed methods, ran alongside the trial to assess
acceptability, feasibility, fidelity, and challenges encountered in the development process.

3.4 Participant eligibility criteria

To be eligible for the study, individuals had to be aged 15-30 years, have a diag-
nosis of mild to moderate depression, reside in the Kamwokya, Naguru, or Makerere
areas in Kampala district, have a mobile phone, provide written informed consent,
and be able to speak Luganda or English. Individuals aged 15-17 years needed to be
either a mature minor or an emancipated minor, as mature and emancipated minors
were permitted to independently provide informed consent to participate in research.
Individuals who were mentally or physically disabled, as evidenced by a score below
50% on the Karnofsky performance scale, were excluded from the study.

3.5 Recruitment

To recruit participants, research assistants collaborated with TMCG staff to launch
both online and offline mental health awareness campaigns. The online campaign
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utilized SMS messaging and TMCG’s social media channels, notably their Facebook
page with over 58,000 followers, to reach university students and young people. The
project was explained in simple terms, inviting interested individuals to contact the
study team.

Offline, the team worked with local leaders and health workers in Kamwokya and
Naguru Go-down to conduct six to eight community sensitization meetings. These
meetings aimed to raise awareness about mental health issues and available treat-
ments, including the new tele-psychotherapy service. Young people aged 15-30 from
these areas and the Makerere community were invited to participate and assessed for
eligibility. Those who were excluded were linked to mental health services by a team
member.

3.6 Randomization and masking

Participants were randomly assigned to intervention or control groups by a
biostatistician using specialized software to ensure impartiality, as the biostatisti-
cian had no direct contact with participants. Randomized blocks of varying sizes
were used to maintain balance between study arms and reduce predictability. Each
participant was given a unique study code, identified only by their phone number and
code for anonymity. Randomization was applied across three communities—Naguru,
Kamwokya, and Makerere—with 100 participants from each. While participants
knew their group, outcome assessors and data analysts were blinded to the interven-
tions to prevent bias and ensure objective evaluation.

3.7 Study interventions

The results section outlines the developed TSP model. Study participants had
access to standard mental health services at Makerere University, Naguru, and
Mulago hospitals, where psychiatric clinical officers, nurses, and counselors primarily
addressed mild to moderate mental health conditions. Upon seeking care, patients
underwent thorough physical and mental health assessments. The primary services
offered included informal counseling and medication management for various
mental health disorders. For cases requiring more specialized care beyond the clinic’s
capabilities, a referral system was in place to direct patients to the Butabika National
Referral Mental Hospital for advanced treatment.

3.8 Outcome measures

For this chapter, we focus on process evaluation outcomes and one trial outcome-
depression symptoms. Feasibility was assessed by determining the proportion of
eligible participants who engaged in either intervention (reach), the proportion who
completed all eight sessions (dose delivered), and the rate of participant loss (attri-
tion), using data from attendance registers. Acceptability was evaluated by examining
participant satisfaction, TSP counselor knowledge and attitudes, and the perceived
effectiveness of the intervention in reducing depression, as measured by a 9-item
questionnaire [19].

Fidelity was assessed through a semi-structured questionnaire completed by
supervisors after listening to recorded psychotherapy sessions via the in-built call
review system to determine if the interventions were delivered as planned. Challenges
were identified through a semi-structured questionnaire completed by TSP counselors
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and exit interviews. Depression symptoms were measured using the self-reporting
questionnaire (SRQ-20), with SRQ scores treated as a continuous variable [20]. The
reliability of the SRQ was confirmed with a Cronbach’s alpha coefficient of 0.80.

3.9 Data analysis

Qualitative data, derived from focus group discussions and key informant inter-
views, were anonymized, transcribed, and analyzed using MAXQDA (v22.5.0) with
a grounded inductive approach to identify recurring themes. Three research team
members collaboratively conducted thematic analysis to ensure credibility. Coded
data were displayed in matrices to compare responses across treatment groups, and
inter-coder reliability was assessed.

Quantitative data were analyzed using bivariate analyzes, including y* tests and
independent t-tests, to compare baseline demographic and psychosocial variables
between study groups. Differences in depression symptom scores 6 months after
randomization were analyzed using intention-to-treat methods and generalized
structural equation modeling. All analyzes were performed using STATA 18, with
missing data handled through multiple imputations.

3.10 Ethical considerations

The study obtained approval from the Makerere College of Health Sciences
Research Ethics Committee and the Uganda National Council of Science and
Technology (UNCST). Full consent was secured from hospital and community
leadership before the study commenced. All participants provided informed consent,
and their identifying information was fully anonymized in the reporting.

4. Results
4.1 Post pandemic challenges of youth living in Kampala

At the individual level, personal characteristics, knowledge, attitudes, and behav-
iors directly influence the mental health of youth in Kampala. One significant chal-
lenge is the limited personal awareness and widespread misconceptions about mental
health. Many youths have a vague understanding of mental health, often equating it
solely with severe mental illness or madness due to inadequate information dissemi-
nation. As a female respondent from Naguru explained:

“Most people think that mental health has to do with madness. They don’t think that
these other forms are there. Even some people who ave depressed, some people think it
is stubbornness. Others think it is just bad manners. Here, for some people to recognize
or to accept that this person has a problem, it the one who has run mad—that
violent one who undresses himself. But if you are there depressed, you have anxiety,
you are misunderstood.” (Respondent 6, Naguru Females)

Substance use is another critical issue affecting individual mental health. Youth
may engage in substance abuse as a coping mechanism due to stress or peer influence,
which can lead to or exacerbate mental health problems. This is often a result of inad-
equate support systems and negative peer influences. As described in the narrative:
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“Such kind of treatment leaves the children at the mevcy of peer groups that influence
them to get involved in substance abuse, which predisposes them to mental health
challenges and illnesses.” (Respondent 4 Naguru Females)

Identity crises, particularly among key populations like LGBTQ+ youth, contrib-
ute significantly to mental health challenges. Personal struggles with understanding
one’ sexuality or identity, coupled with societal pressures, can lead to feelings of
depression and anxiety. A respondent from the key population highlighted this
struggle:

“Understanding my sexuality, understanding my family, understanding everything
around me. So, that is basically the issue that deals with mental health that most
of us, if not most trans people within the community, are dealing with depression.”
(Respondent 2, Key Population)

Economic stress also plays a substantial role in affecting individual mental health.
Personal financial difficulties contribute to stress, impacting daily functioning and
overall well-being. A male participant from Naguru shared his experience:

“If your job is stressful and you also have issues at home, you could face mental health
issues. It can also lead to suicide. When I had mental health issues, I was taken to
Butabika for counselling” (Naguru Male)

Furthermore, the influence of social media exacerbates mental health challenges
among youth. The desire to fit in and prove oneself among peers, amplified by social
media platforms, can lead to feelings of inadequacy, anxiety, or depression. A female
student from Makerere University observed:

“T agree with the social media; 1 think it ties into the peer pressure thing. It doesn't
stop in high school, but it gets bigger on campus. There is a desire to fit in and prove
yourself among your mates. People indulge in so much.” (Respondent 3, Makerere
University Females)

At the interpersonal level, relationships with family, friends, and peers signifi-
cantly impact the mental health of youth in Kampala. One of the primary challenges
identified is family dysfunction and a lack of parental support. Conflicts within
the family, inattentiveness from parents, and strained parent-child relationships
contribute to the mental health struggles of young people. As expressed by female
respondents from Naguru:

“We ask you, mother and father, to get time to talk to your family. A child has gone
to school—you don’t know what happened there. When a child tries to tell you,
‘Mummy, at school... you scold, Stupid, I don’t want to be disturbed when I'm tired.
The child wants to narrate what he went through but you, the mom or the caregiver,
you’ve not given her or him the time to tell you what has happened.” (Naguru
Females)

Another respondent highlighted how parental absence due to work commitments
leads to inadequate supervision and guidance:
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“T have gone to work; the father also doesn’t care, and I have also gone to work and
have left the children at home. We came back at night. You end up vealizing the child is
in a bad group. In that group, there is no one who can counsel him.” (Naguru Females)

These narratives illustrate how the lack of parental engagement leaves children
vulnerable to negative peer influences and harmful behaviors.

At the community level in Kampala, social networks and cultural norms pro-
foundly affect youth mental health by shaping individual behaviors and access to
resources. A primary challenge is the pervasive stigma and misconceptions surround-
ing mental health, where it is often solely associated with madness. This misunder-
standing leads to the stigmatization of individuals experiencing mental health issues,
impeding their willingness to seek help and exacerbating their conditions.

“Most people think that mental health has to do with madness. They don't think that
these other forms exist. Even people who are depressed—some think it stubbornness;
others think it's just bad manners” (Respondent 6, Naguru Females)

This stigma is exacerbated by inadequate dissemination of mental health informa-
tion. Minimal education and awareness campaigns result in a lack of understanding
and the perpetuation of myths within the community. The same respondent high-
lighted this issue: “The education about mental health is minimal. Very few people know
about these other forms.” (Respondent 6, Naguru Females).

Due to these misconceptions and the lack of proper information, there is a reli-
ance on non-professional sources of help. Communities often turn to spiritual places
like churches, mosques, or traditional healers instead of professional mental health
services. This preference was noted by the respondent: “Most people, their first choice is
a witch doctor” Respondent 6, Naguru Females).

Furthermore, cultural expectations and social norms in Kampala inhibit open dia-
log about mental health, creating substantial barriers to help-seeking among youth.

At the organizational level, institutions such as schools, workplaces, and health-
care facilities significantly influence the mental health of youth in Kampala by either
providing support or presenting hindrances. A primary challenge is the limited
availability and utilization of mental health services within educational institutions.
While universities like Makerere have established some mental health resources—for
instance, ‘@ counselling centre just opposite Mary Stuart Hall” (Respondent 6, Makerere
University Males)—awareness and utilization of these services may be low among
students. This gap is evident as another student acknowledged,

“The truth is that the general population of Makerere University sometimes perhaps
does not understand the entive concept of mental health..” (Respondent 8, Makerere
University Males).

In other communities, schools often lack dedicated mental health facilities alto-
gether, leaving students without accessible support within their educational envi-
ronments. Additionally, insufficient healthcare services in the broader community
contribute to the challenges faced by youth. In many cases, there is a lack of accessible
local mental health services, leading individuals to seek help only when conditions
become severe enough to warrant intervention at national psychiatric facilities. A
male respondent from the Kamwokya community illustrated this issue:
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“When someone is mentally ill, they call the police and take them to Butabika”
(Respondent 5, Kamwokya Male Community).

This reliance on distant, centralized facilities underscores the absence of adequate
community-level mental health support. Moreover, due to inadequate organizational
support, youth often turn to non-professional sources for assistance, such as social
media or untrained individuals. This overreliance on informal support networks
may not provide the necessary help for those struggling with mental health issues. A
female student from Makerere University observed,

“People rum to the places they feel safe, and one of those safe places is social media.
They go to social media to post memes so that they can get someone to say hello to
them” (Respondent 2, Makerere University Females).

This tendency highlights the gap left by formal institutions in providing accessible
and trusted mental health resources.

Policy and societal factors in Kampala exert a critical influence on youth mental
health through cultural beliefs, societal norms, and legal frameworks. A pervasive
challenge is the societal stigma associated with mental health issues, often linked to
shame or perceived as a sign of weakness, which discourages individuals from seeking
help. As one female participant observed:

“Even some people who are depressed, some people think it is stubbornness. Others
think it is just bad manners.” (Respondent 6, Naguru Females).

This perception minimizes the seriousness of mental health conditions and fosters
an environment where they are inadequately addressed.

Moreover, there is a tendency to view mental health struggles as mere circum-
stances to be endured rather than medical conditions requiring professional interven-
tion. A participant from a key population expressed:

“You find there are certain civcumstances, and me, I don’t think it a disease just like
how people are describing it. It is just circumstances that we ave living in that we just
need to learn; how do you live with them.” (Respondent 2, Key Population).

This attitude reflects a broader reluctance to acknowledge mental health asa
legitimate health concern, hindering efforts to promote mental well-being.

Stigma and discrimination against marginalized groups, such as the LGBTQ+
community, further exacerbate mental health challenges. The lack of legal protections
and societal acceptance imposes additional psychological burdens on these individu-
als. One respondent highlighted:

“Another issue is about stigma and discrimination, which also leads to mental health
issues. Because this stigma and discrimination come from the families, the communi-
ties, and everywhere—places where they seek services, the health service providers,
the legal institutions. So, the whole community, the whole thing is a mess for them.”
(Respondent 2, Key Population,).

This pervasive discrimination not only impacts mental health but also restricts
access to appropriate support and services. Insufficient national mental health
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policies lead to limited funding and resources, impeding the development and
implementation of effective interventions for youth mental health. These systemic
barriers highlight the urgent need for comprehensive policy reforms, public education
campaigns to shift cultural perceptions, and legal protections for marginalized com-
munities. As one participant from the key population remarked,

“The whole community, the whole thing is a mess for them” (Respondent 2, Key
Population). Addressing these policy gaps is crucial to fostering an environment
conducive to mental well-being among the youth in Kampala.

4.2 Relevance of maintaining the GSP structure in the TSP model

Study participants deemed the structure of GSP to be relevant in addressing
the highlighted youth mental health challenges. The data support maintaining this
structure for the TSP model. Each session is thoughtfully designed to tackle specific
issues—from establishing trust and managing emotions to addressing stigma and
improving socio-economic conditions—aligning with the expressed needs and
concerns of the youth.

The first sessions focus on building a safe and confidential environment, which
is essential for participants who may experience anxiety and distrust. Establishing
ground rules and setting expectations promotes a sense of security, encouraging
youths to share their experiences openly. Education about emotions provides par-
ticipants with tools to understand and cope with intense feelings in session 2, such
as anger, shame, guilt, and sadness, empowering them to process their experiences
constructively.

Sessions 3 and 4 provide a platform for therapeutic sharing, reducing feelings
of loneliness, and building social connections and a supportive network that many
youths lack in their personal lives. These sessions address isolation and lack of
social support, often stemming from family dysfunction and community stigma.
Introducing positive coping strategies in sessions 5 and 6 helps youths replace nega-
tive behaviors—such as substance use and succumbing to peer pressure—with
healthier alternatives, thus addressing the root causes of maladaptive behaviors.

Coping skills for stigma and discrimination, particularly toward marginalized
groups like the LGBTQ+ community helps affected youth build positive self-image
and develop strategies to navigate societal prejudices, providing critical support for
youths grappling with external judgment and internalized stigma. The final sessions
offer livelihood skills training to improve socio-economic status and reduce associ-
ated stressors. By enhancing employability and financial stability, GSP addresses the
practical needs underpinning psychological well-being. This comprehensive approach
suggests that the TSP model could play a pivotal role in improving mental health
outcomes within this population.

Table 1 provides supporting statements from the qualitative study which indicate
the relevance of the GSP structure in addressing youth mental health challenges.

4.3 Adaptations to tele-support psychotherapy

By integrating both the ecological validity and culturally sensitive framework [16]
and the unified theory of acceptance and use of technology (UTAUT) model [17], the
adaptation of tele-support psychotherapy delivered through mobile phones was opti-
mized to enhance acceptance and engagement among youth. This combined approach
not only addressed technological barriers but also aligned with the psychological,
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GSP session Youth problems Relevance to youth Supporting quote from data
addressed
Session 1: Anxiety and Establishes a safe “For me, I would expect confidentiality
Introductions and fear of sharing, environment that and the service to be readily available
establishing trust trust issues, promotes trust and as and when it is needed. Whenever a
confidentiality confidentiality, which patient gets a problem, can they easily
concerns is crucial for managing access the person who is giving them the
anxiety and encouraging help?” Respondent 6, Naguru Females
participants to share their
experiences
Session 2: Difficulty Assists youth in “They are not vespected at all. They are
Education about managing intense understanding and not taken as humans by society. They
emotions emotions (anger, managing intense feelings  are neglected and considered useless”—

shame, guilt,

through education about

Respondent 3, Kamwokya Female

sadness) emotions
Sessions 3 and 4: Continued feelings ~ Reduces isolation by “We ask you, mother and father, to get
Sharing painful of loneliness, increasing social support time to talk to your family... but you,
experiences need for deeper and connections through the mom or the caregiver, you have not
connections therapeutic sharing of given her or him the time to tell you
painful experiences what has happened.”—Naguru Females
Session 5: Substance use, Encourages peer support “Such kind of treatment leaves the

Learning positive
coping skills

negative coping
mechanisms, peer
pressure

and teaches positive
coping skills to replace
negative behaviors and
manage stress

children at the mercy of peer groups
that influence them to get involved in
substance abuse, which predisposes
them to mental health challenges and
illnesses”— Naguru Male

Session 6: Coping
with stigma and
discrimination

Stigma and
discrimination,
low self-image,
relationship
challenges

Promotes positive self-
image and self-awareness;
helps develop strategies
for managing relationship
challenges, including
stigma and discrimination

“Another issue is about stigma and
discrimination, which also leads to
mental health issues... So, the whole
community, the whole thing is a mess for
them.”—Respondent 2, Key Population

Sessions 7 and 8:

Economic stress,

Equips youth with

“If your job is stressful and you also

Livelihood skills unemployment, tools to improve their have issues at home, you could face
training financial socio-economic status, mental health issues”—Naguru Male
difficulties addressing economic
stressors that contribute to
mental health issues
Table 1.

Relevance of maintaining the GSP structure in the TSP model.

social, and cultural factors influencing Ugandan youth, thereby increasing the likeli-
hood of successful outcomes in treating depression.

4.4 Culturally appropriate language

In adapting TSP for youth in Kampala, using culturally appropriate language was
vital for comprehension and engagement. Sessions were conducted in English and
Luganda, reflecting community preferences: “About three languages are enough for us.
English and Luganda ave a must” (Respondent 6 Kamwokya Female, Pos. 78). The lan-
guage was simplified, avoiding clinical jargon and made relatable with analogies, such
as comparing drug abuse to overeating junk food—pleasant initially but harmful over
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time. Lay counselors were trained in local languages and encouraged to use respectful,
culturally relevant terms, fostering open communication and making therapy more
accessible and effective.

4.5 Trusted persons

Integrating trained lay counselors supervised by professional counselors into
Tele-Support Psychotherapy (TSP) proved effective and culturally appropriate. This
approach addressed the shortage of mental health professionals by providing a scal-
able, cost-effective solution to expand access to mental health services. Lay counsel-
ors, embedded in their communities, built trust through their understanding of local
culture and social dynamics. As one participant noted, “The person you are going to
put at the other end of the line should be calm, patient, a good listener, and free of judg-
ment” (Respondent 4 KCTP Kamwokya Female, Pos. 81). The involvement of respected
community leaders further boosted TSP’ acceptance: “The ghetto people were very
crucial in involving their leaders... they listened to them and would come once called
upon” (Respondent 1 Makerere Local Community Males, Pos. 248-249). Gender-specific
sessions allowed participants to discuss gender-specific issues with counselors of the
same gender, promoting openness. This model leveraged local resources, ensuring
culturally sensitive care and viability in underserved areas.

4.6 Use of relevant metaphors

The scarcity of effective and comprehensive mental health support in the com-
munity has left many feeling helpless. Counseling remained the primary source of
assistance, though it was often not specialized for mental health needs, as noted
by a respondent: “If there are no friends, then they opted for counselors of which some
counselors had no mental health knowledge. They had experience in HIV counseling”
(Respondent 1 Key Population, Pos. 75). To address this gap, both professional and
lay counselors in the tele-support psychotherapy program were trained to employ
metaphors rooted in the local culture, enhancing the relatability and impact of
therapy sessions.

Counselors used culturally relevant metaphors to enhance understanding in
therapy sessions. For example, they likened substance misuse to “putting fuel on a
fire”—offering temporary relief but causing lasting harm. To reinforce self-worth
amidst stigma, they compared individuals to a Muvule tree, symbolizing strength and
resilience: “Despite the changing seasons, it stands steadfast.” These relatable meta-
phors, drawn from everyday life and local wisdom, helped youth connect more deeply
with therapeutic concepts and apply them meaningfully.

4.7 Adjustments in content

Tele-support psychotherapy (TSP) sessions were expanded to address multifac-
eted challenges such as self-awareness, sexual health, financial literacy, and personal
development based on community feedback. This broadened focus aimed to reflect
the realities of economic hardship, unemployment, academic pressures, and rural-
urban migration. For instance, one participant noted the transformative impact of
these sessions, stating, “In one of the sessions, the doctor told me that these words he’s
telling me are meant to change my life... That is why I am driving that boda right now”
(Naguru Male Group One Male 4.

211



Psychotherapy in the Third Millennium — Cross-Cutting Themes and Proposals for Reflection

Key population communities, particularly transgender individuals, highlighted
that their mental health challenges were deeply intertwined with stigma, discrimi-
nation, and identity crises. As one respondent articulated, “One, understanding my
sexuality, understanding my family, understanding everything avound me. So, that is
basically the issue that deals with mental health that most of us, if not most trans people
probably within the community, are dealing with depression. Another issue is about stigma
and discrimination also leads to mental health issues. Because this stigma and discrimina-
tion comes from families, the communities, and everywhere. Places where they seck services,
the health service providers, the legal institutions so the whole community, the whole thing
is a mess for them” (Respondent 2 KP position 59). To enhance cultural relevance and
acceptance, TSP integrated traditional healing concepts and utilized storytelling and
folk tales, making the intervention more relatable.

4.8 Concepts and goals

Community feedback emphasized the need for more comprehensive services that
cater to a broader range of health and welfare aspects. As one respondent put it, “T was
going to need something beyond mental health counseling to actually come to your facility. I
wanted to make suve that I was attached to one facility for everything..”” (Respondent 3 Key
Population, Pos. 105).

This sentiment was echoed by another community member who articulated the
interconnectedness of mental health with other life aspects: “When you talk about
mental health, youre talking about everything. It’s not just your mind, it’s your life, your
ability to work, to love, to live. We needed support that understood that” (Respondent 5,
KCTP Makerere Community — Female). TSP sessions included topics such as financial
literacy and social skills, acknowledging the complexity of mental health as inter-
twined with overall well-being and daily living challenges, thereby highlighting the
shift toward a more inclusive and supportive mental health care framework.

4.9 Contextual relevance

The adoption of TSP in Uganda addresses significant gaps in mental health service
delivery, especially in areas with limited or no access to traditional in-person inter-
ventions. TSP leverages technology to provide accessible mental health support in
underserved communities. The lack of mental health services was highlighted during
community assessments, where all respondents from Makerere Local Community
Males agreed, “No, there are not,” when asked about available services. This under-
scores the need for innovative digital solutions like TSP to fill this gap.

Tele-support psychotherapy (TSP) not only addresses the service shortage but also
improves the quality of care. The digital platform allows for consistent, frequent con-
tact between counselors and clients. One participant shared, “The sessions have really
helped. Before, we had to travel to town for any sort of mental health support, which many
of us couldn’t afford or manage. Now, help is just a phone call away” (Naguru Male Group
One, Male 3). TSP reduces barriers related to distance, cost, and stigma, demonstrat-
ing its potential to transform mental health care in Uganda.

4.10 Methods

Tele-support psychotherapy (TSP) was designed to address concerns about
access, confidentiality, and ease of use. Toll-free numbers made the service accessible
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and affordable, as emphasized by one respondent: “we would expect them to be free.
Toll-free. Then professionalism on the other side” (Respondent 6 Key Population, Pos.

123). Given the widespread use of basic mobile phones, TSP relied on voice calls as
the primary communication method. Each session followed a structured format, with
counselors using descriptive language, storytelling, and culturally relevant metaphors
to simplify complex concepts. Interactive questioning engaged clients, helping them
articulate their thoughts. SMS follow-ups reinforced key takeaways and scheduled
reminders, enhancing retention and maintaining client participation.

Empathy and active listening were essential skills used by counselors to build
rapport and trust, compensating for the lack of non-verbal cues in phone-based
interactions. Regular feedback was solicited from clients to ensure that the therapeutic
process remained responsive to their needs and preferences. In cases where clients
could not reach the call platform or disengaged from the service, counselors exchanged
contacts after the initial assessment to follow-up, ensuring that no client was left

TSP session goal

Summary activities

Session 1: Introductions,
ground rules,
expectations,
understanding how tele
therapy works

The counselor and client begin by getting to know each other. Tele-support
psychotherapy (TSP) is explained using everyday metaphors, such as a trusted
guide who listens and offers support. Trust is built through active listening,
exploring the client’s expectations, validating their feelings, and normalizing
therapy. The session concludes with a culturally relevant self-awareness exercise.

Session 2: Education
about emotions

The session begins with a warm check-in and recap of the previous session.
Provide simple explanations of depression, anxiety, and anger using culturally
familiar analogies. Explore the client’s experience with these emotions, validate
their feelings, and offer culturally relevant education on managing them.
Conclude with a self-awareness exercise and a calming breathing technique.

Sessions 3 and 4: Sharing
painful experiences

The session begins with a warm check-in and recap. Introduce sharing painful
experiences, building trust for sensitive discussions, and encourage the client to
share at their own pace. Validate their pain, explore its impact, and guide self-
awareness of linked emotions. Introduce storytelling as a coping strategy, followed
by a relaxation exercise. Conclude with encouragement.

Session 5: Learning
positive coping skills

Session 5 teaches youth clients emotion-focused and problem-focused coping
skills through culturally relevant activities. Clients learn techniques like deep
breathing, gratitude practice, and problem-solving using relatable metaphors.
They explore their current coping strategies, identify challenges, and plan
small steps for improvement, promoting emotional regulation and practical
problem-solving.

Session 6: Coping
with stigma and
discrimination

Session 6 focuses on helping youth clients cope with stigma and discrimination.
Clients share personal experiences, receive validation, and learn culturally relevant
coping strategies, such as seeking support from trusted individuals. Practical
homework could include identifying trusted support (e.g., family, friends, and
community leaders), practicing reframing negative thoughts into positive ones, and
engaging in a community activity that fosters support and belonging.

Sessions 7 and 8:
Livelihood skills training

Sessions 7 and 8 focus on teaching livelihood skills through culturally relevant
activities. Clients are guided in identifying their strengths, creating simple
budgets, exploring small business ideas, and overcoming barriers to employment.
Practical financial literacy and networking tips are provided, along with
encouragement to stay resilient and patient in building livelihoods. The session
concludes with an income-generating project.

Table 2.
The adapted tele-support psychotherapy model.
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without support. As one respondent expressed, “Do follow-ups to ensure the people that
have veached out are getting better” (Respondent 8 KCTP Kamwokya Female, Pos. 109).

Tele-support psychotherapy (TSP) addressed practical and socio-economic
challenges by using simple voice calls and SMS to bypass data limitations, ensuring
accessibility for non-tech-savvy youth. Counselors, supervisors, and technicians
communicated through a WhatsApp group for mentorship and technical support.
Local expressions and culturally relevant metaphors made sessions relatable, while
flexible scheduling accommodated participants’ work, school, and family respon-
sibilities. This approach ensured that TSP was accessible, practical, and sensitive to
the socio-economic realities of the target community. Table 2 illustrates summary
activities in the adapted TSP model.

5. Trial results
5.1 Trial participants

The average age of participants is 21.57 years (SD = 4.21), ranging from 15 to
30 years. Most are female (64.33%), with males at 27.67%, and 8% preferring not
to disclose. Participants come from Naguru (31.33%), Kamwokya (38.33%), and
Makerere (30.33%). Education levels include certificates (42.33%), diplomas (2.67%),
bachelor’s degrees (2.67%), and others (52.33%). Economically, 67.67% lack income-
generating activities, with an average income of 56,926.67 UGX (SD = 117,288.8).
Employment status shows 25.67% are employed, while 74.33 are unemployed. These
variables were comparable between cases and controls (Table 3).

5.2 Indicators of feasibility

The feasibility of delivering TSP to depressed youth in Kampala, as evaluated at 6
and 12 months after randomization, demonstrates a promising capacity for engage-
ment and participation. At 6 months, 71 participants (46.10%) in the TSP arm had
received therapy, compared to just 12 participants (8.21%) in the control arm who
sought treatment at health centers. 23 (31.94%) attended 1-2 sessions, 19 (26.38%)
had attended 3-5 sessions while 30 (41.66%) had attended 6-8 sessions.

At 12 months, 95 participants (61.69%) attended therapy sessions, compared
to just 15 participants (10.27%) in the control arm who sought treatment at health
centers, reflecting a strong engagement with remote therapy. While some participants
attended only 1 or 2 sessions (22.15% attended up to two sessions), a significant pro-
portion (32.63%) attended the full eight sessions. The data clearly demonstrate that
engagement with TSP was significantly higher than with SMHS over time. However,
39 (25.23%) and 33 (21.4%) participants at 6 and 12 months, respectively, did not
attend any therapy sessions.

5.3 Indicators of acceptability

Participants were asked to indicate whether or not they strongly agreed with the
statements shown in Figure 3. At the 6-month follow-up, 31.88% of participants
strongly agreed that TSP motivated them to make positive changes in their lives,
while 27.54% felt it helped them talk to others about their problems. Additionally,
26% believed the intervention reduced their depression. Regarding counselor
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Socio-demographic variable Total TSP SMHS X? P-value
sample (N=154) (N=146)
N=300 N (%) N (%)
N (%)
Current residence
Naguru 94 (31.33) 48 (31.17) 46 (31.51) 0.0064 0.997
Kamwokya 115 (38.33) 59 (38.31) 56 (38.36)
Makerere 91 (30.33) 47 (30.52) 44 (30.14)
Gender
Female 193 (64.33) 108 (70.13) 85 (58.22) 5.2422 0.073
Male 83 (2767) 34 (22.08) 49 (33.56)
Prefer not to say 24 (8.00) 12 (7.79) 12 (8.22)
Age category
15-17 56 (18.67) 25 (16.23) 31 (21.23) 1.2406 0.538
18-25 184 (61.33) 97 (62.99) 87 (59.59)
>25 60 (20.00) 32 (20.78) 28 (18.18)

Marital status

Married 60 (20.00) 39 (25.32) 21 (14.38) 72019 0.027
Separated 14 (4.67) 9 (5.84) 5(342)

Single 226 (75.33) 106 (68.83) 120 (82.19)

Education level

Secondary Education 157 (52.33) 83 (53.90) 74 (50.68) 2.9405 0.230
Certificate 127 (42.33) 60 (38.96) 67 (45.89)

Diploma/Degree 16 (5.33) 11 (7.14) 5(342)

Income generating activity

No 203 (67.67) 100 (64.94) 103 (70.55) 1.0792 0.299
Yes 97 (32.33) 54 (35.06) 43 (29.45)

Employment status

Unemployed 223 (74.33) 112 (72.73) 111 (76.03) 04278 0.513
Employed 77 (2567) 42 (27.27) 35(23.97)

Saving group involvement

Not involved 284 (82.67) 125 (81.18) 123 (84.25) 0.4655 0.482
Involved 52 (17.33) 29 (18.83) 23 (15.75)
Table 3.

Baseline Socio-demographic outcomes by intervention arm.

relationships, 39% strongly agreed that their counselor was respectful, 33.33%

felt supported, and 37.68% rated their counselor as knowledgeable. Furthermore,
31.88% would recommend TSP to others, and 28.99% agreed they had learned a lot
from the intervention.

By the 12-month follow-up, positive responses significantly increased, with 58%
agreeing that TSP motivated positive life changes, 54% communicating more about
their problems, and 55% reporting reduced depression. Counselor satisfaction rose,
with over 63% praising respectfulness and support. Additionally, 53.21% would rec-
ommend TSP, and 50.46% felt they learned a lot. The increasing percentage of partici-
pants expressing strong agreement with these key aspects of TSP from 6 to 12 months
suggests growing acceptability and satisfaction with the intervention over time.
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Figure 3.
Youth evaluation of tele support psychotherapy.

5.4 Depression outcomes

Depression symptoms, as measured by SRQ scores, showed a more significant
reduction in the TSP group, with a mean score of 4.03 compared to 9.17 in the SMHS
group (p < 0.0001), demonstrating that TSP was more effective than SMHS in reduc-
ing depression over time (Figure 4).

5.5 Performance of the call platform and technology challenges faced

The tele-support psychotherapy (TSP) call platform was active between June
2023 and May 2024, facilitating a total of 2752 calls made by 306 unique clients, with
therapy sessions delivered by 25 lay counselors. In terms of call success rates, 65.9%
of calls were classified as unsuccessful, while 34.1% were successful. Successful calls
were defined as those lasting 3 minutes or more, totaling 939 calls, or 34% of all calls
made during the 12-month period. Among the successful calls, the majority (43.3%)
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Figure 4.
Effect of TSP on youth with depression symptoms.
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were brief, lasting between 3 and 10 minutes. Additionally, 24.4% lasted 10-30 min-
utes, 18.4% lasted 31-60 minutes, and 13.8% exceeded 1 hour.

Language data was not captured for 62.6% of the calls, indicating a need for
improved data collection. Of the sessions where language was recorded, 27.6%
were conducted in Luganda and 9.8% in English. Call volume peaked in October,
accounting for 25.5% of all calls, followed by November (19.1%) and June (17.4%). In
contrast, fewer calls were recorded in May (0.5%), March (0.7%), and April (1.0%).
Engagement levels varied, with June 2023 seeing the highest number of new partici-
pants (52), while October had the greatest overall participation (87), including 68 new
and 19 returning participants. November had the most returning participants (41),
despite fewer new participants (18), suggesting increased client and counselor avail-
ability. Participant demographics revealed that most (83.6%) identified as “Others,”
while females represented 11.4% and males made up 5.0%, highlighting a need for
more precise gender data collection to better understand participant engagement.

6. Discussion

This study successfully adapted group support psychotherapy (GSP) into a cultur-
ally sensitive tele-support psychotherapy (TSP) model, delivered via mobile phones,
to address mild to moderate depression among youth aged 15-30 in Kampala District.
The findings strongly align with Bernal and Sdez-Santiago’s framework for cultur-
ally centered psychosocial interventions, emphasizing the importance of culturally
tailored approaches in mental health care [21]. By incorporating local languages,
engaging lay counselors from the participants’ own communities, and using culturally
relevant metaphors and storytelling, TSP not only enhanced participant engagement
but also significantly improved mental health outcomes.

The mental health challenges identified among Ugandan youth, such as depres-
sion, anxiety, substance use, negative coping mechanisms, stigma, discrimination,
low self-esteem, unemployment, and financial stress, are similar to those reported
in other sub-Saharan African contexts [22-24]. These issues are often exacerbated by
socio-economic hardships and cultural factors that stigmatize mental health condi-
tions, creating barriers to seeking care. Studies have shown that such challenges are
prevalent across the region, with young people particularly vulnerable due to limited
access to mental health services, financial instability, and societal pressures [25].

In this study, we used mobile phones to deliver therapy to youth, demonstrating
how digital interventions can overcome geographic and resource barriers. In sub-
Saharan Africa, various strategies, such as task-shifting approaches [26-28], have
been employed to address youth mental health challenges. While mobile-based inter-
ventions are still emerging, they offer promising, accessible, and scalable solutions
[29]. However, research on digital mental health interventions remains limited.

A recent review of 6953 articles on digital mental health interventions for ado-
lescents in sub-Saharan Africa found only six studies that met the inclusion criteria.
These studies employed diverse approaches, including text messaging (SMS), phone
call reminders, and smartphone apps like WhatsApp or game-based platforms [30],
highlighting the experimental nature of mobile mental health interventions and the
lack of a standardized approach.

In contrast, our tele-psychotherapy provided direct therapeutic support through
voice calls using basic mobile phones, addressing both mental health symptoms and
socio-economic factors affecting well-being. The intervention was culturally adapted,
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incorporating local languages and metaphors, and utilized lay counselors from the com-
munity to build trust and relevance. The focus on accessibility and cultural sensitivity
allowed TSP to overcome barriers related to smartphone access and internet connectiv-
ity, particularly for underserved or remote populations. The flexibility of scheduling
and technological adaptability further differentiated TSP from other interventions.

This approach aligns with the World Health Organization’s recommendations for
task-shifting and integrating mental health into primary care using technology [31].
Mobile platforms offer an effective way to provide continuous support, confidential-
ity, and flexibility, essential in settings where stigma and resource limitations often
impede access to mental health services. Several studies have demonstrated the
effectiveness of mobile phones in delivering health services [32, 33]. The widespread
ownership of mobile phones in Africa [34], combined with their ability to overcome
geographical barriers, makes mobile platforms a particularly relevant and scalable
model for expanding mental health services. By integrating local languages, culturally
relevant practices, and accessible technology, these platforms can enhance engage-
ment, increase access to care, and deliver tailored mental health support to under-
served populations, making them an effective and scalable approach to addressing
mental health challenges in resource-constrained environments.

Technological challenges significantly impacted the performance of the call
platform in the TSP study, reflecting similar findings from other studies [35]. Issues
such as poor system navigation, language selection difficulties, and frequent network
disruptions hindered smooth operation, resulting in 69.4% of calls lasting less than
2 minutes, indicating difficulties in participants reaching counselors or navigating
the system. Additionally, incomplete data collection on participants’ gender and
engagement details limited the accuracy of monitoring and evaluating the platform’s
effectiveness. To mitigate these challenges, counselors and clients exchanged mobile
numbers and conducted sessions directly when the platform failed, with session
recordings sent to supervisors. However, this workaround compromised data security,
confidentiality, and objective tracking, raising concerns about the integrity of data.

Improving the platform’s user-friendliness, ensuring easier language selection,
and addressing network stability will be crucial for future iterations of the program.
Furthermore, enhancements to system design, such as more reliable connectivity and
better language integration, will be necessary to ensure consistent engagement and
secure interactions. Despite these limitations, the study demonstrated the feasibility
and acceptability of mobile phone-based psychotherapy, confirming its potential as a
scalable solution to bridge the mental health treatment gap in Africa.

Future evaluations of our TSP study will focus on its long-term effectiveness and
cost-effectiveness in both reducing primary outcomes (depression and anxiety) and
improving secondary outcomes (stigma, income generation, social functioning).
Further investigation into the causal mechanisms behind the intervention’s impact
will help identify the most effective components. Additionally, understanding
barriers and facilitators to implementation, such as technological literacy, network
reliability, and cultural factors, will improve program fidelity. Detailed monitor-
ing and evaluation of the call platform’s performance over an extended period will
provide insights into user engagement patterns and opportunities for technological
enhancements.

In conclusion, the adaptation of tele-support psychotherapy for Ugandan youth
demonstrated highly promising outcomes in addressing mild to moderate depression.
By incorporating culturally sensitive approaches, utilizing accessible technology, local
languages, and addressing the socio-economic realities of the target population, the
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intervention significantly improved engagement and delivered positive clinical results.
Despite existing technological challenges, the platform’ feasibility, cultural relevance,
and acceptability highlight its potential as a scalable, sustainable solution for expand-
ing mental health services in low-resource settings. As digital interventions continue
to evolve, such culturally adapted models can play a vital role in bridging the mental
health treatment gap and improving access to care for underserved populations.
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Abstract

After successfully developing and evaluating group support psychotherapy (GSP)
as a first-line treatment for mild-to-moderate depression in adults, we aimed to adapt
and assess this approach for children and adolescents (CA) (ages 10-18) living with
HIV. In June 2021, 30 young people and 30 caregivers participated in separate GSP
sessions. Data on psychosocial issues and GSP effectiveness were collected through
focus groups and interviews. Insights were guided by the ecological validity and
culturally sensitive framework. An open-label randomized controlled trial in Kitgum,
with 120 participants, registered with PACTR, number 202006601935462, compared
GSP plus intensive adherence counseling (IAC) to IAC alone, assessing feasibility,
acceptability, depression, anxiety, and HIV treatment outcomes. We found that CA
with HIV struggled with self-esteem issues, suicidal thoughts, medication adherence,
and food insecurity, alongside stigma, discrimination, and limited mental health pro-
grams. The adult GSP model was adapted for CA by creating gender- and age-specific
groups, simplifying language, and incorporating play and expressive art activities.
Caregivers were concurrently engaged with the adult GSP model. GSP participants
showed a significantly greater reduction in depression symptoms compared to IAC
participants.

Keywords: group support psychotherapy, children, adolescents, depression, anxiety,
HIV/AIDS, viral suppression, Uganda
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1. Introduction

Human immunodeficiency virus (HIV) infection remains a significant public
health crisis. The Joint United Nations Programme on HIV/AIDS (UNAIDS) reports
that by the end of 2021, 1.15 million children under the age of 15 had HIV, and 97,500
children had died from HIV-related causes. Despite a decline in overall infections
since 2010, the morbidity and mortality among children have risen, highlighting the
critical need for focused interventions [1].

In Uganda, 98,000 children under the age of 15 live with HIV [2], with half experi-
encing significant psychological distress. This highlights the need for comprehensive
care strategies to address both the physical and mental health impacts of HIV on this
vulnerable group [3-6]. Research shows that unrecognized and untreated depression
in adolescents with HIV is associated with cognitive impairment [7], poor academic
performance [8], substance abuse [9], and risky sexual behavior [10], which heighten
HIV transmission risks [11] and worsen health outcomes [12]. Despite the growing
recognition of mental health issues among children and adolescents in Africa, there
remains a significant scarcity of psychotherapeutic interventions tailored to this
demographic. Limited resources, both financial and human, hinder the development
and implementation of specialized mental health services [13].

Group support psychotherapy (GSP) has proven to be a cost-effective and endur-
ing solution for alleviating mild-to-moderate depression among HIV-positive adults
in Uganda, with benefits extending to enhanced viral suppression [14]. However, its
applicability and effectiveness for young people living with HIV is yet to be explored,
underscoring a crucial need to adapt and tailor GSP to meet the unique mental health
and developmental needs of children and adolescents.

The adaptation of an adult GSP model into a child and adolescent (CA) model
can be significantly informed by integrating the ecological validity and culturally
sensitive framework [15] with key child development theories. Piaget’s cognitive
development theory emphasizes the need for concrete and simple language, alongside
hands-on activities and visual aids, to match the cognitive stages of children [16].

Erikson’s stages of psychosocial development stress the importance of fostering
trust, autonomy, and initiative in children by creating supportive environments that
encourage exploration and self-expression [17]. Bronfenbrenner’s Ecological Systems
Theory provides a comprehensive framework that considers the multiple environ-
mental systems influencing a child’s development, including family, school, and
broader societal contexts, emphasizing the need for interventions that are contextu-
ally and culturally relevant [18].

Gardner’s theory of multiple intelligences advocates for a diverse range of activi-
ties catering to different intelligences, such as musical, spatial, and interpersonal,
ensuring that all children can engage meaningfully in the therapy process [19]. Lave
and Wenger’s [20] situated learning theory underscores the importance of learning
in social contexts and through participation in communities of practice, which can
be facilitated through group therapy sessions that mimic real-life social interactions.
Bowlby and Ainsworth’s attachment theory emphasizes the creation of secure attach-
ments within therapeutic settings, ensuring that children feel safe and supported to
explore their emotions and experiences [21].

By integrating these theories within the ecological validity and culturally sensitive
framework, the adapted GSP model can address the social, emotional, developmen-
tal, economic, and cultural challenges faced by young people. This comprehensive
approach ensures that the therapy is not only developmentally appropriate but also
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culturally resonant, enhancing its effectiveness and relevance. Tailoring the language,
activities, and support structures to the specific needs and contexts of children and
adolescents helps create an inclusive, engaging, and supportive therapeutic environ-
ment, ultimately promoting better mental health outcomes.

In this chapter, we detail the participatory process used to adapt the adult group
support psychotherapy (GSP) model into the child and adolescent (CA) model and
present the depression treatment outcomes from a pilot randomized trial of the
adapted model among children and adolescents living with HIV.

2. Materials and methods
2.1 Study design and settings

The study was conducted at Kitgum District General Hospital’s HIV clinic, serving
3000 PLHIV, including 250 adolescents (ages 10-18). Initially, 30 dyads of adolescents
living with HIV and their caregivers participated in adult GSP sessions, followed by
focus group discussions. The hospital serves a population of 232,000, primarily small-
scale farmers and herders. The district endured a two-decade civil war (1987-2007),
leading to the collapse of healthcare systems and infrastructure.

2.2 The adult GSP model

The adult GSP model treats depression by enhancing emotional and social support
and improving the ability to practice positive coping and income-generating (liveli-
hood) skills. The intervention consists of eight weekly sessions, and each session lasts
for 2-3 hours. In formulating GSP, an initial qualitative study [22] was conducted to
understand local perspectives on depression and existing treatment methods within
the population in question. This research revealed common coping strategies in line
with those reported in other African contexts, such as reliance on faith, social engage-
ment, participation in community life, diversionary activities, acceptance, and the
psychological process of reinterpreting or finding meaning in adverse experiences
[23]. The GSP sessions were structured with opening and closing rituals, including
songs, dances, or prayers selected by the group, to foster cultural connection and
personal investment. The program also included homework that aimed to encourage
involvement in community events and building social networks.

The first GSP session concentrated on establishing the group’s functioning, outlining
expectations, setting rules, and emphasizing commitment. Participants were partnered
and tasked with connecting outside the sessions, then reporting back on their interac-
tions. The second meeting focused on identifying depression’s precipitators, symptoms,
and treatment modalities, as well as the interplay between depression and HIV. This was
followed by an exercise where participants communicated their insights with others in
their community. This step addressed local attributions of depression to supernatural
causes, such as ancestral spirits and witchcraft, emphasizing the importance of psycho-
education to bolster engagement and reduce dropout rates from treatment programs [24].

During the third and fourth sessions, individuals shared their most distress-
ing personal stories and were then encouraged to discuss other concerns with a
respected community or family elder. Such emotional release has been observed to
reduce stress, clarify thoughts, and enhance emotional stability and overall well-
being [25]. In sessions five and six, the discussion centered on personal methods of
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coping with depression, with the facilitator distinguishing between constructive
and detrimental strategies.

The final sessions were devoted to teaching skills for generating income, respond-
ing to the identified necessity for an approach that simultaneously addresses depres-
sion symptoms and provides vocational training to better the economic standing of
participants. The interconnection between mental health issues and poverty is well
documented, prompting calls for interventions aimed at disrupting this detrimental
feedback loop [26].

2.3 The adaptation process

We used a participatory adaptation process within a community partnership
formed over the past decade during the development and evaluation of the adult
group support psychotherapy (GSP) model. Over the past 10 years, through research,
community engagement, and consultation with local cultural experts, the principal
investigator (ENM) developed working relationships with community leaders, the
local district officials, and the leadership of the community HIV clinics in northern
Uganda. Consequently, we gained a deep understanding of the community’s core
values, beliefs, and traditions. We used this knowledge to guide the adaptation of
therapy activities to ensure they resonate with children and adolescents living with
HIV.

First, we supported the creation of a community advisory board that included
a community leader, child probation officer, faith healer, community psychologist,
and community member. The formation of this board was guided by the principle of
maintaining both participants and community trust as embedded in the community-
based participatory research theory [27]. The major roles of the board were to provide
the research team with feedback about the research plan and provide input in the
development of the theoretical framework for understanding adolescent mental
health and psychosocial challenges.

Second, we delivered the available adult GSP to adolescents and their caregivers,
followed by conducting focus group discussions (FGDs) to obtain information on
the suitability of the intervention for the young people. This was supplemented with
conducting key informant interviews (KII) with child and adolescent psychologists,
psychiatrists and caregivers to obtain their perspectives on how the GSP training and
counseling manuals could be enhanced with content that was culturally and devel-
opmentally suited to address the problems faced by young people living with HIV.
Details of this qualitative research are described below.

Third, we conducted an expert consultation workshop in Kampala with child
psychiatrists and child counseling psychologists who had previously worked with
children living with HIV and other vulnerable children (victims of sexual traffick-
ing). The aim of the workshop was to review findings from the literature review and
qualitative study to inform adaptations in intervention content and training materials
using the ecological validity and culturally sensitive framework [15].

2.4 Study population and sampling procedures

In the qualitative phase of the study, we identified HIV-positive CA (aged 10-18)
with unsuppressed viral load 6 months after initiating anti-retroviral therapy (ART)
and their caregivers in Kitgum district and surrounding areas. Thirty participants (30
adolescents and 28 caregivers) were randomly selected from the daily attendance of
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Kitgum Hospital HIV clinic and consented to enroll in the study. Participants were
divided into gender-specific groups of 10-12 participants and administered the adult
version of GSP. Group facilitators were purposively selected HIV care providers with
a minimum qualification of a diploma and were of the same gender as the facilitated
participants. Purposively selected stakeholders, including psychologists, pediatri-
cians, and child and adolescent psychiatrists were also involved in the study. The
selection criteria for study participation aimed at increasing trust and ownership of
the intervention in the target population.

2.5 Data collection and procedures

Participants were identified and recruited from Kitgum General Hospital HIV
clinic, grouped into three groups and each group was administered 8 weekly sessions
of the existing adult version of GSP. After completion of all the sessions, participants
were gathered in FGD. Focus group discussions (FGDs) were conducted at com-
munity health centers. Six FGDs were conducted with—the adolescents (N = 2), their
caregivers (N = 2), and their HIV care providers (N = 2). The standard method of
conducting FGD was used [20].

All participants completed a demographic questionnaire before participating in the
FGDs. Each FGD was conducted in the local language and lasted for approximately
90 minutes. Refreshments and meals were provided during the discussions, and trans-
portation reimbursement and time compensation were provided. Community leaders,
HIV care providers, psychologists, pediatricians, community leaders, health workers,
and child and adolescent counseling psychologists were purposely selected for key
informant interviews (KlIs), which lasted for about 90 minutes. During interviews, the
key informants were asked to evaluate the structure of GSP using the eight elements of
the ecological validity and culturally sensitive framework [15].

During the focus group discussions and key informant interviews, the responses
were documented on flip charts to effectively showcase the participants’ perspec-
tives, opinions, and feedback. Meanwhile, the co-facilitator compiled a summary of
the responses in a separate notebook. At the conclusion of the session, these sum-
maries were reviewed to confirm the most common themes that emerged from the
engagement.

During the trial phase, a pilot single-blinded randomized controlled trial was car-
ried out to evaluate the feasibility, acceptability, and initial impact of GSP on mental
health outcomes. We allocated 120 youth/caregiver pairs evenly between two groups:
one receiving both GSP and IAC, and the other receiving only IAC. Assessments
were made at the start of the trial, as well as 3 and 6 months after completing the
treatment. Alongside the main trial, a longitudinal process evaluation involving both
qualitative and quantitative methods was performed to monitor the delivery of the
GSP-IAC by trained lay health workers, examining the intervention’s fidelity and
participants’ reactions to different aspects of the program.

The research protocol was recorded in the Pan African Clinical Trials Registry
and underwent review and approval by the Research Ethics Committee of the
Makerere University School of Health Sciences as well as the Uganda National Council
of Science and Technology. Each participant gave their written informed consent
before taking part and was compensated for travel expenses. The reporting of the
trial was consistent with the SPIRIT (Standard Protocol Items: Recommendations
for Interventional Trials) guidelines for intervention trials [28] and adhered to the
CONSORT guidelines for pilot randomized trials [29].
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2.6 Participant eligibility criteria, recruitment, and masking

For inclusion in the study, each participant pair had to include a young HIV-
positive individual (aged 10-18) with a viral load of 1000 copies/ml or higher 6
months following the start of their initial antiretroviral therapy (ART), accompanied
by a caregiver aged 19 or older. Dyads were not eligible if they had sensory impair-
ments like vision or hearing loss, active major mental illnesses that were not being
treated (such as psychosis, mania, or severe depression with high suicide risk), or
serious health issues (like active tuberculosis or pneumonia) that could hinder their
involvement in the study activities.

All study participants were recruited from community-based HIV clinics located
in the Kitgum district. The participants were identified by their HIV care provid-
ers as non-responders to their existing antiretroviral (ARV) treatment, defined by
local clinic standards as having a viral load over 1000 copies/ml. Research assistants
(RAs) and other study staff worked with clinic personnel to identify these individuals
during their routine medication refill visits. The RAs, who were proficient in Luo and
experienced in both GSP research and HIV clinical care, underwent thorough training
on the study protocol and received weekly supervision from the project coordina-
tor, who is a social worker. Screening for psychosis and mania was conducted using
brief screening questions for psychotic and manic symptoms, along with the SAD
PERSONS scale for high suicide risk. Those showing psychotic or manic symptoms or
considered high risk for suicide were excluded from the study.

All eligible young people (ages 10-18) and their caregivers were approached by
research assistants who explained the study procedures, determined eligibility, and
obtained informed assent/consent. Upon obtaining consent, each pair of participants
underwent an initial assessment conducted by an interviewer that included demo-
graphic and psychosocial evaluations. Subsequently, they were randomly allocated to
either receive both group support psychotherapy (GSP) and individualized antiretro-
viral counseling (IAC) or only the IAC intervention.

Randomization was conducted using urn randomization, where each participant
picked from opaque envelopes containing pieces of paper. Young males and females
were separated into two groups, each presented with envelopes containing papers
marked X or Y. Participants who selected papers labeled X received both GSP and
IAC, whereas those who chose papers labeled Y were given only IAC. This method of
assignment was also applied to caregivers. Although participants were aware of their
intervention group, the identity of the groups was concealed from independent evalu-
ators and data analysts who measured outcomes.

2.7 Outcome measures

Feasibility was evaluated by measuring the uptake of the intervention among
eligible participants (Reach), tracking the number who attended all eight sessions
(Dose delivered), and noting the number who did not complete the study (Attrition),
as documented in the attendance logs. Acceptability was assessed using a 9-item
survey [30] that evaluated participants’ satisfaction, the knowledge and attitudes of
the group facilitators, and the participants’ perceptions of the intervention’s effective-
ness in alleviating depression.

Anxiety and depression symptoms were measured using the 25-item revised
child and adolescent anxiety and depression scale (RCADS-25). While this tool has
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not undergone validation in Ugandan populations, its content is considered to have
face validity. The RCADS-25 has been extensively utilized across Europe, North, and
South America, demonstrating internal reliability scores between 0.87 and 0.90 [31,
32], along with a sensitivity of 90% and a specificity of 75% [33]. The scores from the
RCADS were treated as a continuous variable in our analysis.

2.8 Data analysis

Data from focus group discussions (FGD) and key informant interviews (KII)
were audiotaped and transcribed verbatim. A grounded theory approach [34] was
employed to identify themes within the transcripts. To explore the challenges related
to the lived experiences of children and adolescents living with HIV, an inductive
thematic analysis [35] was conducted using the ecological framework [36].

Researchers independently reviewed the transcripts, conducting open coding to
identify emerging themes and concerns. They then met to harmonize provisional
synthetic codes. This was followed by focused coding, with researchers reconven-
ing to discuss and revise the coding of both new and existing transcripts as needed.
The qualitative data analysis software ATLAS.ti 8 (ATLAS.ti Scientific Software
Development GmbH, Berlin, Germany) [37] was used for analysis, facilitating
coding, data retrieval, theory building, and analysis. Guided by the ecological
validity and culturally sensitive framework [15], the findings from this project
were used to inform specific modifications to the adult group support psycho-
therapy (GSP) model.

Quantitative data analysis involved conducting bivariate analyses to compare
baseline demographic and psychosocial variables between the study groups. We used
cluster-adjusted chi-square tests for categorical variables and independent two-
sample t-tests for continuous variables. Even though participants were randomized
individually to either GSP & IAC or IAC alone, the interventions were administered
in group settings (clusters). Given the likelihood of correlation among participants
within each cluster, we employed cluster-level analyses to adjust for intra-cluster
correlation.

2.9 Ethical considerations

The study protocol was presented to the relevant institutional review boards.
The consent and assent forms for study participation were translated into the
local language (Luo) and read aloud to all participants for easy comprehension.
Separate consent/assent for audiotaping the FGDs was also obtained from all
participants.

All participants received a transportation reimbursement calculated according to
the distance traveled by the participant who came from the furthest location.

Additionally, refreshments were provided following each focus group discussion
and group support session. Health workers who led these sessions were compensated
with a financial incentive of $3 USD per session. Given that group support psycho-
therapy was integrated as an ongoing service at Kitgum General Hospital, every
participant in the study had the opportunity to access GSP, particularly if it dem-
onstrated significant benefits in enhancing adherence to antiretroviral therapy and
viral load suppression. This trial was registered with the Pan African Clinical Trials
Registry Number PACTR202006601935462.
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2.10 Qualitative results

included psychologists, pediatricians, and psychiatrists (Table1).

A total of 30 participants: 30 adolescents and 28 caregivers received the adult
version of GSP, and all of them participated in the FGDs. Adolescents had a mean
age 12 + 1.6 and the majority was female, 54.5%. The mean age of caregivers was
38 + 3.6 years. The mean age of health workers was 35 + 4.6 years. Stakeholders

2.11 Challenges of children and adolescents living with HIV

Challenges faced by children and adolescents (CA) living with HIV were catego-
rized using the ecological framework as follows. At the individual level, adherence
to medication was a significant challenge, with many young people struggling

to remember or refusing to take their medication. Additionally, food insecurity

Characteristics Young people N =30 CaregiversN =28 Stakeholders N =20
Sex

Males 14 10 8
Females 16 18 12
Age

11-20 30 0

21-30 0 4 8
31-40 0 12 6
41-50 0 10 4
51-60 0 2 2
Highest level of education

Primary education 20

Secondary education 0 8 22
Certificate 0 0 20
Diploma 0 0 10
University degree 10 0 8
Profession

Peasant farmer — 28 —
HIV care providers 8

Counseling psychologists — — 4
Psychiatrist — — 2
Social worker — — 2
Pediatrician — — 1
Teacher — — 2
Hospital administrator — — 1

Table 1.
Characteristics of key informants and focus group discussion participants.
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exacerbated these difficulties, as a lack of proper nutrition affected medication
intake. Behavioral problems, including low self-esteem, social withdrawal, lack of
interest in daily activities, and absenteeism from school, further complicate their
lives. Suicidal thoughts and attempts also emerge from feelings of hopelessness and
the perception that having HIV is a death sentence. Additionally, there are negative
perceptions of the future, leading to a lack of motivation and hope, with many believ-
ing those with HIV will never become successful.

At the interpersonal level, children and adolescents reported experiencing signifi-
cant social isolation due to stigma from family, community members, and schools.
This stigma often results in them being shunned and left to feel alone. In addition
to social isolation, there is a pervasive lack of parental support. Many youths face
inadequate care and negative attitudes from their parents, who sometimes view them
as outcasts. Such attitudes from family members are detrimental, as they reinforce
feelings of worthlessness and hopelessness.

Fear of disclosing their HIV status is another significant issue for these CA. They
often fear revealing their status to others due to the potential for increased stigma and
rejection. This fear is particularly pronounced in school settings, where the risk of
being ostracized by peers is high. This fear of disclosure perpetuates a cycle of secrecy
and isolation, preventing them from seeking the support and understanding they
need from others.

At the community level, one of the significant challenges faced by CAs living with
HIV is the long distance to health facilities for medication. Many CA are required to
travel great distances, often up to 15 km or more, to reach the nearest health center.
This poses a substantial barrier to consistent medication adherence, as traveling such
distances can be exhausting, time-consuming, and costly. Additionally, poverty and
the lack of basic needs further exacerbate these challenges. Kitgum, like many other
areas, experiences high poverty rates, which have a profound impact on the ability
of families to meet their basic needs. Many families live in conditions where they
struggle to afford food, shelter, and other essentials, often living “hand to mouth.”
This economic hardship means that priorities such as healthcare and medication may
fall by the wayside, leading to missed medication refills and inconsistent treatment.

At the societal level, one of the key challenges faced by young people living with
HIV is the inadequacy of government programs specifically targeting their needs.
Despite the growing recognition of HIV/AIDS as a public health issue, there remains a
significant gap in services and support systems designed to address the unique mental
health challenges faced by children and adolescents with HIV. Many governmental
initiatives fail to provide tailored interventions for this vulnerable group. As a result,
their specific emotional and developmental needs are often overlooked. Additionally,
the absence of professional training and awareness among healthcare providers fur-
ther exacerbates the issue, as it limits the ability to offer compassionate and effective
care. Table 2 provides the supporting statements from key informants (KI) and focus
group discussions (FGDs).

2.12 Relevance of GSP to challenges of children and adolescents living with HIV

Study participants deemed GSP to be relevant in addressing the highlighted CA
challenges. The first session, which focuses on introductions, ground rules, expecta-
tions, and understanding how therapy works, can help establish a safe environment
that promotes trust and confidentiality, crucial for managing anxiety and encourag-
ing participants to share their experiences. In the second session, education about
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Ecological CA challenge Supporting statement
level
Individual Adherence to “The biggest problem they have is how to take their medicine. Like when
medication someone is supposed to take their medicine at 7 am, you find that by 8 am,
they have not yet taken their medicine” -ART clinic Nurse
Food insecurity “Some of them tell you I take mangoes, then I take my ARV, some of them
take on an empty stomach...1 better die of hunger than these ARVs” -ART
clinic Nurse
Twas following up 40 CA aged around 10 who had malnutrition at the
same time, and within three months 12 of them died. So, the consequence of
not attending to their problems will cause many to die, particularly due to
rampant extreme levels of poverty” -Hospital Administrator
Behavioral “They fear interacting with colleagues because they fear that at one time, they
problems may reveal what is going on with them.” -Science teacher
Suicidal thoughts “Some of them may have suicidal ideas...they perceive having HIV as a death
and attempts sentence” -ART clinic Nurse
Negative “People always believe that...those ones with HIV will have no future, they
perceptions of will never become successful.” -Adolescent living with HIV
future
Interpersonal Stigma and “There is a problem of social stigma from other children. Some of their
discrimination colleagues abuse them because they ave HIV positive.” -Science teacher
“People refuse to sit with me, and now I sit alone because even if 1 go to sit
with them, they get away from me and leave me alone. (she breaks down in
tears).” -Adolescent living with HIV
Lack of parental “These youths’ parents ave not vesponsible...some of them consider these
support children outcasts and they use offensive language..you are alveady a moving
corpse.” -Probation Officer
Fear of disclosing “It depends on the circumstances they find themselves in, for example, if they
HIV status are at school you find them isolated...they fear that at one time they may
reveal what is going on with them.”
Community Distance to “Some of them travel 15 km, 10 km coming to the facility that’ the major
healthcare facilities  challenge” -Village health worker
Poverty and lack of ~ “The level of poverty in Kitgum is very high...so most of these people live
basic needs hand to mouth...they keep on missing their refills.” -hospital administrator
Societal Lack of targeted “There is not much attention to these categories of children and youth living
programs with HIV/AIDS...it requires a professional to handle because...life is difficult.”
-Probation officer
Table 2.

Challenges faced by childven and adolescents (CA) living with HIV.

emotions will assist CA in managing intense feelings like anger, shame, guilt, and
sadness. Sessions three and four focus on sharing painful experiences, which reduces
isolation by increasing social support and connections through therapeutic sharing.
The fifth and sixth sessions involve learning positive coping skills, which encour-
age peer support and experience sharing. This approach helps participants develop

strategies for managing relationship challenges, including stigma and discrimination.
Sessions seven and eight provide livelihood skills training, equipping caregivers with

tools to improve their socioeconomic status, thereby addressing household economic

hardships that impact mental health. Empowering CA with practical skills also allows
them to support their caregivers and appreciate their efforts.
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The GSP sessions also tackle young people’s challenges, underscoring the program’
relevance. For instance, fear of visiting health centers can be mitigated by incorporat-
ing peer leaders, creating a friendly environment where adolescents feel comfortable
discussing their issues.

To address gender-specific challenges, the program maintains separate groups
for girls and boys and different age groups, facilitating open discussions about these
issues. Transportation barriers are addressed by localizing sessions in villages or local
health facilities and training health workers to deliver them locally. This approach
makes regular attendance easier for young people, as noted by village health workers
who highlighted the challenges of traveling long distances to facilities.

Finally, providing caregivers with their own GSP sessions alleviates their stress and
equips them with knowledge and skills to support the CA effectively, enhancing the
overall support system for young people. Table 3, which provides supporting state-
ments from key informants (KI) and focus group discussions (FGDs), illustrates the
relevance of group support psychotherapy in addressing these challenges for children

and adolescents.

2.13 Adaptations to GSP using the ecological validity and culturally sensitive

framework

2.13.1 Culturally appropriate language

We ensured that the therapist communicated in the local language of the group
members to foster better understanding and connection. When explaining complex
psychological terms to children or adolescents, we used language that matched their

Problem GSP sessions Relevance to children and Supporting statements
adolescents (CA) from FGDs and KlIs

Stigma and Session 1: GSP establishes a safe “I have a sister who keeps

discrimination Introductions, ground  environment, promotes trust, telling other friends in the

rules, expectations,
understanding how
therapy works

confidentiality, and clear
expectations, helping CA
manage anxiety, and share
experiences.

village that I have HIV
and I am going to spread it
to them” -Adolescent living
with HIV

We have a boy who refused
school up to date because
he was being abused at
school by calling him HIV.
Fellow students used to
discriminate him and
could not share anything
with him including a seat.

-HIV Care Provider
Intense emotions Session 2: Education GSP aids CA in managing intense ~ “People at home and
about emotions and emotions like anger and sadness,  friends always believe

how they are affected
by living with a

chronic illness

promoting healthy expression,
and addressing stigma and fear
of disclosure.

that those with HIV have
no future, and they will
never become successful.
Such thinking and sayings
drive the anger in me.”
-Adolescent living with
HIV
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Problem GSPsessions Relevance to children and Supporting statements
adolescents (CA) from FGDs and KlIs
Isolation and traumatic  Sessions 3 and 4: Therapeutic sharing in GSP Sharing problems and
experiences Sharing painful reduces isolation by encouraging  advice among ourselves
experiences participants to share their stories,  has made me feel so much
fostering community support. better.
-Adolescent living with
HIV
Meeting like this has
brought some positive
changes to some people...
After attending the group...
they found out that the
problem of one person
was bigger than their own
problem. -ART Clinic
Nurse
Sexual health and Sessions 5 and 6: GSP encourages peer support We have a boy who refused
relationship challenges  Learning positive and sharing of experiences, school up to date because
Stigma and coping skills allowing participants to learn he was being abused at
discrimination from one another and develop school by calling him HIV.
strategies for managing Fellow students used to
relationship challenges. discriminate him and
could not shave anything
with him including a seat.
-HIV Care Provider
Economic hardships Sessions 7 and 8: Livelihood skills training in GSP The level of poverty in

Learning livelihood
skills

equips caregivers with tools to
enhance their socioeconomic
status, to alleviate household
economic hardships that
contribute to mental health
challenges. Empowering children
and adolescents with practical
skills enables them to support
their caregivers and appreciate
their efforts.

Kitgum is very high... so
most of these people live
hand to mouth... they keep
on missing their vefills.

-HIV care provider

Young people’s challenges that indicate the velevance of the GSP structure

Fear of going to health  Incorporate peer Training peer leaders to work “These adolescents fear to
centers leaders with health workers, fostering come to the clinic. Some
a friendly therapy environment come and stop at the gate...”
where adolescents feel -ART Clinic Nurse
comfortable discussing their
issues.
Gender-specific Maintaining Forming separate groups for “For me the way the

challenges

gender-specific and

age-specific groups

girls and boys, and for different
age groups, to facilitate open
discussions about gender-specific
and age-specific challenges.

intervention has helped
me make friends, meeting
others, and sharing
thoughts and ideas. This
has caused all my negative
thoughts to disappear”
-Adolescent living with
HIV
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Problem GSP sessions Relevance to children and Supporting statements
adolescents (CA) from FGDs and KlIs
Transportation Localizing sessions Conducting GSP sessions in “Some of them travel
barriers villages or local health facilities, 15 km, 10 km coming to
and training health workers to the facility that’s the major
deliver them locally, addresses challenge”.
transportation challenges and -Village health worker
makes regular attendance easier “Traveling long distances
for young people. for the sessions will also
stop them due to lack of
transport” -Village health
worker
Lack of support from Involving caregivers Including caregivers in separate “The parents can give
caregivers in GSP sessions GSP sessions alleviates their guidance and counseling to
stress, equips them to care the children so that children
for children and adolescents can have the courage take
effectively, and enhances the their medicine”. Village
support system for young people.  health worker
“My sisters used to insult
me, and I used to feel like
nobody loved me. But
ever since my family and
siblings were talked to in
this project, such problems
no longer exist” -Adolescent
living with HIV
Table 3.

The relevance of GSP model in addressing challenges for children and adolescents.

level of understanding. For example, instead of describing depression as a clinical
condition, it was explained as “feeling really sad or like there’s a heavy cloud always
above you, and not wanting to do things you normally enjoy, like playing with friends
or helping with family chores.” This approach helped children relate the concept

to their daily experiences and surroundings. Using metaphors involving familiar
environmental elements, like a heavy cloud, made the concept more tangible and
relatable. Tailoring explanations to the cultural and everyday experiences of the child
ensured that the message was both understandable and meaningful.

Drug abuse was described as “using medicine, alcohol, or other substances in a
way that isn’t safe.” It might feel good at first, like eating too many sweets or chewing
sugarcane all the time because they taste good, but it can harm your body and mind,
making you very sick or unable to do things you love. We used locally familiar items
such as sweets and sugarcane, which are common in many African settings, to draw
a parallel with overindulgence. This approach helped children better relate to the
concept of immediate pleasure leading to long-term harm, making the message more
impactful and understandable.

Guilt was described as “feeling sorry or bad because you thought you did some-

thing wrong, even if you didn’t mean to, like when you accidentally broke your
friend’s toy and felt really bad inside.” Anger was likened to “feeling really mad or
upset about something, like a big storm inside you, such as when someone took your
favorite toy without asking, and it made you want to shout or cry.” Instead of “anxiety
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disorder,” we used phrases like “feeling worried a lot” or “having a lot of nervous
feelings.” These explanations helped children and adolescents grasp these complex
emotions in a way that made sense to them.

All therapy manuals and materials were also translated into the local language,
allowing participants to fully engage with the content and apply it to their everyday
lives. When addressing sensitive issues like stigma, using respectful and culturally
relevant terms can help clients feel valued and understood, making them more likely
to open up about their experiences. As one child expressed, “People refuse to sit with
me, and now I sit alone because even if I go to sit with them, they get away from me and
leave me alone. (she breaks down in tears).” Child living with HIV.

Another adolescent girl expressed “I have a sister who keeps going to other friends in
the village, saying “my sister has HIV, and she is going to spread the virus to other people””
Adolescent living with HIV. This highlights the harmful impact of stigma and the
importance of fostering a supportive environment.

2.13.2 Person

Facility-based health workers were recruited and trained to serve as trainers
and supervisors for community-based lay health workers, who were responsible for
delivering therapy in community settings. This approach aimed to enhance accessibil-
ity and ensure therapy was grounded in the community context by leveraging existing
health infrastructure and personnel. Additionally, study participants recommended
that the sessions be led by adolescent peers, with girls leading sessions for other girls
and boys doing the same for boys. As one adolescent boy noted, “Having someone my
age who understands what I'm going through makes it easier to open up and veally talk
about things.”

Health workers emphasized the need for age and sex categorization in the inter-
vention, noting that adolescents often become emotional during the first session but
grow stronger and more engaged in subsequent sessions. They also observed that
positive peer interactions emerge, with those who adhere well to ART encouraging
their peers to do the same. As one health worker shared, “It’s powerful to see how, over
time, the tears dry up and peers start lifting each other up and promoting healthy habits”

2.13.3 Metaphors

To address issues like negative self-image, persistent sadness, anger, and low
self-esteem, incorporating metaphors such as prayers, songs, dances, and riddles were
found to be highly effective. As one HIV care provider shared during a focus group
discussion, “People struggling with these feelings often need prayers first; they might turn
to the church for support. If that doesn’t help, then secking guidance from counselors at the
hospital could be the next step”

Through the use of prayer as an opening and closing ritual, group members were
able to express gratitude, release their worries, and gain hope and confidence as
they surrendered their burdens to a “higher power.” This practice allowed them to
reflect on their blessings, seek solace, and find strength in their faith. By placing their
concerns in the hands of a higher power, they often felt a sense of relief and renewed
hope, which helped them cope with negative emotions and fostered a sense of inner
peace and resilience.

Incorporating cultural symbols and shared cultural metaphors helped explain
these concepts in a way that resonated with children and adolescents. These culturally
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familiar and meaningful tools allowed young people to express and understand their
emotions more naturally, facilitating better communication and emotional process-
ing. For instance, the cycle of the sun can be a powerful symbol: “Emotions can be

like the sun. Some days are bright and sunny, and other days might be a bit cloudy or even
stormy.” This metaphor helped them understand that emotions could change and that
it was normal to experience a range of feelings. By using these culturally relevant
tools, therapy became more accessible and meaningful, helping participants navigate
their emotions and improve their mental well-being.

Coping with negative emotions was effectively illustrated through riddles. For
example, consider the riddle: “I'm a balloon filled with aiv. The move you push, the
bigger 1 get, but if you let me go, I'll fly away. What am I?” The answer is “anger.” This
metaphor helped explain how anger could build up inside, growing more intense if
left unchecked, much like a balloon inflating with air. However, just as a balloon could
be released to deflate or fly away, anger too could be managed and released through
healthy coping strategies such as talking it out, practicing deep breathing, or taking a
break. This riddle served as a creative way to understand and manage the buildup and
release of anger, promoting emotional awareness and control.

2.13.4 Content

To address mental health issues like depression using the CA GSP model, we
employed a range of culturally relevant approaches. We used traditional folktales
that depicted characters overcoming challenges or seeking wisdom from elders.

For instance, a story about a village hero who faced a dark time but found hope and
strength through community support helped participants relate to their own struggles
and see the importance of seeking help.

Role-playing activities were integrated, where participants acted out scenarios
involving emotional struggles and solutions. For example, adolescents might role-
play a situation where they help a friend who feels isolated, allowing them to practice
empathy and problem-solving in a supportive environment.

We included traditional practices such as group gatherings for sharing experi-
ences, which provided a sense of community and support. For instance, organizing
communal drumming sessions or group dances allowed participants to express their
emotions in a culturally familiar and therapeutic way.

Art therapy was used where participants created visual representations of their
feelings. For example, drawings helped them articulate emotions that were difficult
to express verbally. These artworks were then discussed in group settings to facilitate
understanding and emotional processing.

Music therapy involved using traditional songs and rhythms to explore and
express emotions. For example, participants performed songs that reflect themes
of struggle and resilience, which helped them connect with their feelings and find
comfort through familiar cultural expressions.

Traditional beliefs were acknowledged, for example emotional disturbances were
explained in a way that respects both scientific and cultural perspectives. For example,
while some may attribute mental health problems to ancestral spirits or witchcraft,
it is important to recognize these beliefs and discuss how they intersect with modern
understandings of mental illness. As one participant in a focus group discussion from
Kitgum district noted, “Spirits of the dead can get on somebody and cause mental illness” By
acknowledging these perspectives, therapy can be more inclusive and respectful, bridg-
ing the gap between tradition and contemporary mental health practices.
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2.13.5 Concepts

We incorporated cultural concepts like Ubuntu, spiritual forces, and collective
well-being to enhance healing. This approach aligns with cultural beliefs that empha-
size communal support and holistic healing. Ubuntu emphasizes the interconnected-
ness of individuals within a community, highlighting the importance of collective
well-being and mutual support. The homework activity after session two requires
that group members share their learning with other children in the community to
foster a sense of community and mutual support. In sessions 7 and 8, group members
work together to acquire livelihood skills. These activities emphasized the intercon-
nectedness of individuals and the importance of collective well-being, reinforcing the
Ubuntu philosophy of “I am because we are.”

We acknowledge the role of spiritual beliefs in understanding and addressing
mental health challenges. By starting and ending each therapy session with prayers,
the CA GSP model aligned with their spiritual beliefs, helping them find comfort and
resilience. This activity acknowledged the role of spiritual forces in addressing mental
health challenges and provided a sense of peace and support. Practicing faith can
serve as a positive coping skill, providing comfort and resilience in times of stress.

The belief that counseling is crucial for healing underscores the need for health
care to combine psychological and medical treatments. Our therapy respects cultural
concepts of care by addressing both emotional and physical aspects of health. As
expressed by mental health workers in Kitgum district, “In my experience, medication
alone cannot help. Counseling to heal the stress is the most important.” By acknowledging
and integrating these cultural concepts, the CA models retained cultural sensitivity,
resonating with the beliefs and values of the community.

2.13.6 Context

In a post-conflict setting characterized by poverty, stigma, discrimination, and a
challenging political climate, therapy must address the multifaceted issues affecting
individuals and communities. Acknowledge the impact of past conflicts on mental
health, focusing on healing and rebuilding trust within communities.

Therapy includes discussing financial stressors and providing income-generating
skills to alleviate economic hardships and empower individuals.

Address the stigma and discrimination faced by individuals, promoting accep-
tance and inclusivity within the community. Recognize how political dynamics influ-
ence access to resources and support systems, advocating for policies that support
mental health initiatives.

Integrating discussions about financial stressors into therapy sessions helps
participants learn skills that can improve their economic situation. As noted by a male
participant from Namukora, Kitgum district, “It helps to reduce poverty through
other group activities. You learn new skills in handling different situations.” By
providing income-generating skills, therapy not only addresses mental health but also
empowers individuals to improve their socioeconomic status, creating a more resilient
and self-sufficient community.

2.13.7 Goals

The treatment goals for the CA GSP Model for children and adolescents were
designed to address their unique needs and challenges. In Session 1, the focus is on
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fostering friendships and building trust within the group, creating a supportive and
welcoming environment. Session 2 aims to help participants explore and manage
their emotions effectively, providing them with tools to understand and express
their feelings. Sessions 3 and 4 are dedicated to creating a secure environment where
participants can share their experiences and support each other’s challenges, promot-
ing empathy and solidarity. In Session 5, the group learns healthy ways to cope with
various challenges, equipping them with strategies to handle difficult situations.
Session 6 focuses on handling stigma and discrimination, teaching participants how
to navigate these issues in a constructive manner. Finally, Sessions 7 and 8 involve
creating age-appropriate projects that promote skill development, such as a garden
project, which can be used to generate future income. These sessions aim to empower
children and adolescents by providing them with practical skills and fostering a sense
of purpose and self-efficacy.

3. Methods

Practical demonstrations using locally available materials served as powerful
therapeutic tools to convey important messages and facilitate understanding. For
example, blowing up balloons until they burst vividly demonstrated the dangerous
effects of unchecked anger. Similarly, using flour and stones to represent posi-
tive and negative thoughts illustrated that while a meal could be made with flour,
it could not be made with stones. When flour was mixed with stones, it became
impossible to make food, symbolizing that our minds could not effectively hold
both positive and negative thoughts simultaneously. These hands-on activities
provided concrete examples that made abstract psychological concepts more relat-
able and easier to grasp. Table 4 illustrates summary activities of the adapted CA
GSP Model.

3.1 Trial results
3.1.1 Trial participants

The sample consisted of slightly more females (73/121, 60.30%) than males
(48/121, 39.6%). The age of participants ranged from 10 to 19 years, with a mean age
of 13.79 (SD 2.98) years. The majority had primary level education (105/121, 86.80%),
had female caregivers (93/121, 76.80%), without an income-generating activity
(86/121, 71.00%), and without food security (106/121, 87.6%). Table 5 shows the
comparison of baseline characteristics between GSP and IAC treatment groups.

3.1.2 Indicators of feasibility

All young people who were invited to participate in the study turned up to attend
the intervention they were assigned. Of 58 participants assigned to GSP and 63
assigned to intensive adherence counseling (IAC), 56 (96%) and 58 (96%) partici-
pated in group sessions, respectively, suggesting that the reach of the intervention,
dose delivered and received were favorable. Reasons for missing sessions included
poor physical health and migration to another district. Attrition was similar in the
two groups, with 1 (1.66%) GSP and 1 (1.66%) IAC. The reason for attrition was
hospitalization for medical complications.
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GSP session goal

Summary activities

Session 1: Introductions,
ground rules, expectations,
understanding how group
therapy works.

Participants share their names through ball games and icebreaker games to
build rapport and ease into the group setting. The group collaboratively creates
ground rules and expresses expectations through engaging activities. Simple
visual aids and relatable stories are used to explain the therapy process.

Session 2: Education about
emotions and how they are
affected by living with a

chronic illness

Complex psychological terms were simplified to match the child’s or
adolescent’s level of understanding. For instance, depression was described as
“feeling really sad or empty for a long time, like the sun wasn't shining inside
you, and you did not feel like doing anything, even things you used to enjoy.”
Guilt was described as “feeling sorry or bad because you thought you did
something wrong, even if you did not mean to, like when you accidentally
broke your friend’s toy and felt really bad inside.”

Session 3 and 4: Create a
secure environment for
sharing painful experiences

Assure confidentiality. Use metaphors and relatable language to help children
and adolescents express and communicate their painful experiences in a way
that feels understandable and manageable. A child might say, “Sometimes, I
feel like I'm just a small piece of paper that keeps getting crumpled up. It’s hard
to feel like ’'m worth anything when I feel so crumpled and ignored. Allow
them to write or draw their painful experiences.

Session 5: Learning positive
coping skills

Coping with negative emotions was effectively illustrated through riddles. For
example, consider the riddle: “I'm a balloon filled with air. The more you push,
the bigger I get, but if you let me go, I'll fly away. What am I?” The answer is
“anger”

This metaphor helped explain how anger could build up inside, growing more
intense if left unchecked, much like a balloon inflating with air. However,

just as a balloon could be released to deflate or fly away, anger too could be
managed and released through healthy coping strategies such as talking it out,
practicing deep breathing, or taking a break.

Garden metaphor: “Imagine your mind is a garden. A gardener must remove
weeds for his crops to grow. Likewise, we must identify bad thoughts and
remove them in order for our brains to do their work well. We need to water
our brains with positive experiences in order for the brain to generate positive
emotions to give us positive energy.

Session 6: Learning how
to cope with stigma and
discrimination

Share stigma experiences. Use metaphors and relatable language help convey
the concept of self-awareness in a way that makes it easier for CA to understand
how it can aid in coping with stigma.

Shield metaphor: “Think of self-awareness as a strong shield made of the best
materials in our culture. Just like a warrior needs a shield to protect them

from arrows in battle, knowing and accepting yourself helps protect you from
negative thoughts and comments from others. It allows you to stay true to
yourself and face challenges with confidence”

Sessions 7: Learning basic
livelihood skills

Skills to promote self-reliance, personal development, and practical
knowledge, helping children and adolescents build a foundation for their
future well-being and independence.

Simple activities might include creating a budget for a small allowance or
setting savings goals. Making daily or weekly planners to help them balance
school, chores, and leisure.

Hands-on activities could include planting seeds and caring for a small garden.

Session 8: Choosing an
income-generating activity
or starting a new skill

Children and adolescents can engage in various skill development projects
to enhance their abilities and potentially generate income. They can
explore crafting, gardening, learning musical instruments, making jewelry,

development project. growing plants, or offering services like tutoring, sewing or beading. These
activities can enhance abilities and provide opportunities for future income
generation.
Table 4.

The adapted child and adolescent group support psychotherapy model.
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Variable GSP(n = 58) IAC(n = 63) X2 p-value
t-test

Age mean (SD) 13.36 (2.69) 13.96 (2.82) -1.20 0.230

Sex

Female 30 (51.72%) 43 (68.25%) 345 0.063

Male 28 (48.28%) 20 (31.75%)

Education

No formal education 3 (5.17%) 3 (4.76%) 217 0.338

Primary education 48 (82.76%) 57 (90.48%)

Secondary education 7 (12.07%) 3 (4.76%)

ART Adherence (>95%)

Yes 40 (72.73%) 41 (66.13%) 0.59 0.440

No 15 (27.27%) 21 (33.87%)

Viral suppression (<1000 copies)

Yes 1°(1.72%) 0 (0%) 1.09 0.476

No 57 (98.28%) 63 (100%)

Depression scores mean (SD) 13.18 (8.72) 13.62 (8.44) -0.28 0.696
Tables.

Comparison of baseline characteristics between GSP and IAC treatment groups.
3.1.3 Indicators of acceptability

The young people’s evaluation of both interventions indicates that GSP partici-
pants were more satisfied with their intervention than IAC participants. However,
the differences are not significant, as shown in Figure 1. Participants were asked to
indicate whether or not they strongly agreed with the statements shown.

Evaluation of the Invention and the Health workers by the Young
People

I have learnt a lot from this Intervention

Overall, this Intervention has helped me
talk to other people about the Intervention

Overall. this Intervention has reduced my BIAC
depression symptoms
= GSP

The group leaders of my group were
respectful of the Participants

The group leaders of my group were
Knowledgeable

58 60 62 64 66 68 T0 T2 T4 TG
Figure 1.

Evaluation of GSP by the children and adolescent living with HIV.
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Effect of CA GSP on depression symptoms among Children and
Adolescents living with HIV

Baseline 2 months 6 months

]

o

'S

0
mCA GSP mIAC

Figure 2.
Effect of GSP on depression symptoms among children and adolescents living with HIV.

3.1.4 Depression outcomes

At baseline, mean depression symptom scores between GSP and IAC groups
were comparable (Mean (SD) 13.18 (1.72) versus Mean (SD) 13.82 (1.77); Mean
difference (MD) = —0.62, 95%CI = —6.07 to 4.82; p-value = 0.801). Throughout the
treatment phase, participants from both intervention groups experienced com-
parable decreases in depression symptoms, leading to no notable difference in the
average depression scores measured right after the interventions concluded. (Mean
(SD) 2.32 (0.24) versus Mean (SD) 2.63 (0.23); MD = —0.31, 95%CI = —1.05 to 0.44;
p-value = 0.385).

However, at 6 months after intervention, participants in the GSP group had
greater reduction in depression symptoms, which resulted in lower mean depres-
sion scores in participants in the GSP group than in those in the IAC group. (Mean
(SD) 1.93 (1.01) versus Mean (SD) 6.32 (1.01); MD = —4.38, 95%CI = —7.52 to —1.26;
p-value = 0.010) (Figure2).

4. Discussion

We successfully adapted the group support psychotherapy model to address the cog-
nitive, emotional, and social development stages of children and adolescents. To ensure
comprehension and engagement, activities and discussions are simplified and made
relatable. For example, role-playing and interactive games are used to convey complex
concepts such as anger, stigma, and coping strategies in an accessible and engaging
manner for younger participants. Stories, riddles, and practical demonstrations help
adolescents articulate their feelings and learn essential social skills like cooperation,
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listening, empathy, and peer support. The group setting further alleviates feelings of
isolation by demonstrating that others share similar experiences and emotions.

Adolescence is a crucial period for identity development [38]. GSP sessions facili-
tated this process by providing a supportive environment for exploring personal and
social identities. Additionally, the adaptability of GSP to the local cultural and social
context ensured that the content was both relevant and respectful of the participants’
backgrounds. This relevance was essential for engaging children and adolescents,
making the therapy a meaningful and relatable experience.

This GSP model effectively addressed several challenges faced by children and
adolescents living with HIV, described based on the ecological framework. However,
for purposes of this book chapter, we focused on the effect of the CA GSP model on
depression symptoms. During the treatment period, both interventions led to a similar
reduction in depression symptoms, which suggests that both approaches were effective
in the short term. The observed lack of difference in reducing depression symptoms
during therapy sessions can be explained by the occurrence of common therapeutic
factors in all group interventions given that IAC was also delivered in a group format.

Additionally, there was the possibility that participants exchanged information
between groups, which might have resulted in IAC participants acquiring some cogni-
tive behavioral techniques. Moreover, the facilitators for the IAC sessions had prior
training in conducting GSP from their involvement in the adult GSP trial, potentially
leading to the inadvertent transmission of GSP skills to the IAC participants.

However, at the 6-month follow-up, the GSP group showed a significantly greater
reduction in depression symptoms compared to the IAC group. This suggests that
while both interventions were effective in the short term, the effects of GSP were
more sustained over time. These effects are similar to the adult GSP effects on depres-
sion we observed in prior studies [39, 40]. The long-term benefit of GSP may be
attributed to the group dynamics, peer support, and the continuous engagement with
caregivers and health workers, which likely reinforced the therapeutic effects and
contributed to the lasting improvement in mental health outcomes. Future studies
will investigate the causal mechanisms of the CA model.

Despite this achievement, several challenges were encountered during the delivery
of the group sessions. Geographic barriers posed a significant challenge, with some
participants having to travel long distances to attend sessions, and others relocating to
distant regions, leading to dropouts. Time management was another issue, with poor
punctuality affecting the sessions, and weather disruptions, particularly rain, inter-
fering with session continuity. Additionally, non-disclosure of HIV status by some
caregivers complicated the counseling process, and the clash of session schedules
with communal activities such as burials and clan meetings led to missed sessions.
Health-related issues, like hospitalization of caregivers, also affected attendance.
Communication barriers between parents and grandparents, who often took care of
the children, further complicated the delivery of the sessions.

Despite these limitations, the study had several strengths. First, one of the most
notable successes was the high attendance rate, indicating strong engagement and
commitment from the children. This engagement extended beyond the sessions,
as children took the initiative to interact with health workers independently, lead-
ing to the establishment of a special clinic day specifically for them. This suggests
that the intervention helped demystify the health facility for the children, many of
whom were previously unfamiliar with it due to their caregivers typically handling
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health-related visits. The integration of caregivers into the process was crucial, as it
not only enhanced the children’s participation in these activities but also encouraged a
closer relationship between caregivers and children.

This project was conducted during the COVID pandemic, so the study participants
were out of school. The income-generating activities were a vital component of the
GSP, directly involving the children in tasks like piggery, farming, and goat rearing.
The involvement of caregivers in setting up these projects was crucial, as it provided
support and ensured the sustainability of these activities. The children’s participation
in these tasks likely contributed to their sense of responsibility and empowerment,
and the integration of these activities into their daily lives outside of school provided
them with practical skills and a means of contributing to their households.

Prior research has identified a significant scarcity of mental health interventions
specifically designed for children and adolescents [41, 42]. Among the few available
interventions, there is a notable emphasis on integrating family involvement and
economic strengthening strategies to address mental health needs [43-45]. These
approaches are crucial, but there remains a gap in understanding their mechanisms of
action and effectiveness.

Our forthcoming studies aim to address this gap by evaluating the effectiveness
and cost-effectiveness of the CA GSP model in promoting viral suppression among
children and adolescents. We will investigate the specific mechanisms through which
this model improves both depression treatment and HIV treatment outcomes. To
achieve more robust and conclusive results, we propose conducting a definitive trial,
preferably a cluster-randomized trial. Such a study design would provide a more con-
crete assessment of the CA GSP model’s effectiveness, offering deeper insights into its
impact and potential for broader application in enhancing overall health outcomes for
this vulnerable population.

5. Conclusion

The challenges faced by children and adolescents living with HIV are complex and
multifaceted, spanning individual, interpersonal, community, and societal levels. The
relevance of group support psychotherapy (GSP) in addressing these challenges is
well-supported by the literature, particularly when adapted using culturally sensitive
and ecologically valid approaches. By integrating cultural concepts, metaphors, and
community-based delivery methods, GSP can effectively address the unique needs of
this population, improving not only the mental health outcomes but also enhancing
social dynamics and family relationships in a meaningful and sustainable way. While
there were challenges in delivery, the positive impacts observed, particularly in the
long-term reduction of depression symptoms, highlight the value of this intervention.
Addressing the logistical and communicative challenges encountered could further
enhance the effectiveness and reach of GSP, making it a viable model for broader
implementation in similar settings.
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Chapter 14

Alleviating Mathematics Anxiety
and Enhancing Achievement
through Systematic Desensitization:
A Cognitive-Behavioural Approach
for Secondary School Learners

Felix Egara and Moeketsi Mosia

Abstract

Mathematics anxiety is a critical barrier to academic success for many secondary
school learners, often leading to reduced performance and negative attitudes towards
mathematics. This chapter explores the application of systematic desensitization, a
cognitive-behavioural therapy technique, as an effective intervention for mitigating
mathematics anxiety and boosting mathematics achievement. By gradually exposing
students to anxiety-inducing mathematical tasks in a structured and supportive man-
ner, systematic desensitization aims to reduce fear responses and build confidence.
The chapter will review existing literature on the prevalence and consequences of
mathematics anxiety, outline the methodology of systematic desensitization, and
present empirical evidence supporting its effectiveness. Additionally, practical
recommendations for educators and therapists on implementing this intervention in
school settings will be provided. This chapter highlights the integration of psychologi-
cal strategies within educational frameworks to address emotional barriers to learning
and improve academic outcomes.

Keywords: systematic desensitization, mathematics anxiety, mathematics
achievement, secondary school learners, cognitive-behavioural therapy, educational
interventions

1. Introduction

Mathematics anxiety is a pervasive issue affecting a substantial number of students
worldwide. Mathematics anxiety is characterized by tension, apprehension, and
fear that interfere with the ability to perform mathematical tasks [1]. This anxiety
can manifest at various stages of education and can have long-lasting effects on
students’ academic trajectories and career choices [2]. The significance of addressing
mathematics anxiety lies in improving academic performance and fostering posi-
tive attitudes towards mathematics, which is essential for personal and professional
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development in a world increasingly driven by quantitative and analytical skills [3].
Mathematics anxiety is a complex construct defined as discomfort associated with
performing mathematics tasks. According to [4], it involves cognitive and emotional
components, where individuals experience intrusive thoughts and physiological
symptoms such as increased heart rate and sweating when engaging with mathemat-
ics. This anxiety can arise from various sources, including past negative experiences
with mathematics, societal stereotypes, and inadequate teaching methods.

The impact of mathematics anxiety on academic performance is well-documented.
Students with high levels of mathematics anxiety tend to avoid mathematics-related
courses and activities, leading to gaps in knowledge and skills [5, 6]. This avoid-
ance can result in lower achievement and decreased confidence, creating a cycle of
anxiety and poor performance. Research has shown that mathematics anxiety can
impair working memory, reduce problem-solving efficiency, and hinder conceptual
understanding [3, 7]. Consequently, students with mathematics anxiety are ata
disadvantage in an educational system that increasingly emphasizes STEM (Science,
Technology, Engineering, and Mathematics) competencies.

Given the detrimental effects of mathematics anxiety, there is a pressing need
for effective interventions that can alleviate this condition and enhance students’
achievement. Traditional educational approaches often fail to address learning math-
ematics’s emotional and psychological aspects. Therefore, integrating psychological
interventions such as systematic desensitization can provide a more holistic approach
to tackling mathematics anxiety [4, 8, 9]. Applying systematic desensitization to
mathematics anxiety involves creating a hierarchy of mathematics-related tasks
that induce anxiety, from least to most anxiety-provoking. Students are then guided
through relaxation exercises and gradually exposed to these tasks in a controlled and
supportive environment. This approach helps students build confidence and reduce
their anxiety over time, ultimately improving their ability to perform mathematical
tasks without experiencing overwhelming fear.

This chapter explores the application of systematic desensitization to reduce
mathematics anxiety and enhance mathematics achievement among school learners.
It will provide a comprehensive overview of the theoretical foundations of systematic
desensitization, outline the methodology and techniques for implementing this
approach in group therapy settings, and present case studies and practical examples
to illustrate its effectiveness. By integrating this cognitive-behavioral technique into
educational practices, this chapter offers practical insights and guidance for educa-
tors, therapists, and researchers interested in alleviating mathematics anxiety and
improving student mathematics outcomes. The ultimate goal is to create a sup-
portive learning environment where all students can achieve their full potential in
mathematics.

2. Theoretical foundations
2.1 Cognitive-behavioural therapy (CBT) framework

Systematic desensitization fits within the CBT framework, which combines
cognitive and behavioral techniques to address psychological problems. CBT focuses
on identifying and modifying dysfunctional thoughts, beliefs, and behaviors [10].
Systematic desensitization specifically targets the behavioral aspect by addressing the
avoidance behaviors and physiological arousal associated with anxiety. CBT employs
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several techniques to address psychological issues effectively. One such technique is
cognitive restructuring, which involves identifying and challenging negative thought
patterns and beliefs. This process helps individuals replace dysfunctional thoughts
with more positive and realistic ones [13]. Another crucial aspect of CBT is behavioral
interventions, which include exposure therapy, relaxation training, and systematic
desensitization. These interventions focus on altering the behaviors and physiologi-
cal responses associated with anxiety, helping individuals manage and reduce their
anxiety over time [11].

The focus on systematic desensitization within this chapter is due to its proven
efficacy in reducing anxiety through structured and replicable methods. Unlike other
interventions, systematic desensitization provides a clear, step-by-step approach that
combines both cognitive and behavioral elements, making it particularly suited for
educational settings where structured interventions are beneficial. Furthermore, the
growing body of research from 2015 to 2024 consistently supports its effectiveness,
demonstrating significant reductions in mathematics anxiety and improvements in
academic performance across diverse educational contexts. This robust evidence base
underpins our decision to delve deeply into systematic desensitization as a central
strategy for addressing mathematics anxiety.

2.2 The concept of systematic desensitization

Systematic desensitization is a therapeutic technique developed by Joseph Wolpe
in 1958, grounded in the principles of classical conditioning. Systematic desensitiza-
tion is a form of cognitive-behavioral therapy that aims to reduce anxiety through
gradual exposure to anxiety-inducing stimuli while simultaneously engaging in
relaxation techniques [4]. The underlying principle is reciprocal inhibition, where one
response (relaxation) inhibits another (anxiety). Systematic desensitization effec-
tively addresses mathematics anxiety through three key components. First, a hievarchy
of fears is developed, ranking anxiety-provoking stimuli from least to most fearful
[11]. Second, relaxation training involves techniques like deep breathing, progressive
muscle relaxation, or guided imagery to induce calmness [12]. Third, gradual exposure
systematically introduces individuals to anxiety-inducing stimuli, starting from the
least fearful while maintaining relaxation techniques [11]. These components build
confidence, reduce anxiety, and enhance the ability to perform mathematical tasks
with less fear.

2.3 Classical conditioning and reciprocal inhibition

Systematic desensitization is rooted in classical conditioning, a learning process
first described by Ivan Pavlov in 1903. In classical conditioning, a neutral stimulus
becomes associated with an unconditioned stimulus to elicit a conditioned response.
Wolpe expanded on this concept with reciprocal inhibition, positing that two
incompatible responses (e.g., anxiety and relaxation) cannot occur simultaneously.
By conditioning relaxation in the presence of anxiety-provoking stimuli, the anxiety
response is gradually weakened [11]. Systematic desensitization is based on two key
principles. The first principle is classical conditioning, which involves learning through
association. In this context, a neutral stimulus, such as mathematics problems, is
paired with an unconditioned stimulus, such as fear, leading to a conditioned anxiety
response [13]. The second principle is reciprocal inhibition. This principle introduces
aresponse that is incompatible with the anxiety response, such as relaxation, to
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inhibit and eventually eliminate the anxiety [11]. By consistently pairing relaxation
with anxiety-provoking stimuli, the anxiety response is gradually diminished. These
principles form the theoretical foundation of systematic desensitization, guiding
the approach to reducing mathematics anxiety and improving student mathematics
outcomes.

2.4 Application of systematic desensitization to mathematics anxiety

Applying systematic desensitization to mathematics anxiety involves creating
a hierarchy of mathematics-related tasks that induce anxiety, from least to most
anxiety-provoking. Students are taught relaxation techniques and gradually exposed
to these tasks in a controlled and supportive environment. This approach helps
students build confidence and reduce their anxiety over time [4].

The process of systematic desensitization for addressing mathematics anxiety
involves several key steps. The first step is assessment, where the level and specific
triggers of mathematics anxiety are evaluated by utilizing tools such as mathematics
anxiety scales. This evaluation helps understand the individual’s unique math anxiety
profile and tailor the intervention accordingly. Next is relaxation training, where
students are taught various relaxation techniques, such as deep breathing and pro-
gressive muscle relaxation, to manage physiological arousal and maintain calmness.
Following relaxation training is the hierarchy construction phase. In this step, a graded
list of mathematics tasks is developed based on the level of anxiety they provoke,
starting from the least anxiety-inducing tasks to the most challenging ones. The final
step is gradual exposure, where students are systematically exposed to the tasks in the
hierarchy. This exposure is done incrementally, ensuring that students remain relaxed
while facing each task, thereby reducing their anxiety response over time [11].

2.5 Integrating systematic desensitization into educational practices

Systematic desensitization can be integrated into educational settings to help
students manage mathematics anxiety. This involves collaboration between educa-
tors, school counselors, and psychologists to create supportive environments where
students can confront and reduce their anxiety.

The successful implementation of systematic desensitization for mathematics
anxiety requires several strategic approaches. One crucial strategy is teacher training.
This involves equipping teachers with the skills to recognize and address mathematics
anxiety in their students, enabling them to provide appropriate support and interven-
tions [4]. Another essential strategy is integrating classroom activities incorporating
relaxation techniques and gradual exposure to mathematics tasks within the cur-
riculum. By embedding these practices into regular classroom routines, students can
continuously apply what they learn in a supportive environment [9]. Additionally,
support services play a vital role. Offering group therapy sessions facilitated by trained
counselors provides students with additional support. These sessions can help rein-
force the techniques learned in the classroom and offer a space for students to share
their experiences and progress in managing their anxiety [8].

Educators and therapists can effectively address this pervasive issue and improve
students’ mathematical achievement and overall well-being by comprehensively
understanding the theoretical foundations of systematic desensitization and its
application to mathematics anxiety.

256



Alleviating Mathematics Anxiety and Enhancing Achievement through Systematic...
DOI: http://dx.doi.org/10.5772/intechopen.1006745

3. Applications and settings

This section explores the practical applications of systematic desensitization for
alleviating mathematics anxiety and enhancing achievement among secondary school
learners. It discusses various settings where the technique can be implemented and
provides detailed examples of adapting the approach to fit different educational and
therapeutic environments.

3.1 Classroom settings

Systematic desensitization can be integrated into regular classroom activities,
enabling teachers to address mathematics anxiety within daily instruction. Key strate-
gies include: (i) Mathematics Anxiety Awareness Programs: Incorporating lessons
on mathematics anxiety and coping strategies into the curriculum to normalize the
experience and reduce stigma [14]. (ii) Relaxation Breaks: Scheduling short relaxation
sessions during mathematics classes to teach and practice relaxation techniques, helping
students manage anxiety in real time [9]. (iii) Gradual Exposure Activities: Designing
classroom activities that progressively increase in difficulty, allowing students to
build confidence and competence in a structured manner [15]. For example, starting
with simple problems and gradually moving to more complex ones. (iv) Supportive
Environment: Creating a classroom atmosphere encourages risk-taking and reduces fear
of failure. This can include positive reinforcement, collaborative learning, and opportu-
nities for students to share their experiences and strategies for managing anxiety [16].

3.2 Small group interventions

Small group interventions provide a more focused and supportive environment for
implementing systematic desensitization. These settings can be particularly effective
for students with moderate to severe mathematics anxiety. Key components include:
(i) Group Formation: Organizing students into small groups based on similar levels
of mathematics anxiety. Each group should ideally consist of 5-10 students to ensure
individual attention while promoting peer support [17, 18]. (ii) Structured Sessions:
Conduct regular, structured group sessions led by a trained facilitator (e.g., a school
counselor or psychologist). These sessions can include relaxation training, hierarchy
construction, and gradual exposure activities tailored to the group’s needs [18]. (iii)
Peer Support: Encouraging students to share their experiences, challenges, and suc-
cesses. This peer support can help reduce feelings of isolation and increase motivation
[19]. (iv) Role-Playing Exercises: Using role-playing to simulate anxiety-provoking
situations and practice relaxation techniques in a controlled environment [20, 21].

3.3 Individual therapy

For students with severe mathematics anxiety or those who do not benefit from
group settings, individual therapy may be necessary. In this setting, a therapist can
provide personalized support and tailor the systematic desensitization process to
the student’s needs. Key elements include: (i) Personalized Hierarchy: Developing
a detailed and individualized hierarchy of anxiety-provoking mathematics tasks
based on the student’s fears and experiences [22]. (ii) One-on-One Sessions: Conduct
regular therapy sessions focused on relaxation training, gradual exposure, and cogni-
tive restructuring [4, 11]. The therapist can provide immediate feedback and adjust
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the approach as needed. (iii) Homework Assignments: Assigning tasks for students to
complete outside therapy sessions, helping them practice relaxation techniques and
gradually face their fears in real-world situations [23].

3.4 Integration with school counselling programs

Systematic desensitization can be effectively integrated into existing school coun-
seling programmes to provide comprehensive support for students with mathematics
anxiety. Key components include: (i) Collaboration with Educators: Working closely
with teachers to identify students who may benefit from systematic desensitization
and to implement strategies within the classroom [17]. (ii) School-Wide Initiatives:
Developing school-wide programmes that raise awareness about mathematics anxi-
ety and promote relaxation techniques and gradual exposure [20]. (iii) Counseling
Curriculum: Incorporating systematic desensitization into the counseling curriculum,
offering regular workshops and sessions focused on reducing mathematics anxiety [9].
(iv) Parental Involvement: Engaging parents in the process by providing resources and
training on supporting their children in managing mathematics anxiety at home [19].

By adapting systematic desensitization to various educational and therapeutic
settings, we can provide targeted support to students with mathematics anxiety and
help them achieve their full academic potential. This flexible approach ensures that all
students, regardless of their circumstances, have access to effective interventions that
can alleviate their anxiety and enhance their mathematical achievement.

4. Case studies and practical examples

This section provides illustrative case studies and practical examples to dem-
onstrate the application of systematic desensitization for alleviating mathematics
anxiety and improving mathematics achievement among school learners. These
examples highlight different settings and approaches, showcasing the versatility and
effectiveness of the technique. However, we tended to present a systematic review of
only studies carried out to determine the effectiveness of systematic desensitization
in reducing mathematics anxiety and enhancing mathematics achievement among
school learners. Table 1 summarizes reviewed studies conducted in mathematics
education on the effectiveness of systematic desensitization techniques.

4.1 Research questions

The case studies and practical examples in this review are guided by the following
research questions:

* What is the effectiveness of systematic desensitization in reducing mathematics
anxiety and improving performance among students?

* How is systematic desensitization implemented in educational settings?

* What challenges are encountered in the implementation of systematic
desensitization?

* What are the limitations of systematic desensitization, and what alternative
methodologies exist to address mathematics anxiety?
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These questions aim to explore the efficacy, implementation process, and out-
comes of systematic desensitization, providing a comprehensive understanding of its
impact on mathematics anxiety and academic achievement.

4.2 Inclusion and exclusion criteria

To ensure the relevance and quality of the studies included in this review, specific
inclusion and exclusion criteria were established. For inclusion, studies needed to
provide empirical data on the effectiveness of systematic desensitization in reduc-
ing mathematics anxiety and improving mathematics achievement. The studies had
to focus on educational settings ranging from K-12 to college. Only peer-reviewed
publications in English were considered, and the studies needed to describe the imple-
mentation strategies and techniques used in systematic desensitization. Furthermore,
to ensure contemporary relevance, only studies published between 2015 and 2024
were included.

On the other hand, studies that did not provide empirical data, such as opinion
pieces, editorials, or theoretical papers, were excluded. Studies that were unrelated
to mathematics or did not focus on systematic desensitization were also excluded.
Additionally, studies conducted outside of educational settings or those that were not
peer-reviewed were not considered for this review.

4.3 Search and selection process

A comprehensive search was conducted across three electronic databases: Web of
Science, Scopus, and Education Research Complete. Web of Science and Scopus were
chosen for their extensive coverage of peer-reviewed literature, including the social
sciences, while Education Research Complete was selected for its focus on leading
educational research. The aim was to understand the effectiveness of systematic
desensitization on mathematics anxiety and achievement in learners.

Specific search terms and their combinations were used to identify relevant
studies. The terms “systematic desensitization” or “desensitization therapy” were
used in proximity to “mathematics,” “math,” “learn,” “teach,” or “subject” within
three words of each other. These terms were combined with keywords representing
various educational contexts, such as secondary, “high school,” “middle school,” K12,
and “K-12.” This approach included broad terms like “systematic desensitization in
mathematics,” “desensitization therapy for mathematics anxiety,” and “desensitiza-
tion techniques in education,” as well as more specific phrases like “reducing math-
ematics anxiety through desensitization” and “impact of systematic desensitization
on mathematics achievement.”

The search yielded 36 journal articles published between 2015 and 2024.
Following PRISMA guidelines, these articles were initially screened by titles and
abstracts. Twenty-one articles were excluded for not meeting the criteria, often due
to irrelevance or non-secondary school contexts. Fifteen full-text articles were then
assessed, with ten more excluded for lacking clear details on the implementation of
systematic desensitization. Ultimately, five articles were selected for review. Key data
extracted from these studies included author(s), title, year, location, methodology,
study focus, participants, duration, systematic desensitization technique, major
findings, and challenges. The overall selection process for the review is illustrated
in Figure 1.
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Figure 1.
Article selection process (Adapted from Moher et al. [25]).

4.4 General description of reviewed studies

The five reviewed studies investigate the impact of systematic desensitization
on reducing mathematics anxiety and improving performance among students at
different educational levels. Studies were conducted in Nigeria and Malaysia’s senior
secondary schools and colleges [4, 8, 9, 18]. These studies used quasi-experimental
designs and ANCOVA to assess the effectiveness of systematic desensitization. The
focus was primarily on reducing mathematics anxiety and enhancing achievement.
Interventions included various activities such as relaxation techniques, cognitive
restructuring, and peer support.

4.5 Systematic desensitization implementation of reviewed studies

The implementation of systematic desensitization in the reviewed studies involved
several key activities. Generally, these included teaching relaxation techniques such
as Progressive Muscle Relaxation (PMR) and deep breathing, as seen in the study by
Aliyu etal. [18]. Participants were also guided in creating and addressing a hierarchy
of mathematics-related anxieties, a common element in the studies by Egara and
Mosimege [4]. Additional techniques such as visualization, cognitive restructuring, and
gradual exposure to mathematics tasks were integrated into the interventions, as noted
by Uzoekwe et al. [8]. Interactive mathematics games, role-playing scenarios, and peer
support groups were employed to enhance engagement, particularly highlighted in the
study by Ernest-Ehibudu and Wayii [21]. Most interventions spanned around 6 weeks,
effectively combining these activities to address both anxiety and performance issues.

4.6 Challenges encountered with systematic desensitization

Implementing systematic desensitization presented several challenges. Common
issues included participant resistance and difficulties with regular attendance, as
reported by Aliyu et al. [18]. Limited resources, such as time and support staff, also
impacted the effectiveness of the interventions, particularly in the study by Akeb-urai
etal. [9]. Scheduling conflicts and academic pressures posed additional challenges,
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affecting the timing and effectiveness of the treatment, as noted by Uzoekwe et al.
[8]. Furthermore, managing individual versus group therapy and ensuring consistent
progress among participants were significant challenges, highlighted by Egara and
Mosimege [4].

4.7 Effectiveness of systematic desensitization of reviewed studies

Systematic desensitization was found to be effective in reducing mathematics
anxiety and improving performance. Studies by Refs. [4, 9, 18] demonstrated signifi-
cant reductions in anxiety and improvements in performance among secondary and
college students. Uzoekwe et al. [8] specifically found that systematic desensitization
effectively reduced mathematics anxiety among junior secondary students. Despite
these positive outcomes, the implementation challenges occasionally impacted the
overall effectiveness of the interventions.

4.8 Limitations of systematic desensitization and alternative methodologies

While systematic desensitization has demonstrated effectiveness in reducing
mathematics anxiety and improving academic achievement, it is essential to acknowl-
edge its limitations. One significant challenge is the difficulty in implementation; the
technique requires trained facilitators and can be time-consuming, making it less fea-
sible in all educational settings. Additionally, some students may exhibit resistance to
the process, either due to skepticism about its effectiveness or reluctance to confront
their anxieties, which can impact the overall success of the intervention. Another con-
cern is the long-term efficacy of systematic desensitization. There is limited evidence
on the sustainability of the benefits over an extended period, and regular follow-up
sessions might be necessary to maintain the improvements.

4.8.1 Alternative methodologies

Several other methodologies have been explored to address mathematics anxiety
and improve achievement. One such approach is cognitive restructuring, which
focuses on changing negative thought patterns related to mathematics. Studies have
demonstrated that this method can be effective in reducing anxiety and improving
performance [26, 27]. Another technique is exposure therapy, which involves gradual
exposure to mathematics-related tasks. This approach helps students build confidence
and reduce anxiety over time [28]. Additionally, behavioural interventions, including
relaxation training, biofeedback, and systematic exposure to math tasks, have been
employed with varying degrees of success [29].

4.9 Broader reflections and considerations
4.9.1 Earlier educational stages

While this review primarily focuses on secondary and higher education settings,
the potential benefits of systematic desensitization for younger students should
not be overlooked. Implementing these techniques in primary or elementary school
could help build a strong foundation for positive attitudes towards mathematics from
an early age. However, adaptations would be necessary to make the interventions
age-appropriate and engaging for younger learners.
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4.9.2 Pre-existing anxiety or psychiatric conditions

Students with pre-existing anxiety disorders or other psychiatric conditions might
respond differently to systematic desensitization. It is crucial to tailor interventions
to meet the specific needs of these students, possibly integrating additional support
mechanisms such as counselling or cognitive-behavioural therapy.

4.9.3 Sustainability and duration of benefits

The long-term sustainability of the benefits from systematic desensitization
remains an area for further research. It is possible that the initial gains in reducing
mathematics anxiety and improving achievement might diminish over time without
continued support. Regular booster sessions and ongoing monitoring could help
sustain the positive outcomes.

4.10 Comparison with third-generation CBT approaches

Recent advancements in cognitive-behavioural therapies have introduced third-
generation approaches such as Acceptance and Commitment Therapy (ACT),
Rational Emotive Behavior Therapy and mindfulness-based interventions. These
techniques focus on accepting negative thoughts and emotions rather than trying to
change them, which can be particularly beneficial for students with high levels of
anxiety [30-32].

Zettle [33] highlighted the potential of ACT in addressing various psychological
issues. Applying ACT principles to mathematics anxiety involves helping students
accept their anxiety and commit to engaging in mathematics tasks despite their fears.
Mindfulness practices can also help students stay present and focused, reducing the
impact of anxiety on their performance [32, 33]. Incorporating these third-generation
CBT approaches could provide additional tools for educators and therapists, offering
a broader range of strategies to support students in overcoming mathematics anxiety
and achieving academic success [30, 33, 34].

4.11 Lessons learned and recommendations

The reviewed studies provide valuable insights into the effectiveness of systematic
desensitization for managing mathematics anxiety and improving performance.
Effective practices included combining various therapeutic techniques and main-
taining participant engagement, as emphasized by Ernest-Ehibudu and Wayii [21].
To address challenges, the following recommendations are proffered to enhance
the effectiveness of systematic desensitization programmes in educational set-
tings: Firstly, it is essential to tailor systematic desensitization interventions to meet
students’ individual needs, considering their unique anxiety triggers and personal
circumstances. This personalized approach can significantly increase engagement
and effectiveness. Moreover, comprehensive training for educators and therapists
in systematic desensitization techniques, including relaxation methods, cognitive
restructuring, and gradual exposure strategies, is crucial. Proper training will enable
them to deliver interventions more effectively. Adequate resource allocation is also
necessary. This includes providing sufficient time, materials, and support staff to
support the implementation of systematic desensitization programmes. Addressing
resource limitations will enhance the quality and sustainability of the interventions.
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Clear communication of the purpose, process, and benefits of systematic desensitiza-
tion interventions to participants and their families is vital. Reducing skepticism

and building trust will improve participant buy-in and commitment. Additionally,
flexible scheduling options should be designed to accommodate students’ academic
and personal commitments. This flexibility will help ensure regular attendance and
participation in systematic desensitization sessions. Continuous assessment and
feedback mechanisms should be implemented to monitor student progress and adapt
interventions as needed. Regular evaluations will help address any emerging issues
and improve outcomes. Furthermore, it is recommended to foster peer support
groups where students can share their experiences and coping strategies. Mutual
encouragement and social support can enhance the effectiveness of systematic
desensitization interventions.

5. Conclusion

This chapter discusses mathematics anxiety among school learners and presents
systematic desensitization as an effective cognitive-behavioral technique to alleviate
it and improve mathematics achievement. Through a detailed examination of theo-
retical foundations, methodologies, and practical applications, we have highlighted
how systematic desensitization, incorporating relaxation techniques and gradual
exposure to anxiety-provoking tasks, can effectively reduce mathematics anxiety and
enhance academic performance. The systematic review of studies conducted between
2015 and 2024 provides robust evidence supporting the effectiveness of systematic
desensitization in various educational settings. These studies consistently show that
systematic desensitization significantly reduces mathematics anxiety and improves
student achievement across different educational levels. Implementing systematic
desensitization, however, comes with challenges such as participant resistance,
scheduling conflicts, and resource limitations. Addressing these challenges through
tailored interventions, comprehensive training for educators and therapists, adequate
resource allocation, clear communication, flexible scheduling, continuous assess-
ment, and fostering peer support can enhance the effectiveness and sustainability of
systematic desensitization programmes. Overall, systematic desensitization is viable
for addressing mathematics anxiety and boosting mathematics performance, pro-
vided that implementation challenges are carefully managed.
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