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Preface

Functional analytic psychotherapy (FAP) was born after a gestational period dur-
ing which Kohlenberg and Tsai, as behavioral scientist practitioners, worked with
clients who demonstrated profound changes far exceeding the specific stated goals
of therapy through a highly emotional therapeutic process. Combining their clini-
cal instincts, a genuine concern and therapeutic love for their clients, and precise
behavioral analyses of the processes that seemed to be responsible for the pro-
found changes observed, the full articulation of FAP appeared in 1991 with
Functional Analytic Psychotherapy: Creating Intense and Curative Therapeutic
Relationships.

FAP has evolved significantly since that first publication, with its many advances
in research and clinical technique summarized in 2008 in A Guide to FAP: Using
Awareness, Courage, Love and Behaviorism by Tsai, R. J. Kohlenberg, Kanter,
B. Kohlenberg, Follette, and Callaghan. A Guide to FAP provides an update to
the original FAP text, bringing together primary members of the community of
FAP clinicians and researchers that has developed since the original book in a
collaborative effort to refine and expand upon the initial framework.

The current volume originally was intended as Part II of A Guide to FAP. Through
the process of writing and editing that book, we hoped to celebrate the larger FAP
community and the compassion and intelligence that guide its work, by including
chapters representing the contributions and ideas of FAP researchers and clinicians
working with diverse populations and across a wide variety of settings. We realized,
however, that this community is even larger and more vibrant than we thought, and
thus this independent volume was born.

We gratefully acknowledge the diligent efforts of all 41 contributing authors.
We would like to express our deep gratitude to these authors for their patience
and respect of the editing process which resulted in multiple drafts of chapters
being read at different times by different editors, such that authors received sev-
eral rounds of feedback. It was truly a privilege to work with them. We hope
the reader will be as inspired as we were in reading these chapters. We welcome
you to join our worldwide FAP community, where we share an appreciation of the
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potential of individuals, where we work to weave a tapestry of behavior analytic pre-
cision and therapeutic love that is dedicated to ameliorating suffering and promoting
transformation.

Milwaukee, WI Jonathan W. Kanter
Seattle, WA Mavis Tsai
Seattle, WA Robert J. Kohlenberg
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Chapter 1
Introduction to the Practice of Functional
Analytic Psychotherapy

Jonathan W. Kanter, Mavis Tsai, and Robert J. Kohlenberg

The purpose of this book is to bring together, in a single volume, the diverse
contributions and ideas of FAP researchers and clinicians working with a wide
variety of populations, across a wide variety of settings, and using interventions
associated with other therapeutic systems/orientations. As such, many chapters
assume some familiarity with FAP and its theory. This introduction presents a brief
history of FAP, summarizes its key principles and most recent research findings, and
outlines the chapters to follow. Our intention is to provide a primer on FAP that may
be helpful for those unfamiliar with it and an update for those more familiar.

The original text on FAP (Kohlenberg & Tsai, 1991) contained a basic expla-
nation of the Skinnerian radical behavioral philosophy underlying FAP, a detailed
description of the five rules that guide FAP therapists’ behaviors, and behavioral
analyses of clinical issues that traditionally were neglected or deemphasized by
behavior analytic therapists such as emotion and memory, the self, and cognition.
The book was not a treatment manual in any sense as it avoided telling the thera-
pist what to do. The rules were not prescriptions for specific therapist actions but
broad functional guidelines. Like the best of Skinner’s writings on radical behavior-
ism (e.g., Skinner, 1953), the text started with established behavioral principles –
reinforcement, stimulus control, and respondent conditioning – and composed a
logical, theoretically precise functional analysis of important human behavior from
them, in this case behavior that occurs in the psychotherapy relationship. The collec-
tive clinical wisdom, compassion, and behavioral precision of Kohlenberg and Tsai
were woven into a framework upon which specific therapeutic techniques could be
incorporated.

Understanding the original five rules of FAP first requires understanding clin-
ically relevant behaviors (CRBs). Technically, CRBs are functionally defined
behavioral response classes targeted by FAP. Less technically, they are instances
of a client’s interpersonal problems (CRB1s) and improvements in those problems

J.W. Kanter (B)
Department of Psychology, University of Wisconsin-Milwaukee, Milwaukee, WI, USA
e-mail: jkanter@uwm.edu
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2 J.W. Kanter et al.

(CRB2s), as defined by the client’s goals for therapy, as they occur in the live,
here-and-now psychotherapy relationship.

Rule 1 is to watch for CRBs. Essentially this rule is a reminder to the FAP ther-
apist that CRBs will occur in the therapy hour. A client who has trouble making
friends may alienate the therapist. A client who is aggressive with others may be
hostile with the therapist. A client who stutters, or yearns for affection, or avoids
vulnerability, or experiences intense urges for cigarettes, will do so during the ther-
apy hour, and so on. It is the therapist’s job in FAP to observe and notice these
behaviors as they occur.

Rule 2 is to evoke CRBs. In addition to observing CRBs (Rule 1), Rule 2 suggests
structuring the therapy relationship to evoke them, which may include providing
a detailed relationship-focused rationale (see Tsai et al., 2008) to the client before
beginning or early in treatment, specifically prompting the client to engage in CRB2
in the moment, focusing on client emotional experiencing and expression, or co-
opting techniques from other therapeutic approaches with an explicit awareness that
these might functionally evoke key client behaviors.

Rule 3 in the original FAP text was to naturally reinforce CRB2s, which has
been broadened in Tsai et al. (2008) to include contingent responding to any CRBs
that occur in session. This is the essential rule that defines FAP’s mechanism of
action, and many of the chapters in this volume detail what is meant by it for dif-
ferent settings and populations. The key moments in FAP are when CRB2s (client
improvements) occur and the therapist is naturally affected by this improved behav-
ior. The therapist expresses or amplifies his or her natural response to the client in an
attempt to reinforce the improved behavior. The emphasis in FAP is on natural rein-
forcement, thus FAP therapists develop genuine and caring relationships with clients
and allow their natural reactions to clients in the moment to guide their expressed
responses to CRBs.

Rule 4 is to observe the potentially reinforcing effects of therapist behavior in
relation to client CRBs. To understand Rule 4, readers may be reminded that behav-
iorists define reinforcement functionally, as any event that leads to an increase in
behavior, not topographically, as any specific kind or form of event. Thus, for a
FAP therapist to know if Rule 3 is effectively occurring, Rule 4 encourages the
therapist to observe client behavioral changes over time with respect to attempts at
reinforcement.

Finally, Rule 5 has evolved over time. Originally in Kohlenberg and Tsai (1991)
it was to provide functional interpretations of client behavior and was meant to high-
light that any therapeutic talk in FAP should be as functional as possible, identifying
antecedents and consequences to client target behavior. Such talk, theoretically,
should enhance generalization of gains made in session to out-of-session settings.
More recently (Tsai et al., 2008), Rule 5 has been expanded to encourage addi-
tional generalization strategies, specifically the provision of homework assignments.
From a FAP perspective, the best homework assignments are those that flow from
a successful in-session interaction in which CRB2s occurred and were positively
reinforced by the therapist.
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The five rules offer a framework for responding to CRBs during the psychother-
apy session in which the therapist first notices the occurrence of CRB (Rule 1)
or evokes a specific CRB (Rule 2), responds to it appropriately (Rule 3), checks
that the response was reinforcing (Rule 4), and then talks about what just hap-
pened between the client and therapist, potentially including provision of a related
homework assignment (Rule 5). A key is that CRBs are not defined in advance by
FAP or the FAP therapist but are defined and redefined collaboratively by the client
and therapist during therapy, depending on the client’s goals. Thus, while a cogni-
tive therapist may define a target in advance (e.g., depressogenic cognitions about
the self, the world, and the future), the FAP therapist will not. Instead, whatever
the targets brought to therapy and identified by the client, the FAP therapist will
define collaboratively with the client CRB manifestations of those targets, and the
therapist’s behavior with respect to CRBs will be guided by the five rules.

Although FAP has been criticized for producing a preponderance of theoretical
over empirical articles (Corrigan, 2001), and this volume adds to that imbalance, it is
important to note that FAP can claim some unique empirical strengths. First, FAP’s
five rules are based on thoroughly accepted and time-tested behavioral principles:
stimulus control (Rules 1 and 2), reinforcement (Rules 3 and 4), and generalization
(Rule 5). Second, several compelling and converging lines of evidence supporting
FAP exist from behavioral and other literatures (Baruch et al., 2008).

Third, in 1997, a pivotal event in the history of FAP occurred when Kohlenberg
attained an NIMH treatment development grant to develop and evaluate FAP-
Enhanced Cognitive Therapy (FECT). Based on the behavioral analysis of Cognitive
Therapy (CT) first outlined in the original FAP book (Kohlenberg & Tsai, 1991),
FECT included a package of enhancements designed to intensify the therapeutic
relationship and focus the therapist on cognitive and other interpersonal CRBs that
occurred in the context of the standard structure, case conceptualization, and treat-
ment strategies of CT. Results of this study were encouraging, suggesting that the
enhancements had measurable benefits in terms of improved interpersonal func-
tional of clients and potentially decreased depression (Kohlenberg, Kanter, Bolling,
Parker, & Tsai, 2002). In addition, process analyses found that the central enhance-
ment provided by FAP to CT, focusing the therapist on cognitive CRBs (e.g., clients
believing they are unlikable by the therapist), led to improvements in relational and
overall functioning (Kanter, Schildcrout, & Kohlenberg, 2005).

Fourth, an intriguing line of research on FAP processes is promising. The inten-
tion of this line of research is to isolate FAP’s mechanism of change – appropriate
contingent responding by the therapist to client CRBs in the therapy session – and
provide evidence that this mechanism occurs in successful FAP cases by observer
coding of videotapes of the psychotherapy sessions. The impetus for this research
was the development of the FAP Rating Scale (FAPRS; Callaghan, Ruckstuhl, &
Busch, 2005), which first was demonstrated as a reliable and valid measure of the
successful moment-to-moment FAP process by Callaghan, Summers, and Weidman
(2003). Next, Busch, Callaghan, Kanter, Baruch, and Weeks (2010) replicated
these results with a new client and provided evidence that an independent research
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team could produce reliable and valid FAPRS data. Then Busch et al. (2009)
extended these results to a third client.

The client coded by Busch et al. (2009) was one of two FAP clients presented
by Kanter et al. (2006), both diagnosed with major depression and a personality
disorder, treated using a unique design in which treatment started with CT, and
FAP techniques were withheld until a stable baseline on target problems was shown
during the CT phase. Then, FAP techniques were applied. Results indicated imme-
diate improvements in target problems for one client but not the other. The sessions
from the successful client were submitted to FAPRS coding which identified the
occurrence of contingent responding only after the phase shift to FAP techniques.

These results have been replicated by Landes, Kanter, Busch, Juskiewicz, and
Mistele (2007) and Weeks, Baruch, Rusch, and Kanter (2009). In Landes et al., six
clients with major depression and personality disorders were treated in a design
similar to Kanter et al. (2006). In this study, the initial phase no longer included
CT but instead focused simply on the formation of a FAP relationship, without
contingent responding. When stable baselines on target problems were identified,
contingent responding was initiated. Results indicated that four of the six clients
showed improvements after the phase shift, while two did not. Weeks et al. (2009)
then submitted the immediate post-phase-shift sessions of these clients to FAPRS
coding. They found evidence for appropriate contingent responding to CRB2s for
the successful cases, but a high frequency of responding to CRB1s, not CRB2s, in
the unsuccessful cases.

Collectively, these results do not speak to FAP as a treatment package but rather
to FAP process based on the five rules and the correspondence between applica-
tion of this process and changes in target variables. The findings suggest several
conclusions.

First, four separate process analyses now provide evidence for FAP’s mechanism
of action in successful but not unsuccessful cases. Second, the application of FAP
techniques seems to be related directly to improvements in specific idiographically
defined target variables in these clients, not molar variables such as depression (i.e.,
depression did improve for some of these clients but improvements were not directly
associated with the phase shift to FAP techniques). Third, the results highlight the
importance of responding to CRB2s for successful cases. In cases in which the ther-
apist had difficulty evoking CRB2s and focused only on CRB1s, therapy seemed to
become aversive for the client, leading to problems. Broadly stated, FAP needs to be
constructive and focused on compassionately building new repertoires of behavior.

This research highlights how FAP’s rules, because they are functionally defined,
allow for considerable flexibility in what is defined as a CRB. This flexible
framework can stand alone or be imported into other therapeutic approaches, poten-
tially enhancing them. The general logic behind FAP as an enhancement to other
approaches is that FAP’s focus on CRBs in the therapeutic relationship could be
used to enhance a variety of treatment techniques, all by helping the therapist focus
on application of the technique to live instances of the problems occurring in the
therapeutic relationship, and providing specific guidelines for what to do when the
problems occur in session. So, cognitive therapy, which focuses on maladaptive
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cognitions, could be enhanced by focusing the therapist on instances of maladaptive
cognition about the therapist, therapy relationship, or therapy process.

The integration of FAP with CT highlights how FAP provides a framework for
psychotherapy integration and enhancement, and several FAP authors have proposed
and refined integrations with other related treatment approaches. In Part I of this
volume, on FAP and Psychotherapy Integration, several of these integrations are
presented. First, Kohlenberg, Kanter, Tsai, and Weeks provide the latest conceptu-
alization of FECT in Chapter 2 on FAP and Cognitive Behavior Therapy. Chapter 3
presents FAP and Acceptance and Commitment Therapy by Barbara Kohlenberg
and Glenn Callaghan; Chapter 4 focuses on FAP and Dialectical Behavior Therapy
by Jennifer Waltz, Sara Landes, and Gareth Holman; and Chapter 5 covers FAP
and Behavioral Activation by Andrew Busch, Rachel Manos, Laura Rusch, William
Bowe, and Jonathan Kanter. These treatments, ACT, DBT, and BA, often have
been grouped with FAP because of shared behavioral sensibilities and an empha-
sis on acceptance (Hayes, Follette, & Linehan, 2004). The chapters demonstrate
the potential power that integrations of these approaches, considered at the level
of function and process rather than simple technique, have to offer. In Chapter 6,
Irwin Rosenfarb capitalizes on the shared focus on the therapeutic relationship
between FAP and Psychodynamic Therapies, clarifies their distinctive features, and
discusses how FAP and psychodynamic approaches may learn from each other.
Finally, in Chapter 7, Christeine Terry, Madelon Bolling, Maria Ruiz, and Keri
Brown present an integration of FAP and Feminist Therapies, capitalizing on a
shared contextual worldview, belief in an egalitarian therapeutic relationship, and
use of self-disclosure between the two approaches.

As the chapters in this volume suggest, FAP as an enhancement may have
additional indirect effects. Specifically, training in and practicing FAP requires a
sensitivity to the nuances of the interpersonal interaction that occurs between the
client and therapist, and the ability to sustain for extended periods intense, emotional
interactions with clear articulation of one’s own emotional reactions in a therapeutic
manner. Thus, in FAP the therapy relationship comes alive for both parties, creat-
ing intimacy and love and deepening the relational quality of the larger therapeutic
context. Acceptance and mindfulness, compassion, love, and courage become key
repertoires for the FAP therapist.

Other indirect effects of FAP may stem from its radical behavioral philosophy,
which focuses on environmental influences over behavior. FAP is committed to the
notion that the ultimate source of a client’s presenting problems is the context in
which that client lives, and the history of that client in that context. Understanding
the client’s particular context in detail is key to identifying and responding to CRBs
appropriately and ensuring that one’s responses will generalize to the appropriate
outside settings. With this attention to context comes humility, because we are
ALL shaped by our contexts, and fully understanding a client’s history and context
reduces blame and judgment about the client’s problematic behavior.

The importance of context and flexibility of the FAP framework, and the humility
and compassion inherent in its application, is on full display in Part II of this vol-
ume on FAP Across Settings and Populations. Chapter 8, FAP-Enhanced Couple
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Therapy: Perspectives and Possibilities by Alan Gurman, Thomas Waltz, and
William Follette, presents informative guidelines and strategies for applying FAP
with couples. Chapter 9 on FAP with Sexual Minorities by Mary Plummer provides
useful insights into the context of sexual minorities, strategies to help FAP therapists
increase their sensitivity to this context, and guidelines for the application of FAP
with sexual minorities. Chapter 10 on Transcultural FAP by Luc Vandenberghe and
his 13 co-authors, from countries spanning North and South America, Europe, and
Asia, demonstrates how FAP can be applied with sensitivity across many ethnicities
and cultures. Chapter 11, FAP Strategies and Ideas for Working with Adolescents,
by Reo Newring, Chauncey Parker, and Kirk Newring, provides modifications and
guidelines for working with adolescents and their families based on the authors’
extensive experience in treating this population. Chapter 12, The Application of FAP
to Persons with Serious Mental Illness, by Thane Dykstra, Kimberly Shontz, Carl
Indovina, and Daniel J. Moran, presents FAP strategies for working with individuals
at the level of an institutional milieu, developed by these authors from the nation-
ally recognized program, Trinity Services, Illinois. Chapter 13, FAP with People
Convicted of Sexual Offenses, by Kirk Newring and Jennifer Wheeler, outlines a
strategy for assessing and intervening on CRBs related to sexual offending. Their
chapter provides an excellent example of how CRBs are defined functionally, not
topographically, such that actual sexual offense behavior is most often not the tar-
get of treatment, but rather the functions that give rise to that behavior are targeted.
Finally, Chapter 14, FAP for Interpersonal Process Groups, by Renee Hoekstra and
Mavis Tsai, discusses FAP in group settings. This chapter, like Chapter 8 on FAP
with couples, shows how treatment can be enhanced because key aspects of the out-
side world are brought into the treatment setting, facilitating generalization of gains
and clarifying the role of FAP’s five rules in treatment.

FAP calls for behavior analytic precision; open-hearted generosity, vulnerability,
expressiveness, and humility; and the continued pursuit of intellectual and emo-
tional growth from its practitioners. We hope that this volume offers guidance and
inspiration to a new generation of researchers and clinicians, who are stimulated by
these ideas to further evaluate, develop, and refine these efforts.
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Chapter 2
FAP and Cognitive Behavior Therapy

Robert J. Kohlenberg, Jonathan W. Kanter, Mavis Tsai, and Cristal E. Weeks

The most accurate identification of cognitions is accomplished
right after they occur.

(Beck, Rush, Shaw, & Emery, 1979, p. 180)

We have found it essential that schemas be challenged when they
are triggered (in-session).

(Young, 1990, p. 39)

This chapter is intended to help practicing cognitive behavior therapists make
their treatment more intense, interpersonal, and impactful for both therapists and
clients by incorporating the methods of Functional Analytic Psychotherapy (FAP;
Kohlenberg & Tsai, 1991; Tsai et al., 2008). Our approach is user friendly in that it
builds on existing cognitive behavior therapy (CBT) methods and skills with which
practicing therapists are already familiar. Since we use a behavioral rationale to
explain how CBT works, this chapter also can help behavior analysts who might
have shied away from using CBT because it is not “behavioral.”

Before turning our attention to how FAP builds on and adds to CBT, we want to
point out that there are compelling reasons for therapists to include cognitive tech-
niques as part of their therapeutic armamentarium. First, the personal experience of
most therapists, regardless of their theoretical orientation, corresponds to the cogni-
tive approach when they deal with their own personal problems. That is, when we
ask our colleagues what is the first approach they use when dealing with a problem-
atic personal situation, most (but not all) say they try to use rationality and reason
to counteract their initial reactions. They ask themselves something akin to “am I
jumping to conclusions?” or “am I overreacting (catastrophizing)?” or “did I get the
facts right?” or perhaps “what is the evidence for and against my conclusion?” After
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all, using intellect and reason and evaluating the facts were fundamental to their
graduate training and successfully attaining an academic degree. To be sure, the
approach does not always work but apparently it works well enough (i.e., has been
sufficiently reinforced) to be a top choice. Incidentally, the idea that the cognitive
approach may work in some instances but not others is important and is accom-
modated in our behavioral approach to CBT. Second, the cognitive approach has
more empirical support than any other method for a wide range of specific dis-
orders (DeRubeis & Crits-Christoph, 1998). Third, CBT has been disseminated
widely, with a vast array of resources such as books, workshops, and videos that
help therapists learn how to implement the treatment. Fourth, there is a wide range
of supplemental pamphlets, books, forms, and other materials that have been created
for the client and that facilitates treatment.

On the other hand, CBT is not perfect and there are a few problems. First, as is the
case for all manualized treatments, it does not work for everyone or all situations.
For example, although CBT usually does better than other treatments, 40–60% of
depressed or anxious clients (Hollon, Stewart, & Strunk, 2006) are symptomatic at
1-year follow-up. Second, some clients reject the cognitive rationale, which posits
that the client’s faulty beliefs and attitudes are responsible for their problematic feel-
ings and ineffective actions. Some clients insist their feelings occur no matter what
thoughts they have. Third, a client’s rejection of the CBT rationale is an indication
of a counter-therapeutic client–therapy mismatch, and CBT has limited options for
dealing with such mismatches. Our approach addresses these problems while at the
same time does not make the mistake of “throwing out the baby with the bathwater”
by wholly rejecting CBT.

The two quotes at the beginning of this chapter convey how CBT includes ele-
ments that are emphasized in FAP. The identification of cognitions “right after they
occur” and schemas being challenged “when they are triggered” point to a focus on
events happening here and now during the therapy session as they are evoked by the
therapeutic relationship. This type of in vivo CBT work is consistent with the FAP
proposition that in-session problematic behaviors provide exceptional opportunities
for significant behavior change. On the other hand, the quotes point to a CBT–
FAP schism that in that they refer to non-behavioral mental entities, “cognitions,”
and “schema,” instead of here-and-now interpersonal behaviors. This schism might
lead a CBT therapist to miss occurrences of here-and-now behaviors and associated
therapeutic opportunities.

Our approach to CBT involves a behavioral interpretation of cognitions (the
target of CBT interventions) and an increased emphasis on behavior occurring in
the here-and-now. This approach leads to a version of CBT that we have termed
“FAP-enhanced cognitive therapy” or FECT.

The comments of Mr. G., a 44-year-old client who experienced both standard
CBT and FECT, illustrate a qualitative difference between the two approaches.
Mr. G. was a subject in a treatment development study (Kohlenberg, Kanter, Bolling,
Parker, & Tsai, 2002) involving 20 sessions of either CBT or FECT. He differed
from the other clients in this study in that his treatment started with standard CBT
until his therapist had a medical problem that necessitated a shift to another therapist
after the eighth session. The second therapist (using FECT) continued the CBT
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focus on thoughts and feeling for the remaining 12 sessions and also followed
the FAP rules. Obviously there is considerable confounding, but Mr. G. was in
the unique position of being able to describe and compare his experience of both
treatments. He had a long-standing history of major depression that had been unre-
sponsive to a variety of prior medications and psychosocial treatments. Among his
presenting problems was a deep dissatisfaction in his interpersonal relationships.
He felt people rejected him and he was unable to achieve closeness with others.
According to Beck Depression Inventory (BDI) scores, he was no longer depressed
at the end of treatment and reported making progress in being more intimate with
his wife and children. In this excerpt from the last session, Mr. G. describes how he
experienced the difference between FECT and CBT:

There’s a lot of stuff going on in my personal life that we’ve been working on in here,
depression and so on, and that has led to maybe the cognitive therapy way of handling things
and looking at, ah, you know, the daily activity log and then doing the thought records and
analyzing thoughts and how they lead to things. So that’s over here [with the first 8 sessions
of CBT]. And then on this other part, which I definitely got into with you [the second 12
sessions of FECT] was in my personal relationships and how that works, on both sides,
myself and the other person. And then it became how that occurred for you and me as an
example of that, [my appearing to others as] ominous. It’s something I learned with you so
that it would not persist in unintentionally coloring my relationships.

Here is our interpretation of Mr. G.’s comments. First, he acknowledged the util-
ity of the standard CBT focus on thoughts during the first eight sessions. Second,
he stated that during FECT, the second phase, he became aware of his problematic
interpersonal behavior (not a cognition) that led others to see him as “ominous.”
Third, he recognized that this same interpersonal problem that occurred in his daily
life also occurred in the therapy session between him and his therapist. Finally, he
suggested that learning how to act differently and not be perceived as ominous by
his therapist would help him in his relationships with others.

FAP-Enhanced Cognitive Therapy (FECT)

The methods and procedures of FECT are designed to produce the type of therapy
experience that this client had, capitalizing both on the strengths of CBT and on
use of the therapeutic relationship as a tool for improving interpersonal relation-
ships while implementing CBT interventions. The two major FECT enhancements
to standard CBT are (1) an expanded rationale for the causes and treatment of
depression and (2) a greater use of the client–therapist relationship as an in vivo
teaching opportunity.

Enhancement I: The Expanded Rationale

As suggested earlier, the rationale is a statement made by the therapist to the client
that describes the therapist’s view about the causes and cure of the problem. The
rationale enters into treatment in two ways. First, it sets the stage for the kinds of
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changes expected from the client and the nature of the work to be done in therapy.
Equally important, the rationale structures the nature and selection of interventions
to be used by the therapist.

Clients who respond favorably to a treatment rationale are more likely to improve
(Addis & Carpenter, 1999; Fennell & Teasdale, 1987; Teasdale, 1985). A “match”
between the therapy and client rationale is hypothesized to promote more favor-
able outcomes due to factors such as increased rapport, therapeutic alliance, and
willingness to do homework. On the other hand, a mismatch can have deleteri-
ous effects. For example, in comparative outcome studies it is not uncommon for
a percentage of clients to drop out because they feel mismatched to the assigned
treatment (Addis & Carpenter, 2000). Researchers have found that inflexible per-
sistence with the cognitive rationale when the client claims it does not fit can be
counter-therapeutic (Castonguay, Goldfried, Wiser, Raue, & Hayes, 1996); others
have found that cognitive therapists do in fact persist in their approach even when
the client is not progressing (Kendall, Kipnis, & Otto-Salaj, 1992).

The Cognitive Rationale

The core of CBT is the cognitive hypothesis, represented by the ABC paradigm
illustrated in Fig. 2.1a. In that figure, A represents external environmental events,
B represents cognition, and C is the resulting emotion or action. This paradigm
contends that a person’s irrational or inaccurate beliefs, assumptions, and attitudes
about external events lead to problematic feelings. Our experience is that although
the ABC paradigm fits the experience of many clients and leads to effective thera-
peutic interventions in many situations, it does not for others. For example, clients
may not experience any thoughts that intervene between the environmental event
and their subsequent feeling and/or action, as illustrated in Fig. 2.1b. In this case,
the simple ABC rationale does not match the client’s experience.1

Figure 2.1c represents a paradigm for the client who says, “I truly believe that I do
not have to be perfect, but I still feel and act like I have to be.” In this case, the cog-
nitive hypothesis erroneously could lead the therapist to doubt that the client “truly
believes” and persist in using cognitive interventions aimed at changing his/her
beliefs. This potentially counter-therapeutic stance is consistent with Beck et al.’s
(1979, p. 302) suggestion that clients who say they intellectually “know” they are
not worthless, but who do not accept this on an emotional level, need more cog-
nitive therapy because the dysfunctional feelings only can occur when they do not
“truly believe” the rational thought. The prescription of “more cognitive therapy”
is an indirect way of challenging the client’s rejection of the CBT model. From
a FAP perspective, these ABC-guided interventions do not allow for the possibil-
ity that a client’s objecting to cognitive interventions or the CBT rationale could

1This problem has been addressed on a theoretical level by cognitive therapists (Hollon & Kriss,
1984). For a more complete discussion of their position as well as a behaviorally based critique
and account of cognitive concepts such as cognitive products and structures, see Kohlenberg and
Tsai (1991), pp. 101–120.
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be desirable. For example, if a client’s depression could be helped by increased
assertiveness and willingness to express one’s own opinions, then objecting to the
therapist’s rationale would be an improvement. That is, the client is being assertive
and expressing opinions within the context of the therapy relationship. An expanded
rationale facilitates the therapist’s recognition of such client behavior as a within-
session improvement that should be reinforced by acceptance and not punished by
dogmatically implementing further CBT techniques.

Thus, there is a dilemma inherent in using the cognitive rationale. On the one
hand, it sets the stage for using cognitive interventions that are often effective.
On the other hand, at times its use can lead to counter-therapeutic mismatching of
therapists and clients with different convictions, therapist perseveration, and punish-
ment of assertive client behavior. This dilemma is resolved when using an expanded
hypothesis based on a behavioral view of cognition.

The Behavioral View of Cognition

The expanded rationale used in FECT is based on the behavioral view of cognition
and the importance given to a client’s learning history in explaining current behavior.
Cognition is defined as the activity of thinking, planning, believing, and/or catego-
rizing. Thus cognitions, although covert, are simply behavior. This casts the often
made distinction between thoughts, feelings and behavior, and the primacy of the
cognition–behavior relationship in a new light. The relationship between these two
becomes a behavior X–behavior Y relationship, e.g., a sequence of two behaviors.
Here, behavior X is cognition (e.g., thinking, believing, saying things to oneself)
and behavior Y is external behavior or emotional response (a bodily response). This
view accommodates a variety of possibilities as to the causal connection between
cognition (behavior X) and subsequent behavior (behavior Y), placing the degree
of control exerted by cognitions on a continuum, varying depending on a particular
client’s history.

The expanded FECT rationale includes the cognitive rationale as well as the
other two possibilities shown in Fig. 2.1. For example, Fig. 2.1b represents an AC
sequence and matches the experience of the client who says, “I just reacted, I didn’t

(a) A B C

(b) A C

  B
(c) A 

 C

Fig. 2.1 Some cognition–behavior relationships according to the FECT-expanded rationale. A =
antecedent event; B = belief/cognition; C = consequence (emotional reaction). (a) represents the
standard cognitive model. (b) represents a situation in which there is no cognition. (c) represents a
situation in which cognition precedes but is not causally related to the reaction
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have any preceding thoughts or beliefs.” In this case, although CBT would invoke
an unconscious core belief that the client has not verbalized, the FECT view is
that there is no intervening cognition and instead the client has a history in which
AC was directly learned. To illustrate, consider the direct learning that took place
in the famous case of little Albert, the infant who was classically conditioned to
be fearful of white fury objects (Church, 1980). The fear was based entirely on
the temporal pairing of a white rabbit and a very loud clanging noise. Similarly,
Russell and Brandsma (1974) suggested that with enough repetitions of an ABC
sequence (in which initially one’s thoughts, beliefs, self-statements, or assumptions
actually do have an influence), it will eventually transform into an AC sequence in
which cognition no longer plays a role via the principles of classical conditioning.
In such cases, although cognitive therapists have solutions to such problems (e.g., a
core belief still may be identified in the absence of automatic thoughts), behavioral
activation (Martell, Addis, & Jacobson, 2001) and acceptance-based interven-
tions (Hayes, Strosahl, & Wilson, 1999) may be more appropriate candidates for
treatment.

The behavioral view of cognition also includes ABC variations not shown in
Fig. 2.1. For example, ACB would represent a client who reacts first before hav-
ing a thought. In this case, since the thought has no influence on the occurrence
of C, CBT is contraindicated. For clients whose experience matches ABC shown
in Fig. 2.1a, FECT proposes that the methods of cognitive therapy would be max-
imally effective. However, for clients whose experience corresponds to one of the
other two paradigms shown in Fig. 2.1, standard cognitive therapy might result in a
client–therapy mismatch and a less effective treatment. It is also possible that mul-
tiple paradigms exist for a given client or that paradigms change from situation to
situation.

An example of the expanded rationale presented to depressed clients includes the
following:

. . .the way you think affects how you feel and what you do. CBT has been shown by
research to be effective in treating depression. In our treatment, however, we also believe
that sometimes feelings can lead to thoughts and actions, or that something else altogether
can cause depressed thoughts, depressed feelings, and ineffective actions.

The use of the expanded rationale is illustrated in the case of a client, Mr. D.,
who had a problem of becoming angry too easily. He brought up an example of
getting angry at other drivers at a four-way stop while driving to his appoint-
ment. He explained how the driver in front of him could have moved forward a
little and allowed him to make a right turn. In this case, the therapist’s use of the
expanded rationale accommodated the client’s experience and avoided a potential
ABC mismatch:

Mr. D.: I thought, “You idiot!”
Therapist: You remember during our discussion of the [FECT] brochure (ratio-

nale) that thought sometimes precedes feelings but can also occur after.
At the four-way stop, you thought, “You idiot!” Were you aware as to
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whether you had that thought first and then got angry, or did you get
angry first and then have the thought?

Mr. D.: I got angry first.

The FECT-expanded rationale also allows for using history to account for
the client’s reactions to the world either along with or as an alternative to the
ABC hypothesis. This is consistent with a behavioral analysis of problems, trac-
ing causality to external sources occurring in the reinforcement history of the
individual. Although changing cognitions may be a useful therapeutic tool, cog-
nition is never seen as the ultimate cause for problems according to a behavioral
analysis. Recognizing historical antecedents for clients’ problems and negative
cognitions gives them a way to explain their behavior to themselves that can be
less blaming than strict cognitive explanations. For example, a client might feel
even more depressed after learning the cognitive hypothesis because he/she inter-
prets it as “one more thing I’m doing wrong.” Emphasizing historical antecedents
exposes the function of self-blaming as understandable given the context of the
client’s prior experiences. In general, the expanded rationale allows for vary-
ing relationships between cognition and the client’s problems and also facili-
tates discussions of the role that historical factors may have played in their
development.

The FECT treatment development study described above (Kohlenberg et al.,
2002) provides some preliminary support for the use of the expanded ratio-
nale. In that study, clients showed a significantly more positive response to the
FECT-expanded rationale than to the standard CBT version. Further, there was a sig-
nificantly more positive reaction to the ABC conceptualization when it was included
in an expanded rationale than when it was presented in isolation as part of the stan-
dard CBT rationale. Though these results are promising in support of the expanded
rationale, more research in this area is needed.

Enhancement 2: A Greater Use of the Client–Therapist
Relationship

The underlying hypothesis of FAP is that the client–therapist relationship is a social
environment with the potential to evoke and change actual instances of the client’s
clinically relevant behavior in the here-and-now. According to our behavioral anal-
ysis, there are times when this clinically relevant behavior corresponds to the focus
of conventional CBT. Examples include in vivo automatic thinking about the ther-
apist or therapy, doing the self-observation needed to complete a thinking record
(discussed later in this chapter) during the session, or hypothesis testing with the
therapist. For example, a client who does not express anger in his daily life because
he assumes terrible things will happen if he does might get angry at the therapist but
not express this anger. Such occurrences are opportunities for significant therapeu-
tic change if and when these CBT-related behaviors occur and are recognized by the
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therapist. The therapist who evokes and notices these behaviors will be more likely
to immediately shape, encourage, and nurture in vivo improvements.

Problematic Cognitive and Interpersonal Behaviors as Clinically Relevant
Behaviors (CRBs)

CRB1s (in vivo problems) and CRB2s (in vivo improvements) (see Kohlenberg &
Tsai, 1991) can be cognitive behavior and/or interpersonal behavior. Cognitive
CRBs are in-session, actual occurrences of problematic or improved cognitions
(e.g., thinking, assuming, believing, perceiving). In the above example, the angry
client may assume that “the therapist will reject me if I express my anger,” which
would be a problematic in-session cognition. The occurrence of a problematic cog-
nitive CRB provides a special opportunity for the therapist to do in vivo CBT. For
example, the therapist could use a thought log or empirical hypothesis testing per-
taining to the client–therapist interaction. Cognitive CRBs also are identified as
having special significance in the CBT variants of Young (1990); Safran and Segal
(1990), and several others (reviewed in Kanter et al., 2009).

The angry client example involves both cognitive and interpersonal CRBs.
Interpersonal CRBs are actual in-session problematic interpersonal behaviors. A
possible CRB1 could be that the client will not express his angry feelings toward
the therapist. The therapist could encourage or prompt the client to express his anger
instead of employing the in vivo cognitive intervention (e.g., the thought log) if such
expression is conceptualized as a CRB2. This illustrates the importance of generat-
ing a clear case conceptualization (outlined below) from the outset and updating it
as treatment progresses.

Generalization from Treatment to Daily Life

As therapy progresses, clients display more CRB2s (improvements in-session), and
generalization of improvements from the client–therapist interaction to daily life is
expected to occur. Generalization may occur naturally but can also be augmented
by offering interpretations that compare within-session interactions to daily life.
For example, the therapist might say, “Your belief that I will reject you if you crit-
icize therapy seems to resemble the belief you have about others in your life.”
Successful within-session hypothesis testing and consequent mood improvement
similarly could be related to uses in daily life. Standard CBT homework assignments
can be built from this in vivo work. For instance, the therapist might say, “Now that
you have found that your belief – that I will respond poorly if you express your
feelings directly to me – is inaccurate, do you think a good homework assignment
would be to check out that belief with your wife?”

Putting the Enhancements into Practice: Eight Specific Techniques

FECT treatment occurs simultaneously on two levels. At the first level, FECT ther-
apists follow a CBT manual, for example, Beck and colleagues’ (1979) CBT for
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depression. Beck’s CBT consists of a 20-session structure with specific procedures
such as (1) defining and setting goals, (2) structuring the session (setting and fol-
lowing an agenda; eliciting feedback from the client at the end of the session),
(3) presenting a rationale, and (4) using cognitive-behavioral strategies and tech-
niques. The FECT therapist, however, uses the expanded rationale rather than the
standard CBT rationale. This requires the flexibility to drop the ABC hypoth-
esis if it does not match the client’s experience and/or if the client is not
progressing.

The second level of therapy is perhaps the most important. At the same time that
the above technical procedures are used, FECT therapists are observing intensely
the client–therapist interaction and looking for the client’s daily life problems and
dysfunctional thoughts that actually are occurring in the moment, within the context
of the client–therapist relationship. The following eight additions to CBT highlight
the FECT approach and help therapists to work on both levels.

1. Set the Scene Early

The FECT interest in the client’s history and observation of in vivo client behav-
ior is established early. Either before treatment begins or during the first session
FECT clients are given the following assignment: “Write an outline, a time chart,
or an autobiography of the main events, enduring circumstances, highlights, turning
points, and relationships that have shaped who you are as a person, from your birth
to the present time.” The assignment indicates to the client that the therapist is inter-
ested in history. At another level, it gives the therapist an opportunity to observe how
the client deals with this task (e.g., procrastinates, gives sparse information, com-
pletes volumes of writings, assertively refuses to do it), which is used to generate
hypotheses about potential CRBs that might appear in therapy. Both the historical
information and the hypothesized CRBs enter into the formulation of an initial case
conceptualization as described later.

2. Present the Expanded Rationale and Ask for Feedback

Underscoring FECT’s inclusion of CBT, the therapist presents a treatment ratio-
nale to the client in the form of two brochures, the Beck Institute’s “Coping with
Depression” (Beck & Greenberg, 1995) and the FECT brochure. “Coping with
Depression” presents the cognitive hypothesis, a preliminary outline of types of
thinking errors depressed people commonly make, and a brief overview of the direc-
tion of treatment. The FECT brochure acknowledges the ABC hypothesis and the
value of learning new ways to think. It also allows for the possibility that the ABC
paradigm might not always match the particular client’s experiences and discusses
alternative paradigms. For example, the brochure states,

The focus of your therapy will depend on the causes of your problems. Thus, along with
cognitive therapy, your treatment might also include: exploring your strengths and seeing
the best of who you are; grieving your losses, contacting your feelings, especially those that
are difficult for you to experience; developing relationship skills; developing mindfulness,
acceptance and an observing self; gaining a sense of mastery in your life.
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The FECT brochure also emphasizes focusing on the here-and-now and using
the client–therapist relationship to learn new patterns of behavior.

Presenting the rationale is a critical juncture in therapy and must be accompa-
nied by observation of how the rationale is received by the client, what parts of it
evoke particular enthusiasm, or what parts evoke disagreement. Because the FECT-
expanded rationale is flexible, client feedback is important to help determine the
course of therapy or the particular type of interventions to be used. At the same
time, all client reactions should be viewed as potential CRBs. For example, a female
client may say, “That’s fine, whatever,” in reaction to the brochures. What is going
on in this case? Is this the way the client deals with others as well – accepting what-
ever is dished out? Is she afraid to express her real reaction to the therapist, just as
she is with others? Or is this particular response not an instance of the client’s daily
life problems? This process of noticing potential CRBs is essential to FECT and is
sharpened by the use of the case conceptualization form as discussed below.

3. Use Case Conceptualization as an Aid to Detecting CRBs

In FECT, case conceptualization is the sine qua non of therapeutic work. It is, in
fact, a functional analysis of relevant client behaviors (thinking and feeling in addi-
tion to physical and verbal events). The FECT case conceptualization serves three
purposes. First, it generates an account of how the client’s history resulted in the
current daily life problems. This account provides an explanation of how current
problem behaviors were adaptive at the time they were acquired, and sets the stage
for the client to learn new ways of behaving. Second, it identifies possible cogni-
tive phenomena that may be related to current problems. Third and most important,
FECT case conceptualization identifies and predicts how CRBs may occur during
the session within the client–therapist relationship. Hence, the case conceptualiza-
tion helps therapists notice CRBs as they occur and to use these opportunities to
shape and reinforce improvements in vivo.

The FECT case conceptualization form is a working document to help maintain
a focus on the goals of therapy as well as increase therapist detection of in-session
problematic thinking and behavior and their improvements. The form is filled out
as soon as there is enough information. Sometimes it is filled out jointly with the
client – at the very least, it is presented to the client for feedback – and modified
throughout the course of therapy as more information is gathered. The primary cat-
egories on the form are described here. Portions of Mr. G.’s (case presented earlier
in this chapter) case conceptualization are used for examples.

Relevant history. History can go as far back as childhood and consists of signif-
icant events across the life span, including more recent experiences, that account
for the thoughts, actions, and meaning that may be implicated in daily life prob-
lems. The purpose of this category is to generate an explanation of how the current
problems were learned initially and how they were adaptive at the time they were
acquired. Historical interpretations set the stage for the client to learn new ways of
behaving. For example, Mr. G. reported growing up in a family environment that
severely punished warmth and vulnerability.
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Daily life problems. These are the client’s complaints. For example, Mr. G.
complained of a lack of close relationships and rejection by others.

Problematic beliefs. Mr. G. had the core belief that he was defective, incapable
of ever forming a close relationship or being liked by others.

Assets and strengths. Mr. G. is a competent professional and overcame many
obstacles to advance in his career through sheer persistence. He is responsible and
ethical in his dealings with others and works at being a good husband and father.

CRB1s (in-session problematic behaviors and thoughts). It was hypothesized that
Mr. G. would act in ways that would interfere with forming a close relationship
with the therapist. It was in this context that Mr. G.’s “ominous” style of interacting
was identified as a CRB1 by the therapist. This style most often emerged when the
therapist was open and expressed warmth toward Mr. G. Mr. G. also believed his
core unlikability occurred in the session with the therapist and that the therapist did
not and could not like him.

CRB2s (in-session target behaviors and improvements). In-session behaviors can
be observed as improvements in the client–therapist relationship. In Mr. G.’s case,
his remaining vulnerable by saying, “I don’t want to appear ominous now,” when
the therapist told him that he cared about and liked Mr. G., was identified as an
improvement. The therapist acknowledged the improvement and confirmed that
their relationship had been strengthened because of Mr. G.’s CRB2.

Daily life goals. Mr. G.’s goals were to be less depressed and to have more
intimacy and closeness in his relationships.

T1s (therapist in-session problems). The therapist was aware of his discomfort
with Mr. G. but was reluctant to bring this up since he was not sure whose problem
this was and did not want to take a risk of being embarrassed. Since Mr. G. became
ominous whenever the therapist expressed caring, the therapist was reluctant to do
so even though he was very concerned about his client’s well-being.

T2s (therapist in-session target behaviors). The therapist took a risk in express-
ing his caring for Mr. G. as well as describing his reactions to his client when he
presented an “ominous” façade.

4. Notice CRBs: Both Problems and Improvements

Based on the case conceptualization, FECT therapists hypothesize about and look
for specific CRBs. A few of the most common domains are the following:

Cognitive CRBs. Important cognitive CRBs can be pinpointed by examining the
client’s core beliefs, which are identified in the course of standard CBT. Core beliefs
can be translated into cognitive CRBs, which will facilitate the therapist’s being
vigilant for their occurrence. Table 2.1 presents several core beliefs identified by
Beck (1995) along with possible corresponding CRBs that can be anticipated in-
session.

Intimacy CRBs. At the beginning of therapy, FECT therapists tell their clients
that when they express their thoughts, feelings, and desires in an authentic, caring,
and assertive way, they will be more likely to find joy in life and to be less depressed.
The therapy relationship is an opportunity to build these skills because the therapist
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Table 2.1 Potential core beliefs and corresponding anticipated CRBs

Core issue Anticipated CRB

Alone Feels this way, even with therapist
Defective As seen by therapist
Different As seen by therapist or in reactions to therapy
Doesn’t measure up As seen by therapist
Failure In therapy, with therapy tasks, homework
Helpless In relation to therapist, can’t influence therapist
Inadequate To understand the therapy, to get better with this treatment
Incompetent In therapy
Ineffective In therapy
Inferior To therapist, to other clients
Loser In relation to therapist, as seen by therapist, to be in therapy
Loser (in relationships) In therapy relationship

can offer the client something that no one else can in the same way: perceptions of
who the client is, the ways he or she is special, and the ways that he or she impacts
the therapist. Throughout therapy, emphasis is placed on the client being able to
express what is difficult for him/her to express to the therapist. Questionnaires given
to the client at the beginning, middle, and end of therapy (see appendices in Tsai
et al., 2008) encourage the client to say what is generally difficult to say, whether
it be criticisms, fears, longings, or appreciation. FECT therapists model intimacy
skills for their clients by expressing caring and other feelings, telling clients their
perceived strengths, talking about concerns in a way that validates them, and making
requests (I want, I need, I would like). FECT therapists also model self-disclosure
when it is in the client’s best interests (i.e., when relevant to the client’s issues,
offering support, understanding, encouragement, hope, and the sense that he or she
is not alone) (Tsai, Plummer, Kanter, Newring, & Kohlenberg, 2010).

Avoidance CRBs. From a behavioral viewpoint, avoidance is one of the major
factors in the etiology and maintenance of clinical depression, and avoidance CRBs
are often a target in FECT. For many clients, therapeutic change is facilitated when
avoidance is gently blocked and clients are encouraged to take risks outside of their
usual comfort zone both in the session and in their daily life. For example, a client
remains silent for a moment and looks troubled in response to a question. When the
therapist inquires further, the client says, “Oh, I don’t know, nothing important.”
This may be a CRB1. That is, in daily life, the client may avoid talking and feeling
about troubling topics by using such dismissive phrases. This type of CRB1 pre-
cludes the possibility of the client’s resolving the issue that is being avoided and
interferes with forming more satisfying relationships. Gentle inquiry into “nothing
important” may prompt CRB2s, which in this case may be the client identifying
and expressing feelings of discomfort. The therapist should take care that his or her
response to the CRB2 will naturally reinforce the new behavior. This may involve
risk-taking and real emotional involvement, so the therapist should also be aware of
his or her own avoidance CRBs.
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5. Ask Questions to Evoke CRBs

FECT therapists ask questions that bring the clients’ attention to what they are think-
ing and feeling in the moment about the therapy or therapeutic relationship. Some
common questions include the following: What are you thinking or feeling right
now? What’s your reaction to what I just said? What were you thinking or feeling
on your way to therapy today/while in the waiting room? What are your hope and
concerns as you start this therapy relationship with me? What are your behaviors
that tend to bring closeness in your relationships – how would you feel about us
watching for your behaviors in here which increase or decrease closeness? What are
your feelings/reactions to our session today? What’s hard for you to say to me? Are
your reactions to me similar to your reactions to X?

6. Increase Therapist Self-Awareness as an Aid to Detecting and Being Aware
of CRBs

FECT therapists use their personal reactions to alert them to client CRBs. The more
therapists are aware of and understand their own reactions to their clients, the easier
it will be for them to detect CRBs and respond appropriately. For example, the third
author (MT) noticed in supervision while watching a tape of a session that when the
client expressed warmth and appreciation toward the student therapist, he changed
the subject without acknowledging what the client had said. MT also noticed that
this therapist tended to be uncomfortable when she complimented him. When this
was pointed out, he became more aware of this discomfort and focused on being
more receptive and reinforcing when complimented. Subsequently he was better
able to detect and naturally reinforce positive interpersonal behaviors of his clients.
Tsai, Callaghan, Kohlenberg, Follette, and Darrow (2008) present questions that can
be used during supervision of FECT therapists to increase self-awareness related to
provision of FECT. These questions include the following: What feelings/thoughts
does your client bring up in you? What feelings do you tend to avoid letting yourself
get in contact with toward your client? What do you identify with in your client?
What are you avoiding addressing with your client? An additional question specific
to FECT that is added to the list is “What concerns and apprehensions do you have
as you begin seeing FECT clients?”

7. Use the Modified Thought Record

We modified the thought record used during cognitive therapy (Beck et al., 1979,
p. 403) in the following ways. First, the instructions were modified to include the
expanded rationale: The client is asked to consider whether the ABC, AC, or ACB
paradigms fit his/her particular experiences. The instructions read as follows:

Begin filling out this record with the problematic situation, what you did, or what you felt. If
possible, denote whether the thinking, feeling, or doing came first, second, or third (which
did you experience first, second, and third?).
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Second, a new column, “In Vivo,” was added to the form to facilitate the
therapist–client focus. After denoting the thoughts, feelings, and actions that
occurred in response to the particular event in daily life, the client is asked, “How
might similar problematic thoughts, feelings, and/or actions come up in-session,
about the therapy, or between you and your therapist?”

8. Emphasize Opportunities for Improving Acceptance and Mindfulness
Implicit to Doing CBT

Clients who are being treated with CBT are requested to observe and rate their
thoughts and feelings. The therapist’s encouragement and shaping of the behaviors
of self-observing and objective rating pulls for the mindful experience of thoughts:
seeing thoughts as thoughts and obtaining enough distance from them to label and
provide intensity ratings of them (as requested on the thinking record). Similarly, the
thinking record asks for a “believability rating” of automatic thoughts. Such a rating
(1) conveys the idea that it is possible to have a thought and “not believe it,” that is,
not take it literally, and (2) sets the stage for not having to change the content of the
thought or to “get rid of it” in order to act in more productive ways. This sentiment
is also conveyed by the new column added to the thinking record: “Alternative More
Productive Ways of Acting” which asks clients to come up with other ways of acting
that would help them achieve their goals. The client is also asked to rate his or her
“Commitment to Act More Effectively” using the following scale:

0% None. I can’t act better while I have negative thoughts and/or feelings.
50% Some. I am willing to give it a try.
100% Very much. I will act effectively and have my negative thoughts and

feelings at the same time.

Based on acceptance (Hayes, Strosahl, & Wilson, 1999; Linehan, 1993) and
behavioral activation (Jacobson et al., 1996; Martell, Addis, & Jacobson, 2001)
approaches, this column can be used to raise the possibility that one can act
effectively even if one has negative thoughts and feelings. This approach is par-
ticularly useful for helping clients who have persistent negative thoughts, who do
not improve with standard cognitive therapy interventions, and/or who reject the
cognitive hypothesis.

Case Example: Bruce

Bruce, 27, was a very bright young man who presented with major depressive dis-
order and high Beck Depression Inventory scores ranging from 36 to 42 during the
3 weeks prior to beginning treatment. He had been depressed for the past 3 years
and had little hope. He had been unable to get the kind of work that he wanted (work
that was interesting and held promise for advancement), was in danger of losing his
less satisfying job due to poor attendance and performance, and was thinking about
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quitting. Although he desired relationships, he admitted to having poor social skills
and few social contacts and to doing little to improve his social life. He believed his
problematic family background doomed him to isolation, and he avoided establish-
ing relationships and being open with others, particularly “normal people,” since
he assumed they would have little in common with him. He had never checked this
thought out, even though his therapist had urged the CBT “hypothesis testing” as
a homework assignment. He told the therapist his life “sucks,” is “shit,” and he
hadn’t got out of the house for 3 days. From the case conceptualization, anticipated
CRB1s included in vivo “all or nothing” thinking about the therapist being able to
“understand him” and reluctance to directly check out his assumptions. An antici-
pated CRB2 was in vivo hypothesis testing with the therapist. The following is a
transcript segment from one of his sessions:

T: I guess I wonder sometimes if you – I mean, we’ve talked about all or nothing
thinking. I don’t know if there is really a corollary, but I’m going to suggest
there is with all or nothing behaving. [C: Um hmm] And I’m wondering if you
have a tendency to do that. That either the job is exactly what you want or it
has some good long-term possibilities or you don’t do it at all. ‘Cause, even
though last week you were working on a job that you weren’t very satisfied
with and really couldn’t possibly see yourself doing long term, you still felt
a little better. You felt a little better about yourself. [C: um hmm] And now,
you’re staying in bed for three sunny days in a row and not even showering.
So, just like if this was like you’re thinking that things are all good/all bad, [C:
um hmm] you know, you are not trying to find a middle somewhere or a con-
tinuum. (Therapist points out daily life black-and-white thinking, points out
the relationship between working and feeling better, and is urging behavioral
activation).

C: I guess it’s hard for me to get across to you, who has a car, how it feels to not
have a car, you know? I don’t have a car. I don’t have any motivation to do
anything that doesn’t require a car on the weekends, you know? So, I mean, I
can explain until I’m blue in the face but you just don’t understand, you know?
(CRB1: an in-session belief about the therapist that he does not check out; that
is, he does not ask therapist directly whether he understands what it’s like not
to own a car).

T: How can you test that out? Do you have any evidence that I don’t under-
stand? (Prompting & evoking CRB2s via in vivo hypothesis testing and in
vivo gathering evidence for and against his belief).

C: No, but the scientific evidence is, just from looking outside, the majority of
America has a car. (CRB1: ignores therapist prompt to attend to relationship).

T: Okay, has the majority of America always had a car, do you think?
C: Yeah, I think so.
T: Here’s one other thought. Do you think I’ve always had a car. (Therapist brings

global daily life belief about America and the world into an in vivo belief about
the therapist).
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C: Well, I’m assuming that since you’re from New England, that’s pretty rural,
and you can’t really do much without a car except play with cows or whatever
you do up there. So, I’m going to assume that you’ve always had a car since
you were sixteen. So, and that’s, you know, that’s assuming a lot but the odds
are with me. You know what I mean?

T: How are the odds with you?
C: Well, because that’s how it is with most Americans. Most Americans grow up

in the 2.2 kid family, they get a car when they’re sixteen, you know, they get
the hand-me-down car or whatever like that and most people in America, I
mean, it’s a car culture.

T: Sure, okay, but let’s not get confused. What I’m asking you to test out is a spe-
cific belief that I don’t understand you because I have a car now, and granted, I
have a car sitting in the back lot. But your belief is that I probably came from a
2.2 kid family and had a car when I was sixteen. (Therapist bringing discussion
back to the here-and-now in the therapist–client relationship and prompting in
vivo hypothesis testing).

C: Okay, I don’t believe that specifically about you, but I believe that chances
are that you did. You know, I’m not saying that you did. I’m not saying, you
know, I’m saying that the odds are that you won’t understand me. That’s why
I say you probably won’t understand what I’m talking about. So, I don’t mean
to say you don’t. (A CRB1 in that client is not directly asking therapist for
information).

T: And I’m not trying to be argumentative here, but what I am saying is that right
now you have the opportunity to test it out. [C: um hmm] And that this happens
out in the real world. [C: um hmm] I think you make a lot of assumptions
about people. That hurts you. It makes you feel crappy about yourself. And,
what could you do to find out if someone understands you? (Again, prompting
hypothesis testing and the important social skill of asking others about their
beliefs and experiences).

C: Let me ask you something first. Did you ever talk to people who didn’t have
a car for a week. Do you ever see the trauma that they go through? The big
bitch whine, you know, like somebody’s cut off their legs. Then I tell them that
I don’t have a car and they look at me like I’m some little refugee boy, like,
“Poor you. I don’t know what I’d do without my car.” I mean, how would that
make you feel? That pisses me off so bad. I feel like saying, “You know, fuck
you. Live my life for a couple of months without a car.” You know. (A CRB2,
an improvement in that a direct question about the therapist’s experience was
asked, although not as direct as it could be).

T: I understand that, but you almost have the answer to my question of how can
you test if someone understands you. (Rule 3, reinforces CRB2). And then
you said, “Can I ask you something?” That’s the answer. You can ask someone
if they understand you. [C: um hmm] You’re making an assumption. Right
now you’re making an assumption that I don’t understand you, that I don’t
understand what it’s like to go without a car. But, you’re not checking out
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whether or not I do. (Rule 2, more explicit CRB2 prompting to hypothesis
test).

C: That’s a good point.
T: Do you think sometimes that you might find that you have more in common

with people than you think you do? Even the people you would think you don’t
have much in common with? [C: Yeah, probably.] (Rule 5, relating in-session
experience to daily life). So, then. . .

C: Somewhere along the line, some switch flipped in me, you know what I mean?
It’s like a dog. You beat it with a stick or something. After about the tenth time,
the dog doesn’t care. Anyone he sees with a stick, he’s not going to, like, want
to sit there and you know? (CRB1 – Avoiding being interpersonally direct and
testing hypothesis).

T: When did that switch flip?
C: I don’t know. I don’t know. Somewhere along the line, I just stopped, especially

when I stopped drinking, you know?
T: So, what we’re trying to do here, some of the things in terms of focusing on

some of the behaviors right now, is trying to get that switch turned. [C: Um
hmm] But one of the things is that this is a thought, not a behavior. This is
a thinking pattern – you make assumptions. That’s the thought. You assume
about someone. And then, that leads to a certain behavioral pattern of not ever
checking things out. You assume that either someone’s an asshole because
they’re driving a certain car or they have a certain house or whatever. [C: Um
hmm] You assume that people don’t understand you, that they haven’t been
in the same spot. And that assumption prevents you from then going one step
further and checking out to see that maybe there are some people in the world
that kinda’ know what you’re feeling. They may not feel the exact same thing.
They may never have but may have felt something similar. So, what I’m trying
to push you to do right now is to actually change the behavior and test the
assumption that I don’t understand how you feel about the car.

C: So, you want me to ask you if you’ve ever not had a car? Is that what
you’re saying? (An indication of how difficult it is for this client to ask a
direct question and view his assumption as an hypothesis that needs to be
tested).

T: Well, that would be a way of testing that assumption.
C: Yeah. Do you know how it feels to not have a car from the age of sixteen to

the age of 27?
T: Not to the age of 27, no I don’t. But, I don’t remember how old I was when I

got my first car, but I was well into my twenties. I spent many years without
one. [C: Hmm] And even though I grew up tipping cows for a living, I didn’t
have a car. And so I do have some understanding of the hardships that you can
go through without a car. And, I understand what it’s like to live in a world,
a place with no buses and not have a car, and have to rely on the kindness of
friends and family if they have that to get places. So, I know, I do know that it
can be very frustrating. Um, that was many years ago. Granted, there is some
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truth in that I don’t understand right now (self disclosure – a possible natural
reinforcement, Rule 3, for client’s direct question).

C: But still, I would never have guessed that at all. I mean, you seem pretty well
adjusted so I automatically assumed that you had decent parents and, you
know, who would, like, help you out and stuff. I mean, that’s a big assump-
tion, too, I guess, ‘cause you could’ve had schizo parents like mine. I mean, I
can fool a lot of people when I first meet them as well. They think, “Oh, you’re
so together.”

T: Well, be careful with the assumptions you’re making now: that I didn’t have
decent parents or that I’m fooling you or a number of things. There are some
other assumptions that I don’t – I don’t want this to be a “you ask me about
my life” session. [C: Yeah.] But, I just want to point out that even in this thing,
and this was a good example because I do know what it’s like to not have a car.
There are probably other experiences that you’ve had that I don’t share and
probably some that I share.

C: Or some that you do and I don’t. (In cognitive terms, a more balanced view).

Conclusion

We believe the selective use of CBT interventions is compatible with FAP. Our data
(Kohlenberg et al., 2002) indicate that adding FAP to CBT does not compromise
CBT adherence or competence. Further, using FAP has the potential to increase the
potency of CBT while at the same time avoiding some of its weaknesses. This is
supported by promising findings indicating that FECT improves interpersonal func-
tioning, acceptance of the therapeutic rationale, and therapist–client matching. The
FAP approach to CBT consists of the following: (1) be flexible and be ready to give
up the cognitive rationale if it is not productive and (2) do it in vivo. The it we are
referring to includes observing and evoking in-session thinking and believing about
the therapist, as well as in-session use of cognitive techniques such as hypothesis
testing, developing balanced thinking, and using a thinking record about the ther-
apeutic relationship. It is of interest to note that comparisons across studies show
that master cognitive therapists do it in vivo to a much greater extent than compe-
tent cognitive therapists that typically participate in research studies (Castonguay,
Hayes, Goldfried, & DeRubeis, 1995; Goldfried, Raue, & Castonguay, 1998).

In conclusion, we wish to leave you with a final clarification – that we are sug-
gesting the application of CBT techniques from a FAP perspective, and not FAP
from a CBT perspective. This clarification simply means that, deep down, whether
or not clients have dysfunctional cognitions, our primary concern is how they act
interpersonally both in vivo with their therapist as well as in their daily lives. This
primary concern, coupled with CBT techniques, will ultimately lead to a change in
thoughts as well as behavior, which is the FECT therapist’s ultimate goal. At times
it can be difficult to conceptualize, as a therapist, what the reinforcing response to a
client should be when you are discussing dysfunctional cognitions or doing in vivo
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cognitive restructuring. The greater concern, however, is how to elicit the client’s
cognitions in vivo or to encourage the client to test hypotheses directly with the
therapist. Homework is then assigned that gives clients practice in acting differently
outside of therapy, much in the manner that they did in-session with the therapist.
The result is an intense therapeutic relationship that leads to changes both in client
thoughts and in the way they act in their daily lives.
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Chapter 3
FAP and Acceptance Commitment Therapy
(ACT): Similarities, Divergence, and Integration

Barbara S. Kohlenberg and Glenn M. Callaghan

When our clients seek psychotherapy, it is usually because they are suffering and
want to feel better. They often wish for more in life . . . more love or more satisfying
love, better relationships, a sense of meaning and values, and deeper understand-
ings and connections to what is held dear. In short, clients want a better connection
with both their own intrapersonal experiences and their experiences with others.
Therapists are in the privileged position of hearing the story of a client’s suffering
and longings, and in so hearing, to offer help. We believe it is common across all
therapists and psychotherapies to want our clients to feel at the end of therapy that it
was important and meaningful, and as a measure of successful treatment, that their
lives are better with respect to strategies for working toward their needs and values.

We also believe that it would be an unusual therapist who would not draw upon
all of her learning history in the service of trying to help clients. That is, a therapist
would draw upon her own life experience, her science-based academic and intel-
lectual training, and her specific training in various psychotherapeutic modalities
in attempting to help her clients. Therapists who have received behavioral training
may draw explicitly upon Functional Analytic Psychotherapy (FAP; Kohlenberg &
Tsai, 1991; Tsai et al., 2008) and Acceptance and Commitment Therapy (ACT;
Hayes, Strohsal, & Wilson, 1999), rather than other behavioral treatments such as
Dialectical Behavior Therapy, Mindfulness Based Cognitive Therapy, or Integrative
Couples Therapy, as these two treatments are studied frequently in behaviorally ori-
ented clinical graduate training programs. The use of these therapies (or aspects of
each) may feel seamless to the person doing a thoughtful, conceptualization-based
intervention. In fact, all of these treatments are consistent theoretically, and could
offer a very coherent intervention if integrated.

An integration of FAP and ACT could occur in which the principles of behav-
ior change are employed to alter contingencies of both overt and private events.
Although using these therapies simultaneously, or even interchangeably, can be
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incredibly helpful and feel very natural to the therapist, there are some important
distinctions between each that merit discussion. The differences between ACT and
FAP can at times pull the therapist in different directions, despite being consistent
paradigmatically at the broadest level. It is the purpose of this chapter to focus, on
the ways that FAP and ACT originated, to explore their similarities and differences,
and to consider their use together.

Although much of the source material referred to in this chapter is academi-
cally referenced, some of the history that is recounted is influenced by the particular
relationships that the chapter authors have with FAP, ACT, and their originators.
Barbara Kohlenberg is both the daughter of Robert Kohlenberg and received her
graduate training with Steve Hayes; thus, she was part of the intellectual climate in
which ACT developed. Glenn Callaghan was a graduate student of William Follette,
one of Dr. Kohlenberg’s first FAP supervisees and was influenced intellectually and
personally by Drs. Hayes, Kohlenberg, and Follette as well as by Dr. Tsai. Thus,
the following account is consistent with published scientific writings, and is also
influenced by decades of personal, emotional, and intellectual relationships with the
work and the people involved.

FAP Origins

FAP was developed by Robert J. Kohlenberg and Mavis Tsai. Their first published
work on FAP occurred in Psychotherapists in Clinical Practice (Jacobson, 1987).
In this work, they describe several events that stimulated the creation of FAP. These
events came from intellectual sources, from experiences conducting behavior ther-
apy over the years, and also from the interpersonal experiences of R. J. Kohlenberg
and Tsai with each another and with others. Each of these sources of influence is
discussed briefly.

Intellectual Underpinnings

FAP is a treatment firmly rooted in radical behavioral, functional analytic sensibil-
ities. That is, R.J. Kohlenberg and Tsai had lengthy histories of behavior analytic
training that defined their intellectual framework as psychologists.

R.J. Kohlenberg, however, had been noticing, in his clinical work as well as
his personal life, some areas involving intimate relating for which he did not have
a behavioral account. It was at this time that he came across the work of Steve
Hayes, who served as an important intellectual stimulus in the development of
FAP. Specifically, Kohlenberg attended a workshop presented at the Association
of Behavior Analysis in the early 1980s by Hayes on Comprehensive Distancing
(the name at that point for what is now considered ACT). Kohlenberg notes that at
that time he had been a traditional behavior therapist for many years, and that Hayes
introduced the possibility of applying radical behaviorism to adult outpatient psy-
chotherapy in a way that was extremely exciting for him. From this introduction,
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Kohlenberg began thinking about how to extend radical behavioral principles to
adult outpatient psychotherapy.

Clinical Underpinnings

As experienced behavior therapists, Kohlenberg and Tsai state (1991) that over the
course of their careers they noticed that some clients experienced change that far
exceeded the specific stated goals of therapy. They noted that in these cases there
was a feeling of emotional intensity in the therapeutic relationship. Tsai in particu-
lar was very interested in relationship-oriented psychotherapies, and was struck by
the apparent power of relationship-focused approaches. Thus, they together began
wondering how to account for this in terms of behavioral principles.

Personal Underpinnings

R. J. Kohlenberg and Tsai (personal communication) also noted that they both expe-
rienced and observed the tremendous behavior change that can occur when intimate,
caring interpersonal relationships are in place. They experienced, both through their
relationship with each another, and through awareness of the relationships of oth-
ers, how powerful human relationships can be in terms of promoting satisfying lives.
They observed that intimate human relationships that are rooted in compassion, the
ability to be vulnerable, to take risks, and to give and receive love, are the kind of
relationships that seem to go along with effective and meaningful lives.

Thus, R. J. Kohlenberg and Tsai developed therapeutic guidelines in response
to the stimulus of an intellectual framework that allowed the extension of behav-
ior analytic principles to help understand the general phenomenon of the powerful
effects of intense, intimate human relationships. The clinical application of how
the therapeutic relationship can promote effective psychotherapy became known
as FAP.

ACT Origins

ACT was originally developed by Steve Hayes, and the first published description
of this treatment (under the name “Comprehensive Distancing”) was also published
in Psychotherapists in Clinical Practice (Jacobson, 1987). In this chapter, Hayes
described some of the origins of ACT, including a scholarly analysis of the pro-
gression of behavioral approaches to language and cognition. Hayes argued that a
Skinnerian analysis does not explain adequately some important verbally based phe-
nomena, and proposed a new account. He further described the kinds of problems
that people seek therapy for as being in part due to the verbal context in which those
problems occur; his therapeutic account focused on developing methods of altering
the verbal contextual elements that give rise to human suffering. In part, this verbal
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context is problematic because language itself can be a barrier to fully contacting
one’s experience in the moment. The reader is referred to other resources for a more
complete account of the underpinnings of ACT (e.g., Hayes, Strosahl, & Wilson,
1999).

Intellectual Underpinnings

Zettle (2005), in his overview of the evolution of ACT, divides the history of ACT
into three phases, the first phase being an initial formative period in the late 1970s,
when basic behavior analytic approaches to verbal and rule-governed behavior were
applied to clinical phenomena. This was followed by a transitional period, begin-
ning in the 1980s, in which relational frame theory (RFT) was developed as a
post-Skinnerian account of language. In the last two decades, ACT has been devel-
oped and disseminated, and is described by Zettle as “a fully integrated functional
contextualistic approach to psychotherapy grounded in RFT” (p. 78).

Clinical Underpinnings

ACT is also inspired by contact with the depth of human suffering seen in clinical
situations, as well as more broadly. Hayes was not satisfied with the lack of depth
seen in some behavioral approaches to human suffering, and looked toward other
therapy approaches, such as experiential treatments, to learn more about methods
of understanding and helping people. Being a thoughtful and rigorous scientist,
he grappled with existing behavioral approaches and their application to both the
depths of human suffering and to the compassion and seeming effectiveness of non-
behavioral, experiential kinds of treatments. Concluding there were fundamental
problems with behavioral accounts of language, he focused on the development of
RFT as a behavioral approach to cognition that had more potential to understand
and treat the kinds of suffering human beings endure. For a complete account of
RFT see Hayes, Barnes-Holmes, and Roche (2001).

Personal Underpinnings

Hayes also has made clear that ACT is deeply sensitive to how much human suffer-
ing there is, and how extraordinarily painful it can be to be human. In an interview
published in Time magazine (Cloud, 2006), Hayes disclosed his own intimate per-
sonal experiences with the debilitating effects of anxiety, and described how he
learned to live a meaningful life, even with tremendous suffering.

Thus, ACT is a therapy that grew in response to Hayes’ connection to the vast
pervasiveness of human suffering. Hayes also felt that behavior analytic principles
did not adequately account for some of the properties of language that he argues are
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crucial to the understanding of human suffering and human potential. So along with
the growth and development of ACT, basic science has blossomed around RFT, a
theory that has given rise to empirical data that can inform our understanding of
suffering and its treatment (Hayes et al., 2001). Furthermore, ACT is also a therapy
that is firmly committed to helping people discover what they value in life, and
to help them lead lives that matter in a way that is consistent with an individual’s
deeply held values.

FAP and ACT: Historical Commonalities

FAP and ACT share a common background rooted in functional analysis and radical
behavioral philosophy. In another sense, it is also the case that R. J. Kohlenberg and
Hayes had interests that were similar prior to the development of FAP and ACT.
Both considered themselves to be Skinnerians. Further, both utilized radical behav-
iorism and the principles of behavior analysis applied to various content areas of
interest. Both Kohlenberg and Hayes published in the area of behavioral approaches
to community psychology, specifically focused on energy conservation (e.g., Hayes
& Cone, 1977; Kohlenberg, Phillips, & Proctor, 1976). Both published in the area
of sexual dysfunction (Kohlenberg, 1974a; Brownell, Hayes, & Barlow, 1977) and
both published in the general area of behavior therapy (Kohlenberg, 1974b; Hayes,
1976). Kohlenberg and Hayes both can be described as people who loved playing
with concepts and technology to help make a difference in the lives of individuals
and in our community. In these early works, both were focused on making a differ-
ence by focusing on overt behaviors that held meaning both for the community and
clinical significance.

In addition, Kohlenberg and Hayes are both clinical psychologists, and were
intrigued with the complexity of human suffering and the parsimony of behav-
ioral philosophy and technology. It is also the case that both Kohlenberg and Hayes
began to be interested in human struggles and problems that seemed to be character-
ized by different kinds of content than normally addressed by traditional behavioral
and cognitive behavioral therapies. ACT and FAP arose from the same behavioral
tradition, and thus at their core, understand and change behavior by examining con-
tingent relationships (Kohlenberg, Hayes, & Tsai, 1993). Both FAP and ACT can be
thought of as pioneering treatments as they pushed forward behavioral theoretical
and technological innovation in the clinical arena.

FAP and ACT and the Behavioral and Cognitive Behavioral
Therapies

FAP and ACT emerged at a time when traditional behavioral and cognitive behav-
ioral therapies were doing very well, and yet had specific limitations. Traditional
behavioral approaches to treatment typically were focused on specific behaviors
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that required changing, either increasing or decreasing, and these behaviors gener-
ally were studied and modified in restrictive settings where the behaviors could be
observed and manipulated. For instance, behavioral therapies excelled with respect
to phobias, classroom behaviors, and problematic behaviors seen in inpatient set-
tings. Cognitive behavioral treatments also focused on instances of problematic
behavior, including thoughts and feelings that occurred outside of the session, and
discussions of which were recorded in session. The agenda that cut across both
behavioral and cognitive behavioral therapies was focused on the importance of
helping people try to change problematic behaviors, whether these behaviors were
publicly observable or were more private in the domain of thoughts and feelings.

Taken together, the domains of interest to R. J. Kohlenberg and Tsai, intimacy
and relationships, and Hayes, human suffering and meaning, were not typical
realms for which behavioral treatments were well suited. However, in both FAP
and ACT, there never has been a move to abandon behavioral philosophy and values
in order to study these meaningful areas of human experience. Both FAP and ACT
can be described as having extended the content areas of behavioral treatments. FAP
stayed within existing behavioral principles, as these parsimonious accounts were
completely adequate for the purposes of its authors. Hayes, however, did not feel that
traditional behavioral principles were adequate for the understanding of cognition,
and thus extended behavioral principles to include RFT. Furthermore, both FAP and
ACT were more interested in helping people learn to accept, and thus change their
relationship with their thoughts and feelings, rather than on helping change or erad-
icate specific thoughts or feelings. The agenda shared by both treatments, then, is
constructivist rather than eliminative. FAP and ACT both seek to build on client his-
tories to develop strategies to experience powerful emotions and to cultivate skills
to interact in ways that better serve their needs and values. They are not therapies
that seek to eliminate thoughts or feelings and replace them with more effective or
accurate beliefs, thoughts, or feelings. This constructivist approach shared by both
is paradigmatically consistent with behaviorism.

Unique Contributions of FAP to Behavioral and Cognitive
Behavior Therapies

Impact and Meaning of the Therapy Relationship, and the
Parsimony of Functional Analytic Behavioral Explanation

FAP has made many revolutionary contributions to contemporary behavior therapy.
A particularly significant contribution is the notion that the therapy relationship is
in itself a powerful force that can affect behavior change through the contingent
reactions that occur in session, in the here-and-now. Though a focus on the heal-
ing power of the therapeutic relationship, and the therapeutic alliance, has been
well articulated at a general level (e.g., Bordin, 1979; Safran & Muran, 2000), and
there have been behavioral translations of psychodynamic psychotherapies∗∗, the
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importance of the therapeutic relationship had been underplayed in the behavioral
therapies (see Kohlenberg, Yeater, & Kohlenberg, 1998 for a more complete
discussion of these issues).

Thus, FAP has helped provide behavioral, parsimonious ways of understanding
the way the client–therapist interaction can produce behavior change due to contin-
gent responding in session (Follette, Naugle, & Callaghan, 1996). Because of FAP,
there is now a way to conceptualize the contingencies present in the therapy relation-
ship as being the primary agent of behavior change, rather than previous behavioral
accounts suggesting that the therapy relationship is ancillary to other specified
behavioral techniques (O’Donohue, 1995; Rimm & Masters, 1979). Said more
plainly, FAP has helped behavior therapists move from an understanding of the ther-
apeutic relationship as utilitarian, aiming to gain and further client adherence, to one
that fully appreciates and addresses the complex interpersonal process that occurs
between two people working toward healing and growth. Though FAP can be said
to “use” the therapeutic relationship to affect clinical change, its use is in managing
the rich contingencies that occur in session to help clients effectively and efficiently
reach their goals in treatment (see also Callaghan, Naugle, & Follete, 1996).

Value of Intimacy in Human Interactions

FAP therapists also believe that much of human suffering is connected to problems
involving interpersonal relationships. Many of the varied diagnoses listed in the
Diagnostic and Statistical Manual of Mental Disorders (DSM IV) (APA, 1994; DSM
IV-Revised, APA, 2000) entail problems with functioning interpersonally as part
of the diagnostic criteria. FAP is an optimal treatment for increasing skill in the
area of emotional intimacy, as the therapy is ideally suited to evoke and consequate
emotionally intimate relating.

In FAP, the ability to create satisfying intimate human relationships is seen as an
essential part of a meaningful life. In fact, one can argue that this is a logical starting
point of FAP as an approach to psychotherapy. Working with people on developing
and enhancing the repertoires involved in creating close, loving relationships is a
particular area of sensitivity in FAP. In addition, it is well known that when inti-
macy is distorted, such as when a child is abused by a trusted caregiver, this can
be highly predictive of later psychopathology (Kessler, Sonnega, Bromet, Hughes,
& Nelson, 1995). With regard to these kinds of trauma histories, FAP offers many
ideal opportunities for clients to work through the later interpersonal effects of such
trauma (Kohlenberg, Tsai, & Kohlenberg., 2006).

A Focus on the Interpersonal as the Subject Matter of Interest

FAP primarily focuses on the contingent interpersonal relationship found in therapy
as being the essential factor to bring about behavior change. Although both historical
and current relationships are fundamental in bringing about some forms of human
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suffering, the therapeutic relationship is not seen as a metaphor for those past
or other outside-the-room interactions. Instead, the client–therapist relationship is
understood as one of many relationships the client has, one in which client behav-
iors that occur in the context of other human interactions also can occur. These are
the “real deal” behaviors, not symbolic interactions. They are live or in vivo with
the therapist, and are the primary focus of FAP.

The therapeutic relationship is the context for the mechanism of clinical change
to occur via contingent responding by the therapist to in-session client problems and
improvements. That is, the interactions that occur between the client and the thera-
pist are the critical ingredients that occasion and shape clinically relevant behavior.
Thus, when a client is working on trying to express a particular emotion, what is
of interest is how that expression functions in the therapy relationship. The ther-
apist works to contingently shape emotional expression that promotes effective
interpersonal interactions.

Impact and Meaning of Clinical Supervision

FAP also has opened the door to the necessity of therapist awareness in the conduct
of therapy. This is because the therapist must be aware and able to discriminate rel-
evant aspects of both clinically relevant behaviors emitted by the client in session,
and their own responses to that client behavior. Not only does the therapist need to
observe and then determine which client behaviors are effective as they occur during
treatment, the therapist must also be able to distinguish effectively between his or
her private reactions that are pertinent to client change, and those reactions that are
not representative of the social or verbal community. Thus, self-awareness skills are
essential to the therapist and are a focus of supervision. This kind of clinical super-
vision invites the discussion of the personal emotional reactions of the therapist,
both to the clients they are treating and to the supervision itself.

FAP supervision also is focused on expanding the abilities of the therapist to
make discriminations about clinically relevant behavior, and to evoke and reinforce
those in-session client behaviors. FAP supervision thus supports therapists in devel-
oping interpersonal courage in so far as the therapist must recognize and challenge
emotional avoidance as it occurs for both their clients and for themselves. This
involves interpersonal risk taking in the service of promoting emotional intimacy,
a task that can be challenging for both the client and the clinician. Clinical super-
vision can be seen as a “learning laboratory” during which such skills are practiced
and reinforced. Just as in FAP therapy, the skills of FAP therapists are evoked and
contingently responded to during the supervision session. This “parallel process” as
it is sometimes called creates opportunities for the supervisor to focus on the ther-
apist’s interpersonal repertoire as it occurs in the supervisory session in the service
of creating a more effective FAP therapist. Though provocative and powerful, this
experience by clinicians during FAP therapy can be very effective in modeling how
to respond in difficult clinical situations, as well as creating a more compassionate
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and effective therapist response to client suffering. For a thorough discussion of FAP
supervision, including ethical issues and other challenges, see Callaghan (2006a)
and Tsai, Callaghan, Kohlenberg, Follette, and Darrow (2008).

Unique Contributions of ACT to Behavioral and Cognitive
Behavior Therapies

Ubiquity of Human Suffering

ACT also has made many revolutionary contributions to contemporary behavior
therapy. First and foremost, ACT has approached and embraced the subject matter
of the depth and pervasiveness of human suffering. ACT has put forth the idea that
suffering goes beyond particular problems, and is found instead in the very nature
of language and cognition itself. ACT, in a meaningful way, joins many spiritual,
religious, and psychotherapy traditions in trying to help human beings develop new
relationship to their suffering, rather than adhering to the position of some cognitive
behavioral therapies, which can be described as trying to help people change or
regulate their suffering.

Relational Frame Theory, a Post-Skinnerian Account of Language
and Cognition

ACT has brought along with it a basic science and theory of language and cogni-
tion that helps explain how language itself can create suffering. As briefly described
above, Relational Frame Theory (RFT) explains how describing, categorizing, or
evaluating aversive events can itself have aversive effects, and suggests that form-
ing arbitrary relations between events is the core of human language. While RFT
focuses on cognition, it is not in fact a cognitive therapy analysis. Briefly, cognitions,
thoughts, feelings, and other human experiences are understood as behaviors occur-
ring in context under the control of basic contingencies of reinforcement. According
to RFT, some unique aspects of human language or cognition require a substantive
extension of Skinner’s (1957) seminal analysis of verbal behavior. This analysis is
at the core of the principles of ACT.

A Focus on the Intrapersonal: Language, the Human Struggle,
and a Vital, Valued Life

ACT’s treatment model targets acceptance and mindfulness processes, along with
commitment and behavior change processes, to produce psychological flexibility.
This involves helping people acquire the skills to respond to their own experience in
ways that promote engaging in behavior that is more effective for them, given their
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values. ACT is focused on using the processes of acceptance and mindfulness in the
service of helping people respond differently to their thoughts and feelings. Again,
the agenda of ACT, and its radical departure from eliminative approaches, is to help
clients learn to experience a thought differently from the way many people have
learned to deal with unwanted experiences, which is to get rid of them. Instead, ACT
provides training that serves to help people learn to actively embrace emotion, to
look mindfully and dispassionately at thoughts and feelings, to be more fully in the
present moment, to be in contact with a transcendent sense of self, to make contact
with their cherished life values, and to engage in behavioral patterns of committed
action in the service of these values (Hayes, Luoma, Bond, Masuda, & Lillis, 2006).
ACT, in many ways, offers a rich compendium of skills designed to help people
respond more compassionately to their own thoughts and feelings, thus freeing them
from the negative effects of entanglement with their own language, and promoting
behavioral progress in life that is congruent with their values.

FAP and ACT: Mutual Influence and Integration

As noted in the introduction to this chapter, these two treatments often are options
for clinical training in a variety of clinical psychology training programs. Thus,
practitioners frequently may think about these treatments together when they are
conceptualizing clinical problems and designing and implementing treatment strate-
gies. In addition, as both FAP and ACT share a common behavioral philosophy,
they fit together rather easily from a conceptual point of view, and given ACT’s
emphasis on the intrapersonal and FAP’s focus on the interpersonal, they can oper-
ate in a complementary manner as well. We argue that it happens commonly that
ACT therapists are guided by FAP’s interpersonal sensibilities and techniques, and
that FAP therapists are guided by ACT’s intrapersonal sensibilities and techniques.
However, how these two treatments co-exist both conceptually and practically is
open for discussion.

The first conference presentation in which FAP and ACT were presented as treat-
ments with mutual influence and integration was by Kohlenberg and Gifford (1998).
This paper was an attempt to articulate a treatment that was theoretically consistent
and true to the goals of each separate therapy. An outline describing integration
strategies has been offered by Callaghan, Gregg, Marx, Kohlenberg, and Gifford
(2004), and is described in some detail below.

Callaghan et al. (2004) describe three different approaches to using FAP and
ACT together. The first is to use the therapeutic relationship in FAP, while doing
ACT, to directly shape acceptance and mindfulness skills in the service of psycho-
logical flexibility and committed action. The goal here is to utilize the therapeutic
relationship to achieve the intrapersonal outcomes set forth by ACT. The second
approach is to use ACT, while doing FAP, to help clients respond differently to
their thoughts and feelings so that they can engage in new behavior that impacts the
therapy relationship and is amenable to contingent consequation. The goal in this
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approach is to attempt to use strategies of acceptance and mindfulness-based action
to create more meaningful interpersonal relationships for clients both in and outside
of therapy. The third approach is to have both ACT and FAP be equally present at
any given moment, and to use the interpersonal processes of the therapeutic rela-
tionship to shape the intrapersonal processes of avoidance and acceptance as they
are seen in the here-and-now of the therapy relationship.

One way that FAP therapists can utilize the strategies of ACT is with their own
challenges in experiencing frustration, anguish, or even joy and happiness in the
room with a client. The goal of the FAP therapist is to respond not only in the
moment, contingent to how the client interacts with the therapist, but to do so gen-
uinely, openly, and honestly. Given the rich histories that we all have as humans
(both as clients and therapists), there may be certain emotions, needed for effective
FAP, that are harder to feel and express to clients. These feelings may be essential to
share with clients as they impact the therapist, but the therapist may not know how
to experience or express that feeling. It would be far easier to avoid the experience
and move on with therapy, but ACT gives the FAP therapist principle-based strate-
gies to experience feelings and then share them with the client. Rather than change
the subject, or even laugh off the awkwardness, we can learn to fully experience our-
selves and the client, to embrace the moment of therapy even when it is exquisitely
difficult to do so, and then move forward in the direction of our values as therapists,
namely being effective in the service of the client’s needs.

FAP and ACT: Empirical Investigations of Their Co-use

FAP and ACT have been used together in several single case designs and in one
controlled clinical trial. These studies are reviewed below.

Baruch, Busch, Juskiewicz, and Kanter (2009) employed FAP and ACT con-
secutively to treat a client with major depression and paranoid behaviors. In this
case study, they assessed and treated both the intra- and interpersonal aspects of
the clinical presentation. During their 37 weeks of sessions, they employed ACT
to focus on the intrapersonal behaviors of paranoia. During these first 7 sessions,
they worked with the client on de-literalizing language, and on identifying val-
ues, mindfulness, and willingness. Specifically, they focused on helping the client
accept his paranoid thoughts and symptoms of depression while acting in a value-
consistent manner. Starting in Session 8, they continued with ACT, and started to
implement FAP focused on his problematic behaviors of being reluctant to share
personal information, social disengagement, and emotional expression deficits. This
case was evaluated using both self-report and behavioral observations. Using self-
report measures, the client showed improvement with depression, acceptance, and
social relationships. The client’s self-monitoring records showed that his paranoid
thinking decreased and his mindful responses to his paranoid thoughts increased.
One month after treatment ended, he reported a stable mood and an expanding social
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network. He still reported having paranoid thoughts but they interfered only mildly
with interpersonal functioning.

Paul, Marx, and Orsillo (1999) used both ACT and FAP consecutively to treat
a court referred exhibitionist. The treatment involved helping the client acquire the
skills to accept undesired and intolerable affective states, as well as social anxiety,
exhibitionism, and the use of marijuana. Urges to expose, acts of exhibitionism, and
drug use were assessed throughout the 1 year of treatment, and at 6-month follow-
up. Results suggested that urges to expose and public masturbation were reduced
significantly from baseline. In addition, the client improved his social skills, and
drug use decreased along with symptoms of depression and anxiety.

Gifford et al. (under review) developed a psychosocial treatment designed
for smoking cessation that used ACT processes to help undermine experiential
avoidance, while also making value-based behavioral choices. In this study, FAP
processes were used to shape contingently these very behavior change processes
as they occurred in the context of the therapy relationship. Three hundred and
three smokers were randomly assigned to one of two conditions: bupropion, a
smoking cessation medication; or bupropion plus the ACT-/FAP-based treatment.
Subjects in the ACT-/FAP-based treatment received one 2-hour group and one indi-
vidual session per week for 10 weeks. The group session involved a focus on ACT
processes and techniques, while the individual session focused on contingently
shaping FAP- and ACT-based skills. At 1-year follow-up, quit rates were 35.1% in
the combined condition vs. 20% in the medication alone condition. Furthermore,
the combined treatment was mediated by acceptance-based responding and the
therapeutic relationship.

FAP and ACT: Differences

Treatment Delivery

One major place where FAP and ACT diverge is in the required methods of treat-
ment delivery. To date, ACT has been delivered via individual therapy, group
therapy, workshops, and self-help book materials. In other words, ACT can be
delivered both in the context of an interpersonal relationship, as well as completely
independent of an interpersonal relationship, such as by reading a self-help book.
FAP, on the other hand, can only be delivered in the context of an interpersonal
relationship. By definition, FAP requires contingent shaping, which requires the
presence of an interpersonal relationship.

Evoking and Consequating Clinical Problems

In FAP, it is largely assumed that the client’s clinically relevant behavior will be
occasioned by the ongoing interaction between client and therapist that occurs in
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session. In other words, if a client tends to become passive and withdrawn when
angry, and he becomes angry because the therapist forgot the name of his spouse, but
fails to express his anger, this would be an opportunity to work with this particular
clinically relevant behavior (CRB). The CRB would be evoked naturally as part of
the ebb and flow of the therapy relationship. Generally in ACT, client problems can
be illuminated via experiential exercises and metaphors that facilitate client explo-
ration of their internal behavioral reactions. There is no need for the therapist–client
interaction to elicit or occasion these behaviors.

In FAP, it is essential that clinically relevant problems and improvements be
noted and consequated by the therapist. In ACT, this immediate, contingent response
is not available, as there may not even be a therapist if the treatment is delivered by
reading a book. This is a key difference between these two treatments.

Assessment

While both treatments value idiographic assessment, they do have different areas
of emphasis. FAP focuses on functional analysis, and may utilize an assess-
ment strategy developed called the Functional Idiographic Assessment Template
(FIAT; Callaghan, 2006b). The FIAT promotes fine-grained assessment of clini-
cally relevant behavior, with that assessment tied closely to clinical intervention and
evaluation. In ACT, a focus is placed on the assessment of values, and outcomes
are measured based on progress toward one’s values. In addition, ACT processes
are measured using self-report questionnaires, such as the Acceptance and Action
Questionnaire (AAQ), and progress would be evaluated in part based on how this
process measures changes.

Both treatments, naturally, also employ traditional measures of psychopathology,
particularly when the purpose of treatment is research. However, both treatments
are quite interested in assessments that are theoretically tied to their hypothesized
mechanisms of action.

Values

Both FAP and ACT attach importance to incorporating client values into the
treatment. In ACT, however, values may be assessed more systematically, via a self-
report measure, than would be done in FAP. In ACT, values are defined primarily
as related to categories that matter to the client in their lives; there is no focus on
progress toward values also being evident for in-session behavior. In FAP, however,
there is a clear dictate that values would be relevant both out-of-session as well as
in-session. In this way, in-session improvements, or evidence of problems, would
be directly shaped by the contingent reactions occurring in the therapy session. This
would be expected to generalize to effective value-consistent behavior out of the
session.
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Conclusion

Clinical work with our suffering clients is extremely humbling. Though it is so
meaningful to effectively help our clients, there are times in any therapist’s expe-
rience when it is difficult to make a real difference. FAP is a system of therapy
that promotes tender, compassionate growth, taking full advantage of interactions
in the here-and-now of the therapy room. FAP therapists must acquire the skills to
be excellent observers of their client’s problems and their improvements. FAP ther-
apists must also develop an ability to be very present with their clients, so as to
not only notice problems and improvements, but also to respond effectively to these
behaviors. And yet, even when all of this is working quite well, there are still times
when one might be left with not knowing how to help, and what to do. In times like
this, appealing to a different rich therapy system feels not only like conversing with
an intellectual brother or sister, but also is new and interesting, and something about
which one can be quite grateful. For many FAP therapists, ACT is just such a rich
therapy system. ACT offers a wide variety of techniques and sensitivity to processes
that can help clients compassionately hold their own emotional experiences so that
they can then respond more effectively in the here-and-now of the therapy room.
The therapist can then react in a reinforcing manner to such improvements.

Similarly, ACT therapists experience the same frustrations with the therapy
working so well at times; yet there are always those clients who continue to struggle
and to suffer. For these therapists, too, it is useful to extend to treatments that are
intellectually close to ACT while having a very different technical emphasis. FAP is
such a therapy.

Clinical work is rich, deep, and can be quite challenging. Just as we promote
flexible thinking and behavior in our clients, it is important to promote this kind of
thinking in ourselves. Both FAP and ACT are grounded in behavioral principles.
Both FAP and ACT are compassionate treatments, rooted in helping people live
meaningful, fertile lives. And FAP and ACT have different areas of conceptual and
technical focus. This is why the mutual influence of FAP and ACT has helped both
of us become more effectual, skillful therapists. And just as we value our clients
taking their whole histories with them as they live meaningful lives, we as therapists
also take our whole histories with us as we strive to provide the most compassionate,
effective therapy that we can.
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Chapter 4
FAP and Dialectical Behavior Therapy (DBT)

Jennifer Waltz, Sara J. Landes, and Gareth I. Holman

This chapter explores the intersections of Functional Analytic Psychotherapy (FAP;
Kohlenberg & Tsai, 1991; Tsai et al., 2009) and Dialectical Behavior Therapy (DBT;
Linehan, 1993a, 1993b) with a focus on how training and experience with each
model can enhance work with the other. Both FAP and DBT understand behavior
within its historical and current context, with DBT also adding the biological con-
text. Seizing opportunities to address problem behaviors as they occur and actively
reinforcing instances of more adaptive behavior are hallmarks of both treatments.
Both emphasize forming a real relationship, characterized by compassion, aware-
ness, and genuineness. Both treatments emphasize the importance of the therapist
having experiential understanding of the behaviors or skills they are suggesting to
clients, and a high level of self-awareness and ability to observe one’s own reactions
in the moment.

We believe that the experience of training in and practicing both treatments, as
opposed to one or the other alone, enhances effectiveness doing DBT, and doing
FAP-informed therapy. We have found that our work with both approaches has
helped us to be more present to the current moment and open to whatever that
moment presents. Both treatments have challenged us to synthesize scientific and
theoretical rigor, with emotional depth and experiential understanding. We feel that
doing FAP and DBT provides therapists with opportunities to deepen self-awareness
and compassion. At this point, there is no empirical evidence available to address
the question of whether training in either model enhances work with the other; such
research would be quite difficult to conduct. Rather, the chapter is based on our
experiences as therapists trained in both DBT and FAP, and our work training others.
Those experiences have brought us to the conclusion that learning and doing each
of these treatments can expand a therapist’s awareness of, and ability to respond to,
in-session behavior in a powerfully therapeutic way.

A crucial difference between FAP and DBT is that DBT is a comprehensive,
stand-alone treatment model, whereas FAP is a set of rules that can be integrated
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into many other treatment approaches. Although DBT utilizes a range of cognitive,
behavioral, and mindfulness-based interventions, it is essentially a complete treat-
ment in the sense that when clients are in DBT, they are just in DBT. In contrast, FAP
may be implemented as an adjunct; thus, FAP-Enhanced CBT and FAP-Enhanced
Behavioral Activation also are presented in this book. A second important differ-
ence is that DBT was developed for a specific client population, whereas FAP
is theoretically applicable to any population whose problem behaviors can occur
within the therapy setting. DBT was designed primarily as a treatment for people
who have severe problems with emotion dysregulation and are chronically suicidal
and/or engage in self-harm, many of whom meet criteria for Borderline Personality
Disorder. DBT was designed to address specific problems experienced by this popu-
lation, and consequently targets those problems very directly. DBT has subsequently
been adapted for other populations for whom severe emotion dysregulation and
behavioral dyscontrol are central difficulties (Dimeff & Koerner, 2007).

In terms of theory, FAP and DBT are both rooted in behaviorism, but DBT is
additionally informed by a dialectical philosophy and by Zen. DBT has a specific
model of etiology and a much broader, more specifically articulated set of strate-
gies and interventions. The core of FAP is the process of contingent responding by
the therapist to client clinically relevant behavior (CRB). Of all the currently avail-
able treatments that have empirical support for their efficacy, DBT is one of the
few that specifically calls for the kind of interventions that are emphasized in FAP.
Thus, we do not view FAP as an addition or change to DBT; rather, we believe that
FAP training and experience are likely to increase a therapist’s competence utilizing
interventions and approaches that are already a part of DBT.

Our experience has been that training and experience with FAP increase a DBT
therapist’s ability to observe and describe in-session behaviors, both problematic
and adaptive. We have found FAP to be helpful in expanding the therapist’s comfort
with, and repertoire available for, responding to relevant, in-the-moment behavior
in an effective way. Similarly, DBT training and experience have enhanced our
FAP-informed therapy work in a variety of ways, in particular around addressing
more extreme CRB1s (i.e., clinically relevant behaviors that are problematic and
occur in session), and providing a wider repertoire of CRB2s (e.g., clinically rel-
evant behaviors that are improvements occurring in session) to encourage. Finally,
we believe that both FAP and DBT training and experience can enhance a therapist’s
engagement in the therapeutic relationship in terms of his/her ability to be genuine,
accepting, and engaged.

We begin this chapter with brief overviews of DBT and FAP. We then focus on
ways that FAP and DBT training and experience can reinforce and augment each
other. Given that DBT is a stand-alone treatment, and FAP may be an adjunct, this
section of the chapter will be organized around the components of DBT to which
FAP principles are most relevant. These include the acceptance-oriented elements of
radical genuineness and reciprocal communication, and the change-oriented inter-
vention strategies of targeting therapy-interfering behavior, observing limits, and
promoting insight. Finally, we discuss how FAP training may help support DBT
therapists in terms of their motivation to do the difficult work they do. It is important
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to note that we are not providing a full or complete explication of either approach.
DBT includes many other important interventions and communication styles to
which FAP is less relevant. For a complete description of DBT, the reader is directed
to Linehan (1993a, 1993b). For a complete description of FAP, see Tsai et al. (2009).

Overview of Dialectical Behavior Therapy

The clients most typically served by DBT are individuals who meet criteria for
Borderline Personality Disorder (BPD), or who struggle with other complex, multi-
diagnostic problems that have not been responsive to more traditional types of
treatment, and who share the common feature of emotion regulation deficits.
Linehan (1993a) has proposed a way of understanding the diagnostic criteria for
BPD centered around the notion of dysregulation. From this perspective, clients who
meet BPD criteria are understood to experience some combination of emotional
dysregulation (emotional lability, anger), behavioral dysregulation (impulsivity,
suicidality/self-harm), interpersonal dysregulation (unstable relationships, fear of
abandonment), cognitive dysregulation (dissociation/paranoia), and dysregulation in
sense of self (identity disturbance, chronic emptiness). Typically, DBT clients meet
criteria for one, or more than one, Axis I diagnosis, and often have serious problems
in managing day-to-day life, relationships, work, and so on. Many clients come to
DBT programs because other treatments (e.g., standard outpatient, inpatient) have
not worked for them. Thus, DBT clients are often in intense emotional pain and
have feelings of hopelessness, fear, shame, or frustration related to treatment.

Relevant to FAP, the presenting problems of DBT clients almost inevitably are
very present in the therapy session and the therapeutic relationship. DBT clients
often have interpersonal difficulties that are challenging for the therapist. They may
be demanding, rejecting, desperate, lonely, critical, frightened, and/or dissociative.
All of these client characteristics, and others, have shaped and influenced the devel-
opment of DBT. Along with DBT’s behavioral underpinnings, this influence has
resulted in FAP-consistent strategies, with their focus on working on problems as
they arise in the therapy session being integral to the delivery of DBT.

DBT (Linehan, 1993a) is a behavioral treatment based on a biosocial and trans-
actional theory of BPD. The biosocial theory of the development and maintenance
of BPD proposes that an on-going interplay of biologically based emotion dysreg-
ulation with a pervasively invalidating environment leads to BPD symptomatology.
The theory hypothesizes that individuals who meet criteria for BPD have bio-
logically based emotional sensitivity and reactivity. Their emotional reactions get
set off more easily, are more intense and long-lasting than are those of others.
Individuals meeting BPD criteria lack important abilities to modulate or regulate
their intense emotional responses. This transacts with an environment that invali-
dates their emotional experiences and sense of self in a broad and persistent way.
Invalidating environments communicate that the client is bad, wrong, pathologi-
cal, unworthy, or unimportant (Linehan, 1993a). Over time this leads to extreme
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emotional dysregulation, inability to regulate emotions, and ultimately to the various
kinds of dysregulation that are central to BPD.

In order to address the complexity and severity of the problems with which most
DBT clients present, standard comprehensive DBT includes five components: (1)
weekly individual therapy, (2) weekly skills training group, (3) phone coaching with
the individual therapist, (4) team consultation for the therapist, and (5) ancillary
treatments as needed (e.g., medication management). DBT is a team treatment, with
the individual therapist, skills trainer, and other treatment team members working
together and participating in regular consultation group meetings.

DBT utilizes a stage model of treatment; this chapter will focus on the Stage
1 interventions, as most of the treatment literature and research to date have
been on this stage of DBT. The goal of Stage 1 is to move from a place of
behavioral dyscontrol to behavioral control. The general idea is that DBT clients
first need to develop the skills to manage painful emotions without resorting to
intense suicidality, self-harm, or other highly destructive behaviors, and be able
to engage effectively in treatment in a way that does not jeopardize the therapy
relationship, before they move to work on Stage 2 topics, most typically trauma-
related issues. DBT uses a hierarchy of treatment targets to organize individual
therapy. This hierarchy is (1) life-threatening behavior (e.g., suicidal behavior,
self-harm), (2) therapy-interfering behaviors (e.g., non-attendance, non-compliance,
crossing therapist limits), (3) quality of life interfering behaviors (e.g., severe
Axis I conditions, homelessness, severe work- or relationship-related behavioral
deficits).

The primary intervention strategies in individual therapy are behavioral anal-
ysis and validation. Behavioral analysis (also referred to as “chain analysis”) is
used to identify the important contextual factors, skills deficits, and other behav-
ioral “links” on the “chain” (series of events) to maladaptive behavior, as well as
the consequences and other relevant features that contribute to the problem behav-
ior. The therapist uses this information to inform interventions. For example, if the
client engages in self-harm in the context of fear or anxiety, the therapist may use
an exposure-based intervention to address the “dysfunctional link” of intense fear.
If the client becomes highly suicidal in the context of dysfunctional thinking, the
therapist may use cognitive interventions.

The other primary intervention strategy in DBT is validation. Validation involves
communication to the client that his/her responses, emotions, thoughts, or behaviors
make sense. The therapist communicates that the client’s reactions or behaviors are
normative, or normative given his/her history. The therapist takes the client’s agenda
seriously, and searches for the “kernel of truth” in the client’s response. Validation
is used to strengthen the therapeutic relationship; it also helps the client develop
a clearer sense of normative responses, something many DBT clients lack due to
their histories of invalidation. Validation counteracts the impact of the invalidating
environment by communicating that the therapist understands, values, and respects
the client (Linehan, 1997).

In DBT, skills are taught in a weekly skills training group (Linehan, 1993b). The
skills are grouped into four modules: core mindfulness, interpersonal effectiveness,
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emotion regulation, and distress tolerance. The group is designed to teach the client
skills information that the individual therapist will then draw on to help strengthen as
more adaptive behaviors. Standard DBT also includes telephone coaching, in which
the client calls the therapist for help in applying skills in difficult life situations, to
increase generalization.

DBT has been shown to be effective in treating BPD and other multi-problem
client populations. It has been evaluated in seven randomized controlled tri-
als (RCTs) conducted across three independent research teams (Lynch, Trost,
Salsman, & Linehan, 2007). In the first RCT of DBT, compared to treatment-as-
usual, DBT resulted in less attrition, less parasuicidal behavior, and fewer days of
hospitalization (Linehan, Armstrong, Suarez, Allmon, & Heard, 1991). Patients in
this study treated with DBT reported less anger and demonstrated better social and
overall adjustment (Linehan, Tutek, Heard, & Armstrong, 1994), and these gains
were largely maintained at follow-up (Linehan, Heard, & Armstrong, 1993). DBT
also has been shown to be effective in reducing symptoms from pre-treatment to
post-treatment for clients completing a 3-month inpatient DBT program (Bohus
et al., 2000). In another study, DBT reduced substance use and improved social
and overall adjustment compared to treatment-as-usual in a population of drug-
dependent women with BPD (Linehan et al., 1999). In a study of women veterans
with BPD, those in DBT had significantly greater decreases in suicidal ideation,
hopelessness, depression, and anger expression than those in treatment-as-usual
(Koons et al., 2001).

To examine whether DBT’s effectiveness was the result of clients receiving
expert psychotherapy rather than specific DBT techniques, DBT with highly sui-
cidal BPD clients was compared to a community treatment-by-experts condition.
DBT was found to be superior, suggesting that the common factor of expert psy-
chotherapy was not the critical factor in client outcome (Linehan et al., 2006).
In addition to the empirical support for DBT being an efficacious treatment, it
also has been shown to be effective in the community with women with BPD
(Brassington & Krawitz, 2006), adolescents in a community residence (The Grove
Street Adolescent Residence of the Bridge of Central Massachusetts, Inc, 2004),
clients with BPD in a community-based outpatient program (The Mental Health
Center of Greater Manchester NH, 1998), and clients with chronic self-injurious
behavior in a community mental health setting (Comtois, Elwood, Holdcraft,
Smith, & Simpson, 2007). In these studies, DBT was associated with reductions
in number of days spent in the hospital and in number of instances of self-injury.

Overview of Functional Analytic Psychotherapy

Functional Analytic Psychotherapy (FAP; Kohlenberg & Tsai, 1991; Tsai et al.,
2009) is a set of principles for conducting therapy based on a radical behavioral
conceptualization of client problems and the therapeutic interaction. Following
Skinner (1965) and Ferster (1972, 1979), FAP conceptualizes the psychotherapy
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interaction – the therapeutic “here-and-now” – as a context in which therapist and
client influence each other according to the principles of operant and classical
conditioning (i.e., as evoking, eliciting, and reinforcing stimuli).

The therapeutic interaction is an evocative interpersonal situation, and client
behaviors in the here-and-now may be functionally related to the client’s problems
in everyday life. For example, an unassertive client who is deferential toward her
boss (a behavior perhaps negatively reinforced by the boss ceasing to be critical)
may become deferential with her therapist when the therapist offers a critical com-
ment. Or, a client who is demanding of his wife in a way that damages his marriage
(a behavior perhaps positively reinforced by his wife intermittently conceding to
his demands) may be demanding of his therapist. Such behaviors are labeled, in
FAP terminology, clinically relevant behaviors (CRBs). More specifically, CRB1s
are behaviors that are representative of client problems, and CRB2s are improve-
ments with respect to these problems. Accordingly, therapy aims to decrease the
frequency of CRB1s and increase the frequency of CRB2s. In turn, changes in CRBs
(e.g., increased strength of CRB2s) may generalize naturally to situations outside of
therapy, although therapists and clients also may develop homework assignments to
support generalization.

FAP therapists follow five deceptively simple rules related to CRBs. The first
rule is to be aware of the occurrence of CRBs. This requires that therapists conduct
an on-going functional assessment of client behaviors in the here-and-now. The sec-
ond rule is that therapists evoke (i.e., provide discriminative stimuli for) CRBs. The
natural processes of therapy, including the therapist’s natural behavior as he or she
conducts the therapy, often are sufficiently evocative. At times, however, a therapist
may strategically evoke client CRBs. The third rule constitutes the heart of the the-
orized mechanism of change in FAP: the therapist responds contingently in order to
naturally (rather than arbitrarily) reinforce and shape CRB2s and extinguish and/or
punish CRB1s. Natural reinforcement is defined as reinforcement that resembles
and functions similarly to reinforcement available in the client’s everyday life, thus
supporting generalization of behavior change. The fourth rule is that therapists must
notice the impact of their response to CRBs, thus evaluating how effectively they
are following Rule 3. Finally, the fifth rule is that therapists shape client’s under-
standing of the functional relationships controlling their behavior. Readers familiar
with applied behavior analysis or behavior therapy will recognize the above rules
as an application of functional assessment and contingency management to the
here-and-now therapy interaction.

It is clear from the above that FAP may be implemented only when relevant client
problem behaviors (CRBs) actually occur in the therapeutic interaction. The tech-
nical aspects of FAP, developed considerably since publication of the original FAP
book (Kohlenberg & Tsai, 1991), consist of a repertoire of instruments and tech-
niques for assessing client interpersonal problems likely to be appropriate targets
for FAP, evoking and shaping CRBs, and supporting generalization of improve-
ments beyond the therapy relationship (see Tsai et al., 2009). However, the spirit
of FAP lies in the creation of an evocative and naturally reinforcing therapeutic
relationship.
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Intersections of FAP and DBT

Jazz music is sometimes used as a metaphor for DBT as a treatment (Linehan, 2002;
Swenson, 2006). The idea is that in jazz, one must learn all of the essential musical
skills to a very high level, and then let go and improvise, responding to what arises
in the moment with flexibility and creativity, while still adhering to basic principles.
We would like to extend this metaphor to help elucidate the relationship between
FAP and DBT. In a jazz ensemble, there are usually a number of different instru-
ments, including a rhythm section. The rhythm section, the percussion and bass, is
a constant presence in the music, the heartbeat of the ensemble. It is always present
and holds the ensemble together; however, the rhythm section also at times solos,
adding intensity and power to the music. We see FAP-supported interventions as
the rhythm section of DBT. FAP encourages a constant presence of authentic rela-
tionship and mindful awareness of what is happening in the moment in the therapy
interaction. FAP-supported interventions become a direct focus when the therapist
brings attention to what is happening and uses that focus as a powerful opportunity
for change. These are moments of intensity and movement.

DBT balances two general stances and styles. One is an acceptance-oriented
stance characterized by warm engagement, attentiveness, attunement, validation,
and genuineness. The other is a change-oriented stance involving pushing for behav-
ior change, fully utilizing behavioral interventions, frankness about difficult topics,
directness, and irreverence. We first explore in this section how FAP-supported
interventions are relevant to the acceptance-oriented components of DBT, with par-
ticular focus on radical genuineness and reciprocal communication. We then focus
on how FAP training might enhance the therapist’s use of change-oriented interven-
tions of targeting therapy-interfering behavior, observing limits and utilizing insight
strategies.

Radical Genuineness

Therapists learning DBT and FAP who observe videotapes or roleplays of individ-
ual therapy sessions are often struck by the qualities of genuineness, honesty, and
“realness” that the therapist brings to the interaction. They comment on the com-
passion, respectfulness, and directness of the therapist. In DBT, this orientation to
the relationship is referred to as “radical genuineness.” As the name implies, radical
genuineness involves bringing one’s true self into relationship with another person.
Linehan (1993a) quotes Carl Rogers (Rogers & Truax, 1967) in her description of
radical genuineness:

He [sic] is without front or façade, openly being the feelings and attitudes which at the
moment are flowing in him. It involves the element of self-awareness, meaning that the
feelings the therapist is experiencing are available to him, available to his awareness, and
also that he is able to live these feelings, to be them in the relationship, and able to commu-
nicate them if appropriate. It means that he comes into a direct personal encounter with his
client, meeting him on a person-to-person basis. It means he is being himself, not denying
himself. (p. 101)
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In FAP, this theme is manifested in the principle that the therapist must behave
naturally with respect to the client in order to evoke CRBs in the therapy relation-
ship. CRBs are understood to occur more frequently in a genuine, real relationship;
they are also more likely to be naturally reinforced in such a relationship, and
ultimately to generalize beyond therapy. At a very basic level, FAP rules point
the therapist consistently in the direction of authenticity: “. . . the client learns
from being involved in a real relationship. A therapist who loves, struggles, and is
fully involved with a client provides a therapeutic environment that evokes CRB1”
(Kohlenberg & Tsai, 1991, p. 27).

Thus, in both DBT and FAP, the therapist is not only entering the therapy room
with the knowledge and skills he/she has available, but also as a real person, willing
to be affected by the client, experience and express his/her actual reactions to the
client, and engage in a full way in the relationship. This “realness” communicates
that the client is important enough for the therapist to be present with in an authentic
way. We have experienced radical genuineness to be an extremely important aspect
of DBT’s therapeutic relationships, and being naturally reinforcing to be equally as
important to FAP’s. Of course there are times when a therapist’s natural reactions
may not be helpful to express, particularly in a raw form. Such candid expressions
often can be extremely therapeutic, however, and we believe that for many clients,
particularly DBT clients who may have had few chances for authentic relationships
with a caring person, such a general stance is vital.

To be radically genuine (in DBT terms), or naturally reinforcing (in FAP terms),
a therapist needs to develop a repertoire that includes expression of a broader range
of reactions than may be typical in psychotherapy. Many approaches discourage the
sharing of feelings such as a deep level of caring, annoyance/frustration, or vulner-
ability; however, we believe that something very crucial is lost when therapists cut
off sharing these parts of themselves and their emotions and reactions. FAP ther-
apists are encouraged to share these kinds of reactions to naturally punish CRB1s
and evoke and reinforce CRB2s. DBT therapists, more specifically, are called on
to share these kinds of reactions in the service of radical genuineness, to give the
client feedback about how he/she is affecting the therapist (i.e., punishing CRB1s
or reinforcing CRB2s), working on therapy-interfering behavior, and reinforcing
target-relevant adaptive behavior (CRB2s). Our experience in practicing DBT and
FAP-informed therapy has encouraged us to share a broader range of ourselves as
therapists, in a way that has enhanced both our DBT and FAP work.

DBT encourages the therapist to express a balance of competence, knowledge,
and strength, with open, matter-of-fact acknowledgment of relevant limits, limita-
tions, and mistakes. The latter can be challenging. For example, many of us may find
acknowledging therapeutic mistakes anxiety-provoking or irritating. We may have
encountered rules or other experiences in the process of becoming therapists that
suggest therapists should be consistently “right.” DBT includes the assumption that
in working with extremely difficult clients, mistakes are inevitable, and that direct
acknowledgment of mistakes is often crucial. Linehan (1993a) notes that clients
have commented that the most therapeutic thing they experienced in DBT was their
therapist’s willingness to acknowledge mistakes. A FAP perspective highlights that,
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to the extent that a therapist’s acknowledging mistakes is reinforcing to the client,
the acknowledgment should follow CRB2s. Such a CRB2 could be, for example,
observing and/or bringing up a problem in the relationship or with the therapist’s
behavior. In this example, the therapist would be encouraged to reinforce the behav-
ior in a natural way, by acknowledging the problem and apologizing. FAP helps us
see the occasion of a therapeutic mistake as an opportunity to reinforce CRB2s, and
to model and reinforce improved relationship-repair behavior (Kohlenberg & Tsai,
1991).

Our experience has been that a major impediment to radical genuineness is judg-
mental reactions by the therapist. When therapists are feeling judgmental of the
client’s behavior, they often fear hurting the client, and may withdraw, or respond in
an artificial way. We believe that FAP augments and strengthens the non-judgmental
stance toward client behavior that is a central part of DBT. FAP, also rooted in radical
behavioral theory, helps us keep our focus on how client behaviors have been shaped
by their learning histories and contexts. Consistently returning to that approach to
understanding client behavior helps us “let go of judgment.” It encourages empathic
understanding and a sense of shared humanity – we are all shaped by our physiol-
ogy and our experiences. This conceptualization makes it much easier to be radically
genuine, firmly maintaining or returning to the stance that we are all products of our
histories and shaped by our experiences.

We have found both FAP and DBT supervision and consultation extraordinar-
ily helpful in expanding the capacity for radical genuineness/natural reinforcement.
Our FAP and DBT supervisors, consultants, and colleagues have modeled radical
genuineness in striking ways. They have reinforced our own self-generated behav-
iors and the emergence of our true selves in the process of supervision/consultation.
FAP and DBT supervision/consultation have provided opportunities for exposure-
based experiences that have helped us examine and work on our obstacles to radical
genuineness.

Reciprocal Communication

DBT and FAP, at their best, both involve a kind of attentiveness and perceptive
reading of the client’s in-the-moment behavior that can be very powerful. In DBT,
this kind of close observation is part of a “reciprocal communication style” which
is “the usual mode in DBT” (Linehan, 1993a, p. 372). Linehan (1993a) uses the
metaphor of “staying awake” during the session, and suggests that DBT therapists
must be very careful observers of subtle client behaviors, including changes in facial
expression and other non-verbal behaviors that may reflect changes in emotion.

Although this kind of attentiveness can sound straightforward or simple, it
requires a strong commitment to being mindful of the client, relative freedom from
preoccupation and strong emotion regulation skills. It also involves an ability to be
aware of the client’s behavior in the moment while working on other content mate-
rial. This stance of alertness to what the client is doing or feeling in the current
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moment is similarly encouraged by FAP’s Rule 1, to watch for CRBs, which are
often subtle, non-verbal behaviors. Our experience has been that both DBT and
FAP training help increase this kind of “awakeness” – FAP by providing Rule 1 as a
central tenet, and DBT through its emphasis on the reciprocal communication style.
Both models provide opportunities to practice and build our attentiveness to subtle,
in-the-moment behavior.

Another aspect of reciprocal communication is the therapist expressing or shar-
ing his/her reactions, thoughts, or experiences with the client; in other words,
self-disclosure. Both FAP and DBT therapists talk about their reactions to their
clients. This kind of self-disclosure is called “self-involving self-disclosure” in DBT.
Self-involving self-disclosure involves noticing one’s own reaction, noticing what
the client’s behavior was that triggered the reaction, sorting out whether describing
and sharing that reaction would be helpful, and expressing the reaction in a way
most likely to be therapeutic. Self-involving self-disclosure is encouraged in order
to increase the sense of trust and equality in the relationship.

FAP emphasizes how therapist self-disclosures are often very reinforcing and
thus may be used to shape CRB2s. Likewise, in DBT, self-involving self-disclosure
is used to help give the client feedback about the impact of his/her behavior on the
therapist, in the service of reinforcing target-relevant adaptive behavior, observing
limits, or addressing therapy-interfering behavior. The therapist also will consider
whether a target-relevant adaptive behavior (CRB2) has occurred where giving the
feedback will be reinforcing. For example, a therapist might disclose “I’m so glad
you have your diary card filled out completely. I’m appreciating the effort you put
into that and it makes me feel motivated for our session” or “when you told me you
were irritated about something I said, I felt great that you let me know, even though
you were probably nervous about bringing it up.” With these self-disclosures, as per
FAP, essentially the therapist amplifies his/her private reaction to the client, making
the reaction more salient and thus more likely to affect the client. Our experience has
been that both FAP and DBT help therapists to be observant of and attentive to their
own reactions to clients, and help them develop their repertoire of communicating
reactions to clients.

Addressing CRB1s and Therapy-Interfering Behavior in DBT

DBT emphasizes “movement, speed and flow” in the therapy process (Linehan,
2002). Consistent with FAP, one aspect of this style is flexibly shifting focus from
other therapy activities to CRB1s that arise during a session. In DBT, the decision
to shift focus from other topics to the here-and-now when CRB1s occur is largely
driven by the DBT target hierarchy. As described earlier, the top treatment target in
DBT is any “life-threatening behavior.” The therapist develops a conceptualization,
based on multiple behavioral analyses of these behaviors, of what events and other
behaviors seem to be most highly related to life-threatening behavior. When one
of these “target-relevant” CRB1s, that is, CRB1 that is functionally related to life-
threatening behavior, occurs during the session, DBT, like FAP, would recommend
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that the therapist seize the opportunity to work on the behavior in the moment as
it is occurring. For example, if the client’s self-harm behavior frequently occurs in
the context of self-hatred, the occurrence of self-hatred in the session would likely
become the focus. Thus FAP and DBT both direct the therapist to shift focus to
CRB1s when they occur, with DBT providing additional direction regarding which
CRB1s are highest priority, based on the target hierarchy.

Most clients entering DBT programs, having pervasive emotion regulation
deficits and a variety of interpersonal difficulties, are likely to engage in behav-
iors (often CRB1s) that make benefiting from psychotherapy difficult. One of the
hallmarks of DBT is a direct focus on these “therapy-interfering behaviors” as the
second highest target in the hierarchy, following only life-threatening behaviors.
For example, DBT clients may frequently miss or come late to sessions, experi-
ence intense emotions that lead to behavioral dysregulation in the session, come
to sessions impaired by substances, lack skills to organize themselves to complete
homework assignments, be compliant and unassertive with the therapist to a prob-
lematic extent, be overly critical or demanding with the therapist to a problematic
extent, or a range of other difficulties. DBT recognizes the bind most DBT clients
are in: they very much need help, but the problems that they are struggling with
make it incredibly difficult for them to get that help. DBT attempts to respond to
this dilemma by prioritizing assisting clients in developing behaviors that will do
two very important things: preserve the therapy relationship and allow the client
to get the most benefit from therapy. DBT therapists address therapy-interfering
behaviors proactively and directly, from a non-judgmental, problem-solving stance.

Many times therapy-interfering behaviors are CRB1s, that is, they are behaviors
that also occur outside of therapy and interfere in the client’s daily life. In these
situations, DBT strategies that target these behaviors are consistent with FAP strate-
gies. FAP suggests the general principle that CRB1s should be ignored, blocked,
or otherwise extinguished; these are interventions that a DBT therapist also would
be likely to use. In addition, it is common for DBT clients to be relatively unaware
of therapy-interfering behavior or its effect on others. It is also common that alter-
native, more adaptive behaviors are not in the client’s repertoire; therefore, DBT
therapists frequently intervene by describing the therapy-interfering behavior in
a non-judgmental manner, doing a behavioral analysis on the behavior, assessing
and intervening to increase the client’s commitment to changing the behavior, and
then teaching and reinforcing an alternative behavior, often a DBT skill. For exam-
ple, a client who gets angry easily and yells at the therapist may be taught to
use mindfulness skills to identify and describe his/her emotions and notice when
anger is escalating, emotion regulation skills to reduce anger, and/or interpersonal
effectiveness skills to address whatever problems are arising with the therapist.

In the service of insuring the preservation and health of the therapy relationship,
DBT prioritizes those therapy-interfering behaviors that are most likely to have a
strong, negative impact on the therapist. These are referred to as “limit relevant
behaviors.” DBT puts the onus on the therapist to know and observe his/her own lim-
its, and to approach conversations about limits in a non-defensive, non-judgmental,
and problem-solving manner. DBT encourages finding a balance between carefully
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monitoring and staying within one’s limits, with extending limits temporarily as
needed. DBT therapists are encouraged to be honest about their limits, and about
when they are requesting a client change his/her behavior in the service of main-
taining the strength of the therapy relationship and the therapist’s motivation, rather
than suggesting that the change is primarily for the client’s direct benefit, if that
is not the case. From a FAP perspective, the occasion of the therapist bringing up
his/her own limits is a description of the conditions under which CRB1s will have a
negative effect on the therapist. It is also an excellent opportunity to work on CRBs
related to the client’s reactions to the therapist’s limits, the client’s feelings about
the therapist expressing those limits, and a whole range of reactions that might be
evoked by that cue.

Some client behaviors may be difficult for the therapist and thus therapy interfer-
ing, but not have a negative impact on the client’s life outside of therapy. From
a DBT perspective, the therapist would still actively work to address this, most
often by working with the client to change the behavior while in session. Thus,
although the behavior may not be a CRB1, the DBT therapist would address the
behavior in the service of preserving the quality of the relationship and the thera-
pist’s motivation. The therapist would acknowledge the rationale for the requested
change being in the service of therapist’s own limit or preference. For example, a
therapist may feel frustrated by a client whose communication style involves giv-
ing lengthy, drawn-out, detailed responses to all questions. Although the client may
not feel this communication style is problematic in his/her life, the therapist may
still ask him/her to work on being briefer in session. It is also important to note that
both FAP and DBT therapists examine strong reactions to client behavior and assess
whether their own problematic repertoires may somehow be implicated. In the case
of DBT, the therapist would likely discuss such an issue with the consultation team.

A common inclination DBT therapists have is to focus too exclusively on getting
content work done (e.g., doing behavioral analyses or reviewing diary cards). In
our experience, when therapists do notice problematic in-session behavior they are
sometimes hesitant to address it, because doing so feels uncomfortable, they are
avoiding a negative reaction from the client, or they do not know how to discuss it
in a manner that feels likely to be therapeutic. We believe FAP training increases
the likelihood that a DBT therapist will shift focus to address therapy-interfering
behavior. FAP increases awareness of relevant in-session behavior, both CRB1s and
CRB2s. FAP also provides rules for therapists that direct attention to in-session
behavior and its meaning. FAP training helps support the prioritization of focusing
on these behaviors, since this is one of the central tenets of FAP. FAP training helps
the therapist develop his/her repertoire of responses to therapy-interfering behaviors.

Reinforcing Target-Relevant Adaptive Behavior

Reinforcing CRB2s is of primary importance in FAP-informed treatment. It is des-
ignated as “Rule 3: Reinforce CRB” (Kohlenberg & Tsai, 1991). DBT likewise
places a high priority on being aware of and reinforcing adaptive behavior (Linehan,
1993a):
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A central principle of DBT is that therapists should reinforce target-relevant adaptive behav-
iors when they occur. The therapist must at all times pay attention to 1) what the patient is
doing; 2) whether the patient’s behavior is targeted for increase, is targeted for decrease,
or is irrelevant to current aims (i.e., whether the behavior is target-relevant); and 3) how he
or she responds to the patient behaviors. In Kohlenberg and Tsai’s (1991) terms, the thera-
pist must observe clinically relevant behaviors and reinforce those behaviors that represent
progress. (p. 301)

Noticing CRB2s particularly can be difficult in DBT for a number of reasons. It
is common for the therapist to feel overwhelmed by the large number of problems
and crises with which multi-diagnostic, complex clients present. Just keeping track
of content issues can be taxing. Tracking both content and process can be excep-
tionally challenging with a client who is particularly emotionally reactive, sensitive
to subtle stimuli, masking or partially masking reactions, or responding to compli-
cated historical associations triggered by the current interaction. DBT clients often
have difficulty observing and describing their own private behaviors, and thus the
therapist being astute to the cues present, the client’s learning history and the nature
of the cues the therapist is presenting are all extremely important. Our experience
is that DBT clients face many obstacles to trying out new behaviors; they may fear
that if they try, they might fail and disappoint the therapist, or if they succeed, feel
that they will be overwhelmed by the expectation of having to consistently engage
in the new behavior in the future. Consequently, some CRB2s may be subtle, and,
simultaneously, very important to reinforce.

FAP training helps therapists overlearn the skill of observing and noticing the
on-going flow of behavior in the session. Monitoring whether the current behavior
represents a CRB2 becomes more ingrained and consistent. DBT clients usually
have many enormous obstacles to overcome to make change in their lives. In this
context, noticing and reinforcing even subtle or small changes is crucial. The art
of shaping is central to the work. For example, picture a client who experiences
chronic shame, sits hunched over in her chair and makes very little eye contact. This
shame-related way of being in the world interferes with developing relationships, an
important goal for this client. In addition, many typical reinforcers, such as praise
or direct acknowledgment, may be punishing to this client. At moments in session
when this client’s shame-related behavior decreases, it will be extremely important
for the therapist to notice this and respond in a way that is naturally reinforcing
for this particular client. The therapist must monitor and track this shame-related
behavior and his/her own reactions to it, while simultaneously doing a behavioral
analysis or discussing homework.

In order to notice and identify CRB2s, the therapist must have a clear idea of
what a given client’s CRB1s and CRB2s are. Identifying CRBs as part of one’s case
conceptualization will likely increase the salience of target-relevant adaptive behav-
ior for the therapist. For example, imagine a client who is consistently extremely
unassertive, and this unassertiveness is linked to other relevant targets. In a given
session, the client starts pushing the therapist to deviate from the DBT target hier-
archy and not do a behavioral analysis on self-harm. At one level this behavior is
therapy interfering and a CRB1, in that the client is avoiding difficult therapy mate-
rial and attempting to divert the therapist from the treatment protocol. At another
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level it may be a CRB2, in that the client is engaging in an assertive behavior that
is new and target-relevant. The therapist who has identified CRB1s and CRB2s in
the case conceptualization is likely to recognize that this behavior has elements of
both therapy-interfering and target-relevant adaptive behavior. FAP, however, does
not specify in detail what to do when both CRB1s and CRB2s occur, other than
emphasizing the importance of reinforcing CRB2s. DBT adds specificity. The DBT
therapist is encouraged to observe and describe both aspects of the behavior, and
work to respond in a way that reinforces the adaptive elements of the behavior, while
not reinforcing the therapy-interfering aspects. The dialectical philosophy inform-
ing DBT promotes “both–and” rather than “either–or” thinking, encouraging the
therapist to observe situations where there is truth in apparent opposites, for exam-
ple, when a behavior may have elements of being both therapy interfering (CRB1)
and improvement (CRB2).

Regarding the nature of CRB2s, FAP does not specify any particular topogra-
phy, while DBT has specific behaviors it encourages. DBT therapists integrate and
coach DBT skills as CRB2s whenever possible. At moments when a CRB2 may
be prompted, the DBT therapist will likely think through which DBT skill is most
likely to be effective in the current situation, and which skills the client has already
learned, in choosing an alternative, more adaptive behavior to encourage. For exam-
ple, if a client walks into a session and immediately begins demanding that the
therapist complete a needed form for him/her in an angry, off-putting manner, the
therapist is likely to recommend and coach the client on the use of interpersonal
effectiveness skills to make the request, with particular emphasis on the “GIVE”
(gentle, interested, validate, easy manner) skills designed to help maintain a rela-
tionship effectively (Linehan, 1993b). DBT, then, provides a broad range of very
helpful and specific CRB2s to promote as alternatives to CRB1s.

Our experience has been that FAP training helps therapists become more aware
of the reinforcing or punishing effects of their own behavior, and better observers of
the impact of their behavior (Rule 4). We believe that FAP can help increase ther-
apists’ sensitivity to subtle changes in behavior that mark the presence of CRB2s,
and thus become more likely to reinforce those changes. This is particularly relevant
for DBT clients who are often extremely sensitive to therapists’ reactions. Without
careful observation, the therapist may inadvertently punish or fail to reinforce a
CRB2 if it goes unnoticed. FAP also provides ideas for reinforcers available to the
therapist, and explicates the importance of amplification of therapist responses to
make reinforcers more salient.

Insight Strategies

In both FAP and DBT, therapists observe and discuss functional relationships
they observe in their clients’ repertoires. Both approaches provide rules for when
and how to express these observations. Rule 5 in FAP suggests that thera-
pists make interpretations that describe variables that affect the client’s behavior
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(Kohlenberg & Tsai, 1991), which is very consistent with DBT’s recommenda-
tion to “observe and describe patterns of stimuli and their associative relationships
that elicit (classical conditioning model) or reinforce/punish (operant conditioning
model) P’s [patient’s] behavior” (Linehan, 1993a, p. 267). Both approaches focus
on in-session behavior in identifying what behaviors to make interpretations about.
For example, Linehan (1993a) suggests that the most useful interpretations focus on
client behaviors that occur within the therapy relationship.

FAP makes the same recommendation, but adds an emphasis on interpreta-
tions that relate in-session to out-of-session behavior (Kohlenberg & Tsai, 1991).
For example, imagine a client who has experienced long-term invalidation from
family members who have communicated pervasively that the client is worthless
and undeserving. The client now becomes emotionally dysregulated when people
express feelings of respect or appreciation for him/her; in particular, he/she becomes
extremely sad. In describing this association, the therapist may observe “I notice that
when I express respect for you or compliment you, you feel very sad.” The therapist
may do a behavioral analysis in which he/she assesses other feelings or thoughts that
occur when he/she expresses respect or admiration. The therapist may also draw a
link to the client’s learning history and/or the occurrence of the response outside of
therapy and the impact of that response on others.

The point of this intervention in both FAP and DBT is increasing clients’ aware-
ness of the variables influencing their behavior. Interpretations change the context
of the behavior because following the interpretation the context now includes the
description of the behavior and its controlling variables. Both approaches encourage
therapists to formulate hypotheses about controlling variables, rather than making
assumptions. FAP may put more emphasis on exploring the ways in which the
behavior happening in the session is similar to behaviors that occur in the client’s
day-to-day life. The extent to which such exploration would occur in DBT would
depend on the relationship between the in-session behavior and other treatment tar-
gets; for example, if the behavior also occurs in the context of higher treatment
targets such as self-harm, this connection would be more likely to be a focus. If the
behavior is therapy interfering but does not seem to be related to higher targets, the
DBT therapist would be more likely to move into working on teaching and having
the client practice an alternative behavior (CRB2), especially early on in treatment.

Inspiration and Motivation for the Therapist

DBT therapists regularly enter into relationships with clients who are in intense
emotional pain, many of whom are suicidal, hopeless, and emotionally dysregu-
lated. What keeps therapists feeling motivated to continue this difficult work? In
other words, what are the reinforcers for DBT therapists? Working with clients
who have problems with emotion dysregulation and behavioral dyscontrol, espe-
cially suicidality and self-harm, can be extremely stressful. Recognizing this, DBT
takes a strong stance that therapists working with difficult clients need support,
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regular consultation, and a solid connection to a team who provides contingencies
that support doing effective treatment.

Our experience has been that FAP training has helped promote our sense of moti-
vation and excitement for doing DBT. We believe that learning and engaging with
FAP can help support DBT therapists by bringing them more into contact with the
reinforcing aspects of their work. There are at least three ways that FAP has pro-
vided us with inspiration and motivation in doing DBT. These are (1) becoming
more knowledgeable of basic behavior principles in ways that we believe contribute
to our effectiveness with our clients; (2) experiencing a sense of personal growth
that also benefits us as therapists; and (3) promoting the development of deeper and
more meaningful relationships, both with clients and with colleagues.

Learning FAP provides additional grounding in behavioral theory and greater
depth and facility to many therapists’ ability to apply behavioral concepts. There
are a variety of ways to increase understanding of basic behavioral concepts; FAP
provides one way that is particularly focused on the application of those concepts to
psychotherapy. Our experience has been that knowing more about behavioral theory
can help DBT therapists feel more confident with and hopefully more skillful in their
use of behavioral interventions.

Both FAP and DBT training and practice provide opportunities for personal
growth in the service of becoming more effective therapists. For many, such oppor-
tunities are very reinforcing. DBT primarily provides such opportunities in the
context of the consultation team. Consultation team members discuss their reactions
to clients and their own therapy-interfering behaviors. The team provides opportu-
nities for the therapist to practice alternative behaviors and reinforces them. For
many DBT therapists, the reinforcers the team provides are extremely important in
keeping them motivated, particularly when clients are in extended periods of crisis.
Our experience has been that involvement in FAP work also contributes reinforce-
ment in the form of personal growth related to therapist effectiveness. FAP therapists
actively explore their own histories and T1s (therapist in-session problems) and T2s
(therapist in-session target behaviors) in order to understand what they are bringing
to their therapy relationships. They explore their reactions to their clients in depth.
FAP therapists typically complete activities that they suggest to clients.

FAP work can increase a therapist’s comfort and skill with focusing on the
here-and-now. Facility with such a focus is integral to the effectiveness of DBT
consultation teams. Team members need to be able to notice when dialectical ten-
sions are arising and observe and describe those. They must be able to recognize
when they are feeling defensive or polarized, and be able to examine their responses.
DBT consultation teams are described as “therapy for the therapist,” in the sense that
identifying and practicing new behaviors in the moment, with the team, are central.
Our experience has been that FAP experience contributes to active engagement in
here-and-now work in the team.

Both FAP and DBT support the development of rich and meaningful relationships
with both clients and colleagues. The idea of having such relationships as part of
our life’s work is one of the things that drew many of us to be therapists. What FAP
does well is deepen that aspect of therapy, and of consultation, for the therapist. FAP
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helps us notice and address our ways of avoiding that interfere with making direct
contact with others. Through exposure, FAP helps reduce the anxiety and fear that
can block us from being truly present to ourselves and others.
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Chapter 5
FAP and Behavioral Activation

Andrew M. Busch, Rachel C. Manos, Laura C. Rusch, William M. Bowe,
and Jonathan W. Kanter

Depression is at the same time extremely common and extremely serious. In fact,
depression is one of the most frequent presenting problems in outpatient psychother-
apy, was listed as the single most burdensome disease in the world by the World
Health Organization (Murray & Lopez, 1996), creates significant economic costs
at the societal level, and results in major functional impairment and distress for
depressed persons and those close to them. Suicide, of course, is the ultimate cost.
How may FAP be used specifically with clients who present with depression? On
the one hand, Tsai et al. (2008) present a working FAP model for the clinician to use
with clients exhibiting diverse diagnoses, including depression, and it is our hope
and belief that such a model will be useful. On the other hand, FAP is currently not
empirically supported for depression, and several other treatments are.

One of these empirically supported treatments is Behavioral Activation (BA;
Martell, Addis, & Jacobson, 2001). As described by Kanter, Manos, Busch, and
Rusch (2008), FAP and BA share many important elements, including an under-
lying radical behavioral philosophy and a focus on reinforcement contingencies.
The theory of depression espoused by BA describes depression as a function of
losses of, reductions in, or chronically low levels of positive reinforcement; BA
treatment strategies are designed to reconnect the client with stable sources of
positive reinforcement in the outside world. Interestingly, while BA thus focuses
on reinforcement in the outside world, it does not provide a corresponding set of
reinforcement-based techniques for in-session work. FAP, in contrast, provides a
model for use of reinforcement in session but, other than Rule 5 on generalization of
gains made in therapy to the outside world, does not provide guidance or techniques
for talking to depressed clients about outside problems.

Thus, integration of these two treatments may address limitations in each, capi-
talize on each treatment’s strengths, produce a more complete behavioral model of
depression with linked treatment strategies, and ultimately result in a more effective
treatment than either approach alone. Kanter et al. (2008) critically reviewed BA
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from a functional perspective, concluded that BA lacked a model for application of
reinforcement in session, and suggested integration with FAP to address this limita-
tion. This chapter focuses on the potential utility of integrating these two behavioral
treatments from a more clinical perspective.

History of Behavioral Activation

BA grew out of early behavioral accounts of depression provided by Ferster (1973)
and Lewinsohn (1974). Both argued that the symptoms of depression are natu-
rally elicited by environments characterized by low rates of positive reinforcement.
Specifically, depression results from losses of, reductions in, or chronically low
levels of positive reinforcement. This position is supported by findings indicating
that major negative life events (e.g., job loss) predict the onset, maintenance, and
relapse of depressive episodes (Billings & Moos, 1984; Kessler, 1997; Mazure,
1998; Monroe & Depue, 1991; Paykel, 1982). In addition, persistent mild stress
(e.g., work-related stress, negative interpersonal interactions), which can be con-
ceptualized as consistently limiting positive reinforcement, also predicts depression
(Mirowsky & Ross, 1989; Pearlin, 1989).

Early behavioral treatments for depression focused on pleasant event schedul-
ing and skills training in an effort to increase client contact with consistent sources
of positive reinforcement (Zeiss, Lewinsohn, & Muñoz, 1979). These early treat-
ments showed great promise in treatment outcome trials. A recent meta-analysis of
outcome trials that included a behavioral treatment using activity scheduling as the
primary intervention concluded that these treatments produced large effect sizes and
were comparable to Cognitive Therapy (CT) conditions (Cuijpers, van Straten, &
Warmerdam, 2007). Interestingly, 14 of the 16 trials included by Cuijpers et al. were
conducted prior to the mid-1980s, indicating that interest in and research on these
behavioral treatments waned during the “cognitive revolution” for reasons unrelated
to their effectiveness.

Interest in activation strategies was renewed following the landmark component
analysis of CT conducted by Jacobson et al. (1996). In this study, 150 depressed
outpatients were randomly assigned to one of three treatment conditions that varied
the CT treatment techniques available to the therapist. In one condition, therapists
were allowed to use the full CT package. In a second condition, therapists were
restricted from cognitive restructuring techniques aimed at influencing core beliefs
and schemas but were allowed to focus on automatic thoughts. In a final condi-
tion, therapists were not permitted to use restructuring techniques at all and only
allowed to use the relatively few activation techniques included in the CT pack-
age. Findings indicated no significant differences in outcome among conditions at
post-treatment or 2-year follow-up (Gortner, Gollan, Dobson, & Jacobson, 1998),
suggesting that directly addressing cognitive variables may not be necessary for the
effective treatment of depression and that activity scheduling alone may be suffi-
cient. These results shocked the CBT treatment world; however, considering the
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findings of early BA studies reviewed by Cuijpers et al. (2007), they should not
have been surprising.

Modern Behavioral Activation

Modern BA (Martell et al., 2001) stemmed from an attempt to develop a comprehen-
sive behavioral treatment for depression following the promising results of Jacobson
et al. (1996). While modern BA retained the core of earlier behavioral treatments
(i.e., activity scheduling) it has become more contextual, idiographic, and incorpo-
rated a broader range of behavioral theory and research (Kanter, Callaghan, Landes,
Busch, & Brown, 2004).

Most importantly, modern BA recognizes that too much avoidance of unpleasant
feelings or events (excessive control by negative reinforcement) is as important to
the maintenance of depression as a lack of approaching positive feelings and events
(lack of control by positive reinforcement). Ferster’s (1973) behavioral account
of depression specifically suggested that a high frequency of escape and avoid-
ance behaviors leads to inactivity and a narrow range of behavior which limits
opportunities for positive reinforcement. In recognition of the idiographic nature
of depression, these avoidant behaviors can take the form of well-recognized,
passive depressed responses (e.g., staying in bed to avoid work stress) or behav-
iors that may be anti-depressant in many situations (e.g., going to the movies
to avoid having a difficult but important discussion with one’s spouse). The role
of escape and avoidance responses in depression has been supported by numer-
ous research findings (Ottenbreit & Dobson, 2004). Tendencies toward avoidant
responding have been linked to future depression (Blalock & Joiner, 2000; Londahl,
Tverskoy, & D’Zurilla, 2005), concurrent depression (Kuyken & Brewin, 1994),
and maintenance of depression (Holahan & Moos, 1986).

Another addition of modern BA is its treatment of rumination. BA purports that
rumination should be directly addressed in treatment and that it often functions as
avoidance. Essentially, BA theory posits that engaging in rumination in reaction to
stress or life problems, although not necessarily objectively pleasant, functions to
avoid actively addressing the problem situation. Although those who ruminate fre-
quently may feel rumination provides insight into their problems (Luybomirsky &
Nolen-Hoeksema, 1993), the importance of rumination to the development and
maintenance of depression is well established (Nolen-Hoeksema, Parker, & Larson,
1994).

BA’s TRAP and TRAC Models

In BA, the TRAP (Trigger, Response, and Avoidance Pattern) model is used with
clients to facilitate understanding of the reinforcing short-term effects and problem-
atic long-term effects of avoidance. In this model, Triggers may consist of major
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negative life events (e.g., loss of a loved one, being fired) or an accumulation of
smaller chronic negative life events or stressors (e.g., conflict with a boss, financial
strain). In addition to specific negative life events, stimuli related to these nega-
tive life events may also function as triggers. For example, the death of a spouse
(negative life event), as well as reminders of one’s spouse (e.g., seeing a picture,
mementos, having to tell others about the death) may function as triggers. According
to the TRAP model, individuals respond to these triggers. These Responses may
include some of the symptoms of depression, such as negative affect, crying, fatigue,
and anhedonia. When clients are experiencing these symptoms, it is key that the BA
therapist express to the client that given the context (i.e., given the triggers), the
individual should feel the way he or she is feeling. In BA, instead of focusing on
the depressive response in session (including negative cognitions), the BA therapist
focuses on the Avoidance Pattern that may ensue in response to these symptoms
(e.g., staying at home, calling into work sick, staying in bed, socially withdraw-
ing). BA therapists work with clients to replace this avoidant coping with Alternate
Coping. Clients are taught that whereas avoidant coping leads to increased triggers,
alternate coping interrupts the depressive cycle by activating behaviors that directly
address the trigger (i.e., active problem solving). By directly addressing the trigger,
the individual is more likely to come into contact with diverse and stable sources of
positive reinforcement, which should maintain these behaviors after therapy.

For example, consider a client who was recently fired and is consequently
experiencing financial stressors (Trigger) and sadness, crying, and loss of interest
(Response). Consequently, this client has stayed in bed all day, not answered his
phone, and not looked for employment opportunities (Avoidance Pattern). In this
scenario a BA therapist would activate the client to get out of bed and begin a job
search (Alternate Coping), which would directly address the trigger of losing his job
and bring him in contact with sources of positive reinforcement. It is important to
note that this type of activation would occur even when the client is still reporting
depressive symptoms; the BA therapist challenges the client to activate despite the
presence of depressive symptoms.

Outcome Support for BA

The efficacy of modern BA for moderate to severe adult depression was recently
established in a large randomized controlled trial that compared BA, CT, Paroxetine
(Paxil), and placebo (Dimidjian et al., 2006). While all three active treatments
produced similar outcomes for moderate depression, BA demonstrated compa-
rable effects to Paroxetine and larger effects than CT for severe depression
(Coffman, Martell, Dimidjian, Gallop, & Hollon, 2007). As CT is the most
well-established psychosocial treatment for depression and many consider SSRIs
(Selective Serotonin Reuptake Inhibitors) the treatment of choice for severe depres-
sion, this trial was an important step in empirical legitimization of BA for
depression.
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A Note on BATD

A second version of BA was independently and concurrently developed by Lejeuz,
Hopko, and Hopko (2002) and is referred to as Brief Behavioral Activation
Treatment for Depression (BATD). This treatment is similar to Martell and col-
leagues’ BA in many ways. Most importantly, it relies on increasing contact
with positive reinforcement through activity scheduling. BATD also recognizes the
importance of aversive control in depression. BATD, however, conceptualizes these
behaviors by evaluating reinforcement for depressed versus non-depressed behav-
iors (Lejuez, Hopko, LePage, Hopko, & McNeil, 2001). BATD has shown empirical
promise including positive results from a randomized controlled trial for inpatient
depression (Hopko, Lejuez, LePage, Hopko, & McNeil, 2003). Although the discus-
sion below is framed in terms of Martell et al.’s (2001) version of BA, integrating
FAP with BATD would be theoretically beneficial for the same reasons. For a
detailed review of the theory behind BA and BATD, as well as an attempt at an
integrated approach to BA consistent with the current account, see Kanter, Busch,
and Rusch (2009).

Rationale for Integration

As pointed out by Kanter et al. (2008), both BA and FAP are built upon the most
basic premise of behavior analysis, reinforcement. Specifically, the frequency of a
behavior can be increased when followed by certain environmental changes. When
these changes are no longer contingent upon the target behavior or the behavior is
punished, the behavior will decrease in frequency. The application of these prin-
ciples in humans is well established (Catania, 1998). Further, both FAP and BA
are rooted in a radical behavioral philosophy that looks to the context in which a
behavior occurs and a person’s history for causal explanations of human behavior.
Both FAP and BA also rely on the therapist’s understanding and ability to iden-
tify functional response classes. Specifically, BA requires that therapists recognize
varied topographies in different contexts as functioning as “avoidance patterns” or
“alternative coping behaviors” while FAP requires the differential identification of
CRB1s (problems) and CRB2s (improvements) occurring in session and the recog-
nition of functionally similar behaviors occurring in the client’s relationships outside
of session.

What FAP Adds to BA

As described in Kanter et al. (2008), BA does not capitalize on some fundamental
principles of shaping behavior: immediacy and certainty. Behavior is shaped most
effectively when consequences immediately follow the target behavior, but often
reinforcement for non-depressed behaviors occurring in client environments is not
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immediate. For example, if a depressed client assertively calls a friend and leaves
an invitation for a social outing on a voicemail (which could be an important anti-
depressant behavior), he or she may not receive a call back for several days. Here
the outcome may be reinforcing, but would be temporally removed from the target
behavior and therefore would not be as effective as a reinforcer.

A related issue involves the lack of control the therapist has over consequences
or the certainty of the outcomes related to assignments to engage in activation
outside of session. In the example mentioned above, the client may engage in a non-
depressed behavior by making the call, but this behavior may be punished because
the friend is busy and does not have time to respond. The certainty of consequences
is especially important when the goals of therapy are to develop new anti-depressant
behaviors “from the ground up.” With these clients, therapist control over the imme-
diate social consequences following a client’s behavior allows for the reinforcement
of successive approximations that may be punished in real world social contexts.

For example, imagine a client who engages in almost no emotional disclosure,
which has caused strain with his wife and children. For this client, any attempt to
disclose emotions to others could be considered a successive approximation to more
effective behavior. This client may say something like, “I really hate talking about
my feelings because it makes me feel so weak” during a therapy session. Here,
the therapist is in a position to reinforce this behavior in the service of helping the
client refine it over time. These same words spoken to the client’s wife, however,
may not be as well received (i.e., she inadvertently may punish a weak instance of
the behavior she desires more of). Thus, FAP allows for the recognition of small
improvements in behaviors that may not be recognized as progress outside of ther-
apy and provides a system for reinforcing those improvements. By continuing to do
this in a graded fashion, the therapist can shape the client’s behavior until it reaches
the level of sophistication that can be reinforced outside of session.

A final element that FAP adds to BA is an explicit focus on developing and
maintaining genuine, intimate interpersonal relationships. Research has found that
difficulties with intimacy are associated with depression (Hammen & Brennan,
2002; Zlotnick, Kohn, Keitner, & Della Grotta, 2000). These difficulties can be
conceptualized as leading to decreased positive reinforcement due to either a lack
of intimate relationships or unsatisfying relationships. Furthermore, avoidance of
conflict in intimate relationships can result in decreased positive reinforcement,
decreased relationship growth, and increased interpersonal problems. Thus, as FAP
techniques explicitly target these issues through the client–therapist relationship,
they have the potential to enhance BA’s effectiveness in changing interpersonal
behavior.

BA Targets and the Five Rules of FAP

As the five rules of FAP are reviewed in Chapter 1 of this volume, they are described
below only in relation to the process and targets of BA.
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Rule 1: Watch for Clinically Relevant Behaviors (CRBs)

The first rule of FAP instructs therapists to merely observe their client’s CRBs dur-
ing session. CRBs can take the form of in-session behavior that is functionally
similar to BA’s outside of treatment targets or relate to other specific client goals
for change. Observation of CRBs requires the therapist to mindfully engage in the
present moment with the client and remain vigilant of in vivo change opportunities.
As CRBs (and the targets of BA) are defined by each individual client’s case con-
ceptualization, neither a list of behavioral topographies or even functional classes
that should be addressed with clients can be generated. Below is a list of examples
of BA targets that could become relevant CRBs.

Avoidance patterns. As described in the TRAP model above, BA views avoid-
ance as effective in reducing negative affective responses in the short term, but not
leading to a reduction in stressful life problems, thus limiting access to positive
reinforcement in the long term. BA assignments using the TRAP model explic-
itly instruct clients to engage in approach behavior (i.e., Alternative Coping in the
TRAC acronym) in contexts where they previously engaged in avoidance. As many
aspects of therapy elicit powerful emotions (i.e., Responses), the stage is set for
opportunities to shape approach behaviors in session.

The most easily conceptualized avoidance CRB involves the client avoiding the
therapeutic interaction by skipping or arriving late for sessions. Showing up for
session on time can be naturally reinforced by the therapist in session and used
as a model for other approach behaviors. In addition, clients may avoid discussing
difficult topics. This avoidance may consist of restricting discussion to superficial
topics, making sarcastic remarks when difficult topics arise, or explicitly stating
that the topic is not of concern or importance. For example, consider a client who
has difficulty giving negative feedback to her husband. Suppose she is prompted in
session to give the therapist negative feedback (e.g., “Can you tell me something
that you would like to see change about our interactions or coming to therapy in
general?”). The client may respond, “I don’t really know, everything has been fine.”
Depending on the case conceptualization and the history between the client and
therapist, this response could be conceptualized as avoidance of giving negative
feedback, thus constituting a CRB1. Compassionate query into her response may
prompt a CRB2, which in this case may be the client giving negative feedback to
the therapist.

Rumination. Although rumination typically is seen as an internal behavior, some
forms of client talk during sessions may have similar functions as rumination. For
example, it is not uncommon for depressed clients to spend considerable time in
session on monologues about their misery and hopelessness. Although this is pub-
lic talk, the function may be quite similar to private rumination. Ultimately, this
expression of misery and hopelessness may function as avoidance of negative emo-
tions associated with more active problem-solving attempts. Thus, an individual
may consider rumination useful because of its superficial similarity to active prob-
lem solving; however, unlike problem solving, rumination does not elicit the same
negative emotions as active problem solving. Thus rumination in session may be
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identified as a CRB1 and directly targeted. This can be done by compassionately
bringing to the client’s attention how the ruminative behavior negatively impacts
the therapeutic relationship because it is an ineffective use of therapeutic time in
that it precludes attempts at active problem solving.

Passivity. Avoidance patterns also often involve passivity or passive coping. BA
directly targets passivity by identifying avoidance patterns and working collabora-
tively with the client to identify alternating coping strategies for daily life problems.
Essential to FAP is the idea that passivity that occurs outside of session will almost
inevitably translate into passivity that occurs in session with the therapist. For exam-
ple, a client may agree with the therapist’s proposed therapy goals and rely on the
therapist to dictate the sessions and course of treatment. If passivity is not recog-
nized as a CRB1, the client’s lack of active responding may either (a) extinguish
the therapist’s active behavior, resulting in a progressively more passive therapist,
or (b) prompt the therapist to become more active and take sole responsibility for
the therapy. Both therapist responses (passivity or increased activity on part of the
therapist) are problematic and may result if passivity is not identified and targeted
as a CRB1.

Assertiveness. In addition to avoidance patterns, rumination, and passive coping,
depressed clients often have difficulty engaging in assertive behaviors that are typ-
ically necessary for successful, active problem-solving and goal-directed action. If
assertiveness is conceptualized as a CRB2 for a particular client, then any appropri-
ate request to the therapist may be a CRB2, and avoidance of such a request may be
a CRB1. A client request may be quite simple, and without a FAP conceptualization,
may be overlooked as a CRB2. For example, a CRB2 could be as basic as a client
asking a therapist to close the window blinds because the sun is in the client’s eyes.

It is possible for a client to be assertive and ask for something that appears
counter-therapeutic. For example, a client may call to reschedule a session because
of another commitment. This behavior could constitute a CRB1 (avoidance of the
therapist), a CRB2 (assertively expressing needs), both, or neither. As another exam-
ple, in BA it is recommended that prior to each session the client complete the Beck
Depression Inventory (Beck, Ward, Mock, & Erbaugh, 1961) or another depression
symptom measure. Consider a client who asks, “I really hate filling out that mea-
sure – would it be okay if I did not complete it?” A typical BA therapist might
discuss with the client the importance of completing the measure and how data are
necessary to track progress when conducting an empirically supported intervention.
A FAP therapist, however, would react differently in this situation by considering
whether the client’s request was a CRB1 (avoidance), a CRB2 (assertiveness), both,
or neither.

Rule 2: Evoke CRBs

Evoking CRBs often happens naturally, since the therapy process, setting, and rela-
tionship tend to be highly evocative in their own rights. In addition to noticing when
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CRBs occur naturally, when integrating FAP and BA techniques therapists also
strategically evoke CRBs. Evocation of CRBs often takes courage on the part of
both therapist and client. Depending on the case conceptualization, evoking CRBs
may call for the therapist to go out of his or her comfort zone and engage in evoca-
tive behaviors such as personal self-disclosure. Furthermore, it takes courage for the
client to be at the receiving end of Rule 2. The emotional challenge of continuing in
therapy knowing that sessions will be real and evocative interactions should not be
underestimated.

In-session prompts to engage in CRBs may be seen as in-session parallels to
the activation homework assignments given to clients in standard BA. As men-
tioned above, the advantage of having access to these behaviors in session is that
the therapist can control the consequences that follow relevant behavior and shape
approximations to the goal behavior (e.g., a weak but still improved attempt by
the client to change meeting times) that might not be reinforced or may even be
punished outside of session. If the therapist can evoke the relevant behaviors in ses-
sion, it would provide a practice ground for corresponding behavioral homework
assignments.

As an example, one common CRB1 that is particularly relevant to the integration
of BA and FAP for the treatment of depression is in-session passivity. Therapists
should pay close attention to the division of the therapeutic workload between the
therapist and client. For instance, is the therapist doing most of the work (e.g., try-
ing to convince the client to be more active, taking responsibility for almost all
of the in-session activities)? Therapists not attuned to the function of the client’s
behavior may at best miss opportunities to shape more effective behavior and at
worst unknowingly reinforce problematic behavior by relieving the client of session
responsibility. If the therapist notices himself or herself taking on the vast major-
ity of in-session responsibility with a client who is also problematically passive in
social relationships, the therapist might say something like, “I notice that I have
been very active during this session, while you have had little to say. This sounds a
lot like how you describe interactions with your spouse. I was wondering what we
could do here to break the pattern between us and have you become more active in
session.” This type of response hopefully will function to evoke improved behavior
(i.e., increased active engagement in session) that then can be reinforced (see Rule 3
below). Clients may experience this kind of evocative talk from therapists as aver-
sive, so it is important to evoke sensitively. In this example the therapist could do so
by saying something like “I know this is tough for you, but this is a safe place for
you to try new behaviors.”

Rule 3: Reinforce CRBs Naturally

As described above, one of the most important benefits of adding in vivo work to
standard BA is that the therapist can control the provision of reinforcement for acti-
vation relevant behaviors that occur in session. By taking advantage of the therapy
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room as a setting where the therapist has increased control over the consequences
of a client’s behavior, the therapist should be able to build a repertoire that will
produce more reinforcing outcomes to out-of-session activation assignments (see
Rule 5). There are three relevant issues related to Rule 3 to consider when adding
FAP techniques to BA: the therapist’s threshold for what behaviors constitute CRBs,
schedules upon which the therapist responds to CRBs, and the arbitrariness of
therapist responses.

Given that clients begin therapy with problematic in-session behavior and after
treatment should be engaging in more effective in-session behavior suggests that the
threshold for therapist responding should shift during treatment. This means that at
first even very unskillful attempts at the target behavior should be reinforced by the
therapist. Over time, the therapist adjusts the threshold for a behavior to be rein-
forced (much like the graded homework assignments that are central to BA) until
the client is reinforced only for very skillful demonstrations of the target behavior.
This pattern should mirror the therapist’s expectations and homework assignments
regarding out-of-session behavior. It is also easier to shape a new behavior when
reinforcement is applied initially after every target response (i.e., a continuous ratio
schedule). To facilitate generalization, however, the reinforcement schedule even-
tually should be adjusted to a point where it approximates what may actually take
place outside of the therapy environment. This means that near the end of treat-
ment the therapist should slowly reduce the rate at which he or she responds to
CRB2s.

A final related issue is the therapist’s sensitivity to natural versus arbitrary rein-
forcement (Ferster, 1967; Kohlenberg & Tsai, 1991). This may entail a therapist
behaving quite differently than the usual therapist in some situations. For instance,
in daily life, assertiveness is naturally reinforced by compliance with the assertive
request. Therefore, an assertive CRB2 is naturally reinforced by the therapist grant-
ing the client’s request whenever possible. This may involve changing homework
assignments, changing appointment times, or having a longer session. This type
of natural reinforcement contrasts with more arbitrary responses, such as “Great
job being assertive!” that may not involve compliance with the request. In order to
respond in a naturally reinforcing manner, it is often useful for therapists to amplify
their private reactions, which may include demonstrating caring, telling the client
how the therapist is feeling in the moment toward him or her, and nonverbal displays
of interpersonal connection. This natural reinforcement of CRB2s often requires
that therapists are therapeutically loving, in that they are willing to take such risks
(e.g., demonstrating caring, expressing feelings of closeness and connection) in the
service of their clients.

Responding to ambiguous CRBs. In some instances, responding to assertiveness
CRB2s may be complicated. Consider the case of an assertive request not to be
assigned any homework. Although this may be a CRB2 in terms of assertiveness, it
is also potentially a CRB1 in terms of avoidance of difficult activation assignments.
Usually, reinforcing a CRB2 is given priority over responding to a CRB1, but the
therapist should be careful to discriminate between the behaviors as much as pos-
sible. In this example, the therapist may explore what the client dislikes about the
homework and work to make it more agreeable without avoiding it completely.
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In addition to responding to CRB2s, Rule 3 addresses responding to in-session
avoidance behaviors and other instances of CRB1s. Although not always the case,
in general the therapist should block avoidance when it occurs and prompt CRB2s.
Special care should be taken when blocking avoidance, since this is often expe-
rienced as punishing. Thus, responding to CRB1s also requires therapeutic love in
that therapists are sensitive to their clients’ needs and are able to gently block behav-
iors and prompt new ones without damaging the therapeutic alliance. For example,
the therapist could say, “It seems like you’re trying to avoid discussing this topic.
I know it’s hard, but could you try to do something more active right now?”

Rule 4: Observe the Potentially Reinforcing Effects of Therapist
Behavior in Relation to Client CRBs

Rule 4 suggests that therapists observe their effect on clients. One can only say
that an in-session target behavior has been reinforced if the client demonstrates the
target behavior with increased frequency, intensity, or both. Thus, it is important to
observe the effect of contingent responding on the client over time. However, often
it is also helpful to seek immediate feedback from clients regarding their reactions
to the therapist’s attempt at shaping. For example, after attempting to reinforce a
generally passive client’s in-session assertion of needs, the therapist might ask the
client, “What was it like for you to get what you wanted and to hear my reaction after
expressing your needs?” Seeking this type of in vivo client feedback is significantly
different from the BA (and general CBT) practice of seeking general feedback at the
end of each session.

Rule 5: Provide Functional Analytically Informed Interpretations
and Implement Generalization Strategies

Rule 5 in FAP consists of the therapist giving functional descriptions of the client’s
behavior in order to facilitate generalization of in-session client gains to daily life.
Commonly this is done by the therapist explicitly drawing attention to parallels
between the therapeutic relationship and the client’s outside of therapy relationships.
For example, consider a depressed client who has difficulty asserting his needs.
Suppose this client is able to assert himself with the therapist and this translates
into a richer therapeutic relationship. The therapist can then draw a parallel between
this and the client’s difficulty asserting himself with a loved one with whom he
has a strained relationship. The therapist can highlight that being assertive with the
therapist enhanced their relationship and parallel this with the need for the client
to be assertive with the loved one. Specifically, the therapist can use the BA activ-
ity chart to aid in generalization by scheduling a homework assignment of being
assertive with the loved one. When integrating FAP and BA, the scheduling of acti-
vation assignments should flow directly from collaboratively determined functional
similarities between in-session and out-of-session contexts.



76 A.M. Busch et al.

Treatment Recommendations

As BA is an empirically supported treatment for depression, we recommend that
behaviorally minded clinicians begin treatment of depressed clients with BA tech-
niques. As described above, however, FAP techniques may take advantage of
fundamental behavioral findings in ways that would improve BA. Thus, we sug-
gest that therapists wishing to integrate these two treatments provide a rationale and
obtain informed consent for FAP techniques early in treatment, but begin with a
focus on out-of-session activation. The therapist who remains vigilant to CRBs is
then free to incorporate FAP as BA targets show up in session, the client engages
in therapy-interfering behavior, or activation assignments fail due to interpersonal
problems that appear amenable to FAP.

Although speculative, the addition of FAP techniques to the practice of BA
theoretically should be particularly helpful for populations with problematic inter-
personal relations. This may include subpopulations of depressed clients with
co-morbid personality disorders or relationship discord. Regarding the treatment of
personality disorders, the American Psychological Association Task Force recently
released guidelines that call specifically for treatments that include the therapeutic
relationship as a mechanism of behavior change (Critchfield & Benjamin, 2006),
which supports our contention that FAP would be an important addition to BA in
this situation.

A Case Example

To highlight the usefulness of integrating FAP and BA techniques, this chapter
concludes with a case description in which BA was augmented with FAP tech-
niques to address a client’s non-passive avoidance repertoires (that still prevented
him from contacting important sources of positive reinforcement) and interpersonal
repertoires that were amenable to in-session shaping.

John, a 31-year-old single Caucasian male, diagnosed with Major Depressive
Disorder and Narcissistic Personality Disorder, was treated using an integration of
FAP and BA for 15 sessions. John complained of hypersomnia, weight loss, reduced
ability to concentrate, and anhedonia. He reported an inability to connect intimately
with others, a history of shallow interpersonal relationships and romantic infidelity.
John was raised in an upper middle class family and had high-paying jobs in the
past, but at the time of treatment was making little money, returning to school, and
experiencing legal problems. He reported having many acquaintances – specifically
he had a large network of friends for playing sports and socializing – but few close
friends for support. When John did identify that he needed support, he often asked
for it in an unclear manner and reported that these attempts to elicit support made
him feel weak and incapable. He reported dating much younger women because
they tended to be more casual and willing to be non-monogamous.

Initial sessions were spent clarifying John’s goals for treatment, assessing BA
and FAP target behaviors, providing a rationale, and obtaining informed consent
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for the treatment. Two major interpersonal problems were identified: (1) excessive,
interpersonally aversive behaviors aimed at impressing others, which the therapist
and John collaboratively labeled as “impressing statements and behaviors,” and (2)
an inability to identify and express needs clearly. Corresponding goals for treatment
were (1) decreasing impression management in social situations and (2) increasing
asking others for assistance and emotional support when needed.

In terms of BA’s TRAP model, both of these broad classes of behavior were
functionally seen by John and his therapist as attempts to avoid feeling anxious or
vulnerable in situations that elicited social discomfort or feelings of inadequacy.
Thus, both behaviors were well-suited targets for BA interventions as they suc-
cessfully avoided aversive private events in the short term but prevented John from
having meaningful interpersonal relationships in the long term. This lack of mean-
ingful relationships was conceptualized as an important variable maintaining his
depression.

Regarding impressing statements, the Trigger could have been any social situa-
tion, the Response was social discomfort, feelings of vulnerability or anxiety, and the
Avoidance Pattern was making impressive statements. These statements functioned
to maintain a strong social image that effectively, temporarily avoided discomfort
but also prevented John from developing close and genuine interpersonal relation-
ships. John reported that impressing was often a problem when he tried to “one-up”
people in social situations or when he was so concerned with networking or what
people could do for him that he did not feel connected to them. Another area where
impression management was a problem in John’s everyday life involved completion
of schoolwork, where he was unable to turn in work that he did not feel “reflected
his potential.” This became a significant problem as John missed deadlines while
trying to produce near perfect work.

Likewise, Triggers for problems with need assertion were situations in which
John needed some kind of help, his emotional Response included feeling incapable,
vulnerable, or inadequate, and his Avoidance Pattern involved not asking for help
(and experiencing negative consequences) or asking for help in very subtle ways that
had a low probability of evoking assistance. Examples of TRAPs regarding need
assertion included being unable to ask for money that was owed to him (because
it would look like he needed it) and denying academic difficulties (e.g., how far
behind he was on assignments) to an academic counselor in order to preserve his
image.

Although BA alone may appear to be a sufficient treatment given that the spe-
cific TRAPs were identified, there were several reasons why the addition of FAP
appeared necessary for this case. First, John had a hard time identifying when he
was engaging in impressing behaviors or opportunities to assert his needs. Thus, it
would have been ineffective to assign him homework to change his responses before
he was aware of specific instances of his own problem behavior. Second, John’s
impressing behavior was highly aversive and his first attempts at need assertion
were not of high enough quality that they would be reinforced at an adequate rate
in the outside world. Thus, an in-session focus was needed to shape John’s behavior
through reinforcement of successive approximations. John’s lack of awareness and
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behavioral repertoire deficits highlight the potential limitations of implementing BA
alone and indicate the benefits of incorporating FAP with clients who have certain
interpersonal problems.

Early in treatment the therapist noticed aversive impressing behaviors occur-
ring in session as CRB1s. For example, John came to session over-dressed (he also
pointed out to the therapist that he was wearing a $200 shirt), described his active
sexual and dating life in detail, and often referred to wealthy or important friends
or family. More broadly, John often sounded scripted and engaged in storytelling in
such a way that the therapist felt like John was trying to sell him something. Finally,
John’s need to impress teachers with school assignments generalized to therapy in
that his written therapy homework assignments were either completed in consider-
able detail and full of misplaced psychological jargon (John admitted to efforts to
make them sound clinical) or not completed at all. A lack of need assertion also
occurred in session in more subtle ways including denying difficulty and emotion,
and avoiding talk about problematic situations where he needed assistance from the
therapist in favor of more abstract discussions.

Impressing statements occurred readily without explicit attempts by the therapist
to evoke them (Rule 2) and the therapist contingently responded (Rule 3) by sharing
his personal reactions to John’s in-session behavior including sensitively telling him
that he sounded scripted, like a salesman, over-controlled, or that it made it hard for
them to get work done in therapy. In addition, with each contingent response to a
CRB1 the therapist attempted to prompt a more effective behavior. For example, the
therapist once responded, “Is that a salesman answer? Could you try responding in a
different way?” Regarding therapy homework, John was asked to finish assignments
in a complete and practical manner but resist making them perfect (i.e., typing his
responses, writing full paragraphs, and using psychological jargon).

Over time, John’s in-session behavior improved and he began to engage in less
impression management. For example, John eventually was able to let the therapist
know when he was confused (as opposed to pretending he understood the therapist),
came to sessions in regular clothing (John described his new outfits as “less stud-
ied” than those earlier in treatment), turned in homework that was complete but not
perfect, engaged in less impressive story telling, and generally sounded less delib-
erate and scripted. Consistent with both FAP and BA, these improvements led to
homework assignments to engage in functionally similar out-of-session Alternative
Coping (Rule 5). For example, John was asked to specifically refrain from mak-
ing impressive statements in high-risk situations (e.g., meeting new people at a
party), go to social events dressed in ways that made him slightly uncomfortable
(i.e., underdressed), and to turn in homework assignments to teachers that he did
not feel were perfect.

In-session problems with need assertion were less apparent and more often were
evoked directly by the therapist. This required that the therapist wait until he under-
stood John well enough to discriminate interactions where he was having difficulty,
but was failing to bring up the topic or ask for assistance directly. These attempts
to evoke CRB often took the form of questions like, “What can I do to be most
helpful to you right now?” or “What do you need from me at this moment?” These
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evocative questions often initially resulted in John denying difficulty or attempting
to change the topic. The therapist responded by blocking his avoidance and prompt-
ing an alternative response. For example, when John had experienced a very painful
interaction with an ex-partner between sessions, he joked about the interaction in
session and described it as “amusing” and “curious” but was noticeably shaken. The
therapist contingently responded by pointing out the incongruence between previ-
ous descriptions of the importance of this relationship, his in-session affect, and his
verbal presentation, then prompted the client to express his needs and difficulties in
the moment.

During treatment John began to admit difficulties and express his needs to the
therapist. It is important to note that seeking therapy and continuing to come were
functionally CRB2s for John as it implied needing help. This was discussed and
explicitly reinforced throughout treatment. These improvements led to homework
assignments to engage in out-of-session Alternative Coping (Rule 5), ranging from
asserting very simple requests early in treatment, like needing help moving, to more
emotional requests later in treatment (e.g., asking a friend to spend some time talk-
ing about a painful issue). BA’s weekly activity chart was used to facilitate this
graded improvement.

Symptoms of depression essentially were resolved by the 12th week of treatment
and remained low until termination. Additional sessions were spent (1) solidifying
gains made in impressing behaviors and need assertion and (2) discussing additional
steps John could take toward closer interpersonal relations, including increased
emotional expression and reduced reliance on rigid social rules. In addition, John
reported engaging in several out-of-session behaviors demonstrating improvement,
including making requests to friends that made him feel embarrassed about his
current financial standing (e.g., asked friends for second hand furniture and for
opportunities to do odd jobs for extra money), being more forthcoming with peers
regarding his financial and social position, and asking peers for emotional support.
John also reported being more mindful of engaging in overly impressive behav-
ior and that it now made him feel “showy.” In addition, he reported noticing how
well his new behaviors were working at getting his needs met and feeling closer
to people, suggesting that these behaviors eventually shifted from instructional to
contextual control.

Conclusion

In summary, both BA and FAP are behavioral treatments that focus on reinforcement
as the key mechanism of change. In BA, the goal is to activate new client behaviors
in the natural environment to contact stable sources of positive reinforcement. In
FAP, the goal is to naturally and differentially reinforce in-session behavior that is
functionally similar to out-of-session targets. BA relies on instructing and encour-
aging clients to seek out additional reinforcement in their environment. While BA
has been shown to be effective as a stand-alone treatment, both basic and applied
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behavior analytic research indicate that a more efficient method of changing behav-
ior would involve the immediacy and control that FAP techniques provide. Future
research is needed to substantiate this claim and the applicability of this integrated
treatment to relevant problems, including depressed clients with Axis II disorders
and depressed clients with marital discord.
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Chapter 6
FAP and Psychodynamic Therapies

Irwin S. Rosenfarb

The question of the analyst’s self-disclosure and self-revelation
inhabits every moment of every psychoanalytic treatment.

(Levine, 2007, p.81)

The purpose of this chapter is to present a brief overview of current psychodynamic
therapies and to show how these therapies may be understood within a Functional
Analytic Psychotherapy (FAP, Kohlenberg & Tsai, 1991; Tsai et al., 2008) frame-
work. As readers of this chapter are no doubt aware, FAP is a bit of an anomaly
within the current therapeutic landscape. On the one hand, FAP is derived from
radical behavioral epistemology. On the other hand, FAP is more similar clinically
to psychodynamic approaches than to traditional behavioral therapies. Thus, FAP
occupies a unique therapeutic space in that it is able to bridge both behavioral and
psychodynamic worlds (see Kohlenberg & Tsai, 1991, Chapter 7). A clearer under-
standing, therefore, of current psychodynamic therapies may help FAP therapists
become more effective in their clinical work.

As Gabbard and Westen (2003) recently pointed out, “Contemporary psycho-
analysis is marked by a pluralism unknown in any prior era” (p. 823). Moreover,
there is a recognition that “the either/or polarization of insight through interpreta-
tion versus change through experiencing a new kind of relationship has given way
to the recognition that these components of change operate synergistically in most
cases, with greater emphasis on one component for some patients and the other
component in others” (Gabbard & Westen, 2003, p. 824). Psychoanalysts spend less
of their time “digging for buried relics from the patient’s past. Rather, much of our
focus is on the way the here-and-now interaction between analyst and patient pro-
vides insight into the influence of the patient’s past on patterns of conflict and object
relations in the present” (Gabbard & Westen, 2003, p. 824). Current psychoanalytic
and psychodynamic therapies may be characterized, therefore, by both the use of
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interpretation to help clients develop insight into their problems and the fostering of
a positive therapeutic alliance (Leichsenring & Leibing, 2007).

Transference and the Therapeutic Alliance

The most basic similarity between FAP and psychodynamic approaches is the
emphasis on the therapeutic alliance or the therapeutic relationship. The focus on
this relationship is at the core of both approaches and both therapies use the alliance
to effect behavioral change. Central to both approaches is the idea of the correc-
tive emotional experience (Alexander & French, 1946), the belief that through a
therapeutic relationship with a positive other person, clients can learn new ways of
interacting in the world (Gabbard & Westen, 2003).

In both psychoanalysis and FAP, therapists attempt to make clients aware of
patterns of behavior exhibited with the therapist that also may be shown with signif-
icant others in clients’ lives outside of therapy. Within psychodynamic approaches,
this is known, of course, as “transference,” which may be defined as the idea that
clients repeat many of the same behaviors with their therapists that they have shown
with significant others throughout their lives (Mitchell & Black, 1995). Transference
interpretations by analysts are attempts to show clients how they are repeating these
patterns, and how these patterns have led to many of their interpersonal difficulties.

Fonagy (2004), a prominent psychoanalyst, provided a good example of trans-
ference in psychoanalysis. Fonagy presented an in-depth review of one session with
a client named “Miss A.” In the prior session, Miss A had disclosed a traumatic
hospitalization at age 4 after she fell down a flight of stairs. In the current session,
Miss A began by talking about a project at work. Fonagy stated

. . . it felt as if Miss A was being very repetitive and superior, and a bit boring. My mind
wandered and I could feel that I was about to switch off. I then remembered that when
she described her accident the previous session, she had described her father’s visits to the
hospital. Although he visited her every day, she was resentful that he would merely listen
to her complaints about the treatment she was receiving and would do nothing. I wondered
to myself if he, like me, had switched off, perhaps unable to bear his child’s suffering, and
how she must have felt about this when she was in pain and frightened and if there was now
a part of her that was genuinely unable to have interest in or feel her pain. I wondered how
to suggest, without seeming critical and eliciting a defensive response, my sense that she
almost expected to bore me because she wanted to prove that I, like her father, could not
bear her pain. (p. 810)

Fonagy responded to Miss A by stating

You speak to me as if you have no hope of my being interested in what you are saying
. . . It occurs to me that you are experiencing me at the moment as you said you used to
experience your father when he came to visit you in the hospital. I think you are hopelessly
used to people not doing anything about what is happening to you. (p. 810)

Through his interpretation, Fonagy is pointing out that the client is repeating
the earlier experience she had with her father (i.e., acting in a boring manner, in
FAP terms a CRB1 or a clinically relevant behavior that is an in vivo problem). In
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addition, by using the word “hopelessly” in the last sentence, Fonagy is implicitly
stating that Miss A expects others to react in the same way as her father. Thus,
Fonagy is using FAP Rule 5 (“provide functional interpretations of client behav-
ior”) to help the client develop a CRB3 (explanation of the causes of her behavior)
in which she sees the connection between her “repetitive, superior, and boring”
behavior and others’ lack of interest in what she says. From a FAP perspective,
it also would be important to know whether Fonagy’s interpretation encouraged the
client’s direct expression of pain and distress within the session, and whether Fonagy
then acted in ways that reinforced those behaviors. Interestingly, in an accompany-
ing commentary, Irwin Hoffman, another prominent analyst, notes that it may have
been better for Fonagy also to have expressed some regret for being bored. Hoffman
(2004) states that Fonagy might have said, for example

I feel bad because this aspect of your work is so important to you and you would like me to
be interested, but I find my mind is drifting . . . It occurs to me that that’s a bit narrow of me
and that maybe I’m being a bit like your dad in that respect. (p. 818)

This self-reflection, Hoffman notes, may have served to further differentiate the
analyst from the client’s father (a use of Rule 5 in FAP). In addition, by responding
in this way, Fonagy would be telling Miss A that being bored was his problem and
that Miss A had a right to expect Fonagy to be interested in her work. Thus, this self-
disclosure also might serve as a discriminative stimulus (a use of Rule 2 in FAP) to
evoke more client CRB2s (in-session improvements such as the direct expression of
pain and distress).

Hoffman (2004) furthermore points out that such therapist genuineness also mod-
els openness and vulnerability to the client (also a use of Rule 2). At one point in
the session Miss A tells Fonagy, “You are so full of yourself, and then I don’t like
you.” The analyst does not respond to this comment, but Hoffman notes that Fonagy
might have said the following: “Really, I wasn’t aware of that. Could you tell me
more about what you mean?” In this way, the therapist not only responds positively
to the client’s expression of anger (using FAP Rule 3 to reinforce a potential CRB2),
but he also implicitly lets the client know that he will try to change his own behav-
ior (a use of Rule 2). Hoffman (2004) notes that if Fonagy were genuine with Miss
A and showed her his vulnerability, the interaction may have become more “emo-
tionally meaningful” (p. 820). This, in turn, may have served to encourage more
emotionally meaningful exchanges in the future.

Transference, the Repetition Compulsion and Projective
Identification

Transference and Stimulus Generalization

Some behaviorists have dismissed the concept of transference by stating that
the concept can be understood through the behavioral principle of stimulus
generalization. Behaviorists have noted that because therapists are similar to others
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in clients’ lives, it is not surprising that clients react to therapists as they have reacted
to significant others. It is possible, for example, that therapists are part of a stimulus
class that includes all “authority figures” or all “older men” or all “women.”

Stimulus generalization, however, merely describes the mechanism by which
clients react to therapists as they have reacted to significant others in their life. The
interesting part of the transference phenomenon though is not that stimulus general-
ization occurs but that stimulus generalization continues to occur even after clients
have had repeated exposure to the therapist. A rat or pigeon, for example, can dis-
cern the difference between a dark red light and a light red light as a discriminative
stimulus within a few trials. Yet, even after years of therapy, some clients may con-
tinue to act toward their therapists as they acted toward their parents. In addition,
they may continue to do so despite the fact that therapists may consistently act very
differently toward them than their parents did. Clearly, clients “know” verbally that
therapists are very different from their parents (if they were not different, clients
probably would not continue in therapy), yet they may continue to repeat the same
behavioral patterns and treat their therapist as if he or she were their parent. From
a behavioral perspective, stimulus features supporting generalization continue to be
more salient to the client than those that would support discrimination

Thus, therapist attention to how discrimination can be achieved may be useful.
For example, it may be that clients have not had enough exposure to their therapist
to learn that he or she is different from their parents. It takes several trials, for exam-
ple, for a rat or pigeon to learn that a bright red light signals different reinforcers
than does a dark red light. In the same way, after decades of repeated exposure to
one’s parents, it may take several years (since the client may see the therapist only
50 min a week) for a client to learn that his or her therapist is a functionally different
stimulus than his or her parents. The therapist also may be inadvertently reinforc-
ing problematic behaviors that are similar to the behaviors reinforced by the client’s
parents. From a FAP perspective, the critical point is to understand the contingen-
cies surrounding the client’s behavior within the session and to examine how they
are similar to and different from the contingencies that have operated on the client
in the past.

The Repetition Compulsion and Projective Identification

Some psychodynamic theorists would say that there is a need for clients to treat
therapists as significant others in their lives (Moore & Fine, 1990). Behaviorally,
we would say that the tendency to treat a therapist as a significant other is a high-
strength behavior. Psychoanalysts call this high-strength behavior the “repetition
compulsion” (Leowald, 1971). From a FAP perspective, the repetition compulsion
describes a pattern of problematic behavior that is repeating across several envi-
ronments (O1s or outside life problems and CRB1s or in-session problems), so to
understand the contingencies surrounding the behavior, the therapist should look for
reinforcers that occur across several environments as well.
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There are at least two reasons why clients may treat therapists as their parents.
First, clients may want experiences that are familiar to them and second, clients
may seek to “undo” past relationships that cause them distress. Repeating similar
patterns may be comforting because they are familiar. This may be especially true
when change and ambiguity are frightening or perceived as dangerous. Avoidance
of change is an important and sometimes neglected CRB1.

A psychoanalytic concept related to the repetition compulsion is projective iden-
tification. Projective identification occurs when clients “project” certain thoughts,
ideas, or feelings onto the therapist and the therapist actually behaves toward the
client congruent with the behaviors that have been projected onto him or her (Ogden,
1979). Therapists do this because clients act in a manner that “pulls” for those
behaviors. A client, for example, may see the therapist as “bossy” and, therefore,
acts passive. The therapist then actually acts bossy in response to a passive client.
Through the process of projective identification, clients may recreate interactions
that occurred with significant others in their lives.

A second reason clients may react to their therapist as they did to significant oth-
ers in their lives is to “undo” past relationships that cause distress. Imagine a client
who grew up with a depressed mother who, at times, was unresponsive to his needs.
It also may be that this client saw himself as responsible for his mother’s depres-
sion and continually attempted to make his mother happy by “being the perfect little
angel” she wanted him to be. This can be translated into behavioral terms. As Janoff-
Bulman (1979) noted, seeing ourselves as responsible for negative events in our life
may be adaptive when the alternative is to realize how powerless and helpless we
are in the world.

Thus, even though the attempt to be perfect did not reduce his mother’s depres-
sion, this client’s behavior of trying to be perfect may have been negatively
reinforced through avoidance of feelings of powerlessness and helplessness. It may
have been preferable to believe that he could control his mother’s depression than
to believe that his mother was unresponsive to his needs. Moreover, the client may
have been intermittently reinforced for trying to reduce his mother’s depression and
this may have resulted in the client feeling powerful and in control.

In therapy, the client’s attempt to make his therapist happy and pleased is a high-
strength behavior, and the client may do his homework diligently, for example, in an
effort to accomplish with his therapist what he was unable to do with his mother. In
addition, by recreating this pattern with his therapist and in other relationships, the
client avoids being aware of painful, guilty, and angry feelings. In these situations, it
may be essential for the therapist to avoid reinforcing behaviors that are indicative of
the client’s attempt to be “a perfect little angel” (a CRB1) and instead to reinforce
behaviors that conflict with the therapist’s wishes. Oppositional behaviors that do
not please the therapist may be CRB2s for clients when their parents’ conditional
love and acceptance has been their most potent reinforcer.

It should be noted that there is very little empirical support for these concepts
within psychoanalysis because needs, wishes, and desires are so difficult to assess.
Behaviorists, for example, have done a very good job of specifying when something
is or is not a reinforcer, but have done a poor job of specifying why that stimulus is
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reinforcing or how we can identify the significant reinforcers in a person’s life. Thus,
one’s life experiences become critical in determining clients’ CRB1s and CRB2 As
Goldfried and Davison (1976) pointed out over 30 years ago, the expert behavior
therapist must be a Menschenkenner, someone who understands people and is a
“connoisseur” of human behavior.

Problems with Transference, the Repetition Compulsion
and Projective Identification

For many analysts, transference involves a distortion of reality. Freud, for exam-
ple, considered the client’s reaction an “illusion” and thus ignored the therapist’s
“personality, behaviors, and role” (Langs, 1976, p. 27). A less extreme view was
offered by Alexander and French (1946) who suggested that before a client reac-
tion is classified as transference, the analyst must rule it out as a “normal reaction
to the therapist and therapeutic situation as reality” (pp. 72–73). Clinically, a ther-
apist who accepts the distorted reality aspect of transference may be less inclined
to genuinely consider the possibility that a client’s perception is valid when it dif-
fers from the therapist’s. This, in turn, could deprive the client of an opportunity to
learn how to resolve interpersonal conflicts in which each member of the dyad has
a justifiable, but different view of the world. Similarly, a submissive client could be
punished for being assertive when his or her view of reality is different from the
therapist’s. In situations where validation of clients’ perceptions may be essential to
their improvement, such needed validation may be limited or hampered by the dis-
torted reality notion of transference. It may also be that the distorted reality notion
will inadvertently reinforce an authoritarian or rigid stance for therapists who are
already inclined in those directions.

In sum, transference is operant behavior that occurs because of similarity
between the client–therapist relationship and past relationships the client has experi-
enced. Furthermore, because it is an operant, there is no guarantee that such behavior
will occur during the session. This FAP view of transference has the advantage of
suggesting its causes, its relationship to the client’s daily life problems, and how it
is affected by the therapeutic process.

There are also many problems with the traditional psychoanalytic concept of
projective identification In the projective identification of dependency, for example,
(1) nothing is projected into someone else; the client is acting dependent because
he or she was reinforced for it in the past, and was probably punished as a child
for exhibiting more independent behaviors; (2) no conversion of an inner struggle
into outer one takes place; the inner struggle is a side effect of both dependent and
independent responses having been punished at different times; and (3) being this
dependent has lost much of its past adaptive value; dependence now constitutes an
avoidance behavior that prevents the client from contacting more positive contingen-
cies associated with building in new behaviors (e.g., being assertive, taking control,
having the ability to give and take).
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More importantly, in terms of clinical implications, the designation of specific
behaviors (i.e., dependence, power, sexuality, ingratiation) as projective identifica-
tions may be problematic. There may be an a priori judgment that when a therapist
responds to the client’s behavior with feelings of caretaking, incompetence, sexual
arousal, or gratefulness, he or she is reinforcing the client’s pathological behav-
ior and this is, therefore, undesirable. Behavior, however, cannot be judged as
problematic without considering the larger context; that is, although these client
behaviors may be problematic (CRB1s), it is also possible that they are improve-
ments (CRB2s) when considering the client’s current repertoire. For instance, if a
female client generally avoided relationships because she was afraid of being too
dependent, then an emergence of dependence behavior would actually be a CRB2
and should be reinforced in the earlier stages of the therapy. Or, if dependence had
been agreed upon as a CRB1, then improvements need to be shaped and reinforced
rather than punished. An improvement might be the client’s calling the therapist
only once or twice a week as opposed to four or five times a week, or shortening her
lengthy phone conversations to less than 10 min. The analytic view of the behavior
as pathological might lead to the punishment of dependency behaviors, when such
behaviors are CRB2s. In sum, the FAP position is that transference, the repetition
compulsion, and projective identification are mentalistic constructs and clinicians,
therefore, need to understand the specific client behaviors indicative of each.

Therapist Neutrality

Another important hallmark of classical psychoanalytic theory is the idea that the
analyst never self-discloses and always maintains a “neutral” attitude (see Meissner,
2002). Stone (1981), for example, stated that “In general, the analyst does not
answer questions. He gives no affective response to the patient’s material or evi-
dent state of mind, nor opinions, nor direction, not to speak of active interest, advice
or other allied communications” (p. 99). An example may help clarify why main-
taining a neutral attitude and not giving a response to clients may be most beneficial.
Imagine that an attractive client comes to therapy and frequently makes comments
such as “I’m ugly” or “I’m unattractive.” It would be natural for the therapist to want
to tell the client, “I think you are attractive” but saying so may not be in the client’s
best interest. First, and most obviously, telling a client she is attractive may give
the client the impression that the therapist was attracted to her. Yet, there may be a
second, and more important reason why it may not be in the client’s best interest to
be told that the therapist thinks she is attractive.

One can imagine that this client has been told by many people in her environment
that she is attractive. One can also imagine that since she has been an adult, the client
has probably rarely if ever been told that she is ugly or unattractive. Yet, despite
this, the client continues to “believe” she is unattractive. If the client has discounted
the opinions of virtually everyone in her environment, why would not the client
similarly discount the therapist’s opinion?
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One must also ask, though, why would a client continually view herself as
unattractive when objectively she is attractive? Behaviorally, what is maintaining
the client’s statement that she is unattractive? There are several reasons why an
objectively attractive woman may see herself as unattractive. First, it is possible
that by viewing herself as unattractive, the client avoids dating situations. The client
may be terrified of dating (or more directly, a sexual relationship) and the statement,
“I am ugly” is part of a larger response class that is maintained by the avoidance
of dating. A second possible reason why this client may see herself as unattractive
despite objective evidence to the contrary is that her parents may have given her
the message (either overtly or covertly) that she was not attractive. Her parents also
may have reinforced behavioral repertoires consistent with not “acting attractive”
(such as being affectionate or “acting cute” with her father). Thus, by seeing herself
as and acting attractive, she is contradicting her parent’s view of her, which may
arouse much anxiety and fear. Furthermore, by seeing herself as unattractive, this
client may be maintaining her ties to her family and their view of her. The client
may fear that by seeing herself differently from the way her family sees her, she is
losing those family ties and may be left feeling alone and isolated.

One can develop a similar scenario for clients who see themselves as “stupid” or
“dumb” when objectively they have accomplished much in their lives. One must ask
what is maintaining these statements when clearly these clients must have received
much feedback that contradicts such a view. The maintaining contingencies may be
outside of the client’s awareness, but often may be tied to the client’s family’s view
of the client and the avoidance of behavior that contradicts those views. Viewing
oneself in a negative way, for example, may be part of a larger response class that
serves, in part, as a way for clients to maintain family ties when breaking those ties is
too frightening or painful. Moreover, viewing oneself as successful or accomplished
may also be anxiety-provoking when the idea contradicts one’s previous learning
history.

On the other hand, at times it may be desirable to tell clients you think they
are “attractive” or “bright” as it may force clients to deal with the discrepancy
between your view of them and their own view of themselves. A client, for example,
may think you are lying if you tell her she is attractive, bringing up issues of trust
(a CRB1) that may be addressed within the therapeutic alliance. Another client may
tell you she is unattractive because she hopes that you will tell her she is attrac-
tive and thus reassure her. In this case, the client’s reassurance seeking would be
an important CRB1. There are no clear right or wrong ways to deal with clients’
negative views of themselves. It is probably most critical, though, for clinicians to
try to understand the contingencies maintaining such behavior in order for them to
be in a position to naturally reinforce client improvements.

Current Empirical Research in Psychoanalytic Therapy

Because much of psychoanalytic therapy is compatible with FAP, it may be helpful
for FAP clinicians to be aware of some current empirical research in psychoanalytic
therapy. Psychoanalysis and psychodynamic therapies are currently experiencing
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a renaissance. A Psychodynamic Diagnostic Manual (PDM Task Force, 2006)
recently has been published by the Alliance of Psychodynamic Organizations, a
collaboration of the major psychoanalytic organizations, and empirically supported
psychodynamically oriented therapies have been developed to treat borderline
personality disorder (Bateman & Fonagy, 1999; Levy et al., 2006), panic dis-
order (Milrod et al., 2000), post-partum depression (Cooper, Murray, Wilson, &
Romaniuk, 2003), and cocaine dependence (Crits-Cristoph et al., 2003), among
other disorders. Recent meta-analytic reviews of short-term psychodynamic psy-
chotherapy (STPP; Leichsenring, Rabung, & Leibing, 2004) and long-term psycho-
dynamic psychotherapy (LTPP; Leichsenring & Rabung, 2008) have found large
pre-treatment to post-treatment effect sizes for both forms of therapy. In addition,
patients receiving LTPP showed significantly better outcomes than patients receiv-
ing shorter forms of psychotherapy on measures of target problems, psychiatric
symptoms, and social functioning. Furthermore, the average patient receiving LTPP
was better off than 96% of the average patients receiving short-term treatments
(Leichsenring & Rabung, 2008).

Although the analysis of transference is considered central to psychoanalysis
and psychodynamic psychotherapy, surprisingly, there has been only one empirical
study that has experimentally manipulated the number of transference interpreta-
tions within a randomly controlled clinical trial1 (see Hoglend, 2004, for a review
of transference research). Hoglend et al. (2006) randomly assigned 100 patients to
one of two forms of psychodynamic psychotherapy. Both forms of therapy were
identical except that in one, therapists were instructed to focus specifically on the
therapeutic relationship (the transference group) whereas in the other treatment,
therapists were instructed specifically not to focus on the therapeutic relationship
(the non-transference group).

In the transference group, therapists were encouraged to explore clients’ thoughts
and feelings about the therapeutic relationship, and patterns of behavior shown in
outside relationships were specifically linked to patterns shown with the therapist.
In the non-transference group, therapists were told not to focus on the relationship
and to not link any patterns of behavior to patterns shown with the therapist. In
the non-transference condition, for example, the therapist might say, “You feel that
your colleague is exploiting you at work and you have difficulty telling her directly,
so your headache builds up” whereas in the transference group, the therapist might
say, “You feel that your colleague is exploiting you at work and you have difficulty
telling her directly, so your headache builds up. Could this also be related to a feeling

1Rosser et al. (1983) conducted the only other empirical study to manipulate transference interpre-
tations. In this study, 32 patients with chronic obstructive airway disease (COAD) were randomly
assigned to one of two forms of psychodynamic psychotherapy. In one form, therapists were
instructed to “make free use of transference interpretations” while in the other form, therapists
were told to withhold transference interpretations. Results indicated that patients that did not
receive transference interpretations showed significantly more changes in psychiatric symptoms
than patients who received transference interpretations. In addition, female patients who received
transference interpretations rated the therapy as significantly more unpleasant. None of the patients,
however, were seeking psychotherapy.
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that I do not do my share of the therapeutic work?” (Hoglend et al., 2006, p. 1740).
In both therapies, patients were seen weekly for 1 year.

Results indicated that, contrary to the authors’ hypotheses, low-functioning
clients (those with personality disorders) did better when they received transference
interpretations whereas high-functioning clients (those without personality disor-
ders) did equally well in both forms of therapy. Moreover, these results maintained
over a 3-year follow-up period (Hoglend et al., 2008).

The authors interpret these findings as suggesting that low-functioning clients
(those with long-standing problematic interpersonal relationships) may need the
therapist to focus on their relationship. Not focusing on their relationship may be
too anxiety-provoking. The client may need the therapist to be explicit about how he
or she feels about the client. This may not be necessary for high-functioning clients.
For these clients, focusing on their interpersonal relationship difficulties outside of
therapy may be sufficient and it may not be necessary for the therapist to focus on the
“transference.” Thus, a focus on problems occurring within the relationship may be
important for low-functioning clients whereas for high-functioning clients, impor-
tant CRB2s may involve developing CRB3s – verbal behaviors that describe the
functional relationship between the client’s behavior and reinforcers in the natural
environment.

Hogland et al.’s results are consistent with the robust finding that cognitive
behavior therapy (CBT) is generally effective for the treatment of major depres-
sive disorder even though CBT therapists do not emphasize attending to the
therapist–client relationship (most CBT studies typically involve high-functioning
clients). On the other hand, many correlational studies suggest that outcome is
improved when attention is given to the therapist–client alliance, even when clients
are high-functioning (Connolly et al., 1999; Kanter, Schildcrout, & Kohlenberg,
2005; Kohlenberg, Kanter, Bolling, Parker, & Tsai, 2002; Leichsenring & Leibing,
2007; O’Connor, Edelstein, Berry, & Weiss, 1994; Ogrodniczuk, Piper, Joyce, &
McCallum, 1999). Decisions regarding when to focus on the therapeutic relation-
ship are complex and poorly understood, and an idiographic assessment of each
client may be critical in determining the best way to proceed in each situation.

Conclusion

Gabbard and Westen (2003), in their attempt to explain the mechanisms of change
in psychoanalysis, concluded by saying, “Any time we are tempted to propose a sin-
gle formula for change, we should take this as a clue that we are trying to reduce our
anxiety about uncertainty by reducing something very complex to something very
simple” (p. 837). At its most basic level, the therapeutic relationship is like any other
close human relationship: two people are trying to connect with each other so that
they each become more open, honest, and experiential. Psychoanalysis, for approx-
imately 100 years, has been developing a theory to explain how this relationship
can be curative of psychological problems. This theory, like any good theory, has
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evolved and has been refined through the experiences of psychoanalysts. Although
the theory incorporates a very different world view from that of FAP, and defines
its terms in ways that may be seen as problematic and unscientific by proponents
of FAP, it would be foolhardy – given the obvious similarities between psychoanal-
ysis and FAP in terms of technique – to argue that there is little to be gained from
an examination of the principles and practices of psychoanalysts. After all, the the-
ory stems from the real experiences of psychoanalysts in the therapy room with
real clients. Psychoanalysts are trained to be exquisitely sensitive to the nuances of
the therapeutic relationship and how client problems may unfold during the therapy
hour in relation to the therapist. At the core of phenomena labeled transference or
projective identification by psychoanalysts are real experiences so labeled.

Hopefully, FAP, through its emphasis on radical behavioral epistemology, may
be able to help explain these nebulous and amorphous concepts within a scientific
framework. FAP explanations may offer some useful operationalizations of psycho-
analytic phenomena and may highlight certain therapist responses as particularly
useful, thus offering some structure and guidance to a psychoanalytic theory that
often leaves much to the judgement of the clinician. By doing so, FAP explorations
of psychoanalysis can help our clients lead happier and more fulfilling lives.
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Chapter 7
FAP and Feminist Therapies: Confronting
Power and Privilege in Therapy

Christeine Terry, Madelon Y. Bolling, Maria R. Ruiz, and Keri Brown

My schooling gave me no training in seeing myself as an
oppressor, as an unfairly advantaged person, or as a participant
in a damaged culture. I was taught to see myself as an
individual whose moral state depended on her individual moral
will. My schooling followed the pattern my colleague Elizabeth
Minnich has pointed out: whites are taught to think of their lives
as morally neutral, normative, and average, and also ideal, so
that when we work to benefit others, this is seen as work that
will allow “them” to be more like “us.”

(McIntosh, 1988, p. 1)

The quote by McIntosh (1988) reflects a theme that weaves together this chapter
on Functional Analytic Psychotherapy (FAP) and feminist therapies. Briefly, psy-
chotherapy is comprised of a series of social encounters fraught with sources of
behavioral influence that are subtle, indirect, and generally undetectable by those
involved. We will examine the characteristic sources of influence on social behavior
(Biglan, 1995; Glenn, 1988; Glenn & Malagoid, 1991; Guerin, 1994; Parott, 1986;
Zimmerman, 1963) and make the case that their role within the therapeutic process
should be of interest to therapists. As therapists we inevitably bring with us dis-
tinctive characteristics that identify us as members of social groups including, but
not limited to, our race, ethnicity, gender, and socio-economic class, and we work
with clients of different races, ethnicities, genders, and socio-economic classes. The
social group memberships of the therapist and the client are inseparable components
of the emergent therapeutic context. In this chapter we will explore how social group
memberships participate in the therapeutic context and the influences of these on the
emergent therapeutic relationship. McIntosh’s above quote highlights our theme by
alerting us that markers of our memberships in social groups can work their way into
the context of the therapeutic encounter silently and invisibly, potentially impacting
our behavior and our clients’ behaviors in ways we had not imagined.
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As McIntosh suggests, it is entirely possible to be unaware of how we contribute
to a context that confers unearned advantage to some based on sex, race, immigra-
tion status, sexual orientation, or physical or mental health abilities. She also makes
us aware that it is possible that our views of what constitutes “normality” and the
ways we work with others to help alleviate suffering may lead us to act in ways
that perpetuate and promote one privileged view of normality to the detriment of
other people whose realities are different from our own. The other person’s reality
remains invisible because, as Caplan (1995) reminds us, “the people who have the
greatest power to impose their views of reality on others are those who are most
likely to uphold the majority view of reality and normality” (p. 50).

McIntosh’s quote also touches upon the concepts of power and privilege, pro-
cesses that perpetuate certain views of reality as “neutral, normative, and average”
(McIntosh, 1988, p. 1). Many of us have received little, if any, formal training or
practice in identifying instances where power and privilege are operating as sources
of behavioral influence. If we have learned to become aware of the influences
exerted by power and privilege on behavior, we likely have not been taught how we
can challenge it. We argue that as therapists we should become aware of power and
privilege in the therapeutic context because without intention or awareness we may
be engaging in behaviors that promote inequality and injustice at the expense of our
clients. Further, our unintentional promotion of oppressive practices may produce
iatrogenic effects for clients, violating the ethical mandate of doing no harm.

Feminist theories and therapies grew from an acute awareness of the systemic
nature and daily effects of social injustice in people’s lives and a passion to change
societal imbalances. Feminist theories can be successfully integrated with behavior
analysis (cf., Ruiz, 1998) and we propose a similar integration of feminist therapies
with FAP. In this chapter we will consider ways that the contextual and systemic
awareness fostered in feminist therapies can contribute to and enhance the practice
of FAP. We discuss the constructs of power and privilege from a behavior analytic
perspective and present a functional analytic view of these processes that can clar-
ify our understanding of how they function and suggest ways to counteract their
influence. Finally, we propose an alteration to FAP case conceptualization that will
increase the salience of sociopolitical factors in the therapeutic relationship and aid
therapists in identifying and working with issues of power and privilege both within
and outside the therapeutic relationship to advance the therapeutic process.

Feminism and Behavior Analysis: Complementary Systems

Ruiz (1995) has discussed at length the points of convergence between the femi-
nist perspective, broadly defined, and behavior analytic science. While the feminist
community is highly diverse (cf., Herrmann & Stewart, 1994; Kirk & Okazawa-Rey,
1998; Reinharz, 1992), the orienting assumptions that guide feminist work and the
themes woven through feminist discourse converge with the philosophical and con-
ceptual terrain of radical behaviorism as articulated by Skinner (1945, 1953, 1969,
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1974, 1978). For example, behavior analysts and feminists adopt a contextualistic
view of behavior and reject psychological approaches that fail to take into account
the conditions of people’s lives. The two communities agree that scientific know-
ing is a relational process and reject the notion of the scientist as a privileged
knower that is separate from the participant. That is, the perspectives the scientist
brings to her work are important considerations given the social nature of scientific
knowledge. Therefore, unlike models of science that search for universal and tran-
scendental truths, feminists and behavior analysts agree that scientific work is a
practical matter that aims at establishing effective solutions for the problems within
a given context. The reader familiar with FAP will recognize elements of the fore-
going discussion as “the conceptual foundations of applied behavior analysis [that]
form the theoretical underpinnings for FAP” (Kohlenberg & Tsai, 1991, p. 7).

For years feminists have expressed the need for a feminist epistemology
(Aebischer, 1988; Banaji, 1993; Harding, 1986; Marecek & Hare-Mustin, 1991;
Unger, 1986) grounded in the experiences of women and other marginalized groups.
Keller (1985), for example, has exposed the invisible but pervasive impact of gen-
der ideology in science reflecting its masculinist perspective. As a result others have
called for “woman-specific” knowledge (Aebischer, 1988) or feminist standpoint
epistemologies (Harding, 1986) that recognize women’s experiences as distinctly
crucial in the development of alternative perspectives in science. The essential fea-
tures of feminist epistemology include placing women at the center of inquiry,
reducing or eliminating the boundaries between the scientist (knower) and the
participant (known), and employing knowledge to challenge the subordination of
women and other social groups marginalized on the basis of race, class, ethnicity,
or other distinctions (Fee, 1986). Above all, feminist epistemology encourages the
scientist to, in Keller’s (1985) words, “listen to the material rather than assuming the
scientific data self-evidently speak for themselves” (p. 134) because, she reminds us,
the “data never do speak for themselves . . . [as] all data presuppose interpretation”
(Keller, p. 130).

In calling for a merger of feminist psychology and behavior analysis, Ruiz (1998)
has noted the nature of transformative research that could emerge from the fusion.
One such area is the study of gender as an “epistemological system” (Kaschak,
1992, p. 35). The behavior analyst’s conceptual and methodological tools could be
useful in this quest. One tool is the behaviorist’s understanding of self-knowledge
as being of social origin. Skinner (1974) stated,

It is only when a person’s private world becomes important to others [in the verbal
community] that it is made important to him . . . A person who has been made “aware
of himself” by the questions he has been asked is in a better position to predict and control
his own behavior (p. 31).

This understanding of self-knowledge and the focus of the analysis on the con-
tingencies in the verbal community in its development may yield insights on the
functions of gender (or race, class, sexuality, and other categories) as social and ver-
bal classes. Moreover, a behavioral analysis of invisible social contingencies of dis-
criminatory cultural practices and interpretive repertoires (see Hineline, 1992; Ruiz,
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1998) of dominant (controller/scientist/therapist) and non-dominant (controllee/
participant/client) participants in social encounters (work setting/scientific
research/therapy) may reveal useful information on the functional dynamics of
power and privilege.

Feminist Therapies: A Brief Introduction

Feminist therapy emerged partially as a result of the consciousness-raising groups
that arose within the women’s movement of the 1960s and 1970s. In addition,
feminists’ criticisms of traditional therapy methods inspired the development of a
therapy that was thought to better address the needs of women. Contemporary fem-
inist therapy encompasses a wide variety of approaches. Unlike traditional forms of
therapy, it does not have a standard, agreed-upon definition. It is a set of values or
attitudes rather than a standard set of techniques or procedures. In fact, Marecek and
Kravetz (1998) concluded

Uniform standards of feminist practice would be nearly impossible to achieve. Just as there
is no single definition of feminism nor one kind of feminist, there is no single meaning of
feminist therapy, but rather a multiplicity of ideas about principles, processes, and therapy
goals. (p. 35)

Despite the variability in forms of feminism and feminist therapy, several themes
have been identified, including the importance of addressing sociopolitical fac-
tors, a focus on maintaining an egalitarian therapeutic relationship,1 and balancing
instrumental and relational strengths (Campbell & Wasco, 2000; Enns, 2004).

The emphasis on sociopolitical rather than intrapsychic factors as causes of
women’s psychological distress is central to feminist therapy (Park, 2004). Feminist
therapists have been critical of traditional psychology for constructing women’s
symptoms as pathological. They reject the idea of individual psychopathology and
instead endorse environmental or sociopolitical factors as potential causes of clients’
distress (Gondolf, 1998; Walker, 1994). Thus, feminist therapists see women’s
symptoms as directly connected to their social and political contexts and as mech-
anisms for surviving within oppressive environments rather than as an individual
“illness.”

This emphasis on sociopolitical factors is reflected in a common idea from the
second wave of feminist theory and activism, namely, that the personal is politi-
cal (Gilbert, 1980). In the therapy setting, this view is bidirectional. That is, the
client and therapist come to recognize that acting from their own received values
about gender, ethnicity, class, sexual orientation, and other groupings affects soci-
ety around them – that is, the personal is political. Conversely, they recognize that

1Establishing and maintaining an egalitarian therapeutic relationship are not accepted by all
feminist schools of therapy (cf., Veldhuis, 2001). Some feminist writers have questioned the neces-
sity and ethics of creating an egalitarian relationship, suggesting that it may inhibit successful
therapeutic outcomes (Veldhuis, 2001).
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these socially constructed values affect their personal lives – thus, the political is
personal. In addition, the personal can become a direct part of the political realm
when a person decides to take action toward societal change. This idea, which origi-
nated in the consciousness-raising groups of the 1960s and 1970s, represents quite a
departure from traditional goals of therapy. Some feminist therapies promote social
activism as a part of the therapeutic process for clients and consider activism integral
to being a more effective feminist therapist (Enns, 2004). The connection between
personal and political issues is core to feminist therapy, based on the fundamental
belief that there is no real or lasting individual change without some type of social
change (Sturdivant, 1980; Wyche & Rice, 1997). One criticism feminist therapists
have of traditional psychotherapy is that therapists often encourage clients simply
to adjust to their environment rather than challenge oppressive structures (Worell &
Remer, 2003). Therefore, a major goal of feminist therapy is to help clients have an
impact on their social and political environments, both for their own benefit and that
of others.

Five techniques selected from feminist therapy procedures for highlighting
sociopolitical factors include: (1) identifying and assessing the importance of
clients’ social locations (e.g., gender, ethnicity, social class, sexual orientation), (2)
reframing clients’ symptoms as strategies for coping with an unhealthy or oppres-
sive environment (e.g., consciousness raising), (3) gender-role, cultural, and power
analyses, (4) encouraging clients to initiate social change (at both macro and micro
levels), and (5) therapist initiation of social change (Worell & Remer, 2003).

In addition, feminist therapists value an egalitarian relationship between the
client and therapist (Brown, 1986; Enns, 2004; Gilbert, 1980; Marecek & Hare-
Mustin, 1991; Park, 2004; Sturdivant, 1980; but see Veldhuis, 2001 for a dissenting
view). Worell and Remer (1992) claim that power-sharing is a central concern for
feminist therapy first because efforts to minimize the client–therapist power dif-
ferential reduce the likelihood that therapy will serve as a further means of social
control, and second, because the client–therapist relationship should not model the
power differentials that women experience in their daily lives. Creating more egal-
itarian client–therapist relationships may also serve to keep clients in treatment,
particularly those from “high-risk” groups who are reluctant to seek help from
the mental health community due to prior experiences (and expectations of future
experiences) of discrimination within psychotherapy (Worell & Remer, 2003).

Certain feminist therapy strategies are meant to reduce the power differential
inherent in the therapy relationship and to increase client empowerment. Some
of these strategies are (a) using appropriate self-disclosure, including making val-
ues explicit (so clients can choose to reject those values) and disclosing personal
reactions and experiences when doing so is likely to be helpful to the client; (b)
encouraging a consumer-oriented approach to therapy (i.e., demystifying the ther-
apy process by informing clients of the process, rights, and responsibilities of
therapy; encouraging clients to “shop around” for a therapist); (c) using caution
in applying diagnostic labels, which may serve to position the client as “sick” and
the therapist as “well”; (d) ensuring that goals are determined through a collabora-
tive process; and (e) teaching clients skills that are consistent with the clients’ stated
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goals (Brown & Brodsky, 1992; Brown & Walker, 1990; Sturdivant, 1980; Worell
& Remer, 2003).

Feminist therapists also value the balancing of instrumental and relational
strengths (Enns, 2004). Instrumental strengths are behaviors that have a primary
function of completing tasks, whereas relational strengths are behaviors that have a
primary function of maintaining relationships. Instrumental strengths are stereotyp-
ically associated with males and relational strengths (also known as expressivity)
are stereotypically associated with females (Bem, 1981; Enns, 2004; Steiner-Adair,
1986). Feminist therapists encourage behavioral flexibility in all clients regardless of
gender by challenging them to incorporate both instrumental and relational behav-
iors in their repertoires. In addition, they help clients understand how gender-role
socialization has shaped their perceptions of agency (instrumentality) and com-
munion (relational skills) in their own behavior as well as the behavior of others.
Finally, feminist therapists help clients identify and value the relational aspect of
their personalities, since in our society the relational realm has been considered less
important than the instrumental realm.

Commonalities Between FAP and Feminist Therapies

Because functional analysis derives from a radical contextualist2 worldview and
feminist thinkers are deeply contextual by conviction, FAP and feminist therapies
share aspects of an approach that differs fundamentally from mainstream psychol-
ogy. The five feminist strategies to reduce power differentials listed above are also
found in FAP (e.g., self-disclosure), though the rationale for pursuing them differs.
The most theoretically salient of the commonalities is the endorsement of multiple
causation for psychological difficulty, which in turn calls for a conceptual emphasis
on function rather than topography. Both FAP and feminist therapies treat the person
in context rather than treating symptom clusters or diagnoses.

As mentioned above, feminist therapists are critical of mainstream psychology’s
practice of assigning the causation of psychological difficulties to intrapsychic fac-
tors (e.g., personality factors such as aggressiveness and dependency) rather than
to the sociopolitical contexts of which individuals are part. Radical contextualists
also firmly reject intrapsychic models of causation for human behavior. Feminist
therapists and behavior analysts recognize that intrapsychic models of causation
may be useful ways of describing human behavior, but both deny that intrapsychic
factors are causal mechanisms of behavior (Gondolf, 1998; Hayes & Brownstein,
1986; Park, 2004; Skinner, 1974; Walker, 1994). Instead, both feminists and radical

2In this chapter, the terms behavior analytic and radical contextualist will be used interchangeably.
Both terms refer to the theory of behavior in which individual–environment relations, individual
learning history, cultural history, and evolution are the proposed mechanisms of behavior change.
This theory is often attributed to Skinner (1945, 1974), but has been expanded upon by Hayes,
Barnes-Holmes, and Roche (2001), Sidman, Wynne, Maguire, and Barnes (1989), and many others.
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contextualists propose models of behavior change that are based on multiple causa-
tion; that is, many factors and historical streams contribute to human behavior. As
feminist writers Brown and Ballou (1992) state,

Standard models of psychopathology have tended to look for a prime cause of the observed
entity, rather than allowing for the possibility that similar phenomena may have multiple
causations that interact with person and context in somewhat unique ways. (p. 113)

Behavior analysts propose that evolution (i.e., phylogenic selection), the envi-
ronment, including an individual’s learning history (i.e., ontogenic selection), and
an individual’s biology all contribute to determining behavior (Skinner, 1974),
including the problematic behaviors that are typically seen in therapy.

In both FAP and feminist therapies this leads to an emphasis on function over
topography. For example, Alice suffers from depression: a constant despairing
mood, difficulty sleeping, loss of interest in food and favorite activities, withdrawal
from social interaction, and difficulty thinking and concentrating. It came about in
the context of her work environment, a welding company where she (the only female
in the office) always finds herself in support-role tasks such as organizing company
events, devising filing and tracking systems, and pacifying irate customers – in spite
of the fact that she had been working there longer than the current management, had
conceived and set up the business with her father, and often serves as management
backup, where she performs admirably. A feminist might note one of the causal
factors as the “glass-ceiling effect” – no matter how hard she works, Alice will not
have access to higher positions in her company. Treatment then might focus on find-
ing ways to address that form of workplace inequity. Note that this treatment does
not address the topography of her presenting problem (e.g., sadness, sleeplessness)
rather, the hypothesized function of her depression is withdrawal from an untenable
situation rooted in long-standing societal patterns where Alice belongs to a subor-
dinate group. In this case the hypothesis is that sexism is a systemic cause, and the
glass-ceiling effect is the specific manifestation, so the problem is being addressed
as a function of these phenomena.

A FAP therapist, on the other hand, may note that Alice treats him with
considerable subservience during sessions, even though he is rather young and inex-
perienced. It is not that he thinks there is an intrapsychic cause (unassertiveness) for
the depressive symptoms – rather, he may note that Alice is acting from a long
history of being one of few women in a man’s world, and has had no experience
in changing what her experience tells her is “the way things are.” Although this
FAP therapist may shape assertive behaviors and direct communication in sessions
with Alice (addressing what is apparently a problematic interpersonal pattern in
her whole life), a FAP therapist with a deeper sense of the sociopolitical context
might well combine such interactions with inquiry into steps Alice can take to rem-
edy workplace inequities, while always noting her in-session reactions to him. For
example, she may have difficulty articulating objections in the presence of a member
of a dominant group.

Finally, both FAP and feminist therapies share the idea that the environment
outside of therapy enters into the client–therapist interaction, as illustrated in the
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vignette above. Feminist writers have focused more on how the sociopolitical envi-
ronment and learning based on one’s cultural position influence client and therapist
behaviors. FAP writers have focused more broadly on how the entirety of the
environment and learning history impacts client and therapist behaviors.

A Rationale for Integration

By now, it is apparent that FAP and feminist therapies share a common foundation
for a successful integration. Three additional reasons support this proposal. First,
FAP therapists have recognized the need to identify and work with issues of power
and privilege in the therapeutic situation (Rabin, Tsai, & Kohlenberg, 1996). In the
first edition of the FAP book (1991), Kohlenberg and Tsai state,

The therapist, however, as a member of the culture that supports subtle, and sometimes
not so subtle, forms of prejudice and discrimination could have values consistent with the
culture. Values refer to a person’s reinforcers; this means that a sexist or racist therapist
would continue to reinforce those client behaviors that have been shaped by a racist or sexist
culture. We believe the most deleterious effect of oppression is that access to reinforcers
is limited . . . Consequently, a therapist who reinforces on the basis of sexism or racism
would be interfering with repertoires that could increase long-term positive reinforcement
and thereby compromise the goals of FAP. (p. 192)

However, FAP researchers and writers have been slow to take up the challenge
presented by these suggestions; in the many years since the book was written,
only one article on working with these issues has been published (Rabin, Tsai, &
Kohlenberg, 1996) and only five presentations on the topic have been given nation-
ally (Brown, 2009; Ruiz & Terry, 2006; Terry, 2005; Terry & Bolling, 2006; Terry
& Bolling, 2007). Fortunately, feminist authors and therapists have written about
issues of power and privilege since the 1960s and have proposed techniques for
working with such issues in the therapeutic context. FAP could benefit greatly from
the wisdom and methods feminist psychologists have developed in working with
issues of power and privilege in the therapeutic encounter.

Second, the recommendations offered in the 1991 FAP text, although helpful, are
neither exhaustive nor especially practical for therapists who lack time and resources
to videotape and review sessions with “individuals sensitive to these issues” (p. 192).
Finding such suitable consultants is actually more of a problem than anticipated,
and is typically beyond the means of most therapists. Specifically, it is not suffi-
cient simply to consult with a therapist who appears to belong to the same minority
group as the patient one is treating. However well-intended, a request for this type of
consultation based on the consultant’s group membership is itself prejudicial (e.g.,
racist, sexist) and presumptuous. On the other hand, a colleague who specializes
in sociopolitical issues would likely welcome a request for consultation. As noted
below, many complex factors play into the sociopolitical position of every person.
Incorporating the expertise of feminist therapists (conceptually and perhaps also in
consultation) would be beneficial in dealing directly with these complexities.
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Third, the 1991 recommendations presume that therapists are already aware of
power, privilege and cultural contingencies in the groups to which the therapist and
client belong. However, before a person can work with the “invisible knapsack”
(McIntosh, 1988) of one’s own assumptions about “the way things are,” one must
first become aware of those assumptions, and then realize that these issues will arise,
however subtly, in the therapeutic relationship. FAP offers methods to specify which
client and therapist behaviors that occur in daily life may enter into the therapeutic
relationship and how those behaviors can be changed. Feminist therapies can enrich
FAP by emphasizing the fact that the sociopolitical context is itself a source of clin-
ically relevant behaviors, and as such will also inevitably enter into the therapeutic
relationship. They offer techniques for becoming aware of and working with these
issues as clinically relevant behaviors (see five of these techniques listed in the above
section, Feminist Therapies: A Brief Introduction). As stated at the beginning of the
chapter, everyone belongs to multiple socially constructed groups (in addition to our
roles as client and therapist), and these groups’ histories enter the therapy room as
well. Thus, it is critically important that we become aware of the meanings inherent
in belonging to socially constructed groups because those meanings will inevitably
appear in the therapeutic context.

Power and Privilege: A Behavior Analytic Reconceptualization

Because FAP is based on a radical contextualist theory it is crucial that we under-
stand power and privilege, central constructs in feminist therapies, in a manner that
is consistent with the theory on which FAP is based. We believe that a behavior ana-
lytic view of power and privilege has certain advantages for psychological work
in that it traces the origins of behavior patterns into the environment, including
the historical environment that includes societal and cultural histories. This view
of power and privilege eliminates reified constructs and makes interventions more
direct. A behavior analytic view does not refer to internal entities or other mentalis-
tic concepts for good reason: If one had to change capacity to influence or unearned
advantage, for instance, how might one proceed? The second advantage of a behav-
ior analytic view is that measurement is more direct and concise: it is based on
behavior and consequences that can be tracked and measured directly and tailored
to the individual, as might be done with the FAP case conceptualization form which
we will describe in a later section.

Power and Privilege: Feminist Definitions

As stated earlier, feminist writers have focused on power and privilege as core
issues in theory and practice. For example, feminists have addressed the impact
of power and privilege in the lives of individuals, and how to change cultural and
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therapeutic practices to mitigate their unexamined effects. When feminist writers3

speak of power they typically include Eagly’s (1983) definition that power is “the
capacity to influence the other person in a relationship” (p. 971). This influence
can extend through many different systems and contexts and can include power in
dyadic relationships, in a group(s), or in a society or culture. Feminist writers gener-
ally have focused on the functions of power within and across social groups and the
position of groups within a certain society or culture (e.g., United States) (cf., Brown
& Ballou, 1992; Campbell & Wasco, 2000; Enns, 2004). We will retain Eagly’s
definition of power as capacity to influence as we develop a behavior analytic
perspective on social power and its functions in human relations.

Privilege is discussed in the feminist literatures as “unearned advantage . . . [and]
. . . conferred dominance” (McIntosh, 1988, p. 1). A consequence of power is that
members of the dominant group accrue privileges. One such privilege is easier
access to higher-status social positions, neighborhoods, employment, and gover-
nance. Privilege therefore affords members of the dominant group with certain
advantages. One example of privilege is facilitating or fast-tracking group members
into positions from which they can exert their influence over others. Because the
dominant group is in a position to set up normative practices within a social system
(see Ballou & Brown, 2002; Brown, 1992; Brown, 1994; Fine, 1992), the privi-
leges accrued by its members blend into the normative practices of the larger social
system. Thus, privilege typically operates invisibly, undetected as a source of influ-
ence particularly by those who benefit from it (see Ruiz, 1998, 2003). Privilege is
often embedded within institutions such as government and schools and the cycle of
maintaining power within certain groups is continued (see Fine, 1992 for a detailed
discussion).

A Behavior Analytic View of Power

The treatment of power and privilege by feminist writers is likely to be of interest
to radical contextualists working to understand subtle forms of behavioral control.
As discussed previously, Ruiz (1995, 1998, 2003) has made the case that merging
feminist perspectives with the radical behaviorist conceptual framework promises
a productive line of inquiry into important sources of social control. We believe
that a feminist radical contextualist perspective has much to offer behavior analytic
practices in its various domains of clinical work, including FAP. For example, one
important line of questioning encouraged by a feminist radical contextualist per-
spective would be as follows. Consider a FAP therapist who is a Caucasian female,
working with an African-American male client. This therapist may want to ask how

3Just as with feminist therapies, there is no one form of feminist theory, but there are common
elements among the many feminist theories. One such shared element is the focus on socio-cultural
contexts and how these contexts influence the behavior of women (cf., Campbell & Wasco, 2000;
Enns, 2004).
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her participation in one of the dominant groups (Caucasian) can potentially impact
the social dynamics in psychotherapy with a client who participates in a social group
(African-American) that has been marginalized in American culture. Additionally,
the FAP therapist may want to ask how her participation in a non-dominant group
(female) may impact the relational dynamics in therapy with the same client who
is also a member of a dominant group (male). The FAP therapist operating from a
feminist radical contextualist perspective could ask herself (and possibly her client)
the following questions:

• What are the historical and current relationships between my ethnicity and my
client’s ethnicity? How might these relationships influence our therapeutic rela-
tionship? How might these relationships impact our ability to trust each other and
to communicate with each other?

• What are the historical and current relationships between my gender and my
client’s gender? How might these relationships impact our therapeutic relation-
ship? How might these relationships impact our ability to trust each other and to
communicate with each other?

• How does the intersection of my ethnicity and my gender influence how I concep-
tualize my client’s presenting problems, clinically relevant behaviors, and goals?
How does this intersection influence my ability to form therapeutic relationships,
maintain therapeutic relationships, and communicate with my clients?

• How does the intersection of my client’s ethnicity and gender influence how he
conceptualizes his problems and goals for therapy? How does this intersection
influence his ability to form and maintain therapeutic relationships, engage in
therapeutic activities, and communicate with the therapist?

• How do the intersections of my ethnicity and gender and of my client’s ethnic-
ity and gender impact the therapeutic relationship? How do these intersections
influence therapeutic processes and tasks?

The above questions are just a small sample of the type of queries a FAP thera-
pist informed by a feminist radical contexualist perspective might ask herself (and
potentially her client) throughout the therapeutic encounter. Similar questions can
be generated about other social group memberships (e.g., sexual identity) and about
the impact of social memberships on other therapeutic processes and outcomes.

Behavior analytic definition of power. The behavior analytic theorist William Baum
provided a concise interpretation of power as “the control that each party in a rela-
tionship exerts over the other’s behavior” (2005, p. 235). The person with greater
control over another individual’s behavior is said to be the one “with power” and
can be termed the “controller” (Baum; see also Skinner, 1974). The other person in
the relationship, the one with less control over the controller’s behavior, is termed
the “controllee.” Power is not an individual attribute, characteristic, or personality
trait. Consistent with radical behavioral theory, power is found in the relationship
between behavior and consequence, that is, the reinforcement relation. More specif-
ically, Baum states that power is “the power of reinforcement relations by which that
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party controls the other’s behavior” (p. 235). Consistent with Baum’s interpretation,
Guerin (1994, p. 284) states the following: “For behavior analysis, power is where
the control lies, in either who arranges the consequences, who arranges the stimu-
lus conditions which select behaviors, or who determines which behaviors can be
shaped.” Similarly, Biglan (1995) tells us that “the power to influence a practice can
be conceptualized in terms of control of the consequences for the practice . . . [and
a] person or group with power can control people’s access to both unconditioned
and conditioned reinforcers” (p. 119).

The power of a reinforcement relation is determined by two factors: the impor-
tance of the reinforcer to the individual and the precision of control over the
reinforcer (Baum, 2005). The importance of the reinforcer “depends not on its abso-
lute value but on its value relative to other reinforcers in the controllee’s life” (Baum,
p. 231). For example, if an individual’s most significant source of reinforcement is
from her family members, then the reinforcement relations in the context of her
family life will have more power than reinforcement relations from her employer
(including salary) or from her neighbors. In this example, the individual may call
in sick to work to take care of her child, may leave work early to attend a family
event, and so forth. This illustration reminds us that the value of the reinforcers (in
this specific example, the amount of money earned), is relative rather than absolute,
and determined by the context of the individual’s environment and learning history.

People who are called “powerful” are those who control the more important
reinforcers in a relationship between parties. This is exemplified in employment
situations in which the employer (controller) is considered the “one with power”
because the employer is in control of the more important reinforcers in the
employee–employer relationship, such as access to employment, health benefits,
and wealth for the employee. The employee (controllee) does have control over
reinforcers for the employer, but these reinforcers are typically not the more impor-
tant reinforcers for the employer (e.g., prestige, money, and advancement in career
are not in the purview of the employee). Moreover, the employer likely has easy
access to other potential employees (controllees) that could serve equivalent rein-
forcing functions, including completing work with accuracy, meeting deadlines, and
satisfying customers. What Baum highlights in his definition of power is that in the
relationship the person who “has power” is the one who has control over the more
important (i.e., difficult to access) reinforcers, while the person with “less power”
has control over less important (i.e., easy to access) reinforcers. It is the dispar-
ity between those who have vs. those who do not have control over the important
reinforcers that are difficult to access that constitutes the term we call “power.”

Power is not just defined by control over the more important reinforcer relation,
but also by the precision of control over the reinforcer (Baum, 2005). If the rein-
forcer relation is delayed or is inconsistent, then the relation is less powerful even
if the reinforcer is more important. In therapy, this principle applies to the thera-
pist’s consequating of a client’s behavior. For example, if a therapist tells a client to
wait until the next session to talk about an improvement that occurred yesterday the
therapist has less control over the client’s behavior than if the therapist timed the
discussion closer to the event.
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Although Baum’s discussion of power is about a relationship between two
individuals, power can also be examined in the context of relationships between
organizations, individuals and organizations, and for the purposes of this chapter,
the relationships between socially constructed groups such as races, sexes, ethnic
groups, and cultures. To understand power in the context of groups and organi-
zations, we treat the group or organization as an individual. Although a group or
organization is often comprised of multiple individuals, the “organizational func-
tionaries are replaceable” (Baum, 2005, p. 216). The latter phrase refers to the fact
that organizational functionaries (e.g., CEO’s, judges, presidents) are not specific
to any one individual, but are positions that can be filled with other individuals.
Second, groups can also be thought of as individuals because the group remains
stable even if the people who comprise the group do not (i.e., individuals can enter
and leave the group, but the group continues to exist and has the same functions).
What remains stable more specifically is the group’s “mode of operation,” that is,
the reinforcement and punishment relations of the group (Baum). As with the rela-
tionship between two people, the individual can affect the behavior of the group and
the group can affect the behavior of the individual.

As with power in the relationship between two individuals, power between an
individual and a group or between two groups is determined by whichever party
has control over the more important, or difficult to access, reinforcers, as well as
the precision with which these are delivered. Historically, certain social groups
have controlled the more important reinforcers for other groups. For example, tra-
ditionally, women’s roles in society have been limited in comparison to men’s more
variable social roles which make available, for men, a wider range of alternative
contingencies or social roles of power (Biglan, 1995). Thus historically, domina-
tion of women by men has meant “being restricted to a limited behavioral repertoire
through historical power over arranging contingencies” (p. 284).

Another example is that of Western Europeans and descendants of Western
Europeans in the United States. In the United States, Western Europeans and
those of Western European descent have historically controlled land, money, and
freedom (through their positions as employers and in government) – important
reinforcers to most individuals. Control over the more important reinforcers by
Western Europeans (i.e., generally considered today as Caucasians) in relation
to other groups of non-Western Europeans and their descendants (i.e., people of
color) can be considered a relationship of power. That is, Caucasians generally
have easier access to important reinforcers than individuals of color and their
accrued privilege nets Caucasians greater leverage over the more important rein-
forcers. Furthermore, historically Caucasians, through their positions of power
as employers and through governmental positions, have managed reinforcement
delivery with sufficient precision as to create effective controlling practices. An
illustration of an effective management practice in the workplace is the employer
who pays employees commissions for sales they generate. The government sim-
ilarly selects timely cooperation of its citizens through taxation practices and its
tax returns programs. The main power-differentiated groups in mainstream US
culture (controller or advantaged group/non-dominant group) are male/female,
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white/non-white, adult/child, heterosexual/non-heterosexual, upper class/middle
class/working class/unemployed-homeless, able-bodied/differently abled, English-
speaking/non-English-speaking, Christian/non-Christian (Hays, 2001).

We have defined power as control over the more important reinforcers in a rela-
tionship between individuals, groups, or individuals and groups. Another aspect
of power is the behavior of the individual termed the controller. Recall that the
controller has control over and easier access to the more important reinforcers; addi-
tionally, the controller is reinforced for engaging in behaviors that influence or exert
control over the other individual, the controllee. These may include behaviors such
as silencing verbal expressions of beliefs that are not in agreement with the con-
troller’s, and asserting one’s interests or needs at the expense of the interests or needs
of others. The controller who has a history of being reinforced for exerting influence
over individuals belonging to particular groups will be more likely to do so again
in the future. Because our society tends to value members of certain groups (e.g.,
men, whites, heterosexuals) more than others, individuals belonging to these groups
are more likely to be reinforced for exerting influence over others. These individuals
have control over the more important reinforcers and have a history of reinforcement
for behaviors that exert influence over others, therefore, these individuals are under-
stood to “have power.” In sum, power is the control over more important reinforcers
and a history of reinforcement for behaviors that exert influence over others.

A final point to discuss that bears upon a behavioral understanding of power is the
nature of social behavior and the social properties of contingencies that set the con-
text for power relations. Behavior is considered social if “another person is involved
as a stimulus context, a determinant of consequences or as part of the (group) behav-
ior itself” (Biglan, 1995, p. 79). Social behavior is largely maintained by generalized
social consequences and mediated by verbal contexts. Verbal behavior is a type of
social behavior with powerful indirect effects deriving from extensive generalized
social contingencies that emerge from our verbal communities. Social contexts are
microcosms of the larger societal and cultural contexts, and as such they cannot be
completely separated from them.

Therapy is a specific type of social context in which two individuals relate to each
other and verbal contingencies are used to alter and maintain behavior. Therapy is
a unique social context in that the relating behaviors of both parties are explic-
itly defined by each individual’s role in the interaction (i.e., therapist or client)
in addition to the goals of the interaction (i.e., to help the client get well or to
behave in more adaptive ways). It is also a unique context in that it is viewed as
one in which clients can reveal their innermost secrets and desires without the con-
sequences that would be applied in most human interactions (e.g., rejection). The
therapeutic encounter consists of social behavior and its context is vulnerable to the
same cultural and societal practices that empower and privilege members of certain
social groups while disempowering others. Therefore, therapy, as a social context,
will inevitably evoke or elicit behaviors that are steeped in the societal and cultural
context in which the therapy takes place.

Behavior analytic definition of privilege. Privilege is intimately related to power
and as discussed earlier, is the result of certain groups “having power.” Earlier
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we defined privilege as “unearned advantage . . . [and] . . . conferred dominance ”
(McIntosh, 1988, p. 1). Privilege from a behavior analytic perspective can be under-
stood as differential access to more important reinforcers. The greater the access,
the higher the probability that one will come into contact with reinforcers. Members
of certain social groups have greater access to more important reinforcers, such as
money, safety (e.g., living in a neighborhood that has less crime), and leisure (e.g.,
taking vacations, working 40 hours a week instead of 50 or 60 hours). For members
of certain social groups, the probability of contacting these reinforcers is greater
than for members of other groups, and these individuals therefore can be under-
stood to “have privilege.” In the United States, men typically earn more wealth for
the same job as women even if both have similar educational and professional cre-
dentials (Marini & Fan, 1997; O’Neill, 2003; United States General Accounting
Office, 2003). Thus, men in the United States are understood to “have privilege.”
Additionally, and perhaps more importantly, these reinforcers are not always contin-
gent on the “privileged” individual’s behavior. Thus, the reinforcers are “unearned”
and based on membership in a certain social group.

Dealing with Sociopolitical Aspects of the Therapist–Client
Relationship

As discussed earlier in the chapter, we believe that FAP therapists need to become
more sensitive to how power and privilege can enter into the therapeutic context.
To help FAP therapists become more aware of these phenomena, we propose that
integrating FAP with feminist therapies will aid in increasing FAP therapists’ aware-
ness of their own participation as well as their clients’ participation in systems of
oppression and offer techniques for working with power and privilege in a therapeu-
tic context. We now turn our attention to how FAP can be used specifically to help
therapists identify and work with power and privilege in the therapeutic relationship.

In most writings about FAP the focus is on the client’s behaviors, but in FAP
trainings and in supervision sessions there is extended discussion, examination,
and analysis of the therapist’s behaviors in the therapeutic relationship (Callaghan,
2006a, 2006b; Tsai, Callaghan, Kohlenberg, Follette, & Darrow, 2008). These
authors have suggested a nomenclature and model for tracking therapist problem-
atic behaviors (T1s) and therapist improved behaviors (T2s). The categories T1 and
T2 are parallel to CRB1 and CRB2 for classifying client behaviors: CRB1s are
problematic client behaviors that occur in the therapeutic context, T1s are problem-
atic therapist behaviors that occur in the therapeutic context. Similarly, CRB2s and
T2s are improvements in client and therapist behaviors, respectively, that occur in
the therapeutic context. FAP therapists are trained to become aware of their own
problematic behaviors and improvements that occur in the context of the thera-
peutic relationship, although they are not a target of treatment in the therapeutic
context itself. Thus, the FAP therapist is not an objective, all-knowing expert,
but an individual engaging with clients to help them move toward their goals in
therapy. Any engagement with a client using FAP can be deeply personal, and all
client interactions in FAP can evoke T1s and T2s.
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An example of T1s and T2s may help to illustrate this more clearly. The first
author (CMT) was working with a client who was very talkative and tended to
dominate the therapy session by talking over her, interrupting her, or simply speak-
ing for long periods of time. These behaviors constituted a CRB1 for the client
and functioned to distance him from relationships and to avoid feelings of vulner-
ability. CMT had great difficulty interrupting the client, which was increasingly
interfering with her ability to work effectively with him (e.g., interventions were
not implemented or only partially implemented). CMT’s hesitancy and avoidance of
interrupting the client was a T1, a problematic therapist behavior that was occurring
in the therapeutic relationship. After recognizing this behavior as a T1, CMT was
able to notice her avoidance, and in time was able to change her behavior and inter-
rupt the client when the discussion became tangential, a T2 (therapist improvement
in the therapy relationship). This enabled CMT to begin implementing therapeutic
interventions that were targeted to the client’s treatment goals.

Just as with CRB1s and CRB2s, T1s and T2s can include a variety of behavior
classes. We believe certain classes of behaviors, however, deserve particular atten-
tion and a unique designation to help make therapists more aware of these specific
behaviors as they are emitted in the therapeutic context. The classes of behaviors
focused on in this chapter are based on power and privilege exercised in the pres-
ence of individuals belonging to groups that are systematically oppressed and/or
underprivileged. As discussed earlier, we believe that therapists are unwilling par-
ticipants in promoting systemic and institutionalized practices based on racist and
sexist (as well as other forms of discrimination and oppression) values inherent in
the dominant culture. Because this type of power and privilege is embedded in the
very contexts of which we are part, it can be extremely difficult for us to recognize
our participation in prejudicial practices.

We believe that FAP, with its emphasis on examining therapist behaviors in
the therapeutic context, can provide a method of identifying and examining how
therapists and their clients may be unknowing participants in discrimination and
oppression. However, we believe that it is not enough just to hope that FAP ther-
apists will include these practices in their examination of their T1s and T2s and
of their client’s CRB1s and CRB2s. Rather a specific classification and method for
doing so must be articulated. We propose the addition of a class of T1s/CRB1s
and T2s/CRB2s called Sociopolitical 1s (SP1s) and Sociopolitical 2s (SP2s) that
are based on therapist and client behaviors rooted in power and privilege associated
with membership in specific socially constructed groups (e.g., race, ethnicity, gen-
der). We will discuss SP1s, SP2s, and preliminary methods of identifying them in
the section below.

SP1s and SP2s

SP1s are therapist or client in-session problematic behaviors (i.e., T1s or
CRB1s) that reinforce or maintain power and privilege based on an individual’s
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membership in a specific socially constructed group. As discussed earlier in the
chapter, power is defined as the reinforcement relation that includes the more
important reinforcers, and privilege is defined as access to the more important rein-
forcers. SP1s are behaviors that maintain certain reinforcement relations, namely
those determined by a sociopolitical context in which members of specific socially
constructed groups have increased access to the more important reinforcers. For
example, the first author (CMT) was a treating a middle age female who was strug-
gling with her desire to have a family and her desire to be successful in her career
(a more detailed examination of this case with respect to SP1s and SP2s is pre-
sented below). CMT subtly encouraged the client to focus on her career by spending
more time in therapy sessions on the client’s vocational struggles and by redirect-
ing the conversations toward the client’s career issues instead of her concerns about
family. These behaviors constituted a SP1 on the part of CMT because they func-
tioned to maintain power for a specific socially constructed group (higher-educated
individuals) and to decrease the client’s access to a certain class of important rein-
forcers (reinforcers that are available by relating with intimate others). In this very
brief example, the client tacted two competing sources of reinforcers: reinforcers
related to her career and reinforcers related to intimate relating. CMT unknowingly
reinforced talk about her own values (career) and subsequently punished talk about
family (a value of her client’s). It is not known which of the two sets of reinforcers
was more important to the client, but what is clear from this illustration is that CMT,
without awareness, promoted her own value system and the dominant culture’s value
system and in turn, silenced her client and punished talk about relational values (i.e.,
wanting to start a family) and possibly limited her access to a class of reinforcers
that she tacted as important.

Therapist SP1s can result in culturally insensitive behaviors toward the client.
Research in the area of multicultural counseling and therapy has shown that cul-
turally insensitive practices can lead to treatment drop-outs (Brach & Fraserirector,
2000) and may be associated with lower therapeutic alliance or decreased client
trust of the therapist (Brach & Fraserirector, 2000; Sue & Sue, 2002). Yet, as argued
above, therapists are often unaware of their culturally biased behaviors. Thus, iden-
tifying the therapist’s potential culturally biased behaviors as they may occur in
therapy sessions is a critical first step in reducing their occurrence. Identifying SP1s
may serve as an intervention in and of itself in that it helps therapists tact their
culturally biased in-session behaviors, which may lead some individuals to change
their behavior. However, mere awareness of SP1s may not be enough to change an
entrenched repertoire. Research on implicit racial bias, for instance, shows that even
when individuals can tact their bias against certain racial groups, this does not neces-
sarily change their behaviors toward that group (Lane, Banaji, Nosek, & Greenwald,
2007).

Sociopolitical 2s (SP2s) may be therapist improvements (T2s) or client improve-
ments (CRB2s) that reduce behaviors maintaining power and privilege. SP2s are
behaviors that attempt to broaden access to the more important reinforcers to
members of non-dominant groups. Because therapists are embedded within a
social (and perhaps an institutional) context that grants power and privilege to
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particular groups of individuals and limits the power and privileges of other groups
of individuals, shaping therapist SP2s is paramount. Although awareness of SP1s
may not lead to behavior change, it may be a first approximation toward identifying
and engaging in SP2s.

What can we as therapists do to remedy the situation, to avoid perpetuating the
psychopathology of oppression? One element of a solution is to maintain a relentless
emphasis on the functions of behavior in its context. If we can understand that a
client’s unhappiness or depression is, in part, an appropriate response to a larger
social situation over which we and the client have little direct control, we may avoid
blaming the victim for his/her suffering. Our interventions will acknowledge the
self-maintaining nature of oppression and seek to focus the client’s efforts (as well
as our own) on areas and techniques for effective action in the given context.

Another critical element is to increase awareness of the sociopolitical antecedents
of one’s own behavior and the effect of those antecedents on others. Psychotherapy
is a mainstream cultural phenomenon and as such participates in maintaining the
invisible assumptions that white color, male gender, educated, middle-to-upper-
class, heterosexual values in general and Judeo-Christian views specifically are
normal and universally desirable. To the extent that these assumptions remain unex-
amined and unacknowledged as partial determiners of our behavior in session, we
will remain blind maintainers of an oppressive system.

The ADDRESSING Model for Developing Therapist
Self-Awareness

One useful tool for identifying potential SP1s and shaping SP2s is Patricia Hays’
ADDRESSING model, described in her book, Addressing Cultural Complexities in
Practice (2001). This model promotes an awareness of the complexities of social
relationships: an individual may be dominant in some contexts and subordinate in
others. Thus, it is more true to the actualities of the therapeutic situation than a more
simplistic one-up, one-down model of power relations.

This model covers major areas of socially constructed group difference and is
most useful for helping us become aware of the complex and contextual nature
of power and privilege in an idiographic way. The acronym ADDRESSING is
a mnemonic for: Age (effects of generation), Disability (born and acquired),
Developmental, Religion, Ethnicity, SES (socioeconomic status, including occu-
pation, education, income, rural or urban, family name), Sexual orientation,
Indigenous heritage, National origin (immigrant, refugee, international student), and
Gender. Effects of membership and status within these groups are systemic pro-
cesses that manifest between and among groups. One may be privileged in one
context and not in another. Awareness of these complexities will help us to negoti-
ate the complexities of the therapeutic encounter as well as to help the client deal
skillfully with daily life situations.
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A Revised FAP Case Conceptualization Form

To further help with the identification of SP1s and SP2s, we have added columns
to the FAP case conceptualization form for the therapist to note specific instances
of each behavior class (see Fig. 7.1). The revised FAP case conceptualization form
is intended to be a flexible working document that can be changed as evidence is
gathered and hypotheses are tested, rejected, or kept. The two additions to the FAP
case conceptualization form are the SP1 and SP2 columns, and the page containing
Hays’ ADDRESSING model as a means to identify SP1s and SP2s. Although our
focus has primarily been on therapist behaviors as potential SP1s and SP2s, client
behaviors can also be potential SP1s and SP2s, and therapists should note these
along with their own SP1s and SP2s on the revised case conceptualization form.

A Clinical Case Example

A clinical case example may help clarify how these additions to the FAP case con-
ceptualization play out in therapy. A4 was a 35-year-old woman seeking treatment
for anxiety and depression with the first author (CMT). She had recently graduated
from a Ph.D. program and was currently looking for a job in her new career field
when she entered treatment. A was the middle daughter of Eastern European immi-
grants who she said were “old fashioned.” Although currently married, A described
struggles with intimate relationships because of difficulty trusting others, as well
as anxiety about her new career. CMT conducted cognitive behavioral therapy for
depression and anxiety, and the client reported significant reductions in most of her
depressive symptoms and some of her anxiety symptoms. As therapy progressed
CMT worked with the client to begin tackling her core beliefs about trusting others
as well as her competence/worth (for a discussion of FAP’s perspective of working
with core beliefs please see the chapter on FAP-Enhanced Cognitive Therapy by
Kohlenberg, Kanter, Tsai, & Weeks, this volume).

The therapy at this time became much more focused on the therapeutic relation-
ship with CMT as a means of identifying, processing, and countering her maladap-
tive core beliefs about interpersonal relationships and her competence/worth. One
of A’s problematic clinically relevant behaviors (CRB1s) was not expressing doubts
or any negative comments about the therapy or the therapist because she was fearful
that CMT would judge her negatively and think of her as a “bad client.” A also had
difficulties expressing her needs, particularly if she believed that they would lead
CMT to construing her as a “bad or uncooperative client.” Another of A’s CRB1s
was her difficulty in disclosing her emotions to CMT, in particular strong negative
emotions of grief and anger, even when CMT actively encouraged her to do so.
CRB2s (clinically relevant behaviors that move the client toward their therapeutic

4The demographics of the client and certain facts about the case have been altered to protect the
client’s identity.
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For the Client 
Relevant 
history 
(including 
sociopolitical 
factors that 
may affect the 
therapeutic 
relationship) 

Daily life 
problems 

In vivo problems/CRB1s Daily 
life 
goals 

In vivo improvements/ 
CRB2s 

_____________________
SP1s 

____________________
SP2s 

For the Therapist 

Relevant 
history 
(including 
sociopolitical 
factors that 
may affect the 
therapeutic 
relationship) 

Daily life 
problems 

In vivo problems/T1s Daily 
life 
goals 

In vivo improvements/ 
T2s 

_____________________
SP1s 

____________________
SP2s 

Fig. 7.1 Revised FAP case conceptualization forms to include sociopolitical 1s (SP1s) and
sociopolitical 2s (SP 2s). Adapted from the FAP case conceptualization form described in
Kohlenberg, Kanter, Bolling, Parker, and Tsai (2002)
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The ADDRESSING Framework can be used to help assess how sociopolitical histories may 

impact client’s and therapist’s behaviors (SP1s & SP2s).

A = Age and age-related factors

D = Disability

D = Development (psychological, social developmental factors)

R = Religion

E = Ethnicity

S = Socioeconomic Status

S = Sexual Orientation

I = Indigenous heritage

N = Nationality

G = Gender

Fig. 7.2 The ADDRESSING framework (Hays, 2001, pp. 6–7)

goals) for A were being more open or more willing to contact strong emotions and
to discuss her desire for avoidance of emotions. During this phase of therapy, A
began to discuss an increasingly common conflict she experienced with her parents.
The conflict was about her desire to have a career before having children, which was
opposed to her parents’ desires and beliefs that she should begin to have children in
the near future and that she should stay at home to raise them. A described her desire
to have both a family and a career, and expressed sadness about the effects of the
conflict on her relationship with her parents, as well as the anxiety she experienced
whenever she thought about the conflict.

CMT helped A examine the emotions of the conflict and promptly began work-
ing on ways to counteract any negative effects of the conflict on A’s beliefs about
her self-worth, working with A to help her come up with effective strategies to
cope with the conflict. Soon after, A stopped discussing the issue and reported that
although the conflict was still a source of anxiety, she did not wish to focus her time
in therapy discussing it further. Although CMT wished to continue discussing the
conflict and its effects on A, she refrained because she wanted to reinforce A for her
CRB2 of expressing wants and needs. As CMT was preparing to give a presenta-
tion on SP1s and SP2s at a local conference, she returned to this case and began to
realize that she may inadvertently have silenced the client. Upon further reflection
on the interactions between A and herself, she realized that she focused more on
the client’s desire to have a career and did not investigate how the client’s unique
cultural standing and acculturation status may be influencing her understanding and
reactions to the conflict. As discussed earlier, CMT’s behaviors maintained power
within a dominant group (higher-educated individuals) and may have denied the
client access to important reinforcers (relating to others).
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In addition to using the revised FAP case conceptualization form and the Hays’
ADDRESSING model, therapists are encouraged to seek out information about
multicultural counseling practices and research on diversity in clinical practices, and
to talk openly with providers of similar and of different ethnicities, gender, and so
forth to examine how their therapeutic behaviors are culturally biased. FAP practi-
tioners often ask themselves “What is the function of the client’s (or my) behavior?”
and “Is that behavior a CRB1 (T1) or a CRB2 (T2)?” We propose that FAP practi-
tioners also ask themselves the following questions: “Am I engaging in a behavior
that is culturally biased toward my client?” “Am I making untested assumptions
about my client based on my own sociopolitical background?” and “In what ways
am I inadvertently silencing my client?” We believe the above actions will help ther-
apists become more aware of power and privilege in the therapeutic context and help
reduce the likelihood of engaging in behaviors that maintain oppression of specific
socially constructed groups.

Additional Ways to Work with the Sociopolitical Aspects
of the Therapist–Client Relationship

A mere intellectual acknowledgement of our biases may do nothing to remedy the
situation. Awareness of privilege and power needs to be constantly renewed. This is
a practice of countering oppression. We also propose that FAP therapists use fem-
inist therapy techniques to help work with power and privilege in the therapeutic
context, as discussed earlier. For example, therapists may choose to ask their clients
about their experiences with oppression, discrimination, and prejudice. Therapists
may also choose to examine with their clients how oppression, discrimination, and
prejudice currently operate in their lives; how these phenomena influence their diffi-
culties, their participation in therapy and the therapeutic relationship, and their work
toward goals and values. If deemed therapeutic (as based on the case conceptualiza-
tion and discussions with the client), therapists may work with clients to help them
become involved in community activism or activities that work toward reducing
oppression and discrimination.

Using the framework of the five FAP rules, the integration of FAP and feminist
therapies may appear in the following manner:

• Rule 1: Watch for CRBs. Increased awareness of the sociopolitical aspects of the
therapist–client relationship, the sociopolitical history of the therapist, and the
sociopolitical history of the client will help the therapist begin to notice CRB1s,
CRB2s, T1s, and T2s based on sociopolitical contexts and histories. Methods
of increasing awareness were described above and include use of the revised
case conceptualization form (SP1s and SP2s), Hays’ ADDRESSING model, and
discussion with colleagues about our biases.
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• Rule 2: Evoke CRBs. We believe that therapists will not need to evoke SPs inten-
tionally because the therapist–client relationship and the context of therapy are
microcosms of the sociopolitical contexts operating outside of therapy, so the
behaviors will occur naturally. Nevertheless, if therapists choose to evoke SPs
intentionally they may do so by asking some of the questions posed above (e.g.,
asking clients how they believe oppression, discrimination, and prejudice affect
their participation in therapy).

• Rule 3: Consequate CRBs. Therapists naturally consequate all client behaviors,
but with an increased awareness of the sociopolitical context of therapy, they
may choose to reinforce client behaviors that work toward increasing equality
and reducing oppression (e.g., reinforcing a client’s discussion about her cultural
experiences).

• Rule 4: Notice your effect on the client. With increased awareness of the sociopo-
litical context of therapy, therapists can be more aware of how their behaviors
may reflect bias and effect a subtle oppression of their clients, and they can
begin to discern the impact of interventions to decrease oppression and increase
equality in the therapeutic relationship.

• Rule 5: Provide rules to promote generalization. Therapists can provide rules
about oppression and power and their effects on clients that may help them
generalize their awareness of these factors outside of therapy. These rules may
help encourage client behaviors that reduce oppression, increase equality, and/or
promote social change.

Conclusion

Put simply, being human, therapists often unknowingly engage in behaviors that
are culturally biased. This should come as no surprise to behavior analysts, as our
behaviors are the products of long histories of reinforcement, our physiology, as
well as ontogenic and phylogenic contingencies in the environment – contingen-
cies that do not need to be tacted in order to affect our behavior. If we look more
closely, we will see that it is not just our immediate environment that impacts our
behaviors, but that larger social, political, and cultural environments – all with deep
historical roots – impact our behaviors as well. We believe that FAP – in conjunc-
tion with feminist thinking – can offer practitioners interested in reducing culturally
biased therapeutic practices a coherent and concise system with which to identify
and modify problematic therapist behaviors that maintain the status quo in exist-
ing systems of oppression. We offer the beginning of an integration of FAP with
feminist therapies and recognize that more can be done to further their integration.
We agree with the feminist principle that the personal is political and the political
is personal. It is time for FAP therapists to notice and act to decrease oppressive
practices in the therapeutic context. It is time to work actively toward equal access
to important reinforcers for all individuals.
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Chapter 8
FAP-Enhanced Couple Therapy:
Perspectives and Possibilities

Alan S. Gurman, Thomas J. Waltz, and William C. Follette

A Functional Analytic Psychotherapy (Kohlenberg & Tsai, 1991) approach to
couple therapy or a FAP-enhanced approach to other variants of behavioral
couple therapies (Integrative Behavioral Couple Therapy, Cognitive Behavioral
Couple Therapy, Traditional Behavioral Couple Therapy) may seem to have been
inevitable in the context of the rapidly evolving “third wave” of behavior ther-
apy (Functional Analytic Psychotherapy, Acceptance and Commitment Therapy,
Dialectical Behavior Therapy). And yet, in the broader world of couple and fam-
ily therapy, it seems ironic that a FAP-enhanced style of therapy rarely has been
addressed (cf. Lopez, 2003; Rabin, Tsai, & Kohlenberg, 1996).

All the two dozen or more major approaches to couple and family therapy that
have emerged and evolved since the 1950s explicitly have emphasized context (e.g.,
the context of symptoms, the context of meaning). Ironically, probably none of these
approaches have ever explicitly identified that what may be operating in their meth-
ods is nearly identical to the most fundamental principle and goal of FAP, whether
in individual therapy or couple therapy: the changing of behavior in its natural envi-
ronment in order to improve the generalization of therapy-induced change to life
beyond the consultation room.

It may be that while FAP-relevant (e.g., operant or behavior analytic) principles
readily can be demonstrated to be at work in the therapy of such varied methods as
structural family therapy, emotionally focused couple therapy, and object relations
couple therapy (Gurman, 2008a), therapists of such persuasions do not identify the
operations of behavior analytic principles in their work because few of them have
had training in, or often even any substantial exposure to, behavioral therapies of
any sort.

Earlier behavioral couple therapies (Traditional Behavioral Couple Therapy,
Jacobson & Margolin, 1979; Baucom, Epstein, LaTaillade, & Kirby, 2008)
generally do not harness the potential power of a FAP case conceptualization
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or specifically use contingent responding to within-session clinically relevant
behaviors (CRBs), which we discuss below. Early behavioral couple therapies
(e.g., Jacobson & Margolin, 1979) decidedly were focused on helping cou-
ples more closely approximate idealized standards for “healthy” couple behavior.
Those approaches rested on the so-called matching-to-sample philosophy: through
research, identify what reliably and validly differentiates “healthy” or “happy” from
“unhealthy” or “unhappy” married couples and then develop and apply clinical treat-
ment methods to help “unhappy” couples look (behave) more like “happy” couples.
That is, the overwhelming emphasis in those earlier behavioral couple therapy meth-
ods was on shifting, shaping, and modifying the form of couples’ interactions. These
approaches were heavily prescriptive of both the couple’s target behaviors and the
therapist’s facilitative behavior.

More recently, Integrative Behavioral Couple Therapy (IBCT) (e.g., Christensen,
Jacobson, & Babcock, 1995; Dimidjian, Martell, & Christensen, 2008) has renewed
an emphasis on more FAP-consistent behavioral principles for therapy with couples
by (a) tailoring treatment goals to the couple and (b) calling upon greater use of natu-
ral (versus arbitrary) reinforcement and contingency-shaped (versus rule-governed)
interventions (Berns & Jacobson, 2000).

Still, a FAP-enhanced couple therapy requires a therapist to work quite dif-
ferently than the pioneers of behavioral couple therapy, including IBCT, have
proposed. In this chapter, we suggest some of the major differences from the prac-
tice of common behavioral couple therapies and highlight changes that would be
required by a FAP-enhanced approach to working with clinical couples.

Brief Overview

FAP-enhanced couple therapy brings an interpersonally focused behavior ana-
lytic approach to the assessment, conceptualization, and treatment of relationship
distress. This chapter starts with a discussion of the assessment and case concep-
tualization process in FAP-enhanced couple therapy. This process is similar to that
of FAP in individual therapy with the very significant added benefit of an impor-
tant element of each partner’s environment being present in each session (i.e., the
other partner). We then discuss the structure of FAP-enhanced couple therapy. As
a process-oriented approach, this discussion of structure is provided to help dis-
tinguish the approach from others that are more prescriptive of what particular
actions the therapist is expected to take and the types of outcomes sought. This
is followed by a discussion of FAP-enhanced couple therapy as a process. In this
process-focused section, the establishment of rapport is discussed, followed by
several guiding principles that are specific to this approach. Some techniques are dis-
cussed that, while not unique to FAP, illustrate how existing therapeutic approaches
can take on a new life within a FAP-consistent case conceptualization. The final
section helps therapists conceptualize their therapeutic interactions in terms of the
underlying philosophy that guides FAP.
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Assessment and Case Conceptualization in FAP-Enhanced
Couple Therapy

The assessment process of FAP-enhanced couple therapy is very flexible and
varies widely depending on the presenting relationship and the skills and stimu-
lus properties that the therapist brings to the relationship. Like all FAP therapists,
FAP-enhanced couple therapists need to be able to conceptualize interpersonal inter-
actions in terms of behavioral principles (i.e., functional analysis). The following
points aim to help orient newcomers to this approach in applying FAP to couple
therapy; however, these points will not absolve newcomers of the need to increase
their abstract and practical knowledge of behavior analysis.

1. In assessing with a couple the nature of their major concerns and what maintains
those concerns, no particular domains of behavior are privileged over others.
A functional analytic perspective on therapy with couples is not grounded in any
particular set of standards for relational health. Still, couple therapists do not
practice in a knowledge vacuum, and inevitably are informed by their aware-
ness of the types of dimensions of couple relationships that may contain the
central clinical problem. Thus, for example, communication and problem solv-
ing, sexuality, role expectations, attachment security, and capacity for other- and
self-regulation of affect are reasonable (descriptive, not functional) domains to
wonder and inquire about early in therapy as a source of hypotheses about what
may be maintaining the couple’s difficulties (cf. Hayes & Toarmino, 1995). The
point is that the therapist must be sensitive to what is and is not working for the
couple, instead of what “ought” to be working for them.

2. In FAP-enhanced couple therapy, couple difficulties are not assumed to reflect
fundamental skill deficits, as is true of much traditional behavioral couple ther-
apy. Therapists and partners often assume that relationship-enhancing repertoires
are missing from the couple’s relationship (i.e., constitute problems of acqui-
sition). FAP-enhanced couple therapists, on the other hand, see these putative
deficits as being more likely to reflect performance problems, i.e., situationally
specific low-probability repertoires that are under unfortunate stimulus con-
trol. This is often made evident, for example, when one partner is described
by the other as “lacking feeling,” or ”unempathic,” as if those were broad
personality traits, yet there is ample evidence that this partner shows such inter-
personal effectiveness skills in other relationships. Several studies (e.g., Birchler,
Weiss, & Vincent, 1975) of couple interactions strongly support this more func-
tional perspective. A number of behavioral marital therapy researchers, including
the late Neil Jacobson (Holtzworth-Munroe & Jacobson, 1991; Lawrence,
Eldridge, Christensen, & Jacobson, 1999) have acknowledged the relevance of
this acquisition–performance distinction with couples.

3. In FAP-enhanced couple therapy, it is essential to think of couple problems
in terms of functional classes, i.e., that behaviors of similar form can have
different functions in different contexts, and especially that different behav-
iors can have the same function. Identifying and understanding idiographically
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relevant functional classes for a couple is mostly the responsibility of the ther-
apist, although couples in effective therapy probably become better at such
functional identification over time. These functional classes are identical to what
IBCT refers to as “themes.” Compared to IBCT, however, FAP-influenced cou-
ple therapy is much more likely to attend to the appearance of “events” within a
response class during the therapy session itself, whereas IBCT is more likely to
include more discussion of the varied ways (forms) in which a functional class
is manifested outside the consulting room.

4. The identification of functional classes requires the observation of patterns of
behavior over time. Although an explicitly experimental approach to conducting
a functional analysis rarely occurs in the course of therapy, the therapist does
have the opportunity to observe and experience the impact each partner has on
each other and on the therapist over time. A descriptive functional analysis of
these interactions provides a provisional working hypothesis that is continuously
updated and/or revised as the therapist has the opportunity to observe and partic-
ipate in larger samples of behavior as therapy progresses. It is important for the
therapist to continuously review her hypotheses in light of ongoing interactions.
This can keep previous interactions from excessively biasing hypotheses since
the function of behavior may shift over the course of therapy.

5. The FIAT (Functional Idiographic Assessment Template; Callaghan, 2006) cat-
egories can be used to facilitate identification of functional classes of behavior.
The FIAT looks at five categories of behavior that have high base rates of
involvement in suboptimal interpersonal functioning.

a. Problems with identification and assertion of needs can be a significant
source of relationship distress. Such problems may exist either because such
relationship-enhancing behavior is not historically in the repertoires of the
partner(s), such behavior is punished within the current relationship, or such
behavior is excessive and aversive to the partner.

b. Problems of impact and feedback frequently contribute to relationship dis-
tress, for example, when a partner is excessively sensitive to the feedback
from her partner or when a partner is insufficiently sensitive to his impact
on his partner, commonly seen in coercive cycles of the pursuer–distancer
relationship.

c. Problems of emotional experience and expression also can take many forms,
for example, individual difficulty in describing one’s such experience can
be relationally distancing (e.g., “stonewalling”), or excessive emotional
disclosure can be experienced as aversive or become mutually dysregulating.

d. Problems of interpersonal closeness/intimacy are very common sources
of couple distress, for example, discrepant needs for and comfort with
intimate relating, or differing expectations of what constitutes intimate
relating.

e. Problems of interpersonal conflict, such as verbally aggressive (e.g., criti-
cism, contempt) or physically abusive behavior, are very common in couple
therapy, and must be addressed or blocked to ensure each partner’s willing-
ness to continue in therapy.
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The FIAT was developed for use in individual therapy, and is but one approach
to identifying functionally relevant classes of problem behavior with couples. Any
clinical approach that facilitates the identification of controlling relational themes
can be used (e.g., Dimidjian et al., 2008).

Conceptualizing Clinically Relevant Behavior (CRB)

As with individual FAP, FAP-enhanced couple therapy focuses on three broad
classes of behavior.

CRB1s: These are behavior patterns that contribute to suboptimal relationship
functioning. CRB1s can be characterized in three broad ways:

a. Behavioral excesses: Some behavior patterns may work well in a rela-
tionship only in moderation (e.g., talking about work), while others may
be considered excessive if they occur at all (e.g., any form of abuse).
CRB1 behavioral excesses are those whose moderation or elimination
would result in improved relationship functioning and satisfaction for the
couple.

b. Behavioral deficits: Some partners lack the skills to behave effectively.
Occasionally, this involves an outright skills deficit in which an individual
has no practical experience of a skill being supported by his social com-
munity (e.g., emotional disclosure). More often, an individual may have
insufficient response variability/flexibility. It is often necessary to be able
to communicate the same idea in several different ways to impact effec-
tively the other partner. Limitations in the range of effective responding
also can be conceptualized as a behavioral deficit.

c. Problems of stimulus control: Perhaps it is most often the case that indi-
viduals have the skills they need to be interpersonally effective but fail to
use them at appropriate times. Failure to use a skill in an appropriate sit-
uation can be conceptualized as a CRB1. Moreover, responses that work
in other situations may not with the partner. This often happens when
one partner’s disclosure results in the other engaging in problem-solving
behavior instead of providing emotional support (or vice versa depending
on the relationship). This also happens when one partner solicits emo-
tional disclosure from the other when the latter is seeking quiet time
alone. In both of these situations, each partner’s behavior is under the
influence of what each would want in the situation independent from the
other partner’s needs.

CRB2s are behavior patterns that are effective in themselves or as alternatives
to CRB1s. This may involve developing a new skill or using an existing skill
in a difficult situation. It may also involve the tempering of a behavioral
excess – the first step of which simply may involve not emitting a CRB1
when presented with an opportunity. The therapist–partner relationships play
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an exceptionally strong role in the identification of CRB2s. The therapist is
better able to notice and appreciate small improvements in behavior. In con-
trast to an individual’s partner, part of the therapist’s role is to appreciate
small improvements in behavior even though they may not be of sufficient
magnitude to improve the couple’s relationship. The special importance of
therapist–partner interactions is explored later in this chapter.

CRB3s are client descriptions of situation–behavior–outcome relationships
related to CRB1s and CRB2s. When clients can make these types of func-
tional analyses they are in a better position to predict and influence their
own behavior. These statements about the relationship include an adequate
description of the types of situations or contexts that precede the behav-
ior (e.g., “the therapist said something that I experienced as critical”), the
behavior itself (e.g., “I crossed my arms, averted my gaze, and appeared dis-
interested”), and the outcome (e.g., “the therapist shifted the conversation
to my partner instead of continuing to engage with me”). Early in therapy,
this type of functional analysis may take a few minutes, that is, the partner
notices what had just transpired after the moment is over. As the skill of
noticing these functional relationships improves, clients can increasingly use
them in real time.

A major caveat about CRB3s is that they can become a way of talking about
therapy rather than engaging in the therapy. They also can be used as tools to blame
the other partner for problems (e.g., “every time we visit my mother, I do ‘X’ (rea-
sonably) and you in turn do ‘Y’ and you know that makes me angry”). CRB3 talk
about out-of-session behavior should be monitored closely to ensure that it does not
develop counter-therapeutic functions. CRB3 talk about in-session behavior affords
the therapist access to the situational variables accompanying the statement where
conventionality can be assessed.

The identification and exploration of CRBs serve several purposes. The purpose
of identifying and exploring CRB1s is to determine interaction patterns (brief and
broad) that negatively impact the relationship or that are likely to maintain dis-
satisfaction, distance and/or resentment. The purpose of identifying and exploring
CRB2s is to determine interactional patterns that are likely to improve the rela-
tionship or maintain improvements. Training clients to engage in CRB3-related
functional analyses should allow such talk to work as a tool to increase the likeli-
hood of generalizing the personal work on CRB1s and CRB2s outside of the therapy
session.

Presentation of the Case Conceptualization

After one or two sessions, the therapist presents an initial case conceptualization to
the couple. It is important for the therapist to collaboratively present the formula-
tion. It is not necessary to discuss CRBs as such although it is important to discuss
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what behavior patterns have not been working well (i.e., CRB1s) for each individ-
ual. The therapist should use what she noticed about the patterns of behavior that
did not seem to work well to guide each partner to discuss what each notices that
he or she does that is not working well. It is far better to have each partner identify
these on his or her own than for the therapist to present a laundry list of ineffec-
tive responses. If the therapist has noticed a problematic behavior pattern that an
individual does not identify, the therapist should describe the behavior and ask the
individual how that pattern seems to be working for her. The therapist should allow
the client’s experience of his behavior patterns to guide the CRB identification pro-
cess; it sometimes takes clients time to notice that a particular pattern is a CRB1.
Thus, the first step involves finding where there is agreement between the thera-
pist and the client over which behavior patterns are not working. Such agreement
is important for the treatment contract because working on CRB1s in light of a
mutually agreed upon case conceptualization frames the work as a form of therapist
caring. Thus, skillfully done, the presentation of a case conceptualization frames
future therapist in vivo CRB1 feedback as a type of caring intended to help the
client move toward doing what is more likely to work in her relationship. Skillful
discussion of CRB1s can enhance the intimacy of the therapeutic relationship and
set a true collaborative tone for the course of therapy. Discussion of CRB1s should
have the effect of communicating empathy, understanding, and compassion.

It is also important to consider discussing what types of responding may be
considered improvements (i.e., CRB2s). This does not have to be an exhaustive
discussion, but partners often can note that they are able to engage in some forms
of more effective behavior in other relationships. This discussion also provides an
opportunity to discuss what small improvements actually may look like since they
are at high risk for not being noticed by either partner within their interactions.

It is important to place nearly equal emphasis on each partner’s CRB1s. A gener-
ous and skillful discussion of CRB1s should strengthen the therapeutic relationship
and the therapist should aim to have a strong and collaborative relationship with each
partner. Neither partner should become the “project” or “broken one.” The relation-
ship is a system and partners typically respond to each other’s CRB1s in kind. If one
partner seems to have more egregious examples of CRB1s than the other, the ther-
apist may present them in terms of broader functional categories (e.g., dismissing
feedback, failing to reciprocate affection) rather than a litany of individual behav-
iors. The individual behaviors should be used as examples of the functional classes
rather than in place of them. As therapy progresses, it will be useful for partners to
be able to conceptualize novel examples of these classes as they occur.

Finally, if a partner disagrees with a therapist’s initial conceptualization of a
CRB1, the therapist should not dismiss the disagreement as resistance. A great deal
can be learned about the partner’s experience of the relationship by asking her to
describe the workability of the suspected problematic behavior pattern. Therapist
hypotheses are not always correct and collaborating over a disagreement can enrich
the therapeutic relationship. If the therapist maintains a generous as opposed to
authoritative stance through the disagreement process, most clients will agree that
it will be perfectly acceptable for the therapist to bring the issue up again if the



132 A.S. Gurman et al.

behavior occurs in session and its effectiveness is in question. It is important to note
that the discussion of CRBs involves provisional hypotheses about how particular
patterns of behavior are likely to function in the relationship. As with all forms
of FAP, the case conceptualization should be revisited and revised throughout the
course of therapy. It is inevitable that some hypothesized functional relationships
are not confirmed or will need to be modified and that new classes of problems will
reveal themselves when older patterns of behavior are altered.

The Structure of FAP-Enhanced Couple Therapy

The most obvious and compelling notion that significantly would influence what a
FAP-enhanced couple therapy would look like is this: in couple therapy, everything
a couple does in the therapy room, whether dyadically or individually, is potentially
a CRB! Although couples generally do not behave toward each other in therapy as
they do when not being observed by others, they do provide a much larger sam-
ple of their actual problem-maintaining behavior in their relationship than can be
gleaned from self-reports about behavior outside therapy sessions. FAP-oriented
couple therapists, unlike FAP-enhanced individual therapists, usually do not have
to wonder how their responses to patients’ behavior will map onto the community
of likely responses in their clients’ natural (out-of-therapy) environment. In couple
therapy, the natural environment is in the office, or, at least much more of it than in
any individual therapy. Certainly, the couple does not live in a bubble. They interact
with their children, families of origin, friends, and people in places such as schools,
work, and churches. However, there is no therapy that provides more of the natural
environment in which identified problems occur than couple (and family) therapy.

This obvious observation carries significant implications for the structure of
FAP-enhanced couple therapy. Some important comparisons and contrasts to other
behavioral couple therapies can be identified as the following:

1. In FAP-enhanced couple therapy, the couple likely is to be encouraged to set the
initial agenda for each session (after the evaluation and joint setting of treatment
goals). Whatever the couple selects to focus on in a given session either will be
about CRBs (i.e., presumably CRB1s early in therapy) or will provide opportu-
nities for CRBs to occur. The agenda setting itself may even be a CRB depending
on the process the couple uses to arrive at the agenda or whether it is set with
the purpose of minimizing contacting a difficult issue. Therapist-driven agendas,
including therapy manual-driven agendas, risk redirecting the session away from
the higher base-rate CRBs that could be targeted in session.

2. FAP-enhanced couple therapy is much more process-oriented than traditional
behavioral couple therapies. While the couple and the FAP-enhanced therapist
certainly will talk “about” important things (e.g., recounting last night’s argu-
ment at home), more attention will be paid to the live, real-time, observable
interaction in the therapy room. While FAP-enhanced couple therapy certainly
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can and should include, as appropriate, maintaining a clear and consistent focus
on treatment goals, using homework and other tasks to promote CRB2s and
evoke avoided CRB1s, much of the power of a FAP perspective is diminished
if the therapist aims at influencing the content of the session more than the
process.

3. FAP-enhanced couple therapy rarely includes sessions held with either spouse
alone. In addition to the potential strategic and alliance-damaging potential of
such individual meetings (Gurman, 2002, 2008a), they inherently reduce the
amount of the natural couple environment available for working toward change.

4. While the focus of FAP-enhanced couple therapy sessions will usually be on
the couple’s interaction, the relationship itself need not be the sole focus of
treatment. Intrapersonal or individual issues, problems, and concerns, while not
necessarily about the relationship, often carry enormous implications and con-
sequences for the couple. Thus, addressing aspects of a partner’s individual
“disorder,” (e.g., depression or anxiety, extramarital stressors such as work-
place conflicts, family-of-origin concerns or tensions, medical health challenges,
child’s disruptive behavior), is not outside the purview of FAP-enhanced cou-
ple therapy. They fall within its purview largely to the extent to which such
presumptively individual or non-couple matters are involved functionally in
the maintenance of the couple’s central difficulties that constitute the focus of
treatment, as initially set forth in, or later revised for, the case conceptualization.

5. In FAP-enhanced couple therapy, the therapist takes a more active and personal
role in all in-session interactions. The matter in couple therapy of who speaks
to whom elicits a wide range of views within the couple therapy field (Gurman,
2008a). There are decided advantages to supporting therapist–partner talk, for
example, modeling new behavior, clarifying matters in a behavioral analytic
chain analysis, and fostering a partner’s successive approximations to address-
ing painful feelings. Therapist–partner talk often will occur more frequently at
the beginning of therapy, while partner–partner talk should become relatively
predominant as more effective repertoires develop.

The Process of FAP-Enhanced Couple Therapy, with Special
Emphasis on the Role of the Therapist

In individual FAP, the therapist takes on a decidedly different role than in tradi-
tional behavior therapy. In traditional behavior therapy, the therapist, besides being
an expert on psychopathology and psychological difficulties, serves as a “social rein-
forcement machine” (Krasner, 1962) not of in-session clinically relevant behavior,
that is, CRB1s and CRB2s, but of important changes that occur outside the consulta-
tion room. In addition, in traditional behavioral therapy, the therapist often arranges
for experiences in the office that simulate the real-life conditions under which the
patient’s problem occurs, such as the use of behavior rehearsal or assertiveness
training with socially anxious patients.
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In FAP, by contrast, the therapist’s main role is to stand in for the community
in which the client lives, thus fostering the generalization of positive treatment
effects achieved in the therapy itself. In this way, the relationship itself between
the therapist and the client provides the mechanism of beneficial therapeutic change
(Follette, Naugle, & Callaghan, 1996). Therein lies the power of couple therapy, in
having the potentially naturally healing environment in the room. And therein also
lies the major reason why FAP-enhanced couple therapy will look rather different
from, and perhaps be more complex than, FAP with individuals. The healing rela-
tionship in individual FAP is between client and therapist. In all couple therapies
(Gurman, 2001, 2008b), the ultimate central healing relationship is that between the
relationship partners. And yet, the therapist–client relationship (Therapist–Partner
A, Therapist–Partner B) initially will have an equally central role in the practice of
FAP-enhanced couple therapy, as we now explain.

Conceptualizing Therapeutic Interactions

There are three therapeutic relationships in couple therapy: Therapist–Partner A,
Therapist–Partner B, and Partner A–Partner B. Effective Partner A–Partner B inter-
actions have the highest therapeutic value for distressed couples, but these types
of interactions are least likely to occur between the partners early in therapy. As
therapy progresses, the likelihood of Partner A–Partner B interactions leading to
positive therapeutic outcomes increases.

Given our perspective that the central healing mechanism in couple therapy
centers on the partner–partner relationship, not, as in individual FAP, on the client–
therapist relationship, it may seem odd to some to place a strong emphasis on
the therapist–partner relationships. However, especially at the beginning of therapy
it is more important for the partners to be participating directly in a therapeuti-
cally beneficial relationship than the target relationship. A genuine and engaged
therapist–partner therapeutic relationship will have several qualities similar to the
partner–partner relationship (i.e., evoke similar CRBs) with the added benefit that
the therapist should be more likely than the other partner to respond to CRBs ther-
apeutically and in line with the case conceptualization. These Therapist–Partner A
interactions serve several functions such as the following:

1. Being “outside” the couple’s relationship, the therapist should be able to notice
and appreciate small magnitude CRB2s at a higher rate than either partner. For
example, the therapist is more likely to try to “flip” a CRB1 into a CRB2 by
highlighting small improvements that Partner B has not noticed. This may hasten
the use of these skills in the relationship with Partner B.

2. The therapist is likely to occasion a different and more adaptive interactional
repertoire than Partner B, providing Partner A the opportunity to use these
more adaptive skills in the presence of Partner B. This plants the seeds for
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generalization and establishes a more relationship-proximal social standard for
using these skills within the partner–partner relationship.

3. The therapist can facilitate CRB3 talk about what differs between the Therapist–
Partner A relationship and the Partner A–Partner B interactions.

4. Partner B is provided the opportunity to observe Partner A’s CRBs without
immediately responding. This helps extinguish impulsive reactions to Partner
A’s CRBs. This type of inhibition of dysfunctional responding is a prerequisite
to engaging in more farsighted types of interaction with Partner A.

5. When the therapist supports CRB2s, this serves a modeling function for Partner
B. We comment further on this modeling function below.

One role of the FAP-enhanced couple therapist is to intervene on dysfunctional
partner–partner interactions and redirect them to partner–therapist interactions. As
discussed earlier, early partner–partner interactions are less likely to be therapeutic
than therapist–partner interactions. How the partners interact with one another does
have an impact on the therapist. A distinguishing feature of FAP-enhanced couple
therapy is that the therapist will use her relationship with the partner to process
the impact partner–partner interactions have on her. These redirections allow the
therapist to better pace the dynamics of the session, block partners from engaging
in an escalating reciprocal series of CRB1s, and allow CRBs to be directly engaged
within the therapist–partner relationship in line with the case conceptualization.

It is important to consider how the role of the therapist in individual FAP com-
pares to the role of the therapist in FAP-style couple therapy. To facilitate this
important comparison, we will examine the place of the basic five rules of FAP
(Kohlenberg & Tsai, 1991) in a FAP-style couple therapy. We also address some
variations of basic FAP rules that we have added to manage the unique complexities
of therapy with couples.

The Early Therapeutic Alliances

Although couple therapy is usually brief, so that active change induction needs to
be addressed rather early, a working alliance with the couple must be established
to create a safe environment in which change can begin (Gurman, 1981). Thus,
early therapist interventions must be aimed at both establishing such an alliance
and increasing optimism about problem-relevant change. Beginning with the first
conjoint meeting, each partner must feel that something of personal value has been
gained. The pathway by which such felt satisfaction occurs varies from individual
to individual. And on this score, a FAP-oriented couple therapist has an important
initial advantage over many other therapists in that he will necessarily be idiograph-
ically “tuned into” individual differences between the partners. For example, a FAP
couple therapist particularly should be able to recognize when a partner feels allied
with the therapist as the result of (a) her offering of empathy and warmth; (b) her giv-
ing more structuring or feedback (e.g., the therapist identifies a problematic couple



136 A.S. Gurman et al.

pattern of which they had been unaware); or (c) her providing direction for behavior
change that is consistent with their goals for therapy.

The therapist’s need to respond differentially to individuals in establishing the
early therapeutic alliance is hardly a novel proposition. What makes this self-
evident principle more complex in couple therapy is that Partners A and B of
the same couple may (functionally speaking) require different experiences to
feel that a positive client–therapist relationship is developing, especially early in
therapy.

The FAP couple therapist works to establish himself early on as a caring provider
of general noncontingent reinforcement. But since couple therapy is typically
quite brief (Gurman, 2001) and there is often a significant discrepancy between
the partners’ levels of readiness to change, he usually must incorporate some
change-oriented interventions early in therapy. Doing so will help to strengthen the
therapeutic alliance.

Using the Five Rules of FAP with Couples

Rule 1. Watch for CRBs. Often in couple therapy CRBs are easily observed,
especially CRB1s early in therapy. But because couple therapy is a three-person
situation, many CRB1s occur in more subtle and disguised ways than in individual
therapy dyads, making them harder to detect, mostly because there are multiple con-
tingencies controlling the behavior. For example, an emotionally distant husband
who shows great difficulty with affective expression to his wife (who complains
about this), tries to follow the rule of “being more open” in therapy by engaging in
relatively more self-disclosing chitchat with the therapist, perhaps about something
they have in common, e.g., sports. This could be a CRB2, speaking more about
his feelings and thoughts (which the therapist may want to support/reinforce), but
its competing, and maybe stronger, function may be to “kill time” in the session
as a temporary avoidance (CRB1) of direct conversation with his partner. It also
may function to induce the therapist to feel more warmly toward him (e.g., two
men talking about sports) in the hope that the therapist will “feel” for him more
subsequently and protect him (therapist-reinforced CRB1) when he is feeling more
affectively dysregulated, and perhaps the therapist may even punish his wife when
she challenges her husband to talk to her more openly. Since maintaining balanced
therapeutic alliances with both partners is a common strategic challenge throughout
therapy for couple therapists of any theoretical orientation, being mindful of trying
to draw in the less-motivated partner may ironically reinforce that partner’s CRB1
(e.g., avoidance of experiencing and expressing emotion). In fact, in the emotion-
ally intense atmosphere that often occurs in couple therapy, trying to engage the
less-motivated partner may even interfere with the therapist’s likelihood of observ-
ing/noticing the avoidance-reinforcing function of the partner’s behavior. Moreover,
in the example above, the husband’s football banter may actually constitute a CRB1
rather than a CRB2 by virtue of its power to engage with the therapist more, but in
a predictably safe way.
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Rule 1A. Remember that each partner’s private (internal) experience (e.g., nega-
tive attributions about the partner, increases in arousal or discomfort) is as relevant
to functional analysis as is their public (overt) behavior. The therapist only can
indirectly observe private CRBs, whether CRB1s or CRB2s, by observing some
collateral behavior (e.g., shifting in chair, averting a gaze, rolling of eyes, smiling)
or recognizing a likely context for a private response (Skinner, 1945). However,
since they regularly are part of the couple’s mutually regulating and dysregulating
feedback loops, the FAP couple therapist will need to inquire about the partners’
internal experiences (responses to the other partner’s behavior and to the therapist’s
behavior). For example, Partner B’s inadvertent reinforcement of Partner A’s CRB1
(laughing when Partner A avoids emotional contact by clever joking) is itself influ-
enced by internal experience (e.g., feeling hurt by the joking, but fearing to express
her hurt feeling, arising from a history with Partner A of being ignored and/or pun-
ished in her family of origin for expressing “soft” feelings). More specifically, the
therapist may wonder aloud about Partner B’s internal experiences, based on what
Partner A’s behavior has stimulated in the therapist. Thus, in FAP couple ther-
apy, Rule 1, “Watch for CRBs,” must be expanded to the private domain of the
partners’ experience (behavior) in order to more adequately capture relevant vari-
ables in the couple’s problem-maintaining cycles. As Follette and Hayes (2000)
have emphasized, in “constantly conducting a functional analysis of the client’s
behavior. . . the therapist is required to postulate response classes, (and) hypothesize
about controlling variables. . ..” (p. 401).

Rule 1B. To Watch for CRBs, Watch The Partner. Since the natural environment
of the couple is in the therapy room, a rich source of possibilities for identifying
CRBs is to be found by the therapist’s watching Partner B’s response to (whatever)
Partner A (is doing). This multiperson clinical context provides a unique opportunity
for the therapist to see clinically relevant contingencies and sequences “live” in
addition to those about which she speculates. Since the partners have a long history
of mutual influence and regulation and dysregulation, it is common for subtle cues
(discriminative stimuli) and subtly delivered consequences to escape the observation
of the therapist. Thus, when struggling to identify CRB sequences, therapists would
be wise to remember that the first time, it’s an observation; the second time, it’s a
possibility; the third time, it’s a pattern.

Rule 2. Evoke CRBs. Beyond the many inherent aspects of therapy that can evoke
CRBs (e.g., session scheduling, fee-setting) there are numerous ways in which the
use of standard behavioral or other therapeutic interventions may evoke CRBs, e.g.,
directing a partner to summarize the central thrust of what her partner has just said
before expressing her own thoughts on the subject (communication training), or
encouraging the receiving partner to “hear” the fear behind the sending partner’s
ill-temperedness toward her in order to help her experience him in a different light
(acceptance training).

First, and most obviously, most of the kinds of questions the individual FAP ther-
apist might present to the client about the therapy, the therapist, or the therapeutic
relationship will need to be re-oriented to address (evoke descriptions of) the same
types of behavior (thoughts, feelings) toward the relationship partner. For example,
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the question, “What do you think I’m thinking about you/what you did/what you
just said?” becomes, “What do you think (your partner) thinks. . .?” Or, instead of,
“What’s your reaction to what I just said?” the therapist asks, “What’s your reaction
to what your partner just said?” (Landes, Busch, & Kanter, 2006, p. 36). Or, more
subtly, the therapist might inquire, “What do you think your wife is feeling now, as
she hears you express to me that you are feeling sad?”

Second, when the therapist calls upon common couple therapy interventions, it
is important to watch for how the partners respond to each other as well as how
they respond to the therapist when the therapist proposes that they do something
different, for example, try to sustain a conversation about a “hot topic” in a way that
calls upon their own resources, or try to match the therapist’s specification of the
“something different” (e.g., “Let’s try that again, but this time, Bob, I’d like you to
ask Sue a couple of clarifying questions about her views on this before you tell her
your own”).

Thus, even when the therapist attempts to evoke CRB2s by specifying the form
of rule-governed behavior she is trying to increase between the partners (in the hope
that its appearance will be well received and reinforced by the partner), she must
balance her noticing of possible CRBs of each partner toward both her and possible
CRBs of each partner toward the other partner.

Rule 3. Actively respond to CRBs. The matter of how to respond effectively to
CRBs probably poses the most complex and challenging aspect of doing a FAP-
enhanced couple therapy. As Kohlenberg and Tsai (1991) note, “It is difficult to
put Rule 3 into practice” because “the only natural reinforcers available in the adult
therapy situation are the interpersonal actions and reactions between the client and
therapist” (p. 29). Obviously, there is no such limitation in conjoint couple therapy.
Rather, the difficulty of putting Rule 3 into practice, and dealing with other aspects
of consequating CRBs, has different sources and requires different principles for the
therapist to follow in working with couples.

Responding to CRB1s. We propose these guiding principles to enhance the
therapist’s effective responding to CRB1s in couple therapy:

1. The therapist must remain alert to how she is responding to dyadic patterns and
sequences of couple behavior in addition to specific actions of the individual
partners.

2. The therapist must be alert to (aware of, notice) the response of each partner
to the CRB1s of the other partner. At times, the therapist will merely note
(Rule 1) these responses, especially early in therapy or when a topic of con-
cern that has never been discussed before in the therapy is brought to a session.
At other times, the therapist will respond overtly to them. Such therapist notic-
ing is especially important when the couple has entered therapy because of both
couple difficulties and the psychiatric symptoms of one partner, e.g., depression,
and particularly when it is known or assumed that there is a recursive interplay
between the couple conflict and the individual’s symptoms.

3. The therapist may, and usually should, use his “self” to shift the couple’s
problematic (clinically relevant) interaction. Herein lies the biggest difference
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between this approach and the practice of other behavioral approaches to couple
therapy, including IBCT. What is called for from the FAP-enhanced couple ther-
apist is to use his experiencing-of-the-interaction to promote change by sharing
with Partner A the impact a CRB1 has just had on him. Therapist–partner rela-
tionships are influenced by how each partner interacts with the other and it is
the therapist’s role to share this impact when it is in the best interest of the rela-
tionship and fits within the collaboratively developed case conceptualization. In
this light, the impact of the CRB1 on the therapist can then be compared or con-
trasted with what Partner B was experiencing. This stance is consistent with the
therapist’s overriding aim in FAP-enhanced couple therapy to change behavior in
its natural context. The therapist–partner relationships are natural relationships
that can be compared and contrasted with the couple’s relationship.

4. The therapist may respond to Partner B’s response to Partner A’s CRB1 by
modeling new or prompting alternative (especially non-punishing) behavior. The
therapist needs to monitor the impact such modeling and prompting have on the
couple’s relationship to ensure it has the intended effect.

Although modeling may serve a secondary function of the therapist’s consequat-
ing CRBs, there is a risk in couple therapy of overemphasizing this function. To
the extent that the therapist may be better at noticing and responding to CRB2
approximations in Partner A than Partner B is, such consequating/modeling may
be experienced by Partner B as taking the side of A, or by Partner B as having been
inadequate in not noticing the positive change in A. Of course, therapist modeling
of positive consequation of CRB2s should be balanced toward both partners over
time, but still does have the potential for creating immediate alliance ruptures.

Responding to CRB2s. Early in therapy, obvious CRB2s may be hard to come by.
A skill the therapist needs to develop is “flipping” a CRB1 into a CRB2 by noticing
any (no matter how small) varied dimension of a CRB1 that could be considered an
improvement. This involves a type of generosity that is often lacking in the couple’s
relationship and the therapist needs to genuinely appreciate such variation. Therapist
responses to CRB2s are often slightly exaggerated early in therapy when trying to
shape CRB2s. As therapy progresses and CRB2s increase in frequency, the more
natural consequences of effective interpersonal commerce will take over.

Rule 3a. In addition to consequating CRB1s and CRB2s in the form of individual
partners’ behaviors, also consequate dyadic partner–partner sequences that are
central to the case conceptualization.

Rule 3b. In deciding at a given moment whether to consequate the behavior
of Partner A, Partner B, or the sequence of behavior between Partners A and B
(Rule 3a), be accepting of one’s own errors, confusion, and uncertainty. This may
involve being “therapeutically loving” (Tsai et al., 2008, p. 83) to ourselves as well
as to our clients.

Couple therapy is many times more complex than individual therapy, and, though
tempting, it is very difficult to set forth “decision rules” for the therapist’s conse-
quation of CRBs. This is especially so because so often, in a given couple sequence,
even a brief one, (a) there are numerous CRB1s provided by both partners; (b) there
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is often, in a given couple sequence, even a brief one, a mixture of both CRB1s and
CRB2s; and (c) as therapy progresses, there are increasingly more sequences with
CRB2s from both partners. We may be able to rationalize or explain/justify after
the fact our moment-to-moment decision making regarding which elements in the
three-way couple therapy we consequate. Still, the reality of couple therapy is that
so much that is clinically relevant is happening at virtually the same time between,
among, and within the participants, that, in the end, the therapist must ultimately
rely on her broadly usable, though often implicit, skill repertoires for sorting out
(discriminating among) what is most important at a given moment, and having, as
Landes et al. (2006) put it, “a considerable degree of interpersonal sensitivity and
empathy” (p. 16). These therapist repertoires, they understatedly note, are “difficult
to operationalize behaviorally” (p. 16).

Rule 3c. Be aware that different emphases on therapist–partner interactions ver-
sus partner–partner interactions are called for at different phases of therapy and
with different types of couples.

In other types of behavioral couple therapy, the lion’s share of the therapist’s
attention is on the partner–partner relationship. FAP-enhanced couple therapy bal-
ances this emphasis with an emphasis on intentionally using the therapist–partner
relationships as a significant force for change. As suggested earlier, a greater
emphasis on therapist–partner interaction than partner–partner interaction may
appropriately characterize the opening phase of much FAP-style couple therapy.
But there are also common situations in which an early therapist–partner emphasis
may be either unnecessary or contraindicated, for example, when both partners are
very responsive to the therapist’s early efforts to shift partner–partner interaction;
the couple’s primary difficulty involves a highly focal concern or limited aspect of
their relationship; or whatever the presenting problem or the couple’s interaction
around it, their individual and joint behavior evokes little in the way of personal
reactions in the therapist.

It is essential to always keep in mind that the ultimate purpose of focusing on the
therapist–Partner A/B interaction is to ultimately influence future partner–partner
interactions, which are the healing centerpiece in couple therapy.

Consider the following clinical scenario to illustrate the relevance of “Rule 3a”
(consequating sequences as well as individual behaviors) and “Rule 3b” (being
mindful and accepting of one’s own confusion as a couple therapist) and the inherent
complexity of couple therapy and its seeming arbitrariness sometimes.

Bob and Sue, married 11 years, have seen three previous couple therapists to little
avail. Sue is now at the brink of possibly leaving Bob, having discovered that he has
been “meeting real women online,” going to “gentlemen’s clubs,” and watching
pornography on the internet, having promised to stop such behavior several years
earlier. Bob, highly skilled in his line of work, has suffered from major depressions
his entire adulthood, and has now been unemployed for almost 3 years. He also
has intense social anxiety and avoids all forms of interpersonal conflict. Sue, an
energetic “doer,” works full time while also studying to finish her master’s degree at
a local college. The eldest and most parentified of the several children in her family
of origin, she regularly takes on the major role of arbitrating family conflicts and
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“mentoring” her most poorly functioning siblings. Bob is almost totally cut off from
his family of origin and longs for the closeness of Sue’s family for himself. At the
same time, he is easily hurt with feelings of abandonment and neglect, with which
he had “become pretty familiar,” he says understatedly, in his family of origin. He
fears asking Sue for what he needs emotionally, both because “she’s almost never
available” and because “it’s just hard for me to ask [anyone for anything].”

In the therapy, Sue pursues, and Bob distances (avoids). The therapist has
been working to support all of Bob’s small changes (even some brief kind words
toward Sue) toward closeness, blocking Sue’s well-learned pattern of “taking over”
relationships, and often having difficulty coping with the ensuing frustration, dis-
appointment with others, and rapid affective dysregulation (which, in turn, further
turns Bob away from her).

In session four, the topic of the couple’s spending little time together is once again
brought up. Sue just recently has been “deluged” by family-of-origin problems over
the Christmas period, and Bob, in still one more failed effort to connect with his
viciously critical father over the holidays, has just been “castigated for being alive.”

They both want more couple contact. Sue turns to Bob, and in a gentle voice
says simply, “Bob, we really need to find a way to spend more time together.” Bob,
who, with his considerable intelligence and wit, has managed interpersonal ten-
sions for nearly 4 decades by using humor, often tinged with sarcasm, half-smilingly
responds, “I’ll have to check with your secretary to see if there’s any time on your
calendar.” The words are sarcastic, and yet his voice is also soft, his facial expression
is inviting, and there is good eye contact between the partners.

Sue responds to Bob, “God damn you! Can’t you even drop your fuckin’ ‘humor’
and sarcasm with me for a minute?” Bob turns away from Sue, slides down on his
end of the sofa on which they are both sitting, and averts his gaze. The sequence
perfectly illustrates the couple’s central dilemma and its major components, appear-
ing as they do in couple therapy, in varied forms: Sue’s relationship-initiation, Bob’s
rejection sensitivity, Sue’s affective volatility, and Bob’s retreating.

All of this has taken about 15 seconds. Given the rapid shift of tone from a
soft one to a very angry/withdrawn one, the therapist may decide to redirect the
couple, as discussed earlier. But in what way? He justifiably could focus on specific
observable elements in the brief couple exchange, identify the feelings arising in
himself upon witnessing the couple’s exchange, or comment on the entire exchange.
Or, he could do nothing and simply wait to see what happens next. His choices
included (but were not limited to) the following:

1. Reinforce Sue (Partner A) for reaching out to Bob (CRB2).
2. Reinforce Bob (Partner B) for his half-hearted acceptance of Sue’s invitation

(“I’ll check with your secretary. . .”).
3. Ignore Bob’s “humor” (consequate Partner B’s CRB1) and encourage him to

respond directly rather than sarcastically to Sue’s invitation (prompt CRB2).
4. Ignore or punish Sue’s (understandable, but not helpful or adaptive) angry

outburst at Bob (consequate Partner A’s CRB1).
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5. Encourage Bob to move out of the hiding/attacked position and stay in emotional
contact with Sue (block CRB1, prompt CRB2), her anger notwithstanding.

6. Ignore both Bob’s sarcastic response and Sue’s angry counter-response (conse-
quate both CRB1s), and invite Bob to express what he felt toward Sue initially
upon hearing her invitation (prompt CRB2).

OR,

The therapist could focus on the 15-seconds sequence. She could

1. Comment on or inquire about Sue’s reaction to Bob’s reaction to the initial
invitation.

2. Comment on or inquire about Bob’s reaction to Sue’s reaction to Bob’s reaction
to the initial invitation.

Where the therapist would punctuate this clinically relevant sequence is quite
arbitrary, and would be largely a result of both his case conceptualization-based and
intuitive sense of which partner is more likely, in that brief moment, to be influence-
able by the therapist; in what direction the conversation is seen as likely to go if left
uncommented upon by him (e.g., “Do I predict that either Sue or Bob will make any
un-therapist-prompted attempt to repair their immediate rupture?”), and whether he
decides to focus on coaching the couple’s obviously needed communication and
affect-regulation skills, and if so, whose?

While it might be tempting to consequate any of several elements in the 15-
seconds exchange (e.g., Sue’s invitation for closeness, Bob’s sarcastic but gentle
acceptance of that invitation, Sue’s rageful reaction to that half-acceptance), it
would be probably be an error to do so. Consequating interactional sequences pro-
vides more options to facilitate out-of-session generalization than “de-contextually”
focusing on single elements in a recurrent interactional chain. Of course, consequat-
ing the longer sequence inherently would include consequating multiple elements
in that sequence, and not risk alliance-damaging therapist side-taking. Thus, the
therapist might say, “I really got a hopeful feeling seeing the two of you moving
in the same direction, trying to get closer, but then I felt sad when I saw how the
vulnerability in each of you to doing that got in the way and created such tension
between you so quickly.” Perhaps followed by, “How could you do that exchange
over (prompts CRB2s) so that just the safe, connecting part shows up?”

The therapist might also consequate the sequence by inquiring about internal
factors likely to have affected this brief exchange, influenced by his awareness of
aspects of the couple’s relationship that were not being shown or verbally expressed
at the moment. Reasonable candidates for such a commentary or “wondering aloud”
could include the following:

1. Ask Bob if it was difficult for him to simply accept Sue’s invitation, since he
clearly was missing their contact, for fear (avoidance of) that she would “back
out of our plans at the last minute,” as she so often had to respond to the needs
of a sibling.
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2. Ask Sue if she is, in disguised form, beseeching Bob to rescue her from her
family-of-origin involvements (a therapist inference based on previous sessions)
by “giving her a good reason to say ‘no’ to her siblings” because she has a
(justifiable) reason to do so, i.e., have a date with Bob.

There are many such organismic variables and establishing operations rooted in
the couple’s history together and in their individual family learning histories that
the therapist may speculate as to their functional role at the moment in this 15-
s exchange. Doing so would constitute a variation of Rule 5, “provide statements
(here, tentative) of functional relationships/give interpretations of variables that
affect (both) client(s’) behavior.” Wondering aloud about “hidden meanings” (Tsai,
Kohlenberg, Kanter, & Waltz, 2008, p. 66) in partners’ verbal behavior is an impor-
tant therapist role in couple therapy and constitutes a valuable way of consequating
patient behavior that is intended not to evoke CRB1s or to reinforce CRB2s, but to
prompt and call forth awareness of the links between private and public behavior.

It is important to remember that in FAP-enhanced couple therapy, useful therapist
consequation of client behavior need not involve personal disclosure, and that evok-
ing, shaping, and reinforcing “interpersonally vulnerable behavior” (Kohlenberg,
Kohlenberg, & Tsai, 2008, p. 135) in the couple’s relationship usually should be
given a higher priority than efforts to promote therapist-partner (client) intimacy,
as in individual FAP. Such vulnerabilities have been described compellingly by
Scheinkman and Fishbane (2004).

If the therapist follows the Rule 5 option, does he address his words to Bob, to
Sue, or to Bob and Sue? To be more inclusive, as suggested above, he should address
both of them, but what if he senses that one of them at that moment seems likely to
be more responsive than the other partner to the therapist’s input? What if he sees
no cues that would suggest which partner may be more responsive right now, but,
instead plays the odds that Sue will more easily connect because typically that has
been the case in earlier sessions?

Commenting on the longer sequence with Bob and Sue would be appropriate,
but what if the therapist senses that Bob may not engage with this commentary
since he is feeling put down (punished) by Sue for his semi-warm, semi-sarcastic
response to her invitation. Keep in mind that the therapist already knows, from the
initial evaluation by a staff psychiatrist and by first session couple history-taking,
that when Bob feels “really dissed” or “attacked” by Sue, he intermittently retreats
to his bed, at times for several days, does not eat, and occasionally threatens suicide.

How does the FAP couple therapist decide, in a matter of seconds (and with
composure in the face of Sue’s red-faced rage), to which of these functionally, clin-
ically relevant pieces of the couple’s interaction he might most usefully respond,
and in what manner (e.g., reinforce CRB2s, punish CRB1s, block CRB1s and
prompt CRB2s, invoke Rule 5)? Unlike the football quarterback who can call a
time out to plan the next “intervention,” the couple therapist is more like the soc-
cer player who, having no timeouts available, must “consequate” (the opposing
team’s) behavior on the basis of disciplined intuition and implicit understanding of
the immediate situation. Aspects (controlling variables) of the immediate situation
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that might usefully influence the therapist’s course of action would include her sense
of which partner seems to be more immediately accessible and likely to be respon-
sive to her actions, and her awareness of the overall depth of her working alliance
with each partner while being careful not to place undue responsibility on one
partner.

In addition, reviewing the “game plan”/case conceptualization before each ses-
sion with the couple may function as a kind of establishing operation for the
therapist to discriminate and respond more reliably to the “correct” class of behav-
ior. Of course, different case conceptualizations may lead the therapist to respond
differently to the same couple behavior.

Rule 4. Notice Your Effect on each Partner. As in individual FAP, the couple ther-
apist must watch to see whether his behavior toward each partner is actually having
its desired effect, the opposite effect, or no discernible effect. But since couple ther-
apy is about the dyadic system, not just individuals, the FAP couple therapist should
also note Rule 4a: notice the effects of your behavioral efforts in relation to Partner
A on Partner B, and vice versa.

Rule 5. Interpret Variables that Affect Client Behavior and Implement
Generalization Strategies. Applying FAP Rule 5 with couples is identical, in both
its intent and effect, to what one of us (Gurman, 2008a, p. 407) calls “the teaching
of systemic awareness” via “functional analytic awareness training.” The enhance-
ment of partners’ functional relational-systemic awareness may be the most salient
way in which the FAP-enhanced couple therapist provides a model that facilitates
generalization of in-session changes to everyday life. Following the core FAP prin-
ciple of the therapist’s responding naturally, such interpretive awareness training
(providing the couple statements of functional relationships about their interaction)
is rarely imported into FAP-enhanced therapy sessions as a module or predeter-
mined and planned therapist activity. Rather, when it fits the emerging therapeutic
conversation, sometimes at a compelling moment for enhancing partners’ skill at
understanding what maintains their difficulties, sometimes near the end of a session
to cement an important teaching moment about what has happened in session, the
therapist may call upon Rule 5. In fact, probably the major use of Rule 5 occurs
at a given moment of couple exchange, with the therapist seeking to amplify (by
clearly describing and summarizing, usually interactional sequences) the partners’
awareness of the variables the therapist notes to be central to both the maintenance
of their shared difficulty and its amelioration.

In a FAP-influenced couple therapy, the therapist invoking Rule 5 will include
her identifying, in effect, in the form of a (non-technically stated) behavioral chain
analysis both the external, observable elements in the particular sequence and
the internal, private experience that also constitute links in the chain, similar to
what Gurman (2008a, p. 407) calls “linking individual experience and relational
experience.”

Of course, the collaborative construction of “homework assignments” is com-
monplace among couple therapies (Gurman, 2008b), and is called upon in FAP-
enhanced couple therapy to facilitate generalization of in-session CRB2s.
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Therapeutic Techniques in FAP-Enhanced Couple Therapy

Kohlenberg and Tsai (1991) have noted that, in the pursuit of applying Rule 1, “Any
method or concept that can help in CRB detection. . . has a place in FAP. . .” (p. 47).
In this pragmatic and functional spirit, as is true of the practice of individual FAP
(e.g., Kohlenberg, Kanter, Bolling, Parker, & Tsai, 2002), in principle any method
(or technique) that may have some likely utility to promote desired couple change
is potentially relevant to the practice of a FAP-enhanced couple therapy. Of course,
commonly used social learning theory-based techniques from Integrative Behavioral
Couple Therapy (e.g., acceptance training), Cognitive Behavioral Couple Therapy
(e.g., reattribution training) and Traditional Behavioral Couple Therapy (e.g., behav-
ioral exchange) readily fit with the practice of FAP-style couple therapy. But perhaps
less obviously, such varied interventions as “softening” and “empathic conjecture,”
from Emotionally Focused Couple Therapy (Johnson, 2008), and interpretation of
partner motivation and meaning in Object Relations Couple Therapy (Scharff &
Scharff, 2008), also are likely to be pragmatically compatible with the emphases
of FAP-style couple therapy on modifying in-session partner behavior and expe-
rience. Likewise, enactment, the “centerpiece of the change process” in Structural
Couple Therapy (Simon, 2008), has much in common with the FAP-enhanced cou-
ple therapy emphasis on observing, eliciting, and consequating CRBs. The structural
couple therapist helps to transform problematic interaction patterns through “per-
sonal participation” in “the reality of their (the family’s and the therapist’s) mutual
experience” (Aponte, 1992, p. 271).

These conceptually disparate methods illustrate the proposition that form follows
function. FAP’s functional (i.e., behavior analytic) orientation allows it to provide
a compelling conceptual base for a genuinely integrative approach to couple ther-
apy (Gurman, 2002, 2008b). This integration, to be meaningful, needs to be driven
by a behavior analytic conceptualization of the functional aspects of the integrated
approaches. Many therapies make use of similar techniques. It is the coherent under-
standing of when and why to use a particular technique that is important. Technical
eclecticism should not be confused with theoretical eclecticism.

Therapist Caveats

FAP-enhanced couple therapy is difficult as one can readily see in the Bob and Sue
example. As mentioned earlier, many behavioral couple therapies have designed
interventions by trying to teach what appear to be useful behavioral topographies
and then presume that will function for most people. Anyone who has done much
couple therapy comes to appreciate that couples can be happy together even if the
therapist cannot imagine himself or herself in such a relationship. Ultimately, those
relationship behaviors that function well for a particular couple are what is impor-
tant even if the topography is very different for what would work in the therapist’s
own relationship. It is hard to conceive of the way the farmer’s daughter from Grant
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Wood’s portrait “American Gothic” would prefer to function in a relationship com-
pared to Cher’s character Loretta in the 1987 movie “Moonstruck.” Presumably
both fictional characters could be happy in relationships, but what therapist could
predict the relevant functional classes to which to attend in therapy. It takes an open
mind and keen observational skills to recognize and idiographically shape functional
repertoires for people with such disparate histories.

A second caveat to consider is that ultimately it is the partner–partner dyad that
matters. Each therapist–partner dyad can be very powerful in establishing conditions
for new behavior to emerge that will work in the partner–partner dyad. It is not the
therapist’s task to directly transfer therapist–partner behaviors to the partner–partner
relationship. What needs to get transferred is the sensitivity to how one’s behavior
affects the other person. When Partner A acts with caring attention to the impact
he or she has on Partner B, and Partner B can accurately assess that impact and
report back to Partner A, then the power of the in vivo nature of couple therapy can
work with incredible positive mutual influence. It is the task of the therapist to bring
about this type of interaction rather than prescribe or proscribe specific behavioral
topographies.
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Chapter 9
FAP with Sexual Minorities

Mary D. Plummer

The landscape of psychotherapy with lesbian, gay, and bisexual (LGB) clients has
evolved so dramatically in recent history it would seem unrecognizable to those
who defined the field only five decades ago. The first edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM, American Psychiatric Association,
1952) described “homosexuality” as a sociopathic personality disturbance requiring
long-term treatment. Almost three decades later, catalyzed partly by the gay libera-
tion movement as well as research on the prevalence and psychological correlates of
same-sex attraction and sexual behavior (Hooker, 1957; Kinsey, Pomeroy, & Martin,
1948; Kinsey, Pomeroy, Martin, & Gebhard, 1953), the DSM-III shifted direction,
re-categorizing “homosexuality” as a “sexual orientation disturbance” (American
Psychiatric Association, 1980). It was not until 1987 that the profession removed all
remnants of its earlier characterizations of “the homosexual” as disturbed, patho-
logical, arrested, regressed, or from the DSM (DSM-III-R, American Psychiatric
Association, 1987).

Since the psychological debate concerning sexual minorities climaxed and
receded, mainstream interest in treatment for LBG clients has dwindled and research
on the topic has been ghettoized. Over the past 2 decades, LGB mental health
research has been conducted largely by researchers who themselves identify as
LGB and has been disseminated in niche-specific publications, special editions,
and books devoted to the topic. This has resulted in a significant gap between
policy and practice (American Psychological Association, 2000) such that gradu-
ate students report inadequate if not blatantly heterosexist training experiences in
psychology programs, with even less preparation for working with bisexual clients
(Phillips & Fischer, 1998). Practicing clinicians also report feeling professionally
incompetent in working with lesbian and gay clients (Bieschke, McClanahan, Tozer,
Grzegorek, & Park, 2000), admit to a general lack of familiarity with common dif-
ficulties faced by sexual minorities, and manifest a heterosexist bias in a variety of
therapy contexts including problems in understanding, assessment, and intervention
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(Garnets, Hancock, Cochran, Goodchilds, & Peplau, 1991). These findings suggest
that while therapist anti-gay bias seems to have decreased, it continues to impact
treatment of sexual minority clients in substantive ways.

There are a number of reasons why this should concern the professional commu-
nity. First and foremost, ethical standards outlined by the American Psychological
Association mandate that psychologists “are aware of and respect cultural, indi-
vidual, and role differences, including those based on . . . sexual orientation . . .

[and] try to eliminate the effect on their work of biases based on those factors”
(American Psychological Association, 2002). Furthermore, the APA Guidelines for
Psychotherapy with Gay, Lesbian, and Bisexual Clients (APA, 2000) encourage
psychologists to increase their awareness of challenges faced by sexual minori-
ties across the lifespan and across cultures, recognize and mitigate personal biases,
and respectfully understand the variety of norms, values, and family structures
represented in this diverse population.

Beyond the ethical standards and values of the profession, service utilization
statistics provide another reason for special attention to therapy with sexual minor-
ity clients. Sexual minorities, particularly lesbians, appear to be more likely than
their heterosexual counterparts to seek therapy at some point in their lives (e.g.,
Cochran, Sullivan, & Mays, 2003; Jones & Gabriel, 1999). A variety of hypothe-
ses exist to explain this finding. Many suggest that sexual minorities experience
higher levels of stress deriving from daily exposure to micro-aggressions, subtle and
overt discrimination, rejection or alienation from family and religious institutions,
unique legal and financial burdens, internalized homophobia, identity concealment,
stigma consciousness, and hate crimes. Stress and coping theorists link these types
of chronic stressors with psychopathology insofar as external conditions tax individ-
uals’ psychological resources, rendering them more vulnerable to mental or somatic
illness (Dohrenwend, 2000). At the same time, sexual minorities often have less
access to the social support that might help mitigate the effects of chronic stress
(Safren & Heimberg, 1999). From a behavioral perspective, the chronic stressors
translate into increased likelihood for punishing contingencies for behaviors that
are functional for non-LGB individuals such as the acceptance and expression
of one’s identity and the pursuit of one’s personal values. Likewise, the relative
deficit of social support translates into decreased access to interpersonal reinforcers
for these same functional behaviors. It is not surprising, therefore, that a grow-
ing body of research points to higher incidence of psychopathology among sexual
minorities including mood and anxiety disorders (Gilman et al., 2001), suicidal-
ity (Fergusson, Horwood, & Beautrais, 1999; Herrell et al., 1999), social anxiety
(Safren & Pantalone, 2006), and body image disturbances (Siever, 1994), which
may bring them to the therapy office more frequently.

Considering the overwhelming likelihood that therapists will count LGB clients
within their caseloads (Garnets et al., 1991), and that their work with these popula-
tions ought to comply with the aforementioned ethical standards and guidelines, it
is imperative that FAP treatment considerations with sexual minorities be included
in this volume.
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FAP with Special Populations: A Caveat

While the title of this chapter may imply differences between “standard” FAP and
FAP with sexual minorities, the central message is that FAP is not to be practiced
any differently with these populations. That is to say, (1) the five “rules” of FAP,
(2) its focus on function rather than topography, (3) the application of a thorough
case conceptualization, (4) the development of a therapeutic relationship that evokes
clinically relevant behavior (CRB), and (5) the importance of therapist awareness,
courage, therapeutic love, and genuineness all hold true regardless of the identity
of the client. The idiographic philosophy underpinning FAP requires this sort of
equality in its application across demographic categories. Furthermore, FAP’s rad-
ical behavioral foundations eschew any preconceived definitions of psychological
health with regard to sexual orientation or any other aspect of identity. Rather than
attempting to reinforce a defined set of healthy behaviors, the FAP therapist defines
treatment targets in collaboration with the client, and in general, aims to weaken
repertoires under aversive control (e.g., repertoires defined by the goal of minimiz-
ing exposure to potential discrimination, rejection, or heterosexism) and strengthen
repertoires that increase access to positive reinforcers.

What is the purpose of this chapter, then? Rather than leading the reader to
practice FAP differently with sexual minorities, this chapter aims to assist the
therapist in upholding the same dictums of practice in their work with these pop-
ulations. In order to create the requisite therapeutic environment that fosters trust
and openness, FAP therapists working with sexual minorities may need to bolster
their awareness of this population’s unique contexts (e.g., individual, group, politi-
cal, historical, religious, ethnic, and generational contexts). Additionally, in order to
minimize therapeutic mistakes when reacting to sensitive client issues, and to recog-
nize and create therapeutic opportunities when a mistake occurs, FAP therapists may
need to invest more energy into self-exploration and developing awareness of their
own biases. These aims are pursued in this chapter by (1) reviewing environmental
and historical factors common to many sexual minorities, (2) considering issues in
the mutual determination of therapy targets (client life problems), (3) suggesting
potential CRBs resulting from these common historical/environmental factors, and
(4) highlighting therapist fears and biases which, if left unexamined, could inhibit
treatment effectiveness of FAP or distort its fidelity.

Considering the Case Conceptualization

The effective practice of FAP rests substantially on the careful development of an
idiographic case conceptualization specifying relevant history, client life problems,
in vivo problems (CRB1s) and improvements (CRB2s), and outside life goals (Tsai
et al., 2008). In keeping with this approach to treatment, the following sections
review important considerations and common themes that arise in each of these
categories when working with sexual minorities.
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Relevant History

According to FAP, client problems are controlled by historical and current environ-
mental factors. Thus, the specification of these contextual factors is paramount to
structuring treatment in service of behavior change. While FAP therapists always
focus their assessment of relevant history on each client’s report of his or her
individual experiences, greater awareness of the multiple environmental systems
frequently encountered by certain groups of clients (nomothetic information) can
highlight potentially important variables to assess and help establish a favorable
psychotherapeutic environment.

Environmental Systems. The FAP contextualist worldview is reflected in
Bronfenbrenner’s (1979) Ecological Systems Theory, which posits that all individ-
uals exist within a variety of environmental systems including the microsystem (the
client’s immediate environment, e.g., family, work, school), mesosystem (comprised
of connections between immediate environments), exosystem (external environ-
ments which indirectly affect the client, e.g., parents’ religious affiliation), and
macrosystems (larger cultural systems, e.g., ethnic community, political culture).
It is useful for FAP therapists to consider all of these environmental systems as they
assess for relevant history and controlling variables (discriminative stimuli exercis-
ing behavioral control; see Chapter 4 of Kohlenberg & Tsai, 1991) experienced by
LGB clients.

Identity Development. During this process of assessment, it is essential also to
consider LBG clients’ phase of identity development. Though there are important
differences among the many LGB identity development models in the literature
(e.g., Cass, 1979; Fassinger & Miller, 1996; Troiden, 1979), taken together they
suggest a basic framework of “identity confusion, identity comparison, identity
assumption, and identity commitment” (Dworkin, 2001, p. 672). Noteworthy cri-
tique of these models has pointed out that while they imply a linear progress
through stages of identity recognition, coming out, and identity integration, it is
more accurate to conceptualize the identity process as a non-linear and bi-directional
movement through phases which can be re-entered as LGB individuals encounter
various environmental systems throughout their lifetimes (e.g., Myers, 2000).

During each of these phases, LGB individuals will typically contact particular
environmental systems and therein face common intra- and/or interpersonal chal-
lenges. In the earliest phases – before LGB individuals first begin to question
their sexual orientation – they are likely to observe aversive contingencies (e.g.,
verbal harassment, social rejection, physical assault) operating in the environment
upon sexual minorities and indeed anyone who is “different.” Furthermore, they
may begin to derive rules based on witnessing these homonegative contingencies
within their micro-, meso-, exo-, and macrosystems. As they begin to recognize
their own same-sex attraction and question their sexual orientation they may experi-
ence an internal struggle – a conflict between what is naturally reinforcing for them
(i.e., sexual interaction with same-sex partners, whether real or imagined) and the
fear of contacting the aversive contingencies they have observed in their environ-
ment if they do identify as LGB. This conflict may result in aversively controlled
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rule-governed behavior. That is, despite their attractions, they may choose to date
members of the opposite sex based on rules specifying the contingencies they have
witnessed, e.g., If I act on my same-sex attractions, my family will reject me, whereas
if I date someone of the opposite sex I will be accepted. Similarly, they may reject
their attractions internally (e.g., thinking, I know what lesbians are like and there’s
no way I’m one of them) or externally (e.g., rejecting others who identify as LGB to
escape the consequences of being labeled as LGB themselves).

As the process of identity development continues, LGB individuals face other
challenges, most likely being subjected to some of the punishing contingencies they
previously witnessed, feared, and avoided at earlier stages of development. As indi-
viduals begin to accept their sexual orientation and incorporate related behaviors
into their repertoires of affiliation, identity expression, and sexuality, they are likely
to experience a host of punishing consequences within many, if not all, environ-
mental systems. For example, friends may reject them, family members may ignore
or minimize their new identity, school environments may subtly or overtly punish
expression of their identity, and religious institutions may warn them of future “eter-
nal” punishment. Furthermore, larger cultural systems may punish and negatively
reinforce them in a multitude of ways including invalidation of their very identity
and relationships and denial of certain benefits and rituals afforded heterosexual
couples and families.

In addition to these damaging experiences, bisexual individuals often face unique
challenges and punishing contingencies as they recognize their identity and come
into contact with contradictory macrosystems: the homonegative environment of
mainstream culture as well as the heteronegative environment of the LGB com-
munity. Subjected to the opposing contingencies of these two worlds, bisexual
individuals going through the public coming out process may need to develop even
greater private control in order to engage in self-determination. That is, just like their
gay and lesbian peers going through the coming out process, they face invalidation
and punishment for self-determination based on private stimuli (same-sex attrac-
tions) that are unacceptable to the greater homonegative environment in which they
live. But unlike their gay and lesbian peers, when they publicly choose an identity
that does not conform to the rules of a dichotomous society, they become targets of
punishment from other sexual minorities who may invalidate their chosen identity,
viewing them as uncertain, scared to come out as gay/lesbian, or even traitors.

Therapists who are aware of these common aspects of the personal and group
history of sexual minorities, as well as the nuanced interplay between phases of
identity development and relevant environmental conditions, are in a position to
complete a more thorough and accurate case conceptualization. These informed
therapists would assess for their LGB clients’ levels of sexual identity development
and their rules specifying environmental contingencies with respect to sexuality
(e.g., If I tell my lesbian friends I date men as well as women, they will reject me).
If their clients’ sexuality appears at all relevant to their presenting problem(s), they
would specifically inquire about any relationship between the two. Furthermore,
they would recognize and possibly explain to their clients that while it is not uncom-
mon for such a relationship to exist (e.g., stigmatized identity correlates with higher
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levels of stress and decreased social support which may increase the likelihood for
developing psychological problems as described above), it is unlikely that sexual
orientation forms the etiological root of their presenting problems. This issue is
further discussed below in terms of the conceptualization of client life problems.

Client Life Problems

The majority of LGB clients present in therapy with concerns very similar to those
of their heterosexual peers, such as mood disorders, somatic difficulties, eating dis-
orders, chronic stress, and substance abuse (Caitlin & Futterman, 1997; Meyer,
2003). In addition to these common themes, other issues linked to sexuality may
prompt an LGB client or couple to seek therapy including homophobia, prob-
lems with identity development, coming out, parenting issues, HIV/AIDS-related
issues, sex and intimacy, or coping with major life events which may not be recog-
nized or validated by the larger heterosexual community. When seeing LGB clients,
therapists often make one of two mistakes in framing these presenting problems.
Either impelled by explicit homonegative attitudes or influenced by unconscious
bias, some therapists attribute any presenting problems exclusively to their clients’
sexual orientations. For example, imagine a lesbian client who attributes her present-
ing symptoms of low mood, anhedonia, withdrawal, and feelings of worthlessness
to the recent breakup of a long-term same-sex relationship. Her therapist might
conceptualize this same array of symptoms as major depression due to arrested
sexual development, reducing the client’s psychological suffering to the inevitable
consequences of an unsatisfying, superficial lesbian relationship. The therapy that
proceeds from the therapist’s incompatible perceptions of the presenting problem
and its etiology is likely to punish the client’s attempt to seek help and may not only
alienate the client from that particular therapist, but may contribute to a generalized
distrust of the psychotherapy process.

At the other end of the spectrum, well-intentioned therapists, perhaps motivated
out of political correctness, can minimize the relevance of sexual orientation in
their clients’ presenting problems fearing they might be seen as homophobic if they
assess for any relation between the two. Under such aversive control, compelled
by their own fears, therapists may avoid asking if and how their clients’ identity or
the struggles they have experienced because of their identity contribute to their low
mood, social withdrawal, social anxiety, or other difficulties. It is crucial for FAP
therapists to explore their own fears and underlying biases in order to minimize any
such avoidance within the assessment process, both because the assessment itself
would otherwise be incomplete, and because avoidance or minimization of the topic
so early in therapy may result in clients learning (whether consciously or not) that
discussion of sexuality in therapy will be punished or ignored. Ideally, therapist
self-exploration will result in therapists developing an understanding of the func-
tional relationship between their fears and their avoidance in session. The therapist
is then better positioned to explore the possible relevance of sexuality and associated
environmental conditions on the client’s presenting problems.
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In some cases, the therapist’s hypothesis may not be accepted by her/his client,
and the client may suggest that the therapist’s inquiry is evidence of her/his het-
erosexist or homonegative bias. When this occurs (as such mistakes are virtually
inevitable at some point) the interaction can be utilized as a therapeutic opportunity
in a variety of ways. Depending entirely on the case conceptualization of the client,
this mistake could evoke CRBs to be reinforced, provide an occasion for deeper
mutual understanding, initiate the therapist’s use of self-disclosure, and/or lead to
further exploration of how the client responds to perceived bias in his/her life.

In Vivo Occurrences of Client Problems (CRB1s)
and Improvements (CRB2s)

A core aspect of FAP assessment is the ongoing appraisal of the client’s life
problems and improvements occurring within the context of therapy. When client
problems involve their sexual identity, the FAP therapist will be watching for, evok-
ing, and reinforcing related clinically relevant behaviors (CRBs) related to sexual
orientation or same-sex relationship dynamics. CRBs are always defined in func-
tional terms and therefore cannot be predicted on a group level. Nevertheless, it can
still be helpful and stimulating to consider concrete instances of CRB related to
the life problems LGB clients sometimes bring into therapy. To this end, Table 9.1
provides examples of client life problems related to LGB identity and potential

Table 9.1 Potential client life problems related to sexual orientation and associated CRBs

Client life problems related to
sexual orientation or same-sex
relationship dynamics Potential CRB1s Potential CRB2s

Client avoids discussing
sexuality-related topics (e.g.,
mentioning her/his
relationship status) with
others for fear of judgment
or rejection

Client avoids bringing up
sexuality-related topics in
session

Client initially engages in
discussion of topics related
to sexuality and eventually
initiates these discussions in
session

Client is highly
stigma-conscious, likely to
assume homo-/biphobia on
the part of others who have
not proven themselves
trustworthy, and is more
likely to assume the world is
viewing her/him through the
lens of sexual orientation

Client is highly
stigma-conscious in session,
likely to assume
homo-/biphobia on the part
of the therapist, particularly
early in therapy, and is more
likely to assume the therapist
is negatively judging her/him
through the lens of sexual
orientation. Client may also
repeatedly inquire about the
therapist’s opinion or esteem
for her/him

Client develops a more flexible
and accurate attributional
style. When she/he does
perceive stigma or bias on
the part of the therapist,
she/he directly investigates
this perception with the
therapist (e.g., via direct
questioning)
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Table 9.1 (continued)

Client life problems related to
sexual orientation or same-sex
relationship dynamics Potential CRB1s Potential CRB2s

Avoiding eye contact with
others in daily life when
discussing anything related
to sexuality

Avoiding eye contact with the
therapist in session when
discussing anything related
to sexuality

Client initially makes sporadic
eye contact, and eventually
sustains eye contact with the
therapist while discussing
sexuality-related topics

Rigidly heterosexual or
gender-conforming
self-presentation across all
environments in daily life for
fear of outing oneself or
appearing effeminate or
“butch”

Rigidly heteronormative or
gender-conforming
self-presentation in sessions
(e.g., dress & grooming,
gesticulation, expressions of
emotion, assertive-
ness/submissiveness, vocal
characteristics)

Client develops useful
discriminative functions with
regard to self-presentation,
resulting in his/her flexible
expression of sexual
orientation and gender in
session

Difficulty following through
with a plan to come out to
parents due to fear of being
judged or rejected, despite
this being a core value of the
client

Avoiding disclosure of sexual
orientation to therapist for
fear of therapist judgment or
rejection

Client might initially broach
the topic of relationships or
attractions and only later
come out to therapist.
Eventually the client may
become more and more able
to discuss specific sexual
activities with the therapist

Distancing from GLB
individuals and culture due
to internalized homophobia

Choosing to work with a
heterosexual therapist or
distancing from a therapist
who is (or is perceived as)
GLB

Becoming closer to or aligning
with a therapist who is (or is
perceived as) GLB

Difficulty developing or
maintaining emotional
intimacy within gay
relationship as both partners
have been socialized against
intimacy-enhancing
repertoires

Gay client avoids interactions
with therapist that would
build therapeutic intimacy,
particularly if working with
a male therapist

Gay client initially allows
therapist to initiate
intimacy-building
interactions, and eventually
initiates these interactions

Difficulty maintaining a sense
of self or expressing
individuality within
long-term lesbian
relationship

Always aligning with the
therapist, difficulty
expressing differences or
disagreement, adopting
characteristics of therapist,
particularly if female/lesbian

Initially, simply questioning the
therapist; eventually
challenging the therapist and
acknowledging differences
and disagreement in session

CRB1s and CRB2s to watch for in session (which may or may not be relevant for
an individual LGB client).

This table presents only a handful of examples of client life problems and asso-
ciated CRB1s and CRB2s related to or stemming from sexual minority identity.
As tempting as it may be to use these ideas as a template for working with LGB
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clients, it is crucial that FAP therapists see these ideas as a springboard for case
conceptualization possibilities. In undertaking this task, FAP therapists must refer-
ence their LGB clients’ own perceptions of their life problems and therapy goals,
while respecting each client’s unique cultural background and values. To illustrate
this point, consider a client who comes to therapy wishing to deal with his growing
awareness of bisexual attractions. This client reports that he is no longer in denial
of his attraction to men in addition to women, but he is unsure how to integrate
this aspect of himself in certain domains of his life, particularly in his family life.
He worries that if he comes out he would be emotionally distanced by his family,
if not outright disowned. It is for these reasons, he explains, that he is considering
remaining “closeted” and attempting to pursue only his attractions to women.

Knowing nothing else about this client’s therapy goals and cultural context, we
might rely upon existing identity development models to conceptualize the client’s
life problems and ascertain appropriate treatment goals. Following that approach,
this client’s desire to remain closeted to his family might be taken as evidence
that he has not fully accepted his sexual identity or orientation, or perhaps indicate
some hindrance in his identity development process. With this conceptualization, the
therapist might become an advocate for the client working toward disclosure of his
sexual orientation to his family. But, if we add crucial contextual information about
the client’s family and cultural background, different conclusions emerge. What if
the client were raised in a Hasidic Jewish or Muslim community? What if he reports
that his membership in his religious subculture has reinforced the importance of
strong familial bonds and social networks with other members of his religious com-
munity? This client’s access to support from the wider bisexual or queer community
may be limited because he lives in a rural Hasidic enclave or, as a recent immi-
grant, speaks only a minimal amount of English. When viewed through this lens,
the impact of culture on the client’s values becomes clear, highlighting how indis-
criminant application of predetermined treatment goals for all sexual minorities is
inappropriate and potentially can be harmful. The FAP therapist’s responsibility is
to work collaboratively with each LGB client to determine if and how their cur-
rent behaviors (both in and out of session) and treatment goals represent adaptive
responses to given environmental conditions. Likewise, together the therapist and
client can determine if active attempts to change their environment (e.g., through
activism or engagement with a more supportive community) would provide greater
access to reinforcement in their lives.

Therapist Work: A Look in the Mirror

Having explored GLB considerations with various aspects of the FAP case concep-
tualization, I now turn to a discussion of a crucial variable in FAP, the therapist.
Before focusing the discussion exclusively on therapist issues with GLB clients, I
begin with a discussion of more general therapist issues that will later be applied to
working with sexual minorities.
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Therapist Issues in Evoking and Responding to CRBs with Clients
of All Sexual Orientations

The central mechanism of change in FAP is the therapist’s natural, contingent
responding to client in-session behaviors. The effectiveness of FAP, then, rests
largely on the variable of the therapist – not only insofar as it matters in any other
type of therapy, but even more so in FAP because the therapist’s own personhood,
stream of learning history, T1s (therapist in-session problem behaviors) and T2s
(therapist in-session target behaviors), values, and personal mission will together
determine the fidelity of the instrument upon which the client’s progress depends.
This is why therapists utilizing FAP must engage in an ongoing process of self-
exploration and growth, expanding their own behavioral repertoire to include the
extensive network of behavioral classes their clients also work to develop.

FAP therapists are obligated to increase their awareness of and enhance their own
repertoires for a number of reasons. Therapists with broader repertoires relevant to
the therapy process are more likely to notice, evoke, and naturally reinforce client
CRBs. To put this in more concrete terms, imagine a therapist whose own emotional
and interpersonal behavioral repertoire is limited. In her outside life she may tend to
avoid contact with intense emotions resulting from interpersonal closeness and vul-
nerability; in particular, relationships in which the other person becomes extremely
important to her. Perhaps this therapist avoids contact with controlling variables
(discriminative stimuli for interpersonal closeness and vulnerability) by intellectual-
izing her emotions, remaining in a “one-up” position in most relationships, focusing
on others’ needs and feelings, presenting herself as emotionally self-sufficient, and
masking aversive emotions with a convincing smile. Imagine too that this therapist
has not reflected on these personal tendencies and has not considered how they show
up in her work as a therapist. Completely outside of her awareness her avoidance
patterns may inhibit many of her clients’ progress. When her clients begin to contact
their own controlling variables (when CRBs are evoked), this therapist is likely to
respond with behaviors that distance her from these stimuli, inadvertently punishing
her clients’ progress. For example, if a client were to engage in a CRB2 of express-
ing raw emotions, she might attempt to contain her own discomfort by translating
them into intellectual terms. When a client risks sharing deep pain, which would
move most people in her outside life, this therapist might appear unaffected in any
personal way. When a client asks her what she personally thinks or feels about him,
she may don her convincing smile while giving a “canned” textbook answer, rather
than taking the risk of sharing with the client how much impact he truly has on her
and how moved she really is to see him working so hard.

Contrast this example with another therapist who has the same T1s, but is con-
sistently undertaking the task of recognizing and changing her own avoidance
behaviors in life and in session. As her avoidance shrinks (requiring risk-taking,
courage, vulnerability), and she increases contact with her controlling variables in
the context of a supportive social environment (e.g., a consult group or an FAP
supervisor), her T2s are reinforced and her repertoires expand. Over time she
becomes more likely to gain an awareness of avoidance behaviors in her clients,
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more likely to reinforce their approach toward controlling variables, and more
likely able to tolerate the intense emotions associated with presenting discriminative
stimuli for clients (evoking).1

As mentioned at the outset of this chapter, ideal FAP with heterosexual clients is
no different than ideal FAP with LGB clients in its overall process. So it is true with
the responsibility of personal work on the part of the therapist. The remainder of
the chapter is devoted to discussion of specific types of self-exploration, awareness
building, and repertoire enhancement by therapists that can benefit work with sexual
minority clients.

Therapist Issues When Treating Sexual Minority Clients

What should FAP therapists do to expand their relevant repertoires when working
with sexual minorities? How can they contact the relevant controlling variables and
develop new behavior that is more affirmative of their LGB clients? While there is
no comprehensive formula for this process, I have provided a loose structure that
can guide the reader to consider a variety of aspects of self including one’s fears,
attitudes, biases, sexual attractions, and experiences. Although all of these domains
are clearly interrelated, they are explored in separate sections for organizational
purposes.

Therapist Discomfort with and/or Avoidance of Content Related
to Sexuality

Therapists whose behavior was shaped within a homonegative and generally sex-
negative environment (i.e., the overwhelming majority of therapists, including LGB
therapists) are likely to be somewhat uncomfortable with open and direct explo-
ration of same-sex attractions and/or discussion of sexual behavior. Regardless of
one’s best intentions or consciously held values, reinforcing CRBs related to sexu-
ality will require willingness to contact one’s own controlling variables, and therein,
will require courage.

Consider a male client who is in the earliest stages of recognition and acceptance
of his same-sex attractions working with a male FAP therapist whose T1 is avoid-
ance of sexual content in sessions. The client’s CRBs will take a multitude of forms
many of which would likely elicit/evoke aversive private experiences on the part of
the therapist. Hopefully, when CRBs are fairly obvious, (e.g., I’m beginning to real-
ize that my whole life I have felt more drawn to men than women – likely an obvious
tact and CRB2; see Chapter 3 in Kohlenberg & Tsai, 1991 for a discussion of the
relevance of verbal behavior concepts such as “tacts” and “mands” in FAP), most

1This is why FAP supervisors often tell trainees that before asking their clients to complete any
assignment or engage in an experiential exercise, they themselves must undertake the task.
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therapists would feel compelled to pursue the issue even in the face of their own dis-
comfort (e.g., by saying “Tell me more about that”), thereby reinforcing the client’s
CRB2 of exploring his attractions. Much of the time, however, clients struggling at
this stage of identity development exhibit subtler CRBs. For example, a male client
who has not yet acknowledged his attraction to men might say to his therapist, I hate
that my sister is always checking up on my dating life and trying to set me up with
her girlfriends! This statement that appears to be an obvious tact could also be a dis-
guised mand (i.e., an indirect request) that the therapist stop making heterosexual
assumptions about him in their therapy. In this case, a therapist who is avoidant of
sexual content could very easily miss the hidden meaning as he chooses to follow up
on the more comfortable topic of the client’s expression of anger toward his sister.

LGB clients who are no longer struggling to acknowledge their sexual ori-
entation or identity may still be reluctant to discuss their sexual activities with
their therapists, especially when working with cross-gender therapists and/or those
perceived to be heterosexual. Depending on their case conceptualization, clients’
sexual activity and/or in-session disclosure thereof may be very relevant to the ther-
apy. Therapists who collude with their clients’ circumnavigation of this territory,
or punish/extinguish clients’ attempts to enter it, run the risk of inhibiting their
progress.

Consider a client who has consistently avoided discussing his sexual activities
in therapy. While describing the events of his weekend he somewhat indirectly
indicated the extent of his sexual activities for the first time in his therapy:

Client: This weekend was just like all the others. I went out to the bars,
cruising. You know what I mean, right?

Rather than being guided by the client’s case conceptualization, a therapist might
give in to her discomfort in a variety of ways. She might lead the conversation in
a less aversive direction:

Therapist 1: Mm-hmm. So what else happened this weekend?

Fearful of appearing ignorant or getting into the details of “cruising,” the thera-
pist might subtly foreclose the client’s entrée into this conversation about sexual
behavior by disingenuously stating:

Therapist 2: Cruising? Oh, sure, I know what you mean.

Or conversely, the therapist might problematize or pathologize the client’s sexual
behavior based on her own values and biases:

Therapist 3: Why do you think you end up doing that every weekend? You know
you’re not going to find happiness that way.

Any of these responses are likely to decrease the client’s likelihood to engage in
further CRB2s to the extent that the client sees that his therapist is uncomfortable
or disapproving of his behavior. Contrast this with the outcome of responding
genuinely and openly:
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Therapist 4: I’m really glad you’re clarifying this, Glen. You told me about
going to the bars, but no, it wasn’t clear that you were out cruis-
ing. Tell me more about your experiences cruising – I don’t want
to make any assumptions here.

While this natural reinforcer will likely deepen the discussion and reveal further
potentially relevant information, it can be augmented by a follow-up discussion
prompted by the therapist:

Therapist 4: Glen, you hadn’t told me very much about your sex life before
today. So what was it like to bring that up with me? How did you
feel about my response?

Here the therapist shifts the focus of discussion from daily life to the therapeutic
relationship, creating an opportunity for in vivo shaping of CRB2s.

In summary, clients will contact their controlling variables (i.e., be provided with
new learning opportunities) only insofar as their therapists are willing to do the
same. If therapists are only comfortable speaking about sexuality in sterile, scien-
tific terms, they are likely to shape their clients to do the same, or to avoid talking
about sexuality entirely – inside and outside of session. If they avoid using direct
and clear language about sex and sexuality, their clients’ progress equally will be
limited. If they hold negative attitudes about certain types or frequency of sexual
behavior, they may inadvertently shape their clients to withhold information about
their sexual interactions from their therapists. By putting in the effort to expand these
repertoires, however, therapists can serve as models, block their clients’ avoidance,
and be more naturally reinforcing of client CRB2s. In FAP, both clients and thera-
pists are asked to push the boundaries of their comfort zones, to take risks, to lay
bare their vulnerabilities, and to reveal their humanity. In the real relationship that
results, genuine, natural reinforcement of client CRBs becomes possible.

Therapist Explicit and Implicit Attitudes

Attitudes have been defined by behaviorists as the learning process by which people
come to evaluate stimuli in the environment favorably or unfavorably (Fishbein &
Ajzen, 1975). Each individual’s pattern of evaluations or biases is thought to result
from her/his respondent and operant learning history in the context of particular
social environments. Research in the field of attitudes and behavior suggest that
explicit attitudes (in behavioral terms: the affective responses, behavioral biases, or
predispositions that are within awareness and can be described) are merely the tip
of the iceberg (Dovidio, Kawakami, & Beach, 2001). Implicit attitudes (in behav-
ioral terms: affective responses, behavioral biases, or predispositions outside an
individual’s awareness) result from operant and respondent conditioning processes
that may or may not be directly taught or even noticed by the individual therapist
(Olson & Fazio, 2001). Similar to explicit attitudes, they can reflect the myriad
favorable and unfavorable representations of stigmatized groups available in his/her
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social, political, and cultural environment. Unlike explicit attitudes, however, these
automatic biases typically go unnoticed by even the most earnest, well-intentioned
individuals who attempt to “introspect” their prejudices. Implicit attitudes and
explicit attitudes are discussed separately below as they can be measured and
manipulated in differing ways.

Exploring Explicit Attitudes. In the domain of explicit prejudice against LGB
individuals, a number of studies reveal that these types of personal bias predict overt
behaviors both within and outside of the therapeutic context. Looking specifically
within the therapeutic context, a study by Hayes and Gelso (1993) revealed that male
therapist homophobia (as measured by a self-report attitude questionnaire) predicted
a pattern of avoidant and punishing therapist responses (e.g., disapproval, silence,
selective ignoring) that diverted attention away from issues related to sexuality or
inhibited further exploration thereof. In a follow-up analogue study regarding thera-
pist reactions to lesbian clients, the same relationship was found between male and
female therapists’ explicit homophobia and avoidance responses while counseling
lesbian clients. Additionally, more cognitive errors were made by female thera-
pists in recalling sexual content presented by these lesbian clients (Gelso, Fassinger,
Gomez, & Latts, 1995).

Given such data on the effects of explicit attitudes on therapist behavior, read-
ers are encouraged to reflect on the ideas and questions about sexuality posed
in Table 9.2, for an informal assessment of explicit attitudes about LGB issues.

Table 9.2 Questions and probes to explore explicit attitudes

(1) Do I feel that same-sex relationships are somehow “less than” cross-gender relationships?
(2) Do I believe that sexual orientation is a social construction or a biologically determined and

fixed aspect of an individual?
(3) When I meet someone who identifies as bisexual, do I often try to figure out if they’re

“really” gay or lesbian?
(4) Am I more curious about someone’s sexual and/or abuse history if I know they are a sexual

minority?
(5) Do I get distracted by someone’s gender presentation if it is atypical?
(6) Despite the research findings, do I worry more about children raised in non-traditional

relationships or family structures?
(7) Do I assume that a client who chooses to be in an open or polyamorous relationship must

have intimacy problems or perhaps must really desire a monogamous relationship “deep
down”?

(8) How does my body react to descriptions or images of same-sex sexual behavior? How is
this different or similar to how I react to descriptions or images of cross-gender sexual
behavior?

(9) How would I react to discovering that a close relative was bisexual, lesbian, or gay?
(10) How do my religious affiliations and spiritual beliefs inform my attitudes about sexual

minorities?
(11) Do I believe that same-sex couples should have the right to marry? Why or why not?
(12) Do I tend to actually favor the sexual minorities among my friends, or attempt to gain their

approval and acceptance?
(13) Do I believe that there are no differences between cross-gender and same-sex relationships?
(14) What experiences have I had with LGB individuals and how have these informed my group

stereotypes?
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We are all well intentioned and aware of social norms and rules; therefore when
conducting this exercise you are encouraged to explore and allow for socially unde-
sirable responses. Note that these questions are intentionally evocative and do not
necessarily have a “right,” consistent, or foolproof answer.

This list only scratches the surface of attitudes and beliefs meriting exploration.
Nevertheless, these verbal stimuli may have precipitated some aversive private
events in the reader such as increased heart rate, sweat gland activity, and changed
breathing patterns consistent with reports of uncertainty, anxiety, and shame. This
group prediction is based on the assumption that while the overwhelming majority
of readers were conditioned in social environments which reinforced heterosexism
and paired sexual minorities with negativity, these readers also identify with the
“rules” (verbal discriminative stimuli) of their professional community such as the
APA Ethics Code and “Guidelines for psychotherapy with lesbian, gay, and bisexual
clients.” Because the conditions for reinforcement differ substantially in these two
different contexts, therapists may experience discomfort related to contradictions
between their own contingently shaped behaviors and the rules they have developed
to govern their behavior. If the task of balancing these competing and contradicting
rules and discriminative stimuli is sufficiently aversive, it may lead to avoidance of
stimuli related to sexual orientation in our professional and personal lives. It is here
that FAP therapists are urged to move forward into any discomfort they experience
to acknowledge and begin to challenge their biases. More detailed discussion of this
process is offered later in the chapter.

Exploring Implicit Attitudes. Before moving on with that task, how can we
include our implicit (not verbally tacted) behaviors in the process? Is it even nec-
essary to do so? Research suggests that indeed it may be useful for therapists to
consider their implicit bias when working with stigmatized or minority clients: the
link (though not causal) between implicit prejudice and explicit behavior has been
demonstrated in a growing body of research focusing primarily on racial bias (for a
review, see Dasgupta, 2004). This literature reveals that implicit bias predicts subtle
observable behaviors toward stigmatized racial groups (e.g., eye contact, body pos-
ture, speech errors) better than explicit attitudes (e.g., Fazio, Jackson, Dunton, &
Williams, 1995). It is quite likely then, that the same would be true with regard to
implicit homonegative bias.

Emerging from the debate surrounding the measurement of implicit biases are
response latency measures such as the Implicit Association Test (IAT; Greenwald &
Banaji, 1995), an experimental paradigm developed to explore automatic cognitive
and affective behaviors outside awareness. The IAT asks the test-taker to rapidly pair
binary sets of stimuli (e.g., pairing a heterosexual image with the word “good,” or a
gay/lesbian image with the word “good”). Based on the individual’s history of rein-
forcement for pairing the two concepts together, he/she will be more or less likely to
respond to them as a single unit. If pairing gay/lesbian stimuli with “bad” has been
more strongly reinforced in the test-taker’s history, it should be easier for the test-
taker to respond faster when asked to pair the two versus pairing gay/lesbian stimuli
with the word “good”. The response latency in pairing each set of stimuli gives a
measure of, in the test developer’s terms, one’s implicit attitude and, in behavioral
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terms, the strength of the historical relation between the two concepts. The more
related, the more rapidly one is able to respond.

While the IAT has primarily been used to collect data on a group level, it can
also be used as a tool to gain greater awareness about an individual’s implicit
biases and preferences. Interested readers are encouraged to investigate their own
implicit biases regarding sexual orientation as measured by the IAT for Sexuality
(available through the “Demonstration Test” portal at https://implicit.harvard.
edu/implicit/demo/). Though the IAT cannot be said to be a perfectly accurate test
of implicit bias (for example, you may find that your exact results vary across two
trials) this 15-min test can be extraordinarily useful in terms of opening one’s eyes to
bias that may be outside awareness. As these biases enter awareness one is already
in a better position to predict and control them.

It takes willingness and courage for anyone to acknowledge bias – whether
explicit or implicit – and to commit to perpetually challenge this bias. The good
news is that preliminary research suggests that while these biases cannot be directly
“unlearned,” our implicit and explicit behaviors are malleable, that is, they can be
altered by repetitive exposure and reconditioning (e.g., Pettigrew & Tropp, 2006;
Rudman, Ashmore, & Gary, 2001; for a review, see Blair, 2002). The task of chal-
lenging bias via exposure and reconditioning is expounded upon at the conclusion
of the chapter.

Exploring Therapist Sexuality and Experiences

A logical next step in an FAP therapist’s self-exploration is in the domain of one’s
own sexuality. For some fortunate therapists, graduate training included course-
work that invited exploration of one’s sexual attractions, fantasies, and identity.
The majority of us, however, may never have questioned or examined these aspects
of self, or perhaps were forced to examine these issues as part of our own com-
ing out process. Rather than accepting any default assumption of sexuality, or
conceptualizing one’s sexuality as a fixed entity that can be fully known at any
one time, therapists benefit from actively engaging in an open and ongoing self-
exploration conducted in the spirit of curiosity and compassion. In this process, one
may ask oneself to consider both lived experiences as well as chosen identity, con-
sidering any gaps or differences between the two. If heterosexually identified, one
may ask oneself about our same-sex feelings and approach these non-judgmentally,
opening toward any internal conflicts that arise. If bisexually identified, one may
also ask oneself about any discrepancies between real and conceptualized feel-
ings and non-defensively consider how and why one identifies as bisexual. If gay
or lesbian identified, one contemplates both same-sex and other-sex attractions,
non-defensively opening to the full spectrum of sexual feelings and gently acknowl-
edging any discrepancies or conflicts therein. As part of this process, we open to
memories of personal experiences – both sexual and social – with sexual minori-
ties and heterosexually identified individuals that may have shaped how we identify
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ourselves, with whom we affiliate, and how we conceptualize “straight,” bisexual,
gay, lesbian, and “queer” individuals. All of these avenues of exploration can pro-
vide rich information about our biases, the conflicts that might obstruct empathic
connection, and potential obstacles we need to overcome in order to be naturally
reinforcing to our sexual minority clients.

Another aspect of therapist identity and self-awareness which merits attention in
this discussion is the match between therapist and client sexual orientation. While
heterosexually identified therapists must be on the lookout for the obvious distor-
tions inherent to “outsider” status, therapists who themselves are sexual minorities
face other obstacles in treating LGBs, which, if not countered, pose potential haz-
ards in FAP therapy. Therapists who are “insiders” may view their LGB clients
through a lens of assumed similarity, over-identification, or idealization, running
the risk of under-assessing the client’s idiographic presentation and/or ignoring dys-
function. LGB-identified therapists may consciously or unconsciously assume their
sexual minority clients will (or should) proceed through the same course of identity
development as they have themselves. They may subtly or directly encourage their
clients to adopt their personal philosophy of sexuality – as a dichotomous, fixed,
or fluid characteristic. Likewise, they may assume that what has worked best for
them will work best for their LGB clients in terms of coming out, responding to
homophobia, choosing to be monogamous or negotiating open relationships, and
merging with or remaining emotionally independent in relationships. For these rea-
sons it is imperative that LBG therapists be mindful of, and combat, the pitfalls of
their “insider” status.

Overcoming Therapist Fear of Appearing Prejudiced

Most therapists aspire to hold some degree of conscious egalitarian beliefs with
regard to LGB populations. When treating LGB clients, then, it is highly likely that
therapists would desire their clients to recognize their open-mindedness and aware-
ness. As much as this desire may reflect one’s best intentions, the fear of appearing
prejudiced, homophobic, or ignorant can easily become a barrier in treatment. These
fears can lead therapists to miss important information because they choose not
to acknowledge the limits of their familiarity with clients’ LBG experiences and
identity. When clients use culture-specific terminology or refer to experiences unfa-
miliar to some therapists, rather than asking for clarification these therapists may
try to deduce their clients’ meaning from context or may hope the clients will pro-
vide further clarification during the session. Another problem arises when therapists
avoid conceptualizing anything related to sexuality as relevant or dysfunctional even
if it appears so. If these therapists do consider sexuality or identity-related infor-
mation in the functional analyses of LGB clients, they may be reluctant to bring
up their functional hypotheses with their clients. Finally, wary therapists who do
not share their clients’ sexual orientation may fear these clients’ judgments and
therefore avoid disclosing their orientation when clients inquire without considering
if the inquiry represents a CRB1 or CRB2.
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FAP therapists who have the courage to admit the limits of their knowledge and
experience, consider sexual variables in case conceptualizations and functional anal-
yses, and strategically disclose personal information about their own sexuality are
likely to encounter difficult therapeutic situations. In some instances their clients
may respond with disappointment, hurt, or confusion, suggest that their therapists
are homophobic, or argue that their analyses have been tainted by heterosexist bias.
FAP therapists can approach these situations as therapeutic opportunities that may
evoke CRBs (Rule 2) (see Chapter 1 in this volume for a summary of FAP’s five
rules). For example, consider this interaction between a therapist and her gay male
client who is sexually active with multiple partners. This client’s daily life prob-
lems include avoidance of emotional expression, avoidance of situations that evoke
emotional pain, and lack of assertiveness.

Therapist: We’ve been working together for about 2 months now, trying to
figure out how to increase your sense of purpose and fulfillment
in life. You have this sense that something is missing, but you can’t
quite put your finger on it. I’ve noticed that during our sessions you
focus mainly on frustrations with your family and at work. But you
tend to not talk much about your romantic involvements. How do
you think that fits into the picture?

Client: I told you already, I don’t think that’s the problem.
Therapist: I do remember you making a point of that in our first session. At

the same time, I’ve noticed that we do a pretty good job of avoiding
it altogether when, for a lot of people, finding a partner can be an
important part of feeling fulfilled in life.

Client: I can’t believe I’m hearing this. You, too? Let me guess: Because
I have my fair share of random hook-ups but don’t have a seri-
ous relationship there’s something wrong with me, right? [This is
a potential CRB2 in terms of acknowledging some emotional pain
rather than avoiding the issue altogether.]

A therapist who is worried about being judged as homophobic might respond by
leaving this charged territory, either retracting the question or quickly apologizing
for posing such a faulty question. A productive alternative, however, is to view the
interaction through the lens of clinically relevant behavior providing an opportunity
for in vivo reinforcement:

Therapist: Tell me what just happened inside, Joel.
Client: I can’t believe it. Sorry, but that’s just too classic and I didn’t expect

it from you.
Therapist: I said something that really upset you, Joel, and I want to under-

stand how that happened.
Client: Well, I never said that my sex life was a problem for me but it seems

like it’s a problem for you. And then you implied that finding a part-
ner is necessary in order to be fulfilled [client becomes tearful]. I’ve
got an entire society telling me there’s something wrong with how
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I am, and now you. [The client’s assertiveness and specification of
the evocative stimulus are both likely CRB2s.]

The therapist might reinforce these CRB2 by further exploring and empathizing
with the client’s emotional response, attempting to develop deeper mutual under-
standing, strategically disclosing, asking her client to teach her more, or otherwise
genuinely repairing the rupture. One example follows:

Therapist: I see how much I’ve hurt you, Joel. I took a big risk in asking you
about romantic relationships but chose to bring it up because I am
100% committed to getting to the heart of your dissatisfaction in
life. And in that pursuit I don’t want to leave any stone unturned. It
sounds like by asking you that question I just got added to a long
list of people in your life who have suggested that there is something
wrong with how you do relationships.

Client: I’m so tired of it. That’s why I tried to tell you in the beginning.
Therapist: There’s a lot of history here and it makes sense that my bringing it

up would stir up these feelings. And Joel, it took a lot of guts to tell
me how hurt you were. You know that? [Reinforcing client’s emo-
tional disclosure]. What else, Joel? Is there anything you’re holding
back on saying to me? [This is Rule 2 – evoking CRB2.]

Client: Look, I’ve been in long-term monogamous relationships before, and
at this point in my life I’m just not into it. The whole idea that you
need a relationship to make you happy – that’s so heterosexist and
it’s not why I started therapy.

Therapist: Ok, I’m stuck here. On one hand I am so moved at how honest and
assertive you’re being in telling me you don’t want to focus on rela-
tionships in our therapy. I also want to be careful not to mistakenly
apply society’s value system on you when so much of our work
depends on you being able to define your own values and goals
[reinforcing client’s CRB2 of assertiveness and direct communica-
tion]. On the other hand you’ve told me how hard it is to move into
really emotional territory and I wonder if ignoring this issue is more
about avoiding the emotions that come up here [evoking CRB].

Client: [sigh] It’s not that I wouldn’t ever want that relationship . . . I’ve
tried – so hard. They don’t work – or, I don’t know – maybe I don’t
work [client becomes tearful once again].

Therapist: And you feel exhausted and discouraged just thinking about your
efforts and experiences in the past [accurate empathy – reinforcing
his CRB2]. When I brought up the question of relationships I bet I
brought back all those feelings you’re trying to get away from – the
exhaustion the frustration, the fear of judgment. What else [evoking
more disclosure]?

Client: I don’t want to feel broken. I don’t know if I want to do this
[CRB2 in identifying the underlying private experience he has been
avoiding].
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Although this conversation represents only one of countless ways the session
might have unfolded, it demonstrates how a therapist who is willing to take the
risk of proceeding into politically and personally charged territory can deepen the
work and help her client identify a major block in discussing (and possibly, in form-
ing) romantic relationships. As the conversation moves forward, the therapist would
continue acknowledging the issue of heterosexist bias on her part in order to com-
municate to the client that she is aware of it and open to discussing it, and ultimately
focused on the client’s deepest values and life goals. While in this example the ther-
apist worked to look beyond her client’s accusation of heterosexist bias, in other
cases in which such an accusation was itself a CRB2, the therapist would orient her
responses around reinforcing the client’s political analysis by expressing apprecia-
tion for the client’s courage in pointing it out, openly acknowledging and exploring
her bias, and/or making a genuine apology or repair for the rupture.

Shaping Therapist Behavior

Previous sections of this chapter have indicated a variety of domains in which thera-
pists are encouraged to gain greater awareness of their own reinforcement histories,
biases, private and public behaviors with regard to sexual minorities. The singular
moments of awareness that have been evoked by reading this chapter, however, are
not likely to lead to lasting observable improvement in therapist–client interactions.
In order for such change to occur, therapists wishing to gain greater control of their
heteronormative/homonegative biases would need to apply the same rules of behav-
ior change to themselves as apply to FAP clients. Awareness is merely the first step –
literally (Rule 1).

Rule 2 (evoke CRBs) is applied as FAP therapists maintain an ongoing practice
of contacting their own controlling variables (discriminative stimuli) with respect
to sexuality and sexual orientation, both in and out of session. In concrete terms
this means FAP therapists will attempt to combat their own avoidance of LBG- or
sexuality-related stimuli (e.g., forming close social connections with LGB individ-
uals, consuming LGB media, participating in LGB cultural or political events). If
their larger verbal community does not provide substantial access to such stimuli,
FAP therapists are encouraged to move beyond their default environment to one
which will provide more access to related stimuli and be more naturally evocative.

The mere exposure provided by following Rule 2 would be expected to decrease
therapist bias to the extent that it allows for the modification of reflexive homo-
phobic responses to LGB stimuli via classical conditioning. Rule 2’s full potential,
however, is attained with the introduction of Rule 3 (reinforce CRBs). By entering
and engaging in communities with different sociopolitical contingencies that are
more inclusive and reinforcing of LGB individuals, FAP therapists increase the like-
lihood that their own behaviors (implicit and explicit, public and private, verbal and
affective) will be similarly shaped. Rule 3 also comes into play in session with LGB
(and quite possibly heterosexual) clients, as well as in supervisory and consultative
contexts in which less biased therapist behaviors with regard to sexuality have the
opportunity to be naturally reinforced within the dyad or group.



9 FAP with Sexual Minorities 169

Rule 4 (observe potentially reinforcing effects) is critical as it highlights the need
for FAP therapists who are attempting to modify their biases to pay attention to the
impact of their personal work on their own in-session behaviors with LGB clients
(e.g., are they more likely to evoke relevant CRB and to be naturally reinforcing of
CRB2s?) Furthermore, Rule 4 asks FAP therapists to observe the impact of their
expanded behavioral repertoire on their clients. The new therapist behaviors result-
ing from therapists’ personal work are intended to lead to more effective therapeutic
relationships (e.g., closer, more intimate relationships with LGB clients, increased
likelihood of evoking sexuality-related CRB and being naturally reinforcing of
CRB2).

Therapist personal work with sexual bias can be expanded by including Rule 5
(interpretation and generalization) in the process. This rule would direct FAP ther-
apists combating their heterosexual/homonegative bias to consider the antecedents
and maintaining variables of this and other biases that may be part of the same
functional class of behaviors. Gains made in the understanding of one’s own hetero-
sexism, for example, can translate into larger functional analyses that account for
how environmental contingencies have shaped our sociopolitical leanings in ways
that may inadvertently maintain oppressive practices in our clinical work. Rule 5
also takes this work beyond the clinical session, inviting FAP therapists to make the
same “in-to-out parallels” we ask our clients to make when in-session experiences
correspond to daily life events. That is, FAP therapists whose in-session repertoires
are changed by their personal work can work to generalize these gains to their daily
lives, creating a safer, and less oppressive cultural environment for LGB and other
disempowered individuals and groups.

Conclusion

It is important to acknowledge that no data have been gathered in the FAP com-
munity to empirically examine the effectiveness of the therapist shaping strategies
and practices described above. They are, rather, the result of personal and anecdotal
experience that is largely consistent with behavioral principles, or have been directly
deduced from FAP and behavior analytic theory. Single-subject work and publica-
tion of FAP case studies with LGB clients will be crucial to support and refine these
ideas.

Considering the lack of empirical support for this particular application of FAP
behavior change principles, and the considerable discomfort that is likely to be
experienced if it is nevertheless undertaken, it will not be the average therapist
who will carry out all the work described in this chapter. If you count yourself
among those who will carry this torch, the potential professional and personal ben-
efits may be substantial. Developing an understanding of experiences common to
many sexual minorities is likely to result in more time for LGB clients to spend
their session delving into what is most potent for them, rather than educating
or arguing with their therapist. Learning how to construct case conceptualiza-
tions that consider clients’ sexuality – without assuming its relevance – can help
clarify appropriate treatment targets and related CRB. Examining your own identity,
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biases, and fears increases awareness, predictability, and control over related behav-
ior. Direct shaping of therapist behavior affords the opportunity to expand one’s
own repertoire, becoming a more effective reinforcer for clients. By walking simi-
lar pathways of self-exploration as FAP clients are asked to do, FAP therapists can
discover and distill their own voices and learn how to better reinforce their clients
for unapologetically speaking their inner truths.
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Chapter 10
Transcultural FAP
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In discussing transcultural functional analytic psychotherapy (FAP), the treatment
of clients from culturally diverse backgrounds, we draw upon not only the expe-
riences of FAP therapists outside the United States (e.g., Carrascoso, 2003; Ferro,
Valero, & Vives, 2006; López, Ferro, & Calvillo, 2002; Ferro, Valero, & López
Bermúdez, 2009), but also the booming literature on cultural competence and mul-
ticulturalism. Decades of work in the latter area have spawned profound reflection
(Sue & Zane, 1987; Sue & Sue, 2003; Fowers & Davidov, 2006), practical guide-
lines (American Psychological Association, 2003), and comprehensive strategies
for adapting treatments to multicultural populations (Hays, 2001; Hwang, 2006;
Hinton, 2006). As practitioners belonging to different cultures, we believe that the
principles of FAP are broadly applicable across cultures and, in combination with
ideas from the cultural competence literature, lead to strategies for therapists to work
with clients from diverse backgrounds.

Cultural competence involves respecting, valuing, and integrating the socio-
cultural context of culturally diverse clients (López, 1997) and validating their
perceptions on problems and solutions that may be at odds with mainstream per-
spectives. Therapeutic goals and interventions must be consistent with the client’s
values and life contexts. For this reason, it is fruitful to discuss both the client’s
norms and mainstream cultural norms whenever relevant during assessment and
treatment planning (López, 1997; Tanaka-Matsumi, Higginbotham, & Chang, 2002;
Sue & Sue, 2003; Okazaki & Tanaka-Matsumi, 2006).

In this chapter we will explore the importance of understanding how a client’s
cultural history, customs, traditions, and identity may affect not only his or her daily
life problems, goals, assets, and strengths, but also what constitute clinically relevant
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behaviors. Then we will delve into therapist behaviors that can increase meaning,
effectiveness, and intensity in transcultural FAP.

Relevant Personal and Cultural History

FAP case conceptualization (Kanter et al., 2008) calls for collecting information
about important life experiences that account for the reinforcement of problem
behaviors as well as why more useful interpersonal behavior was not rein-
forced and learned. This description makes it possible to see how behavior that
may be self-defeating today had an adaptive function in the past, and it draws
attention to consequences that may be currently maintaining these damaging
repertoires.

When a client is from a different culture, it is essential that his or her cul-
tural identity and level of acculturation be assessed as part of relevant history
(Tanaka-Matsumi, Seiden, & Lam, 1996). Client experience might be influenced by
being a member of a group that historically has struggled with the aversive conse-
quences associated with marginalization, the stresses of immigration and adaptation,
or even by collective dislocation as refugees. Helpless or self-defeating behav-
iors may emerge from such conditions. Behaviors that currently curtail the client’s
opportunities, like submissiveness or self-deprecation, may have been adaptive in
times of oppression and exploitation. An example is a client from a traditionally
discriminated-against group who readily lets important personal opportunities go
by, upholds a predetermined fatalism, and makes excuses such as “People like us
will never take care of ourselves – we will always depend on the rich.”

Awareness of how a client’s community has reinforced the practices and assump-
tions held by its members is called for, as well as knowledge of key historical events
and environmental factors such as present economic or political conditions. Besides
consulting objective information on the history and the social reality of the client’s
group, additional readings may also be illuminating. For example, a novel like The
Inheritance of Loss by Desai (2006) or short stories such as those found in the
collection Unaccustomed Earth by Lahiri (2008) are recommended. Set predomi-
nantly in the 1980s in northeast India, the characters in Desai’s book struggle with
feelings of cultural and familial alienation; loss of traditional values and ways of
life; forces of modernization, discrimination, and oppression; shuttling between first
and third worlds; experiencing pain of exile; desiring a better life; and questions
of nationhood, modernity, and class. Lahiri’s work abounds with the same themes
and focuses on the choices of life directions and goals and the daily struggles of
immigrants and their children in the context of clashes between values and tradi-
tions. Both books expose how trying to adapt to a dominant culture can lead people
to develop self-defeating repertoires and how cultural and personal strengths are
helpful in overcoming adverse conditions.

Carefully considering a client’s relevant history is necessary for what Sue (1998)
calls dynamic sizing, or flexibly incorporating into case conceptualization what is
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applicable about the client’s culture of origin and nothing more. This allows the
integration of relevant cultural issues in the case conceptualization while avoiding
the perils of stereotyping.

Daily Life Problems and Goals

In FAP, a client’s behavior is defined functionally in relation to the situation in which
it occurs, what precipitates it, and the consequences that follow it. A functional
understanding of the client’s daily life problems is a prerequisite for selecting treat-
ment goals and for identifying clinically relevant behaviors in-session. As a result,
culture-specific antecedents and consequences of problem behaviors become visible
as the therapist sets out to define the client’s problems behaviorally.

There may be differences between the client’s causal explanation of daily life
problems and the therapist’s functional analysis of those problems, and explicit
negotiation may be needed regarding the cultural acceptability of the change tech-
niques to be used (Tanaka-Matsumi et al., 1996). Consider the example of an
unmarried young female client from rural northeastern Brazil who, after moving
with the entire family to an urban area near to the federal capital, lived in perpetual
conflict with her parents. Sometimes she would suddenly disappear for days after
a fight, letting her parents “think about what she had said.” Her therapist thought
this woman had the skills and resources needed to live on her own, but when asked
about this, the client refused to answer and kept bringing up new complaints. In the
following two sessions she vacillated between agreeing with and rejecting the goal
of becoming independent. Her therapist shared the confusion and weariness this
evoked in him and wondered if his client also made it this difficult for her parents
to understand what she wanted. When the client was asked about this, however, she
ended the session, screaming at her therapist and walking out.

Despite not returning the therapist’s phone calls, she returned for the next session.
The therapist observed that the client used the same interpersonal strategies with him
that she used in dealing ineffectively with the conflicts in her family and that this
way therapy would also be ineffective. After insistent prompting, the client stated
that she had expected her therapist to know that a woman from her region would
only leave her parents for good reason, like when getting married or finding a job far
away from home. The therapist asked her to look into the practices of her reference
group and to identify alternative solutions. After some discussion, they agreed to
target better skills for negotiating her needs and dealing with conflict.

In this case, the client explicitly stating her cultural preferences and openly re-
negotiating treatment goals with the therapist were in vivo improvements related to
her daily life goals. She was committed to her traditional role definition as an adult
single daughter and preferred to develop behaviors that were valued in her tradi-
tional family culture. The intention, of course, is to work out a plan that is acceptable
to all those directly involved in the treatment (Tanaka-Matsumi, Higginbotham, &
Chang, 2002).
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Assets and Strengths: Culture as a Therapeutic Aid

Being an effective FAP therapist requires an ability to respond selectively to people’s
positive characteristics, and this naturally highlights aspects of a client’s culture that
have positively influenced the client. As a member of a cultural group, the client
may have acquired valuable communication skills, culture-specific problem-solving
strategies, or other assets that can be therapeutic aids.

Strengths that clients present as part of their traditional heritage are not the only
strengths to consider. In dealing with the challenges of living in two different cul-
tures, people tend to acquire new skills. They may have become more flexible, open
to different experiences, or better at observing people. These qualities also can be
built upon when shaping more effective daily life repertoires.

In addition, minority membership may also offer the privilege of an effective
social support network (Hays, 2001) which can be helpful during therapy. For exam-
ple, take the case of a depressed client whose social isolation was related to the ways
in which she discouraged and rejected people who cared for her. In session, she also
initially punished her therapist’s positive reactions toward her. As she and her ther-
apist focused on her learning to accept and reinforce compassionate responses from
the therapist, she began to allow others in her life to express more caring toward
her. The generalization of this new behavior from therapy to daily life was greatly
facilitated because she could tap into the intensely close-knit network of her social
group.

Besides interpersonal support, natural and constructed resources may also be
available in minority neighborhoods or ethnic communities that should be consid-
ered in therapy. These resources include ways of organizing living spaces, culture-
specific provisions for meetings, recreation, and meditation or for culture-specific
art (Hays, 2001).

Furthermore, a client’s heritage can entail a broad variety of therapeutic aids.
The arts and literature from a client’s background may offer means to explore the
client’s behavior or to identify targets during assessment. In treatment, they can be
used to elicit or evoke behavior. They can also be used by the therapist as a means of
sharing his or her interpretations of clinically relevant behaviors with the client. For
example, a client whose presenting problem was that she was sexually indiscrimi-
nate and monopolized initiative in relationships soon became openly seductive with
her therapist. She agreed with him that she was wasting yet another opportunity
as she had previously ruined several chances for friendships and co-worker rela-
tions. She stated she was willing to give up therapy for a sexual relationship as she
was born that way and nothing would change her. Their treatment was stalled until
her therapist used the analysis of a well-known character from the client’s national
literature to illustrate a clinical point. When the therapist proposed discussing the
sensuous Gabriela from a novel by Amado (1958) who exemplified disbelief in per-
sonal change, she was surprised that, as a foreigner, the therapist had any knowledge
about her national literature. She had read the book and seen a soap opera based
on it. Although she argued she had little in common with Gabriela, this was the
first time she gave attention to a theme her therapist introduced instead of ignoring
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or disqualifying any initiative or idea that was not hers as she was used to doing
in daily life situations. This in vivo improvement marked a turning point in her
therapy.

The Cultural Context of Clinically Relevant Behaviors (CRBs)

As stated throughout this book, FAP focuses on clinically relevant behaviors
(CRBs): client in-session problem behaviors that are instances of their outside life
behaviors are CRB1s, and in-session targets or improvements are CRB2s. When
working with clients from diverse backgrounds, a major challenge for the therapist
is to recognize the cultural contexts of their CRBs. Below are examples of potential
CRB1s or in-session problem behaviors, along with possible cultural antecedents
suggested by native Asian, European, and Latin American practitioners:

(1) A man who is suffering from depression is extremely passive, nonassertive, and
obedient in therapy and wants his therapist to “fix” the problem. The back-
ground for this issue may vary immensely according to culture and the therapist
must take this into account. For example, the treatment of psychological prob-
lems in Spain and various other countries may have strong ties with the medical
profession. In several countries psychologists have only been included in the
national health system in the last few decades, thus, clients generally arrive
thinking the therapist will be very directive, will give instructions like a physi-
cian, and tell the client what to do. On the other hand, in Japanese culture,
“amae” is a class of responses that manages others so one can be loved by and
dependent upon them. Clients often expect or count on their therapists’ good-
will and will ask their therapists to solve interpersonal problems for them rather
than working on how the clients themselves might change. In addition, when
clients come from a culture that emphasizes harmony and relatedness (e.g., cer-
tain Asian cultures) it is difficult for them to assert their personal wants and
needs in therapy.

(2) A woman who is having difficulty developing close friendships struggles
with revealing her feelings in therapy. If this client comes from a Spanish
Mediterranean culture, her expression of feelings may seem awkward to a ther-
apist of Anglo-Saxon background, who grew up in a community that focuses
particularly on the personal-self but not on the social-self. It may be that the
client’s parents did not help their children speak about their private feelings in
the same way. As a result, self-expression as handled by the therapist may not
mesh with Spanish concepts where personal reference is usually done from the
verb participle (e.g., “quiero,” “tengo”) so that “I” or “yo” has a more restricted
linguistic role. Some Spanish therapists believe that a challenge for using FAP
in treating Spanish people with interpersonal problems is that they do not talk
directly in first person (e.g., “I want X”), but rather with an indirect, reflexive
style (e.g., “X would be nice” or “X could be done”).
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The problem may also be related to cultural differences in the way inti-
macy is constructed. In Spanish culture, the concept of “intimate relationship” is
strongly associated with a relationship between a couple or a sexual relationship
and to a lesser degree a friendship. But to apply it to a professional relationship
would seem strange. The therapist’s adaptation may consist of presenting him-
self/herself as a personal adviser who is going to get personally involved in
order to help the client as much as possible. If the client belongs to another cul-
ture, other differences may need to be considered. For instance, fear of intimacy
as expressed in social phobia may have a specific history in Scandivania where
a radical transformation took place from relatively homogeneous farming com-
munities to more heterogeneous urban communities. Similar historical elements
have been observed by a therapist in Ireland, who describes a tendency in her
clients to avoid feelings, associated with the overuse of alcohol or prescription
drugs and with eating disorders.

In French culture, criticism is sometimes more common than the sharing
of positive opinions in relationships. In contrast to some other cultures, where
individuals expressing negative emotions are seen as immature or inappropriate,
French people often respond well to receiving criticisms, which may strengthen
the practice of sharing negative feelings. This also may result, however, in low
familiarity with one’s own positive emotions for others and a relative lack of
sensitivity to the positive emotions of others in relationships. It may be useful
to invest time in helping some clients to identify their positive feelings as they
arise in the relationship and to share them in ways that are likely to be nat-
urally reinforced in the culture. Some clients also may profit from improving
their perceptiveness of others’ positive feelings toward them. An in vivo learn-
ing opportunity could occur when the therapist responds positively to client’s
behavior during the session. The therapist could then disclose these positive
feelings, which may be both naturally reinforcing and evocative for clients to
hear, or ask clients to share what feelings they believe they evoked in the thera-
pist and why. Being able to reflect the therapist’s feelings accurately will result
in better attunement, make the therapist–client relationship more rewarding, and
facilitate generalization to more connectivity in daily life relationships.

When culture defines intimacy in terms of specific activities, like physical
contact, it will make it easier for clients to focus on the topography of the prob-
lem (i.e., what it looks like) than the function of the behavior (i.e., avoidance of
distress). As a result, the relevance of intimacy, as a functional process, and the
clients’ difficulties with that process in their lives, may be easily overlooked by
them.

(3) A woman is anguished by the caretaking demands of her elderly parents which
interfere greatly with her own life and weeps in therapy when talking about the
problem, but fervently defends her parents’ needs. In cultures that are very fam-
ily oriented (e.g., many South American or Asian sub-groups), clients may have
learned to strongly value and protect their families no matter to what extent their
problems are derived from their relatives’ unfair demands and expectations.
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(4) A man whose presenting problem is that he is having trouble getting a pro-
motion at work has difficulty complying with therapy homework assignments.
Again a culturally supported learning may be involved in this seemingly
straightforward problem. Some Brazilian practitioners point at a cultural phe-
nomenon called jeitinho, which loosely translated means “a not very strict way
of doing things.” This concept presupposes that an improvised intervention at
a later moment will solve any problem, and previous organization or systemat-
ically following instructions is not needed to make things happen successfully.
Doing homework would oppose the socially implicit contract that a solution
will appear in the end.

If the client is Danish, a suggestion of a Scandinavian practitioner would be
that the law of Jante, which is famous in Denmark, may be relevant to his under-
achieving behavior. The law of Jante dictates social equality, and the client’s
difficulty in accepting homework assignments would roughly translate into “Do
not think you are better than the rest. Do not think you know more than anybody
else.”

Being Naturally Reinforcing

Once behaviors are identified as problematic or as CRB1s, the therapist must be
careful not to strengthen these classes of behavior. In some cases these in vivo prob-
lem behaviors may be conveniently collaborative (e.g., avoidance of discomfort
for both therapist and client), but promoting them would dis-empower the client.
Instead, it is important to naturally reinforce and to shape corresponding CRB2s
or in vivo improvements. New behaviors generate new feelings, produce different
consequences, and open space for many emotions during the change process. A
therapist’s naturally positive reactions emitted every time the client engages in a
new behavior in the session increase the likelihood of it generalizing into daily life
settings.

In terms of natural reinforcement, the core mechanism of change in FAP is the
therapist’s spontaneous and contingent responding during the therapeutic interac-
tion. Thus, qualities such as humility and therapeutic love form the foundation of
the relationship and are emphasized in promoting change rather than rule-driven
approaches that promote verbal control over behavior (e.g., following a protocol).

Humility involves paying attention to areas in which one may hold biases,
acknowledging inaccurate assumptions and working to replace them, openness to
taking responsibility for mistakes, admitting that one’s preferred methods or coping
strategies may not be culturally adequate, and choosing options that will work in
the client’s milieu (López, 1997; Hays, 2001; Sue & Sue, 2003; Fowers & Davidov,
2006).

Therapeutic love means that therapists will act for the good of the client even
when this is difficult, such as seeing the client at an inconvenient time or reducing
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the client’s fee (if such requests are CRB2s). Sue and Zane’s (1987) notion of
“gifts,” which highlights that it is crucial that the therapist offer something of value
to the client, is relevant here. From the first session on, therapeutically loving ther-
apists “give” by pointing out new perspectives on a client’s problems, by observing
and reinforcing a personal asset that the client was not aware of or not using, or
by lending a book that may help. Giving one’s dedication, energy, inspiration, and
creativity to its fullest out of caring for the client positions the therapist to nurture
and strengthen CRB2s throughout the course of treatment.

Shaping a wide response class in clients’ repertoires facilitates generalization
to many other situations. Often, a client’s culture becomes a guide for progress in
unsuspected ways, even when the client’s problems occur in dealings with mem-
bers of the mainstream culture. In fact, FAP’s functional orientation often permits
strategies that are part of a client’s heritage to take on new meaning. For instance,
consider the client who agrees with her therapist that learning to express her needs
is a goal for therapy and the mainstream culture prefers that people do so in clear,
direct language, but the client’s culture prescribes hinting and metaphor. The thera-
pist can help this client to develop more sensitivity to the context of the interaction
and to conversational cues and feedback and then, in turn, to express needs by effec-
tive hints and metaphors. There will be plenty of in vivo opportunities for this type
of learning to happen in the therapeutic relationship as the client attempts to make
her needs clear to a member of the mainstream culture.

In the example above in which a client’s CRB1 is not complying with homework
assignments, the therapist can avoid a therapeutic rupture by acknowledging that the
careful monitoring of events and behaviors can be nearly impossible for clients from
certain cultures in which spontaneity is valued. In shaping data collection behavior,
the therapist then can get a detailed verbal report, including an exhaustive descrip-
tion of context and the emotional expressions and feelings that were experienced.
Then, with the client’s help, the data can be organized in columns according to
subject, and although frequency data are less reliable, one is able to get a vivid
description of behaviors and emotions.

Sometimes behaviors that would be good targets for development in a therapist’s
view may be rejected by a client because of religious prohibitions. While the ther-
apist typically will want to respect these prohibitions, there is the possibility that
doubts expressed by the client are clinically relevant avoidance. As Paradis, Cukor,
and Friedman (2006) suggest, consultation with the client’s own religious guide
(e.g., rabbi, priest, minister, or shaman) could clear up doubts about the legitimacy
of a facet of treatment. When a rejection appears to be a CRB1, the FAP therapist
needs to share this with the client. Approaching the event as an in vivo learning
opportunity, the therapist can block avoidance behavior and evoke more facilitative
behavior by asking the client to propose and discuss adequate alternatives.

Overall, in working with CRB1s that have cultural antecedents, while the objec-
tive is not to adapt clients into the mainstream, neither should therapists talk clients
into returning to their roots when they prefer mainstream solutions. Clients can be
delicately guided to discover how to blend their own desires while addressing the
customs and traditions of both cultures.
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Decreasing and Making Use of Therapist Mistakes

An important theme in the multicultural literature is the warning against mistakes
that will harm rapport, such as using inappropriate language or stereotypes (Sue &
Lam, 2002). Many of those mistakes fall under the heading of micro-aggressions,
namely brief, everyday exchanges that send denigrating messages because the per-
son on the receiving end belongs to a minority (Sue et al., 2007). Such mistakes
may communicate that the therapist is prejudiced or will not be able to understand
the client’s experiences, prompting the client to withhold important disclosures or
to drop out of therapy altogether.

Literature on rapport building is obligatory reading for therapists who intend to
work with populations with whom they have little experience. Such suggestions,
for instance, are included in texts on cognitive behavior therapy with Bosnian fugi-
tives (Schulz, Huber, & Resick, 2006), Native Americans (De Coteau, Anderson, &
Hope, 2006), and Orthodox Jews (Paradis, Cukor, & Friedman, 2006). Using such
information stereotypically, however, can also turn into a micro-aggression, so the
warning generally included in these texts to heed is that the individual client’s iden-
tity must be taken seriously. Therapists must be aware that the level of acculturation
varies highly among members of the same group and that every culture in itself is
diverse and evolving. Using strategies in stereotyped ways would violate the mul-
ticultural principle of treating people as individuals instead of as representatives of
a certain group (American Psychological Association, 2003). In addition, it would
reduce therapists’ genuine contact with what is happening between them and their
clients, substantially hindering FAP.

In FAP, the therapist–client relationship is not just a frame for applying treatment,
but can be the treatment itself. Providing a FAP rationale sets the stage for cru-
cial in-session activity in the shaping of more effective daily life repertoires (Tsai,
Kohlenberg, Kanter, & Waltz, 2008). The client is cued to share his or her thoughts
and feelings about the therapist’s behavior, making the therapist–client relationship
a space for learning. Setting the scene for discussing the relationship does not imply
that mistakes can be made freely and cleared up without causing harm. In real-
ity, detrimental effects of therapist mistakes may be exacerbated exactly because
person-to-person interaction is the nexus of the treatment rationale.

Despite a therapist’s best efforts, mistakes will occur in any therapy and are more
likely to occur with clients from different cultures. These errors provide an oppor-
tunity for the therapist to encourage clients to express their feelings and views and
to let their therapists know when they make mistakes. For clients who are reluc-
tant to give negative feedback, criticizing a therapist constitutes a CRB2. Because
CRB2s can cause discomfort, therapists who have not conceptualized such criticism
as in vivo progress would be at risk for inadvertently punishing such improvements.
The only natural way to strengthen these new assertive behaviors is to provide
the reinforcing consequences of making changes in the direction that the client
requests. When mistakes occur, therapists must unambiguously take responsibility
and be willing to rectify them. It is important for therapists to ascertain whether
their mistake signals a need to work on a therapeutic skill deficit or to reduce
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rigid rule-following as when they mindlessly act according to information about
the client’s group in a way that is not appropriate to the client or situation. It may
also be a cue for addressing issues like lack of information or lack of experience
in interacting with a particular cultural group. A mistake non-defensively discussed
and analyzed with a focus on the client’s needs likely will be a positive turning
point in the therapist–client relationship. When therapists address their mistakes
with concern and with willingness to learn and to make amends, this creates further
opportunities for the client not only to grow closer to the therapist, but to develop
relationship-building behaviors that can generalize to daily life relationships.

Increasing Therapist Self-Awareness

Cultivating self-awareness is a prerequisite for doing FAP, but it is also a way to
decrease making mistakes in transcultural therapy. In observing the effects of their
contingent responding, it is important for therapists to note that observation is not
free of cultural bias. Therapists with little cross-cultural experience may be unaware
of how much their way of seeing is shaped by their milieu.

The multicultural literature urges an awareness of the influences of the ther-
apist’s culture (American Psychological Association, 2003; Sue & Sue, 2003).
Endorsement by one’s social group of a certain behavior only makes the assumption
concerning the meaning or effect of that behavior obvious to those that hold it. For
example, a therapist’s expressions of closeness or amplification of feelings may be
too intense or overwhelming for clients who come from cultures that do not promote
a focus on discussions of feelings.

At least three solutions are available to raise therapist awareness. First, in-session
interactions must be compared diligently to the client’s daily life interactions and
must be used to focus awareness on how the therapist influences the client’s behav-
ior. This is a standard interaction in FAP, but it deserves extra caution in transcultural
dyads to prevent the repeat of interactions that are negative for the client. For exam-
ple, what behavior instigated by the client’s boss evoked a particular response from a
client? In what aspect was the therapist’s behavior similar? Or, what does the client’s
spouse (who is from a different culture) do that helps to maintain the client’s prob-
lem behavior at home? Finally, what does this have in common with the therapist’s
response that seems to have strengthened the client’s CRB1?

Second, therapists can improve their self-awareness by using the opportunity pro-
vided by working with a culturally diverse client to do a critical examination of
their own enculturation. This will help them detect when exactly their communica-
tion style, preferences, and views are at variance with the client’s needs and what
changes they need to make to these behaviors. To understand how their group mem-
bership can make their views and commitments different from those of their clients,
they must dig into historical conditions that shaped the practices and preferences
held in their milieu. This includes how economic and political conditions faced by
their group affect the way that they relate to other groups’ practices and values.
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One extension of this exercise should lead the therapist to seek an understanding of
how historical conditions influenced the emergence of therapy as a cultural practice,
and that may be quite different from the problem-solving and change practices that
evolved in the client’s culture.

A third strategy to promote therapist self-awareness can be described as cultivat-
ing appreciative distancing from one’s own heritage. As Launghani (2005) pointed
out, people are flexible enough to transcend to a certain degree the boundaries of
their culture without losing the benefits of its strengths. But often, some effort is nec-
essary to stay aware of the stream of experiences that make up one’s history and that
influence how one will face the client in-session. Formal or informal mindfulness
exercises (e.g., Kabat-Zinn, 2005) may be helpful for this purpose.

Such distancing refers to being able to experience oneself as having preferences,
assumptions, and values as tools at one’s disposition, instead of defining one’s self
in terms of these. Thus, “I came, because of such-and-such experiences during my
training or education, to value x for this-or-that purpose” puts the preference for “x”
into a better perspective, and at a larger distance from “I” than would “I stand for x.”
This distancing keeps therapists from mindlessly using the assumptions they might
identify with as if they were the only possibility. It is less threatening to question
one’s own practices when one is aware that they are part of an ongoing process and
do not make up the essence of one’s “I.” Also, blind spots are easier to admit to and
examine from this perspective. Most importantly, appreciative distancing allows a
context-sensitive use of the therapist’s cultural strengths and professional expertise.

Conclusion

Our experience as FAP therapists from different cultures suggests that FAP tech-
niques and principles are universal to the extent that they rely on the functional
analysis of the circumstances of behavior and its consequences. Awareness of how
outside life problems can show up in vivo; the evoking, shaping, and natural con-
tingent reinforcement of CRB2s or target behaviors; and helping clients understand
the nature of functional relationships can be applied to any therapeutic relation-
ship. In fact, any therapeutic relationship automatically starts from a multicultural
perspective because therapy is the interaction between two individuals representing
two unique micro-cultures. Every client is a micro-culture, carrying deeply rooted
cultural, social, generational, and reinforcement histories, highly different from the
therapist’s.

FAP not only concurs with the multicultural literature that stipulates clinicians
actively promote inclusion, racial equity, social justice, and pro-social change (Sue
& Sue, 2003; American Psychological Association, 2003), but further advocates
that the building blocks of these ideals begin within the therapeutic relationship
(Rabin, Tsai, & Kohlenberg, 1996). Therapists can advance such values by embrac-
ing the richness of varied cultures, by helping clients address conflicting needs that
stem from bi-cultural tensions, and by taking into account the personal strengths
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and assets associated with clients’ cultural histories. In addition, therapists need
to be vigilant for our own cultural biases to avoid presuppositions about a client’s
cultural profile and judgmental expressions. Instead, we should observe, ask ques-
tions, listen deeply, and read and consult about the history and social conditions
of the client’s cultural group to supplement our knowledge. When clients experi-
ence power to create change within the therapeutic relationship, that power to effect
change can generalize into their social and family relationships and ultimately into
their communities.
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Chapter 11
FAP Strategies and Ideas for Working
with Adolescents

Reo W. Newring, Chauncey R. Parker, and Kirk A.B. Newring

It would be absurd to deny that there are such things as
childhood and adolescence, at least in our society, but we need
to bear in mind the historical, cultural and social nature of the
categories, if only to remain alert to the many different ways in
which childhood and adolescence are understood and
experienced within a society.

(Gordon, 2000, p. 342)

For a therapy that concerns itself with function over topography, devoting a chapter
to functional analytic psychotherapy (FAP) and adolescents presents some chal-
lenges. In this chapter we begin with a discussion of adolescence, and why it matters
when engaging in FAP. Following that exploration we turn our attention to the
important procedural aspects of assessment and on-going case conceptualization
with this challenging population. The heart of this chapter is the practice of FAP
with adolescents, which lends itself to a discussion of the problems and pratfalls
we have experienced in this endeavor. Near the end of this chapter, we turn to the
behavior of the therapist, and how that impacts FAP. We conclude with a review of
some of the unique ethical considerations when conducting FAP with adolescents
and a case example.

What does it add to a functional analysis to specify that you are working with an
adolescent? When conducting a functional analysis, we are looking for functional
relationships among stimuli, behavior, and consequences. Furthermore, we are vig-
ilant that we have developed a hypothesis that is constantly revised based on data
reported by the client (feelings, thinking, and other behavior) or observed by the
therapist (e.g., affect, voice tone, tics, posture). Conducting analyses with adoles-
cents is often made more challenging by the conditions and events unique to that
developmental group. Some of these conditions are external, such as changes in the
social, family, and school contexts. Some are internal, such as hormonal, physical,
affective, and existential changes (a full review of these changes is beyond the scope
of this chapter; consult a textbook such as Berk, 2005, for a review). Sometimes
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environment can even be a belief system, or a way of believing or perceiving what
is valid or valued. These factors may affect therapy in several ways: first, defining
clinically relevant behavior (CRB) and differentiating them from “normal” behavior
becomes difficult; second, what is evocative of CRB may change; third, reinforcing
and punishing properties of stimuli may change; fourth, changing self-awareness
may impact the ability to verbalize rules (i.e., as the adolescent changes her mind
about who she is and what she wants, she may have increased or decreased abil-
ity or motivation to express herself and communicate these changes); and last,
generalization becomes very difficult, as the landscape in which the adolescent is
expected to change (i.e., daily life) is ever-changing.

The concept of “adolescence” is a relatively recent socio-cultural construction.
The category adolescent can alert a therapist to the probability of certain conditions
not usually found in other developmentally-based terms (i.e., adult, infant, child,
elder), but there is no certainty about what it adds to a functional analysis. Some
adolescents are highly articulate, responsible, expressive, self-aware, independent,
and insightful, more so than many adult clients. However, a majority of adolescents
are quite different to work with than younger children, mid-life adults, and elders.
Their environment includes many conditions and events not found in other devel-
opmental groups. Adolescence may be effectively conceptualized as a culture, with
a shared language and belief system. Viewing adolescence from a cross-cultural
perspective might assist the clinician to engage and form a therapeutic relationship
with the adolescent client (see Chapter 10 by Vandenberghe et al., this volume,
for a discussion of FAP and culture). Adolescents might also view themselves as
between one or more cultures – a gang culture, a family culture, a peer culture, and
a treatment culture – each with its own values, language, and customs. However, the
relatively transitory nature of adolescence suggests that perceived cultural stability
is lacking in adolescent cultures.

A dictionary definition (Merriam-Webster’s Online Dictionary, 2009) of adoles-
cent states that adolescence is the period between puberty and maturity, a somewhat
nebulous category. In essence, it is a transitional period that includes a number
of drastic changes in their world (i.e., physiological and developmental changes
that influence how they experience themselves and the world around them, as well
as affecting how others respond to them). Additionally, adolescents face social
demands such as subordination to the rules and authority of caretakers, negotiating
status within peer groups, and developing autonomy.

As for FAP and adolescence, FAP is both a contextual and pragmatic psy-
chotherapy rooted in five rules (Kohlenberg & Tsai, 1991). FAP posits that the
adolescent’s behaviors are controlled by the variables of which they are a function.
These behaviors occur in a special and dynamic context: adolescence. FAP provides
some basic rules on what to do; however, the legal, ethical, and developmental dif-
ferences between adolescents and others warrant a full discussion of these concerns
and contexts.

Until individuals reach the age of majority, that is, they no longer are consid-
ered a minor, they live under the care and influence of a guardian and they can be
legally sanctioned and coerced into complying with the guardianship. One of the
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changes that most youth experience is transition from the care, protection, and con-
trol of guardianship to emancipation and responsibility. The following paragraphs
address a number of domains to consider as contributing to: (a) other contingen-
cies including the influence of parents and guardians, the influence of siblings
and other relatives, social influences of friends and teachers, and the influence of
music and other media; and (b) motivational operations (establishing and abolish-
ing, see Laraway, Snycerski, Michael, & Poling, 2003; Michael, 2000) that modify
the effects of various contingencies.

Parenting and Adolescence

One of the primary factors influencing the behavior of adolescents is the par-
enting approach of the guardian(s). Although not based on a functional analysis,
Baumrind’s (1971, 1991) model of parenting styles (i.e., authoritarian, authorita-
tive, permissive, and uninvolved) is a helpful framework for evaluating how the
guardian affects interpersonal interactions and other environmental contingencies.
Often, when adolescents are withdrawn, shutdown, angry, depressed, or a combina-
tion of these, it is primarily in response to the conditions exerted by the guardian
(i.e., this is learned behavior that has served the adolescent in interactions with
the guardian, and when overlearned, may be the focus of clinical intervention).
Sometimes guardians are so rigid in their view that the problem lies completely with
the adolescent, or they are so disengaged from parenting, that they are unwilling or
unable to engage in the therapy process to alter their parenting style. When this is
the case, the therapeutic task is restricted to working with the adolescent to tolerate
the conditions associated with the guardian and to aim for clarifying and living in
accordance with life values that are meaningful to the adolescent. If guardians are
open to working with the therapist to alter their parenting style, it can be helpful for
them to learn about how their behavior functions in interactions with the therapist
and the adolescent.

The most prominent therapeutic challenges frequently encountered with adoles-
cents tend to show up in one or two ways: (1) the adolescent does not give detailed or
accurate descriptions of his/her own psychological and emotional experience (pri-
vate experience) of events in the environment, or the effects of behavior; or (2) the
guardian sees the adolescent as solely responsible for the presenting problem and
his/her parenting style tends to be either harsh authoritarian with coercion and aver-
sive consequences as the primary contingency, or highly permissive, paying little
attention to the adolescent. While families experiencing the other parenting styles
do occasionally come to our clinical attention, for whatever reason, the two listed
above constitute the majority of our referrals.

In the first case, adolescents disclose little information for a variety of reasons.
They might be protective of the parent and therefore are reluctant to reveal details
of the guardian’s harsh or inappropriate behavior (i.e., physical abuse or substance
abuse). Some enter therapy with a defensive stance based on believing that there is
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not a problem, or that there is nothing a therapist can do to fix the problem. Some
adolescents are referred for therapy as a result of having their trust and boundaries
violated by an adult or other caregiver; in severe cases this can involve physical or
sexual abuse. Sometimes, an adolescent has learned that emotional avoidance is the
most effective strategy for coping, and is unwilling to discuss or in any way turn
toward the problem topic. An adolescent may not voice complaints about how the
home is running – especially if that adolescent is “running” the home, typically get-
ting what he or she wants, and “winning” in conflicts with adults. Some adolescents
wish to present themselves in a positive light, so they downplay the problem, or their
part in it.

FAP Case Conceptualizations with Adolescents

Some challenges that a FAP therapist may encounter include: identifying the
primary client(s), clarifying the identified daily life problem(s) and problem-
atic beliefs, increasing client commitment and engagement with therapy (which
may be an example of CRB), having influence when clients are less than fully
engaged and committed to therapy, identifying CRB1s (problem behaviors that
occur in-session) and CRB2s (in-session improvements), identifying strategies for
reinforcing CRB2s and if necessary, contingencies for extinguishing or punish-
ing CRB1s, training and shaping caregivers to use effective contingencies, and
finally, addressing special challenges to being an engaged and caring in vivo
therapist.

In adult outpatient psychotherapy, the presenting problem and the commitment
of the client might be unclear, but who the treatment is aimed at is obvious: the
presenting adult. Adolescent cases are not so clear. The adolescent might be the
identified client according to the guardian, but the true problem can be the behavior
of the guardian such as parenting practices, substance abuse, or other clinical issues.
Several different scenarios may confront a therapist. The problem behavior might
be with the adolescent, the presenting guardian, or an additional person involved
with the adolescent (the guardian’s partner, another parent who has shared custody
or visitation, a birth parent in an adoption family, another child in the family, other
treatment providers such as doctors, legal service providers such as caseworkers and
judges, or others in the adolescent’s life such as peers or teachers). The adolescent
might agree with the adults’ conceptualization of the problem, disagree that there
is a problem at all, identify different problems, or might attribute the problem to a
guardian or sibling. If an adult has referred the adolescent to therapy, the adolescent
may have identified some problems in the relationship with that adult. In each of
these cases the individual(s) whose behavior is the problem may or may not be
receptive and willing to engage in therapy.

Now that we have addressed the questions of who to treat and what treatment
goals are, we need to specify particular classes of behavior as treatment targets
(CRBs). It is important to assess baseline frequency, intensity, and skill levels of
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behavior. When shaping behavior, as with any client, you must start with behavior
that is already in the adolescent’s repertoire. Typically, for any client presenting to
therapy, CRB1s are at full strength, whereas CRB2s are much weaker or less likely.
What behaviors belonging to the improvement class does the adolescent already
engage in? Another consideration, when clarifying CRB, is that adolescents are
typically faced with two equally difficult and competing areas of growth: increas-
ing autonomy, and learning how to relate with others (Havas & Bonnar, 1999). It
is important to determine which direction is more consistent with goals (or if both
are equally consistent), without relying solely on the values of the therapist or the
guardians.

It is important to define – and redefine over the course of therapy – both the inter-
personal goals, and what functional classes of behavior constitute an improvement.
The therapist should also consider the shaping capability of the client, or the amount
of behavioral change a client will display, as well as how much of an effect therapist
consequences have on client behavior (intended or otherwise). It might be helpful
to remind yourself as a clinician that every interaction with an adolescent is a learn-
ing interaction. The adolescent will learn something about you: how you respond,
how you express your values, and whether your actions and words are perceived as
consistent.

All of these factors will help determine what magnitude of approximations to
reinforce. How changeable is the client? How obvious are the changes, as they
occur? How quickly do they occur? How much therapist behavior does it take to
evoke CRB? Some clients show improvement very slowly: perhaps it will take an
emotionally unexpressive adolescent (per parental report) five sessions to smile at
the therapist. That smile may seem small when compared with more grandiose
behaviors displayed by other youth, but for some clients, this will be the biggest
change you, as a therapist, see in therapy.

A FAP therapist working with adolescents may struggle to adapt the case con-
ceptualization, and the case conceptualization form, to reflect the CRBs to look for
with each client from whom the therapist hopes to see behavior change. Creating
separate case conceptualizations for each family member or looking for CRBs that
might be relevant for all members of the family may help in this task.

FAP Assessment and the Adolescent

The FIAT (Functional Ideographic Assessment Template; Callaghan, 2006a) is a
behaviorally based assessment system that places client responding into classes of
behavior based on function of responding. When using the FIAT, function is tied to
interpersonal effectiveness and distress. While the FIAT was designed primarily for
use with an adult outpatient clientele, there are no theoretical bases for excluding
this instrument when performing functional assessment of an adolescent client’s
presenting problems. This assessment tool can help identify treatment targets that
clients might not bring up or acknowledge spontaneously.
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In addition to a structured approach, each member of the adolescent’s con-
stellation of guardianship can be consulted for establishing treatment objectives.
Regardless of the accuracy of each party’s perspective, treatment targets must be
established and agreed upon. In every case, the challenge is to come up with goals
that all parties (parents, adolescents, others, and you) can agree on. The parent,
guardian, or referral source may have difficulty accepting and agreeing to ther-
apy goals that involve anything other than changing an adolescent’s behavior and
attitudes, such as addressing deficits in parenting abilities. It may be important to
highlight areas that are not working to the adolescent’s satisfaction. An approach
to getting the client to generate goals that the therapist agrees with might involve
queries about how the adolescent wants his or her relationship with those family
members to look in the future and use those relationship goals as a starting point. An
adolescent may be able to agree with therapy goals such as improving communica-
tion with adults, improving relationships with adults, and developing and improving
coping skills for dealing with adults and other difficulties in the adolescent’s life. As
with adult clients, there may be a benefit to casting the goals in a win–win frame-
work, insofar as the client’s goals and interests are linked with goals and outcomes
desired by the parent (or therapist, or all of the above). With an adolescent who has
requested therapy or is there of his or her own volition, there may be less difficulty
in coming to agreement about the goals of treatment.

Occasionally a referral issue can involve traumatic events such as assault, severe
injury, or death of a significant friend or relative. In these cases, the adolescent
may need the service of addressing the physical and emotional sequelae and the
guardian may need service for tolerating the adolescent’s distress. Such a situa-
tion may require a release of information for consultation and referral to another
provider, and depending upon the rules, regulations, and statutes in the jurisdiction,
such referrals may require the consent of the legal guardian.

The Practice of FAP with Adolescents

If you, as a reader, are coming from a more traditional behavior therapy model,
you might be struggling with some of these concepts. One thing FAP adds to that
model is an understanding that clinical problems will likely come with the client
into the room. Therefore, we can get a direct sample and we can respond directly
and contingently to problems and improvements. In answer to the question, “Who
do we FAP?”, we reply, “Anyone with whom it might be effective.” For example,
you might see a FAP therapist evoking CRB in a parent: “So, what does it feel
like bringing Johnny to see a shrink?” Paying attention to, drawing out, judiciously
extinguishing, or reinforcing anything happening in the moment that is relevant to
target behavior is FAP. A traditional behavior therapist who is not FAP-focused
might be listening to the accounts and considering contingencies only at the site of
the described behavior (e.g., in the home or school); whereas a FAP therapist will
also assess, evoke, and consequate behavior in the session. From a FAP standpoint,
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any instance of in-session behavior in the same functional class as an identified
problem behavior may be a CRB, and can be addressed as such, provided that it
relates to agreed-upon treatment goals.

One example of this challenge occurred recently when the first author (RN) had a
telephone conversation with the father of a 16-year-old male. Her client, the adoles-
cent, had described his father to RN as a domineering, verbal bully who kept talking
until he got his way. The client described walking away from arguments, because
he felt that he could not “win” in a verbal altercation. In RN’s conversation with the
father, he repeatedly stated his opinions, argued with or denied every one of hers,
and rejected all of RN’s attempts to address his concerns, until she stopped trying
and just agreed with him. In other words, he engaged in behavior of the same func-
tion with RN, in the therapeutic context (CRB1), that he engaged in with his son in
daily life. During this telephone conversation, RN had an opportunity to observe the
father’s CRB1 of bullying others, to evoke CRB in the father by presenting a dis-
senting opinion, to consequate his behavior, and to notice her effect on his behavior.
In this case, his behavior had more effect on RN than hers on him.

Not all caretakers believe that the child needs to do all of the changing; some
caretakers might be well aware that they need to do things differently but are at a loss
for what to do. Some general (not FAP-specific) interventions that might be help-
ful are education about families, adolescents, and parenting, and feedback about the
impact of caretaker behavior on the child. FAP interventions might include feedback
about the impact of their behavior on the therapist (as an example of their impact
on others including their child), and contingent responding (i.e., reinforcement or
punishment) by the therapist to efforts that the parents make in a desired direction,
or to shift blame and responsibility away from themselves. Again, the adolescent’s
behavior is controlled by the variables of which it is a function; altering the vari-
ables in the adolescent’s world may lead to appreciable and desired change in the
adolescent’s behavior.

To refresh the reader, the five FAP Rules are as follows:
(1) Watch for CRBs
(2) Evoke CRBs
(3) Reinforce CRB2s
(4) Notice the effect of the therapist behavior on client CRBs
(5) Give interpretations of variables that affect client behavior

FAP is an inherently flexible system because it is based on principles with a
small set of rules to guide therapist behavior. This framework of principles allows
for tremendous creativity in session. The second author (CP) has learned that he
needs a chair with wheels because it allows him to easily move around the room
to see what is evoked by different proximities to the client. With most clients, it is
easy to demonstrate what one’s feelings are by moving very close to them or very
far from them (very small rooms can be a drawback). Moving in very close usually
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elicits moderate to strong discomfort in the client and one can use this experience
to discuss several points: for example, feelings as a physical experience, the urge
to withdraw from or push away discomfort, and willingness to be with discomfort.
From a FAP perspective, each of these interventions might be considered an example
of evoking CRBs in clients (Rule 2), or possibly reinforcing or punishing (Rule 3)
the client behavior that occurred just before (watch for a change in client behavior
in the future, Rule 4).

When there are multiple targets of treatment it can be helpful to prioritize
what to emphasize first. The treatment hierarchy developed by Linehan (1993)
and refined by Schmidt et al. (2002) for use in the residential programs of the
Juvenile Rehabilitation Administration in Washington State is a useful tool for
ranking treatment targets. In order of clinical need, the hierarchy aims first at self-
harm and suicidal behaviors, then aggressive behaviors. Next is treatment interfering
behavior (other than self-harm and aggression), and finally, behaviors that interfere
with quality of life (e.g., substance abuse, criminal behavior, ineffective work or
school behaviors, problematic interpersonal behaviors) are addressed. These behav-
iors might be seen and need to be addressed in the adolescent, the parents, or both
(Miller, Glinski, Woodberry, Mitchell, & Indik, 2002). For example, RN recently
worked with a 14-year-old girl who presented to her clinic with the problem of self-
harm (cutting). In working with her, RN realized that the function of the cutting was
not to kill herself; rather, it was a dual function emotion-regulation and attention-
getting behavior, as it functioned to draw mom away from dad and toward the client.
However, the possible risk for self-harm warranted addressing that behavior before
addressing the other parental concerns of substance abuse (smoking cigarettes reg-
ularly) and disrespect (fighting with dad). In this case, the FAP approach was
guided by the above, with the functional analysis of the target behavior providing
hypotheses for CRB.

As a reminder, the establishing and abolishing properties of the therapy context,
and the reinforcing and punishing aspects of therapist behavior, are highly variable
in the context of adolescence. For example, consider the parent who is attempting
to use concert tickets to motivate a certain behavior. It may very well be that by the
time the concert comes to town, that ticket is no longer the hot commodity it was
3 months ago. Such is one of the challenges with working with an adolescent: the
power of arbitrary reinforcers is variable. However, our experience has been that
the natural consequences of a consistent, caring and therapeutic relationship with an
adult can have a profoundly reinforcing impact.

Once you have identified some in-session target behaviors and improvements, it
is necessary to identify stimuli whose occurrence will strengthen those behaviors.
But what is reinforcing to adolescents? It depends, of course, on their histories. For
some of our clients, our laughter and joking are reinforcers. When we laugh with
them, they are more likely to engage in the behavior that brought on our laughter.
For some, it is access to music or the computer or drawing. For some, it may be
sitting in a room with an adult who listens without yelling, lecturing, or criticizing.
We have found that playing catch with a football, playing video games (and getting
“owned” by the adolescent!), and going on walks can function to reinforce target
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behavior. Flexibility is the key – while some clients experience a sense of mastery
with video games, some, like their therapist, did not.

Recently, RN asked one of her clients to complete a questionnaire about how
therapy was going, what he wanted to see more of and less of. He shared information
with RN via this format that he had never said aloud, and she felt closer to him than
ever before. Her natural inclination was to smile at him, lean toward him, and make
a great deal of eye contact; however, he had told her explicitly in his answers that he
preferred less eye contact, more writing (less talking), and more space to come up
with his own answers. Since processing this information, most of their interventions,
both within and outside of sessions, have been conducted in written form, and RN
works hard not to stare at him or push him. He, in turn, shares more information with
her than before, comes regularly to therapy, and expresses that the interventions are
more helpful.

The next area of concern involves noticing the effect of the therapist on the client
(Rule 4). How can you tell improvement from what an adolescent does to avoid or
escape therapy? Some clients develop adult language in the therapy room, verbalize
their part in their problems, talk in therapy about our relationship and the similarities
between it and other relationships in their lives, and adjust their behavior based
on adult feedback. In other words, the topography (and maybe even the function,
at least in session) resembles therapeutic success. Is this actual success? Does it
matter?

We have observed the incredulous looks of parents when their adolescent
made a clumsy effort at the DEAR MAN skill (Describe situation, Express
feelings/opinions, Assert request/wishes, Reinforce response, Mindful, Appear con-
fident, Negotiate) from Dialectical Behavior Therapy. Even if the youth were able
to present the skill in a fluent and facile manner, the behavior was so different from
what the parents experienced in the past, the parents’ natural response (i.e., suspi-
cion or perplexed doubt that the adolescent was genuine) did not in anyway reinforce
the skill. While the skill demonstration did not lead to the youth getting his or her
request met, it did function in a way to open a new line of communication for the
youth with the parents and counselor. So it goes with FAP.

Clearly, one metric of therapeutic success or failure is the behavior of the client
outside of the therapeutic milieu (i.e., generalization). A first step might be getting
the adolescent to negotiate with the guardian or parent after the therapist has shaped
such negotiations in session with the therapist. After that, the therapist might assess
whether the adolescent is improving in other significant relationships with adults.
If not, it is important to teach the adolescent how to assess the problem, and get
the client to engage in behaviors that work with the therapist, outside of the therapy
room. One potential problem with that metric of success is the difficulty in get-
ting the environment to reinforce the client’s successive approximations. Another
potential problem is that sometimes, adult responses or contingencies are less pow-
erful than other influences the adolescent encounters (e.g., social, sexual, or sensory
experiences such as euphoric drug experiences).

A number of relationship variables warrant attention. Most importantly, if the
therapist is not reinforcing in some way, the adolescent’s behavior will not change.
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Thus, the therapist must matter to the client – or at least what the therapist says or
does must have an effect somehow. Some adolescents present to therapy sullen and
resentful, uninterested in what yet another adult is going to tell them about what they
are doing wrong. How does the therapist develop the relationship so that the adoles-
cent’s behavior can change? The more the therapist tries to matter to the adolescent,
the less he or she actually will. Adolescents are typically sensitive to authenticity,
and inauthenticity. Being sincere and consistent are imperative. Someone once said
that an adolescent “can smell a lie”; saying things that you do not mean, making
promises without keeping them, and changing allegiances all likely will damage the
fragile therapeutic relationship. The therapist must remember to functionally rein-
force client behavior in the strictest sense – rather than providing verbal praise that
the therapist thinks should be meaningful, he or she must determine what actually
changes the client’s behavior. Things that are important to adults may not impact the
adolescent. In addition, if the adolescent does not matter to the therapist, this will
likely be reciprocated. If a teen senses that the therapist does not care, or cares more
about taking care of parent or referral source needs, or therapist needs (i.e., wanting
to be liked by clients, feel successful), the client is unlikely to work for therapeutic
change.

How to matter to an adolescent in five easy steps
(1) Don’t try to matter
(2) Be sincere
(3) Be consistent
(4) Be functional (respond in a way that matters to your client, not in a way

that matters to you)
(5) Care (i.e., the adolescent matters to you)

Problems and Issues Likely to Present in FAP with Adolescents

Parent/Child

Issues may arise in the area of the relationship between a parent and child. From
the perspective of the parent, this may be looked at as an issue of the child having
a poor attitude, not taking responsibility, or lacking respect. From the adolescent’s
perspective, the parent may have unreasonable expectations, be a poor role model, or
fail to take on parental responsibilities (forcing the adolescent to parent the parent).
Conflicts arise over divorce, custody, remarriage, blending homes, and a host of
other situations and experiences.

In session, the client may be sullen and defiant, refusing to share his or her views,
do homework, or even speak. Some youth will sit with their arms crossed, watch the
clock, and text their friends (or family members in the lobby) for the duration of the
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session. On the other side of the adult-pleasing spectrum, an adolescent may be too
ready to do any task assigned by the therapist, regardless of the applicability to the
problem. Some clients will complete all homework and agree with every statement
made by the therapist without ever providing actual feedback about what is helpful.

The therapist may engage in behavior that evokes or occasions “the problem.” An
inquiry might lead to what about the therapist presentation evoked such a response
and an examination of how the adolescent’s response impacts the therapist. From
there, the youth and therapist might be able to collaborate on what an improvement
would look like and how it would work.

Self-Discovery

Most adolescents are engaging in the task of figuring out who they are. This may
be in reaction to people such as family or friends (“I’m nothing like her”), or a
more self-reflective, self-directed process. If the person the adolescent is becoming
is markedly different from the parent, from the perspective of either, then that ado-
lescent may be referred to therapy. Sometimes this takes the form of adolescents
requesting therapy because they are having difficulty figuring out who they are, or
who they want to be, or how to tell their parents who they are. These issues may
present in therapy as over-identification with the therapist, rejection of everything
the therapist seems to be, or both. Less extreme behaviors may also present, such as
taking a psychology class. One therapeutic challenge, common to many approaches,
is responding when pressed to “take sides” in parent/child or family therapy. Our
experience has been that taking the side of the adolescent’s health is often a side
that all parties can support.

Values

Likewise, adolescents are figuring out what is important to them, what is impor-
tant to others, and how to negotiate differences and communication. The challenges
can show up in a variety of contexts, such as religion and spirituality, educational
and occupational goals, values about crime and punishment, and the importance of
family, to name only a few.

Substance Abuse

Typically, concerned adults refer these cases. An adolescent may or may not agree
that there is a problem; may cite parental deficits or role modeling as the problem;
or may identify a different area as the source of difficulty. This topic must be treated
delicately due to the legal, ethical, and practical considerations and obligations that
arise (this topic is discussed more fully below). Disclosure may arise as a topic of
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discussion, as the adolescent tries to identify on issues he or she considers important
where the therapist stands. A common therapy pratfall is focusing on the topogra-
phy of substance abuse at the expense of its function. Is the substance abusing youth
engaging in the behavior as a means of escape or avoidance, and of what? In FAP,
we would expect that if we therapeutically “take away” the response of the sub-
stance abuse, unless there is a healthy and effective alternative to meet that need,
something else (i.e., extinction burst/response variability) may step forward in the
youth’s repertoire.

Sexuality, Sexual Identity, and Gender Identity

In our work with juveniles convicted of sexual misbehavior (KN, CP), we have
had clients, both boys and girls, express concerns about their sexuality, their sexual
misbehavior, and their experience of sexual victimization. This can be an especially
precarious position for the therapist, as it is difficult to address aspects of sexuality
from a value-free stance. For such value-laden topics, consultation, supervision, and
a therapist case conceptualization may prove helpful (see Chapter 13 by Newring &
Wheeler, this volume, for a more in-depth discussion on the use of FAP in treating
sexual misbehavior and sexual violence).

Disorders of Childhood (Learning Disorders, Attention-Deficit
and Disruptive Behavior Disorders, Elimination Disorders)

Frequent referral concerns are, “Our child is out of control,” “She has a bad attitude
and is defiant,” and “He is very angry.” Some of these adolescents are self-referred,
but most will come in at a guardian’s insistence. In our experience, few adolescents
want to follow more rules or talk about enuresis. However, most adolescents would
like to be more effective agents in their worlds.

Depression and Anxiety

As Bart Simpson once said, “making teenagers depressed is like shooting fish in
a barrel” (Archer, 1996). Gaynor and Lawrence (2002) applied interpersonal inter-
ventions strongly related to FAP in a group setting with adolescents struggling with
depression. They reported promising results, both on the use of FAP with depressed
adolescents and FAP in a group setting.

Therapist 1s and 2s When Working with Adolescents

On the other side of the relationship coin, the therapist must care about the client,
and doing so often requires therapists to become aware of their own problematic
behaviors that occur in session (Therapist 1s or T1s) and in-session improvements
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(Therapist 2s or T2s). For RN, this has involved coping with frustration, helpless-
ness, disappointment, and disillusionment without reacting like every other adult in
the adolescent’s life. She finds herself reacting to her clients’ actions, to the reac-
tions of other adults in the clients’ lives, and to her own actions when she was an
adolescent. Gordon’s (2000) point is well-taken: “Working with people from this
age group, one must be prepared to be touched, often unpleasantly, by memories
of one’s own adolescence and youth, to be reminded of one’s own stupidities, van-
ities, and cruelties . . .” (p. 350). In order to do effective therapy, it is important for
therapists to watch for their own judgments, unwillingness, impatience, and avoid-
ance (T1s). Therapists must strive to be non-judgmental, and push for change when
appropriate, at a pace that is suitable (T2s). It is imperative that therapists be aware
of their effect on clients, and watch for therapist clinically relevant behavior. Several
clients have taught RN that at times she needs to get out of her regular desk chair,
set her note pad aside, and “just talk with them”. She has seen this change in her
behavior decrease the pressure on clients, which in turn decreases their anxiety and
increases their openness to disclosure and engagement in therapy.

FAP is explicit in attending to how the therapist’s clinically relevant behaviors
impact the treatment process (Tsai et al., 2008). Therapists working with adolescents
will likely engage in a host of T1s and T2s. Depending upon the client, therapist,
and relationship history, the balance of acceptance and realism might form a T1-T2
dyad. For another setting, a balance of empathy and opaque, verbalized self-defense
might be a T1-T2 dyad. Just as case conceptualization is important for working
with clients, the therapist case conceptualization is important as well, as it will help
clinicians monitor the impact of their behavior on the client (see Callaghan, 2006b).

FAP and Adolescents: When Ethics, Laws, and Best Practices
Collide!

In therapy with many adolescents, confidentiality and the limits thereof may be a
pressing concern for the adolescent (see Behnke & Warner, 2002, for a review).
Parents, by law, have access to treatment content in many states. The age and other
criteria at which adolescents obtain the right of consent and confidentiality varies
between states and is important for therapists to know. Clinically speaking, ado-
lescence is generally a time of becoming independent and autonomous; reporting
requirements complicate this process. Laws, clinical judgment, and the American
Psychological Association and state ethical codes may suggest conflicting direc-
tions when a therapist is faced with the request to tell a parent what their child
said in session (Pitcairn & Phillips, 2005). As Behnke and Warner state, “while
it is clinically and ethically indicated to make clear how the relationship is struc-
tured and how information will be shared, a psychologist cannot promise a minor
that information will be kept from a parent who has legal custody” (emphasis in
original, p. 4).
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The resulting lack of trust may be a source of difficulty in forming a relation-
ship with an adolescent. A therapist who can keep a secret will be more trusted
in most cases by a youth, but there are problems with confidentiality when adults
such as legal guardians have access to the child’s treatment records. Issues such
as drug or alcohol use, illegal activities, and sexual relationships particularly pose
problems because they may be considered as belonging to a functional class of self-
harm behavior. In our efforts within residential agency-based care, we have often
encountered therapeutic conundrums in which the contingent and functional ther-
apeutic response is overridden by an agency rule or care standard (e.g., all acts of
self-injury trigger the “policy” even when the adolescent has stated that such claims
have the sole purpose of getting out of a math test; or a youth who sings along with
Roberta Flack’s “Killing Me Softly” spends the next two hours in meetings signing
contracts against self-harm). We take a very conservative stance, as when we view
these behaviors as self-harm, we will report the behavior to an adult in charge of the
client’s care in addition to responding to them in a functional and contingent manner
consistent with the case conceptualization. As Behnke and Warner (2002) suggest,
we discuss the limitations of confidentiality with both the adolescent and with the
legal guardians at the outset of therapy, and clarify and restate them as the clinical
and developmental picture changes.

Education at the outset may prevent rifts in therapeutic rapport later in therapy
(Society for Adolescent Medicine, 2004). This area is governed less by idiographic
treatment needs than by laws and regulations. Notably, the rules and regulations vary
by jurisdiction, and are subject to change with the passage of legislation and time,
and as culture and societal standards change. It is in the therapist’s best interest
to adhere to ethical standards and to keep abreast of the limits of confidentiality,
reporting requirements, and consent requirements for their practice.

Some topics are less difficult for an adolescent to share with a parent. Frequently,
RN will sit with a client and a parent together, and either ask the client to tell his or
her parent the treatment issue (if this will evoke CRBs or goal behavior), or ask for
permission to tell the parent (modeling) with the adolescent in the room, so that if
she does not say it right, she can be corrected (assuming that correcting the therapist
or practicing restating would be a CRB2 for that youth). In this manner, the adult
can have access to what therapy is about, and how it is done.

Interventions such as educating, parent training, and problem-solving are not
specific to FAP unless they involve direct contingent responding to in-session occur-
rences of problem or goal behaviors. For instance, helping a parent come up with a
way to handle grades would not be considered a FAP intervention. Giving a parent
direct feedback on his or her communication style, and the effect of that style on
you as a therapist, would be a FAP intervention (if communication style is inter-
fering with the parent–child relationship and has been identified as a problem in
daily life).

We have also faced the therapeutic challenge of multiple levels of guardianship,
in our work in juvenile rehabilitation and residential care settings. We have each
worked with clients who were wards of the state while maintaining relationships
with their birth parent(s), and at the same time, were the charges of adult staff during
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their stay. This presents the opportunity for the adolescent to have different objec-
tives than the biological parent, both of whom may have different objectives than
the care providers (treatment staff), who may also have different objectives than the
legal guardian (guardian ad litem or caseworker), who may also have different treat-
ment objectives than the therapist! Why would a therapist enter into such a tangled
therapeutic web? A primary reason is that a therapist can have an intensely powerful
impact during a crucial period of formative development in a young person’s life.

Case Example: Laura

To illustrate some of the points in this chapter, RN will discuss the case of Laura,1

an 18-year-old Caucasian female. Laura was referred to therapy just after turning
17 due to substance use (alcohol and methamphetamines), academic difficulties,
running away, and poor family relationships. Treatment goals, as specified by her
guardians, were to process thoughts and feelings around drug use, teach appropriate
coping skills, decrease symptoms of depression, and improve family relationships –
all within the context of individual therapy. They started with weekly sessions for
approximately 1 year, and then moved to twice-monthly sessions, as her high school
graduation neared.

Therapy did not begin comfortably. Laura presented to sessions initially with
passive compliance (CRB1), agreeing on the surface with everything in her treat-
ment files and telling RN what her diagnoses and issues were. She kept therapy very
shallow and became defensive (CRB1, pushing others away) when RN tried to talk
about any of the problems that Laura had experienced prior to treatment such as her
drug use, family relationships, or ex-boyfriend. On the good days, she was friendly
and talkative, if only on a shallow level. If anything had gone wrong for her ear-
lier in the day, she would be resistant and hostile, and make little eye contact and
no conversation (CRB 1, Rule 1). During one of these sessions, out of frustration,
RN gave up on talking and took out a deck of cards (Rule 2). The intent was to
try to connect with Laura somehow; the result, Laura later confided (CRB2), was
that she felt that she had been given permission to take her time at building trust,
and was not being punished for having a bad day (Rule 3). During the next session,
RN talked with Laura about how frustrating her lack of communication had been
and the fact that Laura had almost gotten “kicked out” of therapy that day (Rule 5).
Laura appeared surprised by RN’s reactions to her and to her honesty about those
reactions; she responded by opening up a bit more (CRB 2; Rule 4).

Another important turning point occurred in therapy over the topic of family
relationships and drug use. Laura was reluctant to discuss her family or their prob-
lems, as most revolved around poor decision-making, drug use and abuse, and
harsh legal and social consequences of their actions. RN noticed that Laura became

1 In an effort to ensure confidentiality, the name has been changed and facility-specific references
have been modified.
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defensive whenever she was asked questions about what could be considered the
faults or weaknesses of her family members (CRB1; Rules 1 and 2). The first time
Laura told RN some information about them (CRB2), RN brought up her own fam-
ily, some of the poor choices that they had made, and the way those choices had
affected her relationship with them (Rule 3, T2). Laura responded to what she con-
sidered a display of trust by becoming more willing to talk about imperfections in
her loved ones, and how they affected her (CRB2, Rule 4). Likewise, after Laura
had talked at length about her mother in therapy (CRB2), RN introduced Laura to
her own mother (with guardian permission; Rule 3).

Laura had graduated high school and had been sober for 18 months at the
time therapy was terminated. Her coping, judgment, and insight had improved sig-
nificantly. Her depression had remitted. She left therapy a more trusting person,
especially with authority figures (including her mother). She was better able to
speak openly and honestly with people whom she cared about. She was honest
with herself about the faults and weaknesses displayed by the people she loved,
more understanding and empathic with those people, and careful about keeping her
expectations realistic. She was better able to accept the feedback of others, make
decisions about how she wanted to impact others, and then act effectively on her
decisions.

FAP can be a challenge with any client, as it requires a flexible and dynamic case
conceptualization, as well as a flexible and dynamic therapeutic stance. Conducting
FAP with adolescents is a complex and variable task. The population is so diverse
that no rule universally applies, other than, “It depends.” Therapy may involve dif-
ficulty clarifying the identified client, target behaviors, and treatment goals. The
therapist may struggle with establishing therapeutic rapport, or providing reinforce-
ment. Assessing progress in treatment also may be difficult. In our work with
adolescents, we have encountered challenges, endured frustrations, and experienced
powerful reinforcement. While each adolescent is an individual with his or her own
strengths and struggles, we offer this chapter to assist in your efforts in collaborating
with these youth.
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Chapter 12
The Application of FAP to Persons with Serious
Mental Illness

Thane A. Dykstra, Kimberly A. Shontz, Carl V. Indovina,
and Daniel J. Moran

The prevalence of schizophrenia is similar to epilepsy and diabetes mellitus,
showing a lifetime morbidity of about 1–1.5% of the general population (Anderson,
Reiss, & Hogarty, 1986; Gottesman, 1991). According to these estimates, between
four and six million people in the United States will at some point in their life-
times experience an episode of schizophrenia (Anderson, Reiss, & Hogarty, 1986).
While advancements in psychopharmacology have assisted in alleviating distress-
ing symptoms associated with the disorder, a significant level of residual symptoms
often remain that may vary in intensity over time and across individuals. The course
of the disorder can be characterized by intermittent relapses marked by periods of re-
hospitalization (Anderson, Reiss, & Hogarty, 1986; Kopelowicz & Liberman, 1998).
Even among persons who are medication compliant, relapse rates may exceed 20%
per year (Gorman, 1996).

Given the degree of distress and morbidity often suffered by individuals diag-
nosed with schizophrenia, continued efforts for improving clinical outcomes are
justified. Unfortunately, the effectiveness of psychotherapy for individuals diag-
nosed with psychotic disorders has historically and erroneously been viewed as
dubious. In 1905, Freud assisted in establishing this uncertainty when he wrote,
“Psychosis, states of confusion and deeply rooted depression are not suited for psy-
choanalysis; at least not for the method as it has been practiced at present” (p. 264).
Since that time, psychotherapy for psychosis has been relegated to a status of
ancillary importance (Eells, 2000). Psychotherapeutic interventions have been pre-
scribed mostly for modest goals, such as providing support or ensuring medication
compliance (Eells, 2000).

Many exciting lines of research, however, suggest psychotherapy can play an
important role in improving prognosis for individuals with psychotic disorders.
For example, early researchers found that token economies could impact symp-
toms of amotivation (Atthowe & Krasner, 1968). In addition, researchers (Leff,
Kuipers, Eberlein-Vries, & Sturgeon, 1982) demonstrated that treatments designed
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to reduce the level of expressed emotion (EE) exhibited in family environments
reduced risk of relapse. More recently Turkington, Kingdon, and Turner (2002)
provided evidence that cognitive behavioral therapy may assist in reducing residual
psychotic symptoms. Finally, Acceptance and Commitment Therapy (ACT, Hayes,
Strosahl, & Wilson, 1999) has been shown to reduce relapse rates for individuals
diagnosed with psychotic disorders (Bach & Hayes, 2002; Bach, Gaudiano, Pankey,
Herbert, & Hayes, 2005; Gaudiano & Herbert, 2006).

These lines of research justify exploring the usefulness of Functional Analytic
Psychotherapy (FAP) in treating serious mental illness. FAP is a therapy appro-
priate for individuals experiencing diffuse and pervasive patterns of interper-
sonal difficulties (Kohlenberg & Tsai, 1991; Tsai et al., 2008). This approach
provides a framework for understanding client–therapist interactions and for
intervening to assist the client1 in developing new or more adaptive interper-
sonal repertoires. FAP interventions are performed in the context of a gen-
uine and caring therapeutic relationship and are guided by radical behavioral
principles.

Much of the research cited above has focused on treatment strategies that assist
persons with serious mental illness by addressing interpersonal variables. Behavior
therapists have improved interpersonal functioning of individuals with serious men-
tal illness with skills training (Wallace & Liberman, 1985). Vaughn and Leff (1976)
studied expressed emotion (EE) and demonstrated that clients residing with families
exhibiting high levels of EE, such as interpersonal criticism and over-involvement,
showed a significantly greater risk of relapse. These findings led to the development
of treatments designed to address variables associated with EE, such as frequency
of critical comments in familial interactions. These interventions have shown a sig-
nificant impact on relapse rates (Anderson, Reiss, & Hogarty, 1986; Leff et al.,
1982).

Before proceeding with a discussion of the application of the five fundamental
rules of FAP to persons with serious mental illness, it may be helpful to provide a
brief overview of the treatment setting in which the authors have worked extensively
with persons with serious mental illness.

1The term “client” is used throughout this chapter to identify persons receiving services from
mental health providers. The authors have chosen to use this identifier instead of “consumer”
(which has gained wide-spread use) for several reasons, including the fact that the former term
is preferred by the majority of individuals with whom the authors work. Second, the term “con-
sumer” conveys a somewhat passive tone (it seems preferable to be a “producer”) and does not
reflect the extent to which persons with serious mental illness play a vital role in their own recov-
ery process and contribute to the welfare of others. Finally, for many persons with serious mental
illness, there are often too few services and supports to choose from or consume. We acknowledge
that labels can have a harmful impact, and hope that this explanation of language is helpful.
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Trinity Services, Inc.

The authors provide therapeutic supports to persons with serious mental illness
within the Behavioral Health program of Trinity Services, Inc., located in Joliet,
Illinois. The program provides residential supports to approximately 120 indi-
viduals. In addition, psychosocial rehabilitation (PSR) programs are available to
individuals to address such issues as symptom management, life skills, and recovery.
The programs provide structured milieus, daily psycho-education groups, and indi-
vidual therapy. Generally, clients attend the PSRs 5 days per week for 6 hours a day.
As clients progress, they often transfer from the PSR settings to vocational or edu-
cational settings. An outpatient clinic is also available for clients who do not require
the level of service intensity provided in a PSR program. In addition, the Behavioral
Health program operates a nightclub, the Roxy, which provides opportunities for
socialization and skill generalization.

Trinity’s Behavioral Health program is unique in its emphasis on functional con-
textual interventions (cf. Hayes, 1993). Specifically, all staff and students receive
extensive intramural training in FAP, DBT (Dialectical Behavior Therapy; Linehan,
1993), and ACT.

The primary focus of the present chapter is to highlight the application of FAP
to persons with serious mental illness in the context of individual psychotherapy
sessions. It should be noted, however, that the FAP framework also has proven
helpful in structuring Trinity’s treatment milieus and guiding therapist interac-
tions with clients outside of the therapy rooms. The milieu-based application of
FAP, Functional Analytic Rehabilitation (FAR), has been described by Holmes,
Dykstra, Diwan, and River (2003). One tenet of FAR is that intensive treatment
programs for persons with serious mental illness should be functionally similar to
social environments within the broader community. In part, this is accomplished
by incorporating level systems within the PSR programs. The point is empha-
sized to clients that level systems create a hierarchy that mirrors those found
in natural settings such as the work place. Attending to responsibilities yields
movement up the level system and can lead to greater privileges and increased
expectations.

FAR also emphasizes the importance of observing and responding to clinically
relevant behaviors (CRBs) during non-structured time periods that occur even in
intensive treatment programs (e.g., time between groups, lunch). These less formal
interactions are seen to be as important as behavior emitted during groups or indi-
vidual treatment sessions. These interactions can be tricky in that all staff working
in a milieu must be aware of and skillfully respond to each client’s relevant CRBs.
FAP and FAR facilitate this process.

It is acknowledged that Trinity’s programs utilize arbitrary reinforcement pro-
cedures. This occurs chiefly through the use of level systems, token economies
(point systems), and idiosyncratic incentives. When possible, arbitrary reinforcers
are gradually faded during the course of treatment.
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Prerequisites for Using FAP for Persons with Serious Mental
Illness

Before proceeding with a discussion of how the five FAP rules are relevant to per-
sons with serious mental illness, it is important to emphasize that FAP intervention
strategies should only be employed in the context of an established or developing
therapeutic relationship. From a pragmatic perspective this makes sense given that
the social contingencies used by therapists are likely to be most effective when the
therapist has become meaningful to the client. When working with clients who have
less obvious interpersonal issues, the initial rapport building phase of therapy is use-
ful in helping the therapist formulate hypotheses regarding potential client CRBs.
For some individuals with serious mental illness, CRBs may be so salient that the
clinician may rush to address them before a relationship has been established. This
may result in a therapeutic roadblock that results in frustration (for both the client
and therapist) and premature termination of treatment.

Some persons with serious mental illness have histories which include poor rela-
tionships with mental health professionals. Other individuals may even find limited
and superficial interpersonal interactions to be anxiety provoking and aversive. In
such circumstances, it may take considerable time for the client to tolerate therapy
sessions of standard duration. When working with clients who find social interac-
tions to be unpleasant, it may be helpful for the therapist to begin by negotiating
such issues as session length and location. Some individuals find standard therapy
rooms to be confining and frightening, and respond better (even temporarily) in
non-stimulating, more open locations such as conference rooms, meeting rooms,
or small break rooms where sessions might be held over coffee. Several clients
have expressed gratitude to therapists for helping them feel more comfortable during
initial sessions.

On some occasions, particular clients were unable to engage in reciprocal inter-
actions as the result of extreme symptoms or impoverished social repertoires. Under
these circumstances, the therapist may make the discrimination that work in the
area of skills building is necessary as a prerequisite to more standard individual
therapy sessions. Not all clinicians have an interest in or knowledge of skill build-
ing protocols developed for persons with serious mental illness. In such cases,
the therapist may decide that it is in the client’s best interests to be referred to
another clinician or treatment program that is better able to address the client’s
needs.

A final caveat is that the purpose of the present chapter is to highlight the benefi-
cial impact that the FAP approach may play in helping persons with serious mental
illness in their recovery process. As will be discussed, especially with regard to
FAP’s Rule 4 (observe potential reinforcing effects of therapist behavior, see below),
psychotic behavior is not viewed to have a unique function because of its unusual
form or response to psychotropic medications. Consequences (including responses
by the therapist) are also seen to play a significant role in the occurrence of “psy-
chotic” behavior. Although little emphasis is placed on pharmacological treatments
in this chapter, the authors acknowledge that medication may be essential for
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persons living with mental illness. FAP is not seen as an alternative to consultation
with a psychiatrist. Indeed, during the course of therapy, issues of medication
compliance and frustration with side effects are common topics that clients bring
into session. At times, these topics evoke strong CRB1s (i.e., clinically relevant
behaviors that are in-session problems) when clients disagree with others includ-
ing professionals about the need for medications (despite evidence in the moment
that not taking medications is leading to harmful consequences). Increased abilities
for trusting others, resolving conflict and developing meaningful relationships with
others are but a few of the behavioral repertoires that may be shaped via FAP.

Application of the Five Basic Rules in Treatment

The remainder of the chapter will review the five basic rules of FAP while high-
lighting special considerations that may be helpful in working with this clinical
population. Discussion will include areas of skill development that the authors
frequently incorporate in their work with persons with a serious mental illness.

Rule 1 – Watch for CRBs

CRBs can vary widely across clients. Although this may seem obvious to a FAP
clinician, diagnostic labels such as schizophrenia often evoke thoughts or images
of persons who are acutely psychotic. For instance, the natural association may be
of a person who is unkempt or disheveled, talks in an incoherent manner, or is in a
paranoid state believing that the mafia is out to get him. Such beliefs are based upon
societal misconceptions and stigma and the notion that persons with serious mental
illness are chronically symptomatic. The vast majority of persons with serious men-
tal illness function well and they do not require custodial care (Anderson, Reiss, &
Hogarty, 1986; Kopelowicz & Liberman, 1998). Often acute psychotic symptoms
are managed effectively by psychotropic medications, may vary as a function of
stress, and may be managed without the need for hospitalization. Further, each per-
son with a serious mental illness is unique with regard to his/her life experiences
(including symptoms), personal preferences, life goals, and ability and desire to
develop and maintain interpersonal relationships. It is evident therefore that persons
with serious mental illness will vary considerably with regard to the presentation of
CRBs.

With this in mind it may be helpful to highlight behavioral topographies that the
authors most commonly have encountered in their work with persons with serious
mental illness, beginning with the more obvious CRB1s.

Psychotic behavior. The intrusion of odd behaviors and delusional thought con-
tent is easily recognized by clinicians as a CRB1. Despite this fact, clinicians often
struggle with managing this general category of behavior within session. At times
they may view the occurrence of psychotic behavior as a sign that the client is in a
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fragile state and that any signals from the therapist that the client’s experience is in
any way unusual might evoke further decompensation. Further, other clinicians have
the misperception that psychotic behavior does not respond to therapeutic interven-
tions, but requires the attention of a psychiatrist and a change of medication. The
following example illustrates this point.

One of the authors was approached by a senior therapist who indicated that a
male client on her caseload needed to go to the hospital because “he had lost touch
with reality.” When queried, the therapist explained that during the previous week
she had loaned the client $5.00 for bus fare. The client had promised to repay the
loan on Monday. When the therapist asked about the money on Monday, however,
the client indicated that he was not able to get to the bank. On the present day,
the therapist noticed that the client was eating food from a carry-out restaurant.
Thinking that the client had gone to the bank, she asked if he had the money owed
to her. The client reached into his wallet and pretended to hand the therapist “invis-
ible” money. The therapist’s intervention was to approach the supervisor regarding
hospitalization.

In this situation the clinician responded in an ineffective manner on the basis
of her own anxiety and likely would have reinforced symptomatic behavior via an
escape/avoidance contingency. Although the client was adamant that he had paid
real money, hospitalization was averted and he spontaneously repaid the therapist
with visible money the following week.

Certainly the persistence of delusions may frustrate clinicians’ attempts to man-
age this category of CRB1. Many of our junior therapists report being frustrated on
occasion with their inability to help clients respond more effectively to delusional
thoughts and persistent psychotic verbalizations. This issue will be discussed further
in the section below regarding Rule 4.

Obvious but unreported symptoms. Many individuals with serious mental illness
show within-session signs that they are experiencing intrusive private experiences
(e.g., incongruent affect, orienting to auditory and visual hallucinations, guarded or
suspicious demeanor, or extreme withdrawal), but do not acknowledge these symp-
toms when asked by the therapist. Although not reported, these private experiences
prevent the individual from forming close relationships with others including the
therapist. The clinician’s task is to maintain rapport with the client while promoting
increased self-disclosure.

Exclusive focus on problems and symptoms. It is expected that considerable time
in session is spent discussing problems and symptoms that clients experience. For
many persons with serious mental illness, however, this content area is so pervasive
that it becomes part of their personal identity. Although the monitoring of symptoms
and medication side effects may be useful, focusing on this content does little to
promote social relationships and intimacy (except perhaps with one’s psychiatrist).
This was evident during a recent interaction when a client introduced himself to a
therapist visiting the program by stating “Hi, I’m Jack . . . So, what medications do
you take?” A similar interpersonal dynamic occurs with a subset of clients who,
because they are in a state of constant crisis, become aversive to others.
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Negative symptoms. Negative symptoms (behavioral deficits such as lack of moti-
vation, social withdrawal, and inability to experience pleasure) are considered to
be a prominent issue for persons who experience disorders such as schizophre-
nia. These symptoms also tend to be less responsive to psychotropic medications
(Anderson, Reiss, & Hogarty, 1986; Smith, Liberman, & Kopelowicz, 2000).
Consistent with this category of CRB1s, persons with serious mental illness may
have difficulty formulating and following through on the steps necessary to attain
personal goals. In this regard, attendance and completion of homework assignments
also may become recurrent areas of focus during treatment. In the most extreme
cases, it may be helpful for clinicians to implement arbitrary reinforcement systems
(even temporarily) to overcome these obstacles. The effectiveness of these proce-
dures is facilitated by the clinician’s knowledge of the person with whom they are
working. For example, one individual in the Trinity program was unwilling to meet
with her individual therapist or attend group therapy sessions. In order to promote
participation in these activities, spicy chips, tomatoes, and pickles were provided
on a transitional basis. Because of the persistence of the negative symptoms, it is
important for the clinician to be especially observant of the slightest improvements
in goal-directed behavior.

Impoverished social repertoire. Social skills deficits have been widely docu-
mented for persons with serious mental illness. These deficits include an inability
to initiate, sustain, or end conversations effectively; difficulty in reading and inter-
preting the social cues of others; and specific repertoire deficits such as eye
contact, volume and tone of voice, and expression of emotion (Bellack, Mueser,
Gingrich, & Agresta, 1997). From a FAP perspective, it is possible to address
these areas in the context of individual therapy sessions. In situations where pro-
found skills deficits exist, it may be helpful to supplement individual therapy
with evidence-based social skills training programs. Generally these programs
are conducted in small groups and utilize modeling, behavioral rehearsal, and
role-play.

Reluctance to accept diagnosis as a CRB1. For clinicians who frequently work
with persons with serious mental illness, the issue of clients not accepting their diag-
nosis (e.g., schizophrenia, bipolar disorder) may be viewed as a CRB1. In part this
may occur because clinicians believe that clients who understand and accept their
diagnostic labels will be more likely to honestly report symptoms of their disorder
and pursue helpful lifestyle choices such as participation in treatment and compli-
ance with medications. It should be noted, however, that acceptance of diagnosis
has not been positively related to treatment outcome (Corrigan & Lundin, 2001;
Doherty, 1975).

The fact that individuals with serious mental illness may be reluctant to accept
their diagnostic label is hardly surprising given the tremendous social stigma
associated with particular diagnoses such as schizophrenia. This issue may be com-
pounded in larger treatment settings where individuals may be exposed to others
experiencing acute psychosis or debilitation as a result of their own mental illness.
This leads to the natural observation, “I’m not as bad off as those people.”
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Tension in the client–therapist relationship may develop when the clinician over-
emphasizes the diagnosis and insists upon the client’s acceptance of the label. It is
important for clinicians to “meet clients where they are” and incorporate their under-
standing of the illness and the tacts (see Kohlenberg & Tsai, 1991 for a discussion of
tacts) they utilize to describe symptoms. Issues such as medication compliance can
be addressed by discussing how they function when they are not taking their medi-
cations. Noticing and rating an increase in symptoms may be helpful to encourage
the client to discuss specific lifestyle changes that have been effective in the past.
Reviewing the identified values and goals of the client in the context of a commit-
ment to treatment and effective action without focusing on the diagnostic label may
decrease resistance and promote hopefulness.

Observing CRB2s (i.e., clinically relevant behaviors that are in-session improve-
ments). When working with persons with a serious mental illness, it is easy to
overlook CRB2s that occur in session. For some clients, willingness to openly dis-
cuss their symptoms takes considerable courage and should be reinforced. For an
individual experiencing paranoid thoughts, simply developing a trusting relation-
ship with a therapist can be a monumental improvement and a step toward trusting
others.

Clinicians also want to be attentive to client mands (i.e., imprecisely known as
requests) that occur in session. Many individuals with serious mental illness have
lived in environments that extinguished or punished expression of one’s wants and
needs. Institutional settings are notorious for this pattern of unresponsiveness to
residents. When individuals move out of these settings this pattern often persists.
Working in a comprehensive treatment setting, the authors have noted how infre-
quently clients make requests to participate in community activities, visit friends, or
purchase personal items that would enhance quality of life.

Clinicians must also be careful not to extinguish client tacts on the assumption
the client is expressing delusional content. The next case presentation illustrates how
one of the authors worked with a client who often reported engaging in physical
aggression toward others when angry or frustrated, even though historically, these
reports were not supported by fact.

Doug came to my office and reported that while in the lunchroom he became
very upset and angry with two of his peers, kicking one and punching the other.
I responded to Doug by saying “I know at times when you get really upset with
people, you feel like you want to punch or kick them. But I’ve never known you
to follow through on those thoughts.” My thought was that if this had occurred, a
fellow staff member would have reported the incident to me. Doug left my office and
returned to the lunchroom. Within two minutes, a staff member came to my office
and relayed to me the incident just as it was described by Doug. I immediately left
my office to find Doug to apologize for not believing him and to reinforce his CRB2
of accurately tacting the situation and seeking my assistance to effectively resolve
the conflict. During our discussion Doug was able to share that he felt invalidated
by my initial response. I also took advantage of the opportunity to discuss similar
reports that Doug had made in the past that were not based on fact and how these
made it less likely for me to respond appropriately to his needs in this situation.
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Rule 2 – Evoke CRBs

The struggle for clinicians working with clients who present with more acute or
persistent symptoms tends to be the effective management of CRB1s rather than
evoking CRB1s. At times, CRB1s may occur at such frequency that clinicians feel
overwhelmed and incapable of assisting the client. This may be particularly true
when clients present with prominent delusions or when their speech is so loosely
organized that meaningful sustained conversation seems impossible. As previously
indicated, clinicians sometimes feel incapacitated by the fear that addressing this
issue in session might lead to further exacerbation of symptoms. Consequently,
clinicians may engage in therapeutically ineffective behaviors such as passively lis-
tening to client reports of delusional content or keeping topics of conversation at
a superficial level that avoids the manifestation of symptoms. In some cases, clin-
icians may find it difficult to engage clients in regular therapy sessions. This may
be particularly the case for clients who have a history of negative experiences with
health care settings and the staff who work there.

With regard to this latter point, it may be helpful for clinicians to employ strate-
gies mentioned earlier in the chapter and conduct initial therapy sessions outside of
traditional therapy rooms. In our own programs, “resistant” clients have often been
willing to meet with their therapists outside at the picnic table or over a cup of coffee
at a local café. These positive contacts often promote willingness to meet in more
traditional therapy settings.

For other clients, social interaction may be so aversive that typical session dura-
tions are frightening such that they evoke client avoidance. In such circumstances,
it may be helpful to begin with sessions of shorter duration with a goal of having
more sustained sessions over time. It cannot be overstated that some persons with
serious mental illness are aware that social situations including meeting with their
therapist are anxiety provoking and that they feel they do not know what to say.
Accommodation may go a long way in promoting development of the therapeutic
relationship.

For clients who present with significant disorganized thinking or who spend con-
siderable time in session with speech characterized by delusional content, it may
be helpful for the therapist to highly structure sessions and promote skill acquisi-
tion. The alternative of passivity (letting clients engage in their usual patterns of
CRB1s) runs the risk of inadvertently reinforcing ineffective client responses. For
clinicians not accustomed to working with individuals who experience delusional
thought patterns, the clinicians may be so fascinated by the content of the thoughts
that they listen attentively across a number of sessions and inadvertently reinforce
psychotic talk. If therapeutic rapport is well-established, however, this hardly can
be seen as in the client’s best interest. The authors have noted this pattern on sev-
eral occasions with beginning therapists in the context of supervision. One example
of this dynamic occurred when a clinician spent much time in session listening to
a client interpret personal messages that he was receiving from license plates on
automobiles. The client would bring lists of the plate numbers to session so that
he could recount with precision (and unfortunately, at great length) messages that
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he had received during the week. A second individual appeared to fascinate several
clinicians with his accounts of boxing with evil spirits.

For clients with repertoires that prevent meaningful sustained conversations,
it may be helpful to incorporate empirically supported social skills protocols to
develop a foundation for productive interactions with the therapist. On several occa-
sions the authors have sought to shape sustained verbal reports by introducing topics
of conversation and providing feedback regarding client participation in these tasks.
The therapist might, for instance, introduce a topic (of interest to the client, brief
newspaper article, etc.) and use a timer to provide structure to the exercise. In such
circumstances, a therapist generally records the number of intrusions and lengthens
exercises as improvement occurs. It is helpful, of course, to provide the client with
a rationale for why these exercises may be helpful. Similar within-session activ-
ities may be helpful for clients whose speech may be dominated by delusional
content.

Given that delusions by definition are not highly amenable to change, this cate-
gory of CRB1s may be frustrating to clinicians. In addition to structuring sessions
to minimize their occurrence, it is recommended that therapists deemphasize the
content of the thoughts and focus on how the client’s response to the delusion
has worked for him or her in the past. Generally with prompting, clients are able
to recognize adverse consequences including criticism from others and hospital-
ization. The incorporation of mindfulness exercises also promotes the ability to
notice thoughts without examining their content or truthfulness. For some clients
this groundwork has generalized to the ability to effectively respond to intrusive or
delusional thought patterns. For clients who struggle with paranoid or suspicious
thoughts, it may be helpful for the clinician to set a context for expecting similar
thoughts to emerge in the client–therapist relationship. Based on the client’s history,
the clinician should provide an expectation that “It’s likely that you might experi-
ence similar concerns about me. I hope you will share these experiences with me if it
occurs.” When the client describes a situation in his or her daily life in which some-
one is viewed as not safe or trustworthy, it should be hypothesized that this dynamic
may also be occurring within the therapeutic relationship. Acknowledgment of
similar feelings toward the therapist lends itself to standard FAP interventions
such as the therapist exploring the function of the admission of these unsafe feel-
ings and having a genuine interaction with the client regarding the impact of the
disclosure.

A final recommendation for evoking CRBs is to take advantage of therapist stim-
ulus properties that might naturally set the occasion for this category of behavior. If
a female client tends to struggle with interpersonal relationships with men, it makes
sense from a FAP perspective that she might benefit most from contact with a male
therapist. When a client’s history includes bizarre or frightening responses to men,
however, treatment teams or clinicians may be reluctant to follow this guideline. In
one situation, a female client became obsessed with a male staff member (not her
therapist) and was delusional to the point that she believed she was married to him.
This led her to accuse female peers and staff members of sleeping with her “hus-
band.” One of the male authors felt this individual would benefit from therapy with
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him. The treatment team expressed great concern regarding the therapist’s welfare.
As expected, a series of CRB1s emerged rather quickly. One included the client
gaining access to the therapist’s coat and wearing it in the therapeutic milieu. Over
time, however, the client’s highly unusual and interfering responses were extin-
guished and an effective interpersonal repertoire was developed and reinforced. This
progress would have been less likely in the context of a relationship with a female
therapist.

Rule 3 – Reinforce CRB2s

The concept of recovery for people with serious mental illness is essential to posi-
tive outcomes in the treatment setting. If a clinician is working under the assumption
that people with serious mental illness require custodial care and are incapable of
significant behavior change, it will be more difficult for the clinician to identify
and reinforce CRB2s and act in the client’s best interest. People with serious mental
illness want to live meaningful lives, making the work of defining a valued life direc-
tion and goal-setting imperative in the process of recovery. Bach and Moran (2008)
suggest “[c]lients with serious mental illness or intellectual deficits do not lack val-
ues; instead they have been denied the opportunity to explore values, often by well
meaning mental health professionals. For instance, many clients are told their treat-
ment goals instead of setting their own treatment goals” (p. 104, italics original).
For clinicians who lack in this understanding or who have difficulty believing in the
capacity for change, it likely will be difficult to recognize the occurrence of client
CRB2s. This being said, it is especially important for therapists to match expecta-
tions with the clients’ current repertoires. A clinician’s frustration and impatience
with the slow-pace and necessity for basic skill building can further impede this
process. Recognizing CRB2s especially can be difficult when the client’s repertoire
is very limited or when the clinician does not have a history with the client. The
following case example provides an illustration.

Each year in our psychosocial rehabilitation programs, one client is recog-
nized for “outstanding achievement and dedication to self-improvement.” Cindy
was nominated for this award by her therapist. The visual, auditory, and tactile hal-
lucinations that Cindy experienced were among some of the most extreme observed
by the staff. After having been in treatment for 4 years, Cindy began to provide
sustained eye contact, reciprocate the greetings of others, present direct mands
that were more than five words in length, and started to tact private experiences.
However, because of her somewhat isolative behavior, newer staff members could
not understand why Cindy was nominated. Veteran staff recognized that Cindy was
indeed most deserving of this recognition. When Cindy was presented the award in
front of 150 people, she was asked if she wanted to say a few words. Cindy indi-
cated that she did, took the microphone, and wished everyone a merry Christmas,
further substantiating the validity of her award. Cindy provides a wonderful example
regarding the importance of taking into account the client’s pre-existing repertoire
when assessing treatment gains or outcomes.
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When a client presents with the negative symptoms of schizophrenia or an impov-
erished social repertoire (i.e., difficulty reading and interpreting the social cues of
others), it is especially important for clinicians to amplify their feelings in response
to CRB2s. Although there is a risk of the reinforcement becoming arbitrary, the
response to CRB2s with this population may need to be more intentional within
session. This includes both the private experience of the therapist and the natu-
rally reinforcing responses that may go unnoticed by the client. They might miss
an encouraging tone, approving smile, head nod, look of interest on the clinician’s
face, or other overt body language that would reinforce a CRB2 within session. The
clinician may have to explicitly point out and explain his or her responses to the
client such as “I am smiling at you right now because it made me happy that you
made a direct request to use the phone after this session. You have been working
on making direct requests instead of getting angry with people because they don’t
know what you want.”

Of course, it is also important to check in with the client to ensure that they are
reading the non-verbal social cues of the therapist correctly (Rule 4). For a per-
son with extreme paranoia, smiling and nodding your head may be misinterpreted
as mocking or sarcastic. The aforementioned suggestions for naturally reinforcing
the client’s CRB2 also hint at providing a statement of a functional relationship
between the social reinforcer and the client’s behavior (Rule 5) and the way that
natural reinforcers need to be monitored by the clinician to notice their effects on
the client (Rule 4). The robust FAP interaction will often demonstrate that the client
is responding to several rules at once.

A trap that clinicians, direct care staff, and family members may fall into is
to “do” for the client as opposed to allowing the client to “do” for himself or
herself. This is especially a risk in residential programs. “Doing for” the client
robs the client of opportunities for contact with natural reinforcement occurring
as the result of growth and self-fulfillment of goals. Too often the clients have
had the experience of being cared for instead of contributing to their environ-
ment, which eliminates opportunities for them to demonstrate CRB2s that can be
reinforced.

Many people with serious mental illness live in a social flatland with few incen-
tives to change. Limited natural contingencies exist for gaining access to increased
levels of freedom and independent living. As a result, rule-governed behavior asso-
ciated with immediate contingencies and survival in the current conditions emerge
(Holmes, Dykstra, Diwan, & River, 2003). For this reason, the use of arbitrary or
atypical reinforcers (tokens, points) in a milieu-based program may be considered to
increase participation in treatment and group attendance. A milieu-based program
also lends itself to the development of CRB2s that may not otherwise be avail-
able to the client. A program structure that encourages clients to facilitate groups,
coach peers to use effective skills, and participate in a workforce allows for the
generalization of skills and the development of goal-directed CRB2s.

Reminding oneself that the relationship exists for the benefit of the client can be
helpful when working with a person with a cyclic disability. It can be exhausting and
disappointing when a client appears to be making progress one week and returns
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the next in a state of decompensation or amotivation. The clinician must identify
and reinforce CRB2s specific to the repertoire available to the client in the present
moment and adjust how the reinforcer is delivered to ensure that it has the desired
effect as a behavior change strategy.

Rule 4 – Observe the Potential Reinforcing Effects of Therapist
Behavior in Relation to Client CRBs

FAP emphasizes the importance that consequences play with regard to future prob-
abilities of behavior in similar contexts. This rule highlights the value of observing
functional relationships that occur in the interactions between clients and therapists.
Moreover, it is important to note that both the client’s and the therapist’s responses
are mutually influenced (reinforced, extinguished, and punished) by one another
during the course of a therapy session. This fact is important given that highly symp-
tomatic behavior by clients may shape ineffective therapist behavior with regard to
helping the client develop a repertoire that will lead to more positive social or per-
sonal outcomes. When working with a client whose speech is bizarre and highly
disorganized, a therapist’s attempts to prompt CRB2s by redirecting conversation
may be extinguished when the client does not respond in the intended manner. If the
therapist “gives up” and comes to develop a tolerance for bizarre speech (thereby
not following Rule 4), then CRB2s will not occur and little will be accomplished in
benefiting the client.

In situations where the client has a long history of engaging in problematic
behavior, the clinician should expect, while observing Rule 4, that limited attempts
of redirection will have a minimal impact on client responding. When working with
a client who has disorganized or tangential speech, it is not feasible to expect that
such a response pattern can be overcome by simple redirection. When a therapist is
mindful of Rule 4, the effects of redirection will be observed, and it may become
important to utilize more intensive and sustained therapeutic interventions for this
clinically relevant behavior.

In natural environments, psychotic talk often is reinforced by escape/avoidance
contingencies. In the presence of psychotic talk in a therapeutic milieu, novice
clinicians and peers may be likely to cease social interactions. The reinforcing
effect may be great for a client predisposed to find social interactions aversive.
Novice clinicians also may remove behavioral expectations (participation in activ-
ities) when clients present with symptomatic behaviors. In other cases, attention
may reinforce symptomatic behavior. Such might be the case when clinicians or
others listen intently to speech with a highly delusional (albeit fascinating) content.
The intentive listening, with corresponding verbal and non-verbal cues that sug-
gest the clients should continue with their story, is likely to reinforce the delusional
story-telling. Within our own program, peers frequently have been observed to pro-
mote (and likely reinforce) grandiose ideas expressed by clients. In one instance, a
group of clients in one of our psychosocial rehabilitation programs gave a rousing
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and sustained cheer based on the claims of one individual that he had won the lot-
tery and was going to purchase the agency. His peers certainly contributed to the
social reinforcement of the delusional behavior, further underscoring the need for
clinicians to be mindful of their own potential to reinforce problem behavior with
attention.

Even tangible items may reinforce psychotic behavior. During one staffing a par-
ent handed a client a pack of cigarettes, saying “Why don’t you just go out and
smoke for a while.” This interaction occurred after the client made frequent and loud
disruptive comments during the meeting. By not interceding, the clinician failed to
follow Rule 4.

It is imperative that therapists remain vigilant to the influence that their own
responses may play in the occurrence of psychotic behavior. In an illustrative exam-
ple, the authors worked with a male client, Fernando, whose verbal repertoire was
limited almost exclusively to illogical and sexual phrases. This behavior was so per-
vasive and interfering that a formal functional assessment was conducted (Dixon,
Benedict, & Larsen, 2001) which showed a strong attention function (strength-
ened by comments such as “You know you should not say things like that”). This
points to the fact that even redirection may serve to reinforce psychotic talk. When
an intervention consisting of the differential reinforcement of alternative behavior
(DRA) was implemented, significant reduction of inappropriate behaviors occurred.
In the years following this intervention, treatment gains have been maintained
and Fernando’s verbal repertoire has become much more functional (as noted by
spontaneous and goal-directed speech).

Clinicians also should be sensitive to the fact that a client’s behavior may pun-
ish their own attempts to maintain a therapeutic frame during session. This is
a real risk when a client is exhibiting negative symptoms. CRB1s such as lack
of motivation, poor follow-through on homework assignments and social with-
drawal can be punishing (and extinguishing) to a therapist’s attempts to engage
the client as a partner in treatment. Therapists may begin to feel like they are
“pulling teeth” or like they are doing “all the work” in session. Potentially, the
therapist’s attempts to engage the client can begin to decrease over time. This
may serve to reinforce the client’s attempts to retreat from social interaction.
The therapist must be mindful of this pitfall and maintain the goal of client
engagement.

Rule 5 – Give Interpretations of Variables that Affect Client
Behavior

In work with individuals experiencing serious mental illness, adherence to Rule 5
can be an important part of the plan for relapse prevention. Kohlenberg and Tsai
(1991) indicate that interpretations of variables that impact the client’s behavior can
assist in enhancing the salience of controlling variables. This increased salience can
lend a sense of predictability (better understanding of cause–effect relationships) to
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the client’s world. For example, a client may learn to identify that a conflict with
her mother is often followed by an increase in auditory hallucinations. Typically,
relapse prevention efforts assist clients in identifying environmental stimuli that are
associated with changes in symptom severity. Awareness of these functional rela-
tionships may facilitate a client to take compensatory action to prevent a downward
spiral.

Frequently, increases in symptoms appear during times of increased stress.
Therefore, events such as a conflict with a roommate or a new job might precipitate
an increase in symptoms. The vigilant clinician will recognize the early warning
signs of decompensation and be ready to assist the client in both developing an
understanding of how stress-provoking situations may impact the course of their
illness, and helping implement effective coping skills.

Interpretations do not have to be limited to the domain of client symptoms, but
may be extended to more general patterns of social responding as well. One of the
authors recently attended a holiday party that was held for clients in our program,
and the following exchange occurred.

While talking to a woman about her recent transition from a group home to an
apartment, a second client (Karen) approached the author and proceeded to make
a number of statements about her own progress in treatment. The author main-
tained the conversation with the first client and noticed that Karen had walked
away, rather than waiting to talk. When the author went into the kitchen to bring
out some snacks, Karen approached him in a loud tone saying “I heard what
you said about me!” Karen again repeated her statement, “I know what you
said.” The author explained that Karen was mistaken if she heard him say any-
thing negative about her. To this Karen replied, “I know what you’re thinking.”
The author responded, “I’d be curious what you think that I am thinking right
now.” Karen responded, “You think that I’m attention seeking” (an interpreta-
tion of similar behavior patterns likely shared with Karen by others). The author
responded, “Actually, what I’m thinking is that your feelings were hurt when you
tried to talk to me in the other room. I was in the middle of talking to some-
one and didn’t stop my conversation to speak with you. I think this made you
feel angry, and possibly jealous. It seems like you want me to know that you’re
angry at me and it is easier for you to bring up a ‘good’ reason to be upset
with me – such as, if I said something bad about you, instead of what is really
bothering you.”

During this interaction where the clinician was providing statements of impor-
tant social environment–behavior relationships, Karen was not in any way psy-
chotic or delusional. She quickly apologized to the author and time was spent
further discussing the behavior pattern. The author was quite direct in provid-
ing his interpretation of the factors that influenced the client’s confrontational
response. In retrospect, this route may have been taken because the client’s anger
seemed likely to prevent her from analyzing her own behavior. Interestingly,
the interpretation had the immediate effect of decreasing her anger. This exam-
ple also illustrates the generalization of FAP rules outside of formal therapy
settings.
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Skills Training and Other Strategies

For clinicians working with persons with serious mental illness, it is important to
be aware of “skills building” approaches that may be supplemented by FAP. Two
areas that merit special consideration are social skills training and the management
of symptoms. In programs such as our own, skills building is often introduced
and practiced in group settings with additional focus in individual therapy ses-
sions. Social skills groups promote effective interpersonal interactions (Bellack,
Mueser, Gingrich, & Agresta, 1997). Social repertoires often deteriorate after
the onset of serious mental illness and may decline further as the client spends
time in mental health settings where ineffective social responses are modeled and
reinforced.

A common problem faced by clients is the difficulty interpreting subtle social
cues. This may be demonstrated by such problems as discerning that someone is
unavailable to talk because they are on the phone. Clients may also be challenged
in choosing topics of conversation that are appropriate to the interpersonal context
(Wallace, English, & Blackwell, 1990). Clients exhibiting serious mental illness
have also been noted to have difficulty effectively asserting needs and resolving
conflict (Bellack, Mueser, Gingrich, & Agresta, 1997).

Social skills groups often focus on such topics as conversation skills, assertive-
ness, and conflict management. Typically, clinicians use didactic teaching, role-
plays, and homework assignments to facilitate mastery of such skills and this can be
supplemented by FAP strategies that focus on evoking and shaping skilled behav-
ior in session. Skills may be shaped by individual therapists in session, and then
homework assignments may involve practice of skills between group sessions. As
the client’s repertoire improves, the therapist can assist the client in the acquisi-
tion of new skills and their application to on-going interpersonal relationships. For
example, after assisting the client in developing increased awareness of the steps
for appropriate manding, the therapist will have an easier time assisting the client in
making direct requests in-session.

Symptom management also is important for clinicians who frequently work with
clients who have serious mental illness (Eckman, Liberman, Wirshing, Lelord, &
Hatcher, 1988). Approximately 75% of persons with serious mental illness who
are medication compliant continue to experience psychotic symptoms (Breier,
Schreiber, Dyer, & Pickar, 1991). Given that symptoms often are perceived as aver-
sive, many clients are quite sensitive to their occurrence and are vigilant in their
monitoring of “warning signs.” Other clients seem unaware or hesitant to report
symptoms even when their occurrence is salient to the clinician and has an impact
on the client–therapist interactions (e.g., thoughts that may be distressing, but not
recognized by the client as being delusional). At times, application of the basic FAP
rules may be helpful with regard to how clients respond to intrusive private experi-
ences. When symptoms have an apparent function (e.g., facilitating the avoidance
of social interactions), FAP therapists may attempt to block this pattern of respond-
ing or may help the client understand factors present in the moment that impact
symptoms. The therapist may also, in the moment, help the client utilize identified
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coping skills that reduce distress versus engaging in actions that result in further
distress (e.g., yelling or becoming withdrawn).

In addition to these more straightforward FAP interventions, the authors have
also incorporated techniques and strategies from other contextual-behavioral frame-
works in the management of symptoms. For example, the distress tolerance skills
module of Dialectical Behavior Therapy (Linehan, 1993) has been a helpful
resource to help individuals identify and practice coping skills that prove useful
in alleviating the intensity and duration of disturbing symptoms. The key is working
with clients to practice the use of skills, and learning which are most helpful, rather
than talking about skills on an intellectual basis. A common pitfall in our milieu-
based programs is for clinicians to reinforce client verbalizations that include the
word “coping skills” (e.g., “I should use a coping skill now, huh?”) rather than
helping clients implement skills in times of distress. Put differently, therapists may
reinforce descriptions of potential CRB2s rather than actual CRB2s. In most cir-
cumstances, it is helpful to work with clients to regularly practice specific skills
during times of non-distress. When motivation or follow-through is an issue, in vivo
practice of skills during session is essential.

For many clients who are medication compliant, symptoms may still occur on
a frequent basis (Kopelowicz & Liberman, 1998). Despite the persistence of symp-
toms, many of these individuals are able to lead healthy and productive lifestyles
(Eckman et al., 1988). This is an important point because clinicians who are not
aware of this phenomenon may unknowingly promote the unrealistic treatment
agenda of eliminating symptoms, thus presenting a barrier to the recovery process.
For some clients, education regarding the commonality of persistent symptoms may
alleviate distress caused by thoughts that they are doing something wrong or the
notion that they are “unstable.” Family members and loved ones also benefit from
education that the presence of symptoms is not incompatible with the pursuit of
personal goals and values.

For clients who struggle with persistent symptoms, it often has been helpful
to incorporate material from Acceptance and Commitment Therapy (ACT; Hayes,
Strosahl, & Wilson, 1999), particularly strategies targeting the futility of changing
or eliminating intrusive thoughts. Although it is beyond the scope of the present
chapter to discuss the useful applications of ACT, exercises such as Mary had a
Little . . . or What are the Numbers? have been quite helpful. For one client who
struggled terribly in her attempt to rid herself of terrifying and shameful thoughts
and images (eating family members in a cannibalistic manner), the generalization
of such exercises to her own private experiences was in her words “life saving.”
A case study demonstrating the combined use of ACT and FAP interventions for a
person with psychotic symptoms has been presented by Baruch, Kanter, Busch, and
Juskiewicz (2009).

In conclusion, rehabilitating individuals experiencing serious mental illness
requires a multi-faceted treatment. The FAP approach to developing an intense and
curative relationship with clients is apropos to working with individuals with seri-
ous mental illness, and can be well integrated into milieu-based interventions. Each
of the five rules can be considered an important part of developing a therapeutic
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relationship with clients diagnosed with psychosis and other related disorders. The
Trinity Services PSR programs have had successful clinical results by incorporat-
ing contextual psychology components into skills groups, milieu-based interactions,
and individual therapy sessions which are all imbued with the principles, practice,
and promise of FAP.
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Chapter 13
FAP with People Convicted of Sexual Offenses

Kirk A.B. Newring and Jennifer G. Wheeler

The history of sex offense treatment parallels the history of treatment within the
broader field of psychology. When psychoanalytic theories and approaches were
popular, clinicians offered psychoanalytic approaches to address sexual offense
behavior. When institutionalization was the norm for treating significant behavioral
problems, hospital-based “sexual psychopath” treatment programs were employed
to treat sexual offense behavior. When behavioral approaches increased in popu-
larity, clinicians increasingly employed behavioral approaches to target sexually
problematic behavior (Kohlenberg, 1974a, 1974b). When cognitive psychology vied
for the psychological spotlight, again, sex offense treatment emphasized cogni-
tive approaches. In the mid-1980s, Relapse Prevention (RP) emerged as a viable
approach to treatment for sexual offense behavior. Within two decades, RP reigned
as the “gold standard” for treating sexual offense behavior (Newring, Loverich,
Harris, & Wheeler, 2009). For the last decade, RP has been regarded as the
most popular cognitive-behavioral approach to treating sexual offending (Laws,
Hudson, & Ward, 2000).

The application of RP to sexual offending involved a transfer of theory and tech-
niques from the addictions field to treatment for sexual offense behavior. However,
in transferring the RP model from addictive behavior to sexual offense behavior, the
original RP model was modified in several important ways. One important change
to the RP model for sexual offenses was the use of RP as a primary treatment
approach. Although RP may be useful for identifying problematic thoughts and
behaviors and possible points of intervention in a client’s sexual offense “cycle,” it
was not intended to be the primary approach to change those aspects of an offender’s
lifestyle that result in sexual offending (i.e., limited coping skills, deficits in self-
regulation, criminogenic thinking styles, and/or interpersonal skill deficits). The
purpose of RP never was to be the agent of behavioral change in addicted persons,
but rather, to assist them in their efforts to maintain the successful sobriety they had
already achieved. Accordingly, a broad concern has been raised that in its current
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form, RP is an insufficient approach to the treatment of sexual offense behavior.
Specifically, it has been observed that a primary treatment approach is needed to
eliminate the cognitive and behavioral problems that support sexual offense behav-
ior, and that RP might be a useful adjunct treatment to help maintain the successful
gains made in primary treatment (see Wheeler, George, & Stoner, 2005).

New Directions in Treatment for Sexually Offensive Behavior

Positive and collaborative approaches. In the last several years, a movement has
been undertaken to improve upon the noted limitations of RP as a primary treatment
for sexual offending. In practice, RP for sexual offending typically involves a focus
on avoidance-based interventions (e.g., do not go certain places, do not allow certain
thoughts or feelings to persist), using a confrontational therapeutic approach. More
recently, these typical confrontation-based and risk-centered treatment approaches
have been challenged (Marshall et al., 2005). While acknowledging the need to
identify and manage risk for the individual offender, these new approaches offer
a strength-based approach in which a therapeutic alliance provides the context in
which good lives are fostered. For example, Marshall et al. (2005) assert that work-
ing collaboratively with the offenders toward these goals will enhance treatment
compliance and maximize treatment effects. They also assert that offender self-
esteem and hopefulness need to be early treatment targets, as deficits in those areas
can impede treatment progress.

In another example of this paradigm shift in sex offense treatment, a typical
RP intervention for sexual offense behavior is modified to include an emphasis on
approach goals (Mann, Webster, Schofield, & Marshall, 2004). This approach-based
intervention was designed to be consistent with the Good Lives approach (Ward &
Hudson, 2000; Ward & Stewart, 2002). The Good Lives and Self-Regulation (c.f.
Webster, 2005) models posit that sexual offending occurs for a reason and within
a context. Furthermore, there is some empirical evidence to support that approach-
goals may be more salient factors in clients’ risk to sexually re-offend (Hudson,
Ward, & Marshall, 1992; Ward, Hudson, & Marshall, 1994; Wheeler, 2003).

The motivation for sexual behavior often can be linked to a common human
need, or needs, such as affiliation, mastery, competence, or efficaciousness. Many
offenders may lack the agency to be interpersonally effective in sexual encounters
with same-aged peers. In order to fulfill an otherwise normative human need to
affiliate and feel competent, individuals who lack skills for engaging in prosocial
sexual relationships may resort to sexual relationships that are characterized by coer-
cion, exploitation, manipulation, or even force. Thus, the “goods” in the Good Lives
model are those motivators, either establishing operations, antecedents, or conse-
quences, common across clients (and people) which lead to maladaptive behaviors
to obtain said goods (e.g., intimacy, agency, competence).

Synthesizing the Mann et al. (2004) and Marshall et al. (2005) works provides
an example of an approach goal consistent with the Good Lives model that can be
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addressed collaboratively – modification or suppression of deviant arousal versus
enhancement of healthy sexual functioning. By focusing on what to increase, it is
argued that the treatment participant will have a clear plan of what to do and how to
do it, rather than a somewhat nebulous concept of what to avoid or not to do. The
shift in “what to do” has also led to a shift in “how to do it.”

As stated in the Marshall et al. (2005) article title, “working positively” calls
for a shift in the therapeutic stance in which sex offense treatment is provided.
Marshall (2005) calls for an inclusion of the research on therapeutic change to
the field of sex offense treatment. Marshall recommends that sex offense treatment
providers display “empathy and warmth in a context where they provide encour-
agement and some degree of directiveness” (p. 134). Marshall also recommends
therapists demonstrate flexibility and adapt their style and focus to the needs of the
patient over the needs of a treatment protocol or manual.

Dynamic risk factors. The last decade of research on sexual offense behavior
has resulted in significant gains in our understanding of numerous personality and
lifestyle variables associated with sexual recidivism risk. The term “dynamic risk
factor” (DRF) refers to those aspects of an offender’s behavior or environment
that are associated with increased likelihood to re-offend, and that are potentially
subject to change. Accordingly, if a stable dynamic factor can be reduced in treat-
ment, this may affect longer-term change in an individual’s re-offense risk. Although
research on dynamic factors is an ongoing process, these preliminary findings pro-
vide a basic framework for integrating dynamic risk factors into extant approaches
to sex offense treatment. Currently, available data indicate that dynamic risk fac-
tors for sexual offense recidivism appear to be associated with one of two broad
categories: (a) a pathological orientation toward love and sex, or “erotopathic risk-
needs” (Wheeler, George, & Stephens, 2005; Wheeler, George, & Stoner, 2005), or
(b) a generally antisocial orientation (Hanson & Morton-Bourgon, 2004; Hanson &
Bussiere, 1998; Hanson & Harris, 2001; Hudson, Wales, Bakker, & Ward, 2002;
Quinsey, Lalumiere, Rice, & Harris, 1995; Roberts, Doren, & Thornton, 2002).

“Erotopathic risk-needs” refer to the dynamic risk factors that are associated with
the development and maintenance of maladaptive sexual behaviors and romantic
relationships. For example, a client’s erotopathic risk-needs would include thoughts,
emotions, relationships, or other behaviors that support the development and mainte-
nance of emotionally detached, abusive relationships and avoidance of relationships
and interactions that threaten his detachment; a preference for “relationships” with
partners whom he can control (e.g., with minors, or through the use of force), and
avoidance of partners who challenge his control. For clients with dynamic risk fac-
tors in this area, treatment should focus on building behavioral skills and activities
to develop and maintain satisfying and prosocial intimate/sexual relationships that
could serve to curtail future acts of sexual offending. Again, from an applied behav-
ior analytic perspective, this approach is consistent with a differential reinforcement
of alternative (or incompatible) behavior that achieves the same or similar acqui-
sition of “good” at a more palatable social cost for the treatment participant and
society.
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The second broad category of dynamic risk factors, or “antisocial risk needs”
(Wheeler, George, & Stephens, 2005; Wheeler, George, & Stoner, 2005), refers to
the dynamic risk factors that are associated with the development and maintenance
of a chaotic, irresponsible, defiant, or otherwise antisocial lifestyle. For exam-
ple, antisocial risk-needs would include thoughts, emotions, relationships, or other
behaviors that support a generally unstable lifestyle (e.g., unsteady employment,
antisocial peers); facilitate and indulge the use of deception, manipulation, and
secrecy (e.g., criminal activity, psychopathic personality traits); foster resentment
of others and a sense of entitlement and self-indulgence (e.g., hostility, persecu-
tion); support non-compliance with rules and authority; and provide reinforcement
for behavioral disinhibition (e.g., substance use, aggression, violence). For clients
with dynamic risk factors in this area, treatment should focus on building behav-
ioral skills and activities to develop and maintain a satisfying and prosocial lifestyle,
which could serve to curtail future acts of sexual offending. From an applied behav-
ior analytic perspective, this approach is consistent with a differential reinforcement
of alternative (or incompatible) behavior that achieves the same or similar acqui-
sition of good (a la Good Lives) at a more palatable social cost for the treatment
participant and society.

FAP as a Useful Approach to Treat Sexual Offense Behavior

Consistent with the collaborative, positive, and ideographic approach emphasized
by Marshall (2005) and Marshall et al. (2005), Functional Analytic Psychotherapy
(FAP; Kohlenberg & Tsai, 1991; Tsai et al., 2008) offers an effective approach
to identify and target clients’ dynamic risk-needs in the context of sex offense
treatment. In the FAP model, clients’ needs are identified and operationalized into
behaviorally specific treatment targets (clinically relevant behaviors or CRBs), with
interventions designed to increase desired behavior, reduce undesired behavior, and
promote generalization beyond the therapy room.

As many of the identified dynamic risk domains relevant for sexual offense
recidivism are related to behavior and expressed attitudes, behavioral approaches
appear most applicable in addressing these risks. Furthermore, most dynamic risk
factors for sexual offense recidivism are rooted in interpersonal domains (i.e.,
romantic, sexual, and/or social relationships), so an interpersonal psychotherapeu-
tic approach is consistent with addressing these risks. Given these contingencies,
FAP is well-suited for clinical use with this population. While it unlikely for a
client to engage in outside life topographically similar problematic sexual behav-
iors (O1s) or improvements (O2s) in session, it is quite likely that the client will
engage in functionally similar in-session problematic behaviors (CRB1s) and in-
session improvements (CRB2s) when those behaviors are similarly occasioned.
For example, when faced with distressing interpersonal conflict “in the world,”
a client may to coping though masturbation, impersonal sex, use or pornography
or other topographically similar sexualized problem solving (O1 and O2); in the
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therapeutic context, the demands may inhibit an overtly sexual coping response, yet
may evoke a response that works similarly, such as sexualized talk, directed con-
versation toward a previous sexually inappropriate act (CRB1 or CRB2), that would
function in the same sexually self-soothing manner as would more overtly sexual
behavior.

FAP’s focus on the assessment and conceptualization of functional classes maps
on well to the risk areas outlined in dynamic risk assessments for sexual offense
behavior. FAP’s emphasis on the clinically relevant examples of the behavior,
including topographical and functional, speaks toward the probabilistically more
frequent functional analogues to sexual misbehavior in therapy, relative to the prob-
abilistically less frequent overt exemplars of sexual misbehavior. By combining the
functional equivalents (FAP) with the most relevant treatment domains (assessed
dynamic risk related to sexual recidivism), the inclusion of FAP in treating sexual
offense behavior is ideal for the interpersonally based dynamic risks for the indi-
vidual offender. Using FAP terminology, these areas of dynamic risk-needs may
capture functional classes of behavioral excesses of deficits, or exemplars of these
risk areas may speak toward classes of CRBs. In sex offense treatment, CRBs should
be related to identified risk-needs, and identified risk factors, if present, should be
related to CRBs. Accordingly, FAP rules can be applied to guide the clinician in
noticing, evoking, and reinforcing clinically relevant client behavior related to the
client’s risk for sexual re-offense. As a reminder, the FAP rules are:

Rule 1: Watch for clinically relevant behaviors (CRBs). In FAP, CRBs are noted
as instances of the problem or target behavior (CRB1), instances of improvements
related to the problem or target behavior (CRB2), or behavior (verbal or otherwise)
about a CRB1 or CRB2 without being an instance of a CRB1 or CRB2 in and of
itself (CRB3). The following section provides general guidelines for instances of
clinically relevant behavior associated with relevant areas of dynamic risk related to
sexual offense recidivism.

Rule 2: Evoke CRBs. FAP therapists may attempt to evoke improvements, or
work to create the opportunity for the client to demonstrate improvement. For a
behavior to be reinforced, the behavior needs to occur. For clinically relevant and
low frequency behavior, the clinician may need to create opportunities for the client
to demonstrate improvements. Ideally, such evocations will be natural and sincere.

Rule 3: Naturally reinforce CRB2s. As many of the dynamic risks for sexual
offense behavior are related to interpersonal behaviors, skills, or interactions, the
therapeutic relationship is a prime context in which salient reinforcement and pun-
ishment can be delivered on clinically relevant behavior. As a reminder, the intention
of the therapist or the topography of the behavior does not determine its reinforcing
properties (e.g., praise is only reinforcing when it functions to reinforce a specific
behavior contingently). What determines the reinforcing properties is the observed
impact of the therapist-delivered response.

Rule 4: Notice the therapist’s effect on the client. Related to Rule 3 above, clin-
icians are to notice their impact on the client, not just their intended impact on
the client. As a therapist, one may have many stimulus properties for clients – be
attractive, remind them of a prosecutor or judge, have similarities to a former sexual
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partner, be the first one to demonstrate a consistent and caring disposition, be the
first person in their life who matters to them, and who they allow themselves to
care about. The impact therapists have on their clients may change over time, and
may change in accordance with the level of attachment and intimacy developed
between the therapeutic dyad. The therapist might be intending to reinforce or pun-
ish an exemplar of a class of behavior – whether or not this effect occurs is for the
therapist to observe.

Rule 5: Provide functional interpretations of client behavior. To promote the gen-
eralization of CRB2s from the therapy room to the world in which the client lives,
functional interpretations assist the client in shifting from rule-governed approaches
(e.g., avoid parks, avoid schools) to function-governed approaches (e.g., approach
relationship-enhancing discussions, discuss emotions with the support team to foster
communication).

There are important differences between working with persons convicted of sex-
ual offenses and non-offending clients. To highlight some of these differences, we
offer the following FAP principles for working with persons convicted of sexual
offenses:

Principle 1: The client and therapist must matter to each other for FAP to work
in reducing risk to sexually re-offend.

Principle 2: Functional assessment informs treatment practices, and dynamic
risk assessment informs functional assessment.

Principle 3: Reinforcement of prosocial behavior and punishment of anti-
social/deviant behavior are functional not topographical. Shaping involves
reinforcement and extinction.

Principle 4: Just because the problem is about sex doesn’t mean that treatment
is always about sex.

Principle 5: Even though treatment is not always about sex, it may still be
addressing a problem that is about sex.

Assessing Dynamic Risk-Needs

Therapists who provide treatment for sexual offense behavior must be familiar with
the dynamic risk-need areas, and how these might present themselves in a treatment
setting. One of the most popular dynamic risk assessment instruments for sexual
offense behavior is the SONAR/Stable 2000/Stable 2007 (Hanson & Harris, 2002;
Hanson, Harris, Scott, & Helmus, 2007). This instrument was originally developed
for the purposes of providing community supervisors with a structured method for
evaluating and identifying factors about the offender’s community lifestyle that indi-
cate when he is at increased risk to re-offend. With some additional modification,
this instrument is readily adapted for use in treatment settings (see Wheeler &
Covell, 2007), to identify offenders’ treatment needs, and appropriate targets for
intervention.
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In addition to the use of formal assessment instruments such as the Stable 2007,
observable indicators of dynamic risk may occur regularly – in the living area, dur-
ing recreational activities, and of course, in treatment sessions. Effective treatment
depends on a therapist’s ability to recognize when and how an offender’s immedi-
ate problem behavior is related to his or her chronic dynamic risk-needs. This will
be a relatively straightforward task when the problem behavior is sexual in nature,
and somewhat more challenging when the problem behavior is not overtly sexual.
It is important to remember that many dynamic risk factors are not sexual per se,
but they do contribute to the offender’s overall risk to engage in harmful, illegal
sexual activity (e.g., traits associated with psychological or narcissistic personality
disorders). These are indicators of underlying dynamic risk factors to be targeted in
treatment.

A clear conceptualization of the client’s relevant dynamic risk factors for sexual
re-offense and FAP Rules 1–5 can guide the clinician working collaboratively with
the person convicted of sexual offense behavior. The dynamic risk areas can help
generate the case conceptualization.

The FIAT (Functional Ideographic Assessment Template; Callaghan, 2006a)
is a behaviorally based assessment system that breaks client responding into
classes of behavior based on function of responding. When using the FIAT, func-
tion is tied to interpersonal effectiveness and distress. The FIAT and dynamic
risk assessment measures such as the Stable 2007 can be integrated meaning-
fully. Further, some aspects of the dynamic risk assessment measures may be
better suited for other approaches (e.g., Dialectical Behavior Therapy for spe-
cific behavioral skills training; Wheeler, George, & Stoner, 2005; Acceptance
and Commitment Therapy for concerns rooted in matters conceptualized as
cognitive fusion or emotional avoidance; Penix, Sbraga, & Brunswig, 2003).
For people convicted of sexual offense, the Stable 2007 can be a useful tool
to assist in the identification and prioritization of treatment targets. However,
it is important to consider that other tools are available to help guide the
assessment of dynamic risk-needs in this clientele (e.g., Level of Service
Inventory-Revised; Psychopathy Checklist-Revised; see Wheeler, George, &
Stephens, 2005; Wheeler & Covell, 2007), and future research may identify addi-
tional dynamic risk-needs. For the purposes of illustrating the general process of
applying FAP to target dynamic risk-needs, the following section provides a brief
summary of the dynamic risk factors outlined in the Stable 2000 and 2007, includ-
ing behavioral indicators of these risk-needs as O1s and O2s in daily life and as
CRB1s and CRB2s in the treatment setting.1 While we acknowledge the seeming
hypocrisy of providing topographical examples for functional problems, we intend
the descriptions below to provide some examples of how sex offense specific CRBs
may present themselves in the therapy process.

1Where indicated, descriptions of behavioral indicators are quoted directly from the SONAR
Stable 2000 manual. Additional treatment specific indicators are adapted from Wheeler and Covell
(2007).
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Significant social influences. The basic construct from the Stable 2007 is: “The
nature of an offender’s social network is one of the most well-established predictors
of criminal behavior. A direct way of assessing social influences is to list everyone
in the offender’s life that is not paid to be with them. Then, make a judgment as to
whether each person is a positive, negative, or neutral influence . . .” To understand
the importance of this domain and develop appropriate treatment interventions, it
is important to understand what prevents the offender from developing and main-
taining more prosocial peer relationships and why he affiliates with antisocial peers
and family members. For this section and those following we have provided a list
of some of the possible outside (O1s and O2s) and clinically relevant (CRB1s and
CRB2s) indicators of this need area:

• O1s and O2s. O1s might include a history of forming unstable or conflictual peer
relationships; engaging in violence, aggression or other behavioral extremes that
people do not like (e.g., self-harm, stealing, lying, “mooching”); affiliating with
peers who define themselves by their antisociality (e.g., biker gang, street gang).
O2s might include making and maintaining prosocial peer groups (e.g., healthy
social networking, volunteering).

• CRB1s and CRB2s. CRB1s might include verbal or physical aggression (or
other behavioral extremes) directed at the therapist, staff, or other group mem-
bers; engaging in frequent conflict or “power struggles” with therapist, staff, or
group members; exhibiting a spotty attendance record; failing to form adaptive
relationships with other group members; affiliating with more “antisocial” group
members; engaging in verbal or other behavior supporting drug use/trafficking;
continuing to use drugs while in treatment; rejecting more “prosocial” group
members, therapist, and staff; rejecting prosocial activities (e.g., employment;
school; athletics; hobbies); engaging in verbal or other behavior supporting use of
antisocial/criminal means to achieve material gains; rejecting legitimate employ-
ment. Possible CRB2s include demonstrating appropriate turn-taking in group,
making appropriate solicitations for assistance from staff and peers.

• FAP Moves: For this and each of the following sections, the FAP moves involve
using the FAP rules in a manner consistent with the approaches advised by
Marshall (2005). From a warm and compassionate stance, address CRBs as they
speak to relevant dynamic risk related to sexual recidivism risk. Identify and
respond to the CRBs in a collaborative manner consistent with identification and
reinforcing of approach-goals.

Capacity for relationship stability. The basic construct is: “Does the offender
currently [have] an intimate partner [in the community] in a relationship without
obvious problems?” For clinical purposes, consider what factors historically have
been associated with his lack of stable romantic partnerships, as well as barriers he
currently faces to developing a romantic relationship. Behavioral indicators of this
need area include:

• O1s and O2s. O1s include a history of forming highly unstable or conflictual
romantic relationships; exhibiting infidelity, jealousy, mistrust, or a combination
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of these in romantic relationships; avoiding stable, committed romantic relation-
ships. O2s include developing and maintaining effective and functional romantic
relationships.

• CRB1s and CRB2s. Potential CRB1s include engaging in verbal behavior indi-
cating mistrust of partner, meaningful peers, and therapist; exhibiting jealousy
of partner’s or therapist’s relationships with others; using verbal behavior that
perpetuates conflict-stance (versus resolution-stance) in romantic partnership;
using verbal behavior that supports infidelity; rejecting fidelity in romantic rela-
tionships; using verbal behavior that impairs his ability to have an adaptive
relationship (e.g., expresses hostility toward women). CRB2s include demon-
strating behaviors consistent with healthy intimacy-enhancing disclosures about
self and relationships.

Emotional identification with children (only for offenders with victims age 13
or younger). The basic construct is: “Child molesters may be attracted to children
based on feeling emotionally close or intimate with them. Parents typically feel
close to their children, but their roles are clearly differentiated. In contrast, child
molesters may feel that children are their peers or equals and may feel that they
can relate to children more easily than to adults. . . . consider not only attitudes and
values, but also leisure and work activities suggestive of a child-oriented lifestyle.”
Behavioral indicators may include the following:

• O1s and O2s. O1s include a history of engaging in employment, social, and
leisure activities in child-oriented settings; dressing or acting in ways that are
appealing to children; lacking adult peer relationships. O2s include developing
and maintaining hobbies and employment in adult-themed or adult-appropriate
settings (e.g., darts, billiards, bridge clubs).

• CRB1s and CRB2s. CRB1s include engaging in verbal behavior supporting chil-
dren as peers; dressing, acting in ways that are appealing to children; engaging in
child-oriented activities and hobbies; engaging in child-focused conversations or
themes; exhibiting distress when discussing adult-themed responsibilities or val-
ues; displaying inappropriate interest in conversations involving group members’
or therapist’s children or childhood. CRB2s include showing interest in adult-
themed responsibilities and discussions; demonstrating distress tolerance when
discussing mature content.

Hostility towards women. The basic construct is: “Both rapists and child
molesters may have deficits in their capacity to form warm, constructive relation-
ships with women. These deficits can be expressed as sexist attitudes, hostility
toward women, or an inability to consider women as people worthy of trust and
respect. Offenders with deficits in this category may have sexual or personal
relationships with women, but these relationships are adversarial and conflicted.”
Behavioral indicators may include:

• O1s and O2s. O1s include a history of engaging in violence toward women;
using dominance as part of sexual pleasure; engaging in sexual harassment;
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displaying evidence of gender discrimination; failing to form and maintain non-
sexualized relationships with female peers. O2s include developing appropriate
and functional relationships with female peers, supervisors, group members, and
therapists; identifying the controlling variables related to these improvements.

• CRB1s and CRB2s. CRB1s include using verbal behavior that supports hostility
toward women; exhibiting adversarial sexual beliefs; endorsing sexual domi-
nance of men over women; displaying overt hostility directed at female peers,
therapist, and staff; sexualizing or objectifying women; exhibiting rigid attitudes
about female sexuality, sexual behaviors, and the “proper” way for a woman to
behave with regard to her sexuality. CRB2s include forming and maintaining
appropriate and healthy interactions with female peers and therapists; engaging
in appropriate discussions of male and female sexuality.

General social rejection/loneliness. The basic construct is: “The general capacity
to make friends and feel close to others (secure adult attachment). Clients defi-
cient on this dimension would feel lonely and socially rejected. Offenders without
deficits would feel emotionally close to friends and family.” Behavioral indicators
may include the following:

• O1s and O2s. O1s include a history of isolating from social interaction and
relationships; endorsing symptoms of phobias associated with social behavior;
engaging in leisure activities that do not require social contact (e.g., television,
reading, video games, collecting); lacking adult peers; withdrawing, distanc-
ing, alienating from family members. O2s include demonstrating affiliative and
socially enhancing efforts in social settings.

• CRB1s and CRB2s. CRB1s include failing to engage in interpersonal interac-
tions with other group members before, after, during group; exhibiting limited
eye contact; speaking infrequently in group; exhibiting inappropriate verbal or
other behavior; directing conversation to topics that have little relevance or inter-
est to others; maintaining bad hygiene. CRB2s include demonstrating increased
attempts (and successes) at interpersonal interactions with peers and therapists.

Lack of concern for others. The basic construct is: “Offenders who have little
consideration for the feelings of others and act according to their own self-interest.
They may be indifferent to the suffering of [others they have hurt/harmed] or feign
shallow displays of regret. They may have little or no remorse. Interactions with
others would be characterized as unfeeling, ruthless, or indifferent. This callous-
ness is not just restricted to their reaction to their victims or adversaries, but would
be present in many social interactions. Although they may have some friends,
associates, and acquaintances, they would not be expected to have warm, caring,
relationships. . . . The offender has to show a lack of attachment/lack of feeling for
virtually all relationships.” Behavioral indicators may include the following:

• O1s and O2s. O1s include failing to form and maintain long-standing, warm,
caring relationships; forming social relationships that are superficial and possibly
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exploitative in nature. O2s include demonstrating altruistic efforts (or reasonable
approximations) such as volunteering without a contracted or social pay-off (e.g.,
community service, impression management).

• CRB1s and CRB2s. CRB1s include engaging in harmful or hurtful verbal
behavior directed at therapist, staff, or group members (e.g., teasing, mocking,
harassing); engaging in verbal or other behavior that supports discrimination or
prejudicial attitudes or behaviors; stealing, lying, exploiting others; lacking inter-
est in the successes of others. CRB2s include exhibiting treatment-consistent and
peer-supportive behavior in session; demonstrating interest in healthy relation-
ship boundaries with peers and therapist.

Impulsivity. The basic construct is: “Does the offender engage in impulsive
behavior that has a high likelihood of negative consequences? For this item, con-
sider the extent to which the offender is easily bored, seeks thrills and has little
regard for personal safety or the safety of others. This behavior must be exhib-
ited in several settings and not just represented by a history of sexual offending.”
Behavioral indicators may include the following:

• O1s and O2s: Possible O1s include a history of driving recklessly; abusing sub-
stances; partying; accepting bets and dares; quitting jobs with no other job in
sight; changing residences; engaging in unsafe work practices; starting fights
with men much bigger than himself. Possible O2s include demonstrating follow-
through on assumed responsibilities, acting in manner consistent with “a boring
life is a healthier life for me.”

• CRB1s and CRB2s: CRB1s include exhibiting sudden, unexpected move-
ment activity in session; using inappropriate or out-of-context verbal behavior;
abruptly leaving a session; attending a session under the influence of drugs or
alcohol; “stirring the pot” in session to keep things exciting or to deflect focus
from self; exhibiting treatment interfering behavior or deflecting tangential verbal
behavior; displaying revelry in other’s discussions of impulsive behavior. CRB2s
might include showing distress tolerance skills when bored, displaying an ability
to support peers when group focus is on others, maintaining group focus.

Poor problem solving skills. The basic construct is: “Offenders are at an increased
risk for recidivism if they have difficulty accurately identifying and solving prob-
lems. They may fail to accurately identify the problems they have, propose
unrealistic solutions (or none at all) . . . fail to recognize the consequences of their
actions.” Behavioral indicators may include the following:

• O1s and O2s: Examples of O1s include a history of leaving a job or resi-
dence without another job or residence to go to; failing to get psychotropic
medications refilled before running out. O2s include demonstrating short-term
and long-term planning and follow-through consistent with healthy values and
treatment-consistent expectations.
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• CRB1s and CRB2s: CRB1s include failing to state problems clearly and specifi-
cally; failing to generate possible solutions without evaluating or rejecting them;
demonstrating an inability to weigh the pros and cons of potential outcomes; dis-
playing difficulty selecting effective solutions. CRB2s include showing a clear
grasp of pros and cons to in-session and outside challenges, exhibiting an ability
to marshal effective resources to enhance likelihood of goal acquisition.

Negative emotionality (hostility). The basic construct is: “Negative emotion-
ality is a tendency towards feeling hostile, victimized, and resentful and feeling
vulnerable to emotional collapse when stressed. Although possibly linked to real
grievances, the offender’s emotional response is excessive. Rather than attempting
to cope constructively, the offender ruminates on the negative events and feelings
and may appear to be ‘getting into it.’ Efforts to provide helpful suggestions are
dismissed or belittled.” Behavioral indicators may include the following:

• O1s and O2s: O1s include a history of displaying emotional “collapse” when
distressed; engaging in aggressive acting out or other explosive expression of
emotions. O2s might be demonstrating healthy coping when facing emotional
stressors, making use of supports when appropriate.

• CRB1s and CRB2s: CRB1s include displaying verbal behavior that indicates
hostility, suspicion, grievance; aggressive behavior; using verbal behavior that
indicates rumination, rehearsing negative emotions; reporting attitudes such as
“the world owes me something” or is “out to get me”; exhibiting explosive
expression of emotions. CRB2s include demonstrating in vivo use of posi-
tive emotionality, using coping skills, and verbal enlistment of social supports
appropriately.

Sex drive/sex preoccupation. The basic construct is: “In contrast to romantic
attraction or infatuation, sexual pre-occupation focuses on recurrent sexual thoughts
and behavior that are not directed to a current romantic partner. The degree of casual
or impersonal sexual activity may interfere with other prosocial goals . . . or be
perceived as intrusive or excessive by the offender. However, high levels of sex-
ual preoccupation should be considered problematic even if the offender sees little
wrong with his behavior . . .” Behavioral indicators may include the following:

• O1s and O2s. O1s include masturbating excessively; regularly using prostitutes,
strip bars, massage parlors, phone-sex; engaging in sex-oriented internet use,
such as sexually explicit sites, chat rooms; collecting and/or trading pornogra-
phy (videos, magazines); having 30 or more lifetime sex partners; working at
an “adult” bookstore; a child molester buying toys to facilitate sexual contact
with children. O2s include discussing age-appropriate and healthy sexual outlets;
identifying and discussing controlling variables (functional analysis) regarding
precursors and consequences of healthy sexual behavior.

• CRB1s and CRB2s. CRB1s include displaying excessive sexual content in typical
conversations; exhibiting preoccupation with own or other’s sex crimes; verbally
reporting disturbing sexual thoughts; introducing sexual themes or discussions
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out of context. CRB2s include indicating healthy and respectful acknowledge-
ment of sexual urges and desires; acquiring and demonstrating effective proactive
and reactive interventions when aware of sexual preoccupation.

Sex as coping. The basic construct is: “When faced with life stress or negative
emotions, some sex offenders start thinking sexual thoughts or engage in sexual
behavior in efforts to manage their emotions. The sexual thoughts may be normal or
deviant.” Behavioral indicators may include the following:

• O1s and O2s. O1s include a history of seeking impersonal sex or masturbat-
ing when experiencing negative emotional states. O2s include developing and
practicing stress inoculation efforts (especially if involving FAP-consistent peer
supports).

• CRB1s and CRB2s. CRB1s include failing to employ adaptive coping responses
when distressed; increasing frequency of sexualized discussions when distressed.
CRB2s include demonstrating healthy coping skills when experiencing stressors
in the moment during groups or sessions.

Deviant sexual preference. The basic construct is: “These interests could include
sexual interest in [pre- or peri-pubescent] children, non-consenting adults [or
minors], voyeurism, exhibitionism, cross-dressing, and fetishism.” Behavioral indi-
cators may include the following:

• O1s and O2s: O1s include a pattern of engaging in sexual activity with pre-
pubescent children; using force during sex; demonstrating paraphilic interests
and/or activities. O2s include developing healthy sexual values and behaviors.

• CRB1s and CRB2s: CRB1s include exhibiting verbal behavior that indicates
sexual interest in pre-pubescent children; discussing use of force during sex;
engaging in paraphilic activity; denying any sexual urges and interests; increas-
ing frequency of discussion of fetishes during times of distress. CRB2s include
discussing healthy sexual appetites and practices; engaging in open discussion
of sexual interests and ongoing functional analysis of sexual practices when
prompted by therapist.

Cooperation with supervision. The basic construct is: “Whether you feel that the
offender is working with you or working against you . . . In addition, the offender
may. . . not [be] taking the conditions of his supervision seriously . . .” From a clin-
ical perspective, the offender fails to comply with instructions, conform to group
norms, or make expected progress, despite clear and consistent information about
treatment expectations and attempts to adapt to his individual needs. Behavioral
indicators may include the following:

• O1s and O2s: O1s include a history of obtaining violations/infractions while on
supervision/parole or while incarcerated; a history of failing or dropping-out of
treatment. O2s include attending required meetings (e.g., with parole officer).
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• CRB1s and CRB2s: CRB1s include often arriving late; failing to attend
scheduled appointments; frequent requests to reschedule; breaking treatment
rules/conditions; testing known risk factors or not avoiding high-risk situations;
being silent or failing to disclose in group and/or individual sessions; verbal-
izing negative attitudes about treatment, therapists, and group members; trying
to “play the system” (e.g., superficially participating, but exhibiting no genuine
effort); trying to be “buddy-buddy” with staff; asking for special favors; lies or
deceives therapist and staff or other group members; manipulating staff [e.g.,
“staff splitting”]. CRB2s include cooperating with peers and therapists, adhering
to group norms, boundaries, rules, and expectations.

Clinically Relevant Behavior and Acute Risk to Re-offend

Acute dynamic risk factors are those aspects of the client’s personality and/or
lifestyle that are potentially more labile, and may be present within days, hours, or
even minutes preceding a sexual offense. When present during a treatment session,
these behaviors are clinically relevant not only for long-term progress monitor-
ing, but also as potential indicators of a more imminent risk to re-offend sexually,
violently, or both violently and sexually.

Victim access. The basic construct is: This item assesses “opportunities for con-
tact, grooming, interaction with potential victims, and whether the offender appears
to be changing or arranging his or her life so that they “naturally” contact members
of their preferred victim group.”

• O1s and O2s: O1s include engaging in activities or hobbies that increase oppor-
tunities for him to be around children or women, beyond what would be expected
in the course of his normal daily life or routine; arranging or failing to avoid
repeated opportunities to meet and engage with targets of preference; appearance
or evidence of intentional access to victims; grooming or stalking behavior. O2s
include engaging in healthy activities that do not increase his risk to re-offend in
the short-term.

• CRB1s and CRB2s: CRB1s include exhibiting verbal behavior that supports
activities or hobbies that increase opportunities to be around children or women;
dressing, speaking, or acting in ways that would make him more attractive or
interesting to children or women; displaying evidence he is hiding or lying about
access to victims; increasing frequency or intensity of discussions related to this
risk factor. CRB2s include demonstrating appropriate adult-focused activities or
environments when in their daily activities (including group therapy).

Hostility. “This construct has two factors: (a) irrational and reckless defiance and
(b) general hostility towards women. The overall level of characterological hostility
is important to consider – some people are more hostile than others. You are looking
for that which goes beyond their baseline level.”
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• O1s and O2s: O1s include declining or ridiculing suggestions just because they
were made by a certain person in his life (e.g., partner, employer, parole offi-
cer); acting against his own best interests just to express this defiance; getting
into verbal or physical altercations; engaging in verbal altercations and hostility
differentially directed toward women. O2s include showing warmth and empathy
toward self, peers, and others with whom he interacts.

• CRB1s and CRB2s: CRB1s include declining or ridiculing suggestions just
because they were made by therapist or staff or particular group members; act-
ing against his own best interests just to express this defiance; being unable
to see things from another person’s perspective (especially a woman’s); engag-
ing in veiled or direct threats; displaying angry rumination; exhibiting paranoia;
planning retribution or revenge. CRB2s include being able to act in accordance
with values while acknowledging competing interests (e.g., being effective when
wanting to be right); effectively managing emotions with men and women; appro-
priately disclosing struggles in session and soliciting feedback from peers and
therapist.

Sexual preoccupations. The basic construct is: “The extent to which the indi-
vidual is focused on sexual matters and sees them as a central part of their life –
possibly tying them into everyday coping mechanisms.”

• O1s and O2s: O1s include using sexual thoughts or behavior to handle distress;
increasing behaviors related to sex (e.g., frequenting adult bookstores, strip clubs,
peep shows, internet porn); masturbating once a day or more. O2s include using
healthy adult sexuality appropriately; using treatment-consistent interventions
when facing stressors.

• CRB1s and CRB2s: CRB1s might include increasing sexual thoughts or behav-
iors; exhibiting verbal behavior that suggests sex is assuming increased impor-
tance or relevance in day-to-day functioning; verbally perseverating on sexual
themes; reporting increased sexual urges and acting out; focusing on “sexual
tension”; reporting an increase in self-costs for sexual behavior (e.g., harm,
expense, missed opportunities, or activities). CRB2s include using appropri-
ate non-sexual coping in group; acknowledging, processing, and engaging in
appropriate functional analysis in-group or in-session.

Rejection of supervision. “The basic concept is whether you feel the offender is
working with you or working against you.”

• O1s and O2s: O1s include engaging in the behaviors below with other supervi-
sors or authority figures (e.g., parole officer, employer, and parents). O2s include
demonstrating cooperation with all aspects of healthy living continuum (e.g.,
spouse, church, and employer).

• CRB1s and CRB2s: CRB1s might include appearing silent, withdrawn; display-
ing reluctance to disclose information; missing appointments, appearing actively
hostile to therapist and staff or group members; testing limits of supervision
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or treatment conditions or breaching them, asking therapist and staff to bend
or break the rules of treatment or supervision, being found to be in possession
of dangerous items (e.g., weapons, contraband). CRB2s include enlisting and
effectively using supervision from peers and therapist.

Emotional collapse. The basic construct is: “In contrast to normal negative affect,
(having a bad day) offenders during emotional collapse are unable to maintain nor-
mal routines and may feel out of control of their thoughts and overwhelmed by their
emotions.”

• O1s and O2s: O1s include exhibiting significant changes in routine in an effort to
cope (e.g., watching more TV than usual), engaging in maladaptive behaviors in
an effort to “self-soothe,” (e.g., substance use, self-harm, gambling, aggressive
verbal or physical behavior), behavioral efforts to “restore power” in a rela-
tionship; acting impulsively (e.g., driving recklessly, quitting a job, leaving a
relationship). O2s include using treatment-consistent coping skills when faced
with stressors.

• CRB1s and CRB2s: CRB1s include exhibiting evidence of negative mood state
beyond that which is reasonable given life circumstances; displaying flattened
affect, poor eye contact, bad hygiene, psychomotor agitation or retardation, or
other symptoms of mood disturbance; engaging in aggressive or assaultive verbal
behavior directed at therapist, staff, or group members; verbally perseverating or
ruminating; making statements that offense behavior would improve their emo-
tional state or that they would be “better off” in jail; exhibiting evidence of
paranoia. CRB2s include making self-reports of hopefulness, displaying positive
emotions, engaging in behavior and actions consistent with an enriched emotional
environment.

Collapse of social supports. The basic construct is: “Offenders are often partially
prevented from reoffending by having a network, however loose, of persons in their
life that reduce risk”. This can either be psychological, such as “he wouldn’t want to
face his family if he did it again,” or environmental, such as when a neighbor goes
shopping with him on Saturdays so that he is not tempted.

• O1s and O2s: O1s include having an actual or perceived loss of relationship
with someone who has been a positive influence on his life; being thrown out of
positive social organizations; “blowing off” friends or engagements; increasing
contact with someone who is a negative influence in his life. O2s include demon-
strating appropriate enlistment of social supports when faced with emotionally
taxing stressors.

• CRB1s and CRB2s: CRB1s include focusing on positive feelings about a neg-
ative peer influence; using verbal behavior that suggests that a source of social
support may be collaborating with the offender to minimize or deny offence-
related behaviors. CRB2s might include making appropriate requests for support
from peers and therapists.
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Substance abuse. The basic construct is: “The use of prohibited or inhibition-
reducing substances. Urinalysis may be an additional source of evidence. This
section may also involve the use of prescription drugs (pain killers).”

• O1s and O2s: O1s include receiving a violation or infraction for substance use;
having a positive urinalysis. O2s could include making effective use of sobriety-
supportive buttresses (e.g., AA, NA, and sponsor).

• CRB1s and CRB2s: CRB1s include presenting for session under the influence
of drugs or alcohol; engaging in new prescription drug use suggesting abuse;
requesting referral to prescriber. CRB2s include using breathalyzer as a reg-
ular pre-treatment assessment; appropriately including peers and therapist in
commitment to sobriety.

What Does This Look Like in Practice?

Using FAP as an approach to treat sexual offense behavior is essentially similar to
using FAP to treat any other behavioral problem. As with any behaviorally based
approach, therapy begins with case conceptualization. Using FAP as an approach to
treat sexual offense behavior has the added advantage of having research-identified
risk factors to assist in the assessment and conceptualization of clinically rele-
vant behaviors and functional classes. In practice, we look to see what the person
gained by engaging in the harmful sexual practice (e.g., intimacy needs were met,
aversive emotional state was avoided). Then the therapist notes which of these func-
tional classes are consistent with identified risk factors, as well as for CRB1s and
CRB2s related to the functional classes and class exemplars. Subsequently, the ther-
apist observes the clients’ behaviors and watches for CRBs, evokes CRBs, and
contingently shapes CRBs in the context of a caring and supportive therapeutic
relationship. Here are some examples of FAP questions that might occur in session

• How is the relationship with me similar or dissimilar to relationships you have
with other people?

• What do you do well with me that you struggle to do well with others? What are
some areas in which you struggle with me?

• Are there things you’re afraid of telling me in session? What are you doing with
those fears and worries?

• What is intimacy like with us? What are you doing to promote or quash it? What
could I do?

• What would the conflicts you were having with your spouse right before you
offended look like with us, if we were having similar conflicts?

• Are there times in session when you want to get up and leave? What are those
times, what were we talking about when that happened? Can we talk about that
again now?
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• What do you do to handle yourself when you find yourself being aroused or
having sexual thoughts in session? Is that helping in the short term or long term
or both?

FAP with Women and Youth Convicted of Sexual Offenses

The dynamic risk-based approach presented above is derived from research that
primarily has been conducted on adult male sexual offenders. Clinicians working
with female offenders, however, could use an approach based on similar treat-
ment principles, that is, collaboratively developing an ideographic treatment plan
based on the client’s specific dynamic risk-needs (c.f. Hart et al., 2003). Likewise,
Newring, Parker, and Newring (Chapter 11, this volume) describe the use of FAP
with adolescents. For those practitioners working with adolescent sexual offenders,
several assessment instruments are available to help identify dynamic risk factors
and treatment targets, including the Juvenile Sex Offender Assessment Protocol-
II (J-SOAP-II; Prentky & Righthand, 2003), The Estimate of Risk of Adolescent
Sexual Offense Recidivism (ERASOR; Worling, 2004), and the Youth Level of
Service Inventory (Hoge, Andrews, & Leschied, 2002).

Therapist Features

The therapist behaviors associated with therapeutic change include being empathic,
directive, respectful, flexible, attentive, confident, supportive, trustworthy, emotion-
ally responsive, genuine, warm, rewarding, self-disclosing, encouraging participa-
tion, using humor, and instilling positive expectations (Marshall et al., 2003). These
behaviors, consistent with FAP, facilitate change with general psychotherapy clients
and with persons convicted of sexual offenses. Likewise, the therapist behaviors that
reduce therapeutic change include being rejecting, nervous, dishonest, uninterested,
unresponsive, rigid, judgmental, cold, critical, authoritarian, defensive, sarcastic,
hostile and angry, manipulative, impatient, uncomfortable with silence, needing to
be liked, and having boundary problems (Marshall et al., 2003, as cited in Page
& Marshall, 2007). These behaviors interfere with effective FAP and effective sex
offense treatment.

In FAP, the therapist’s clinically relevant behaviors (Therapists 1s or T1s and
Therapist 2s or T2s) impact the treatment process. For a therapist treating sexual
offense behavior, there are likely to be a host of T1s and T2s. Depending upon the
client, therapist, and relationship history, the balance of disclosure and guardedness
might form a T1–T2 dyad. For another setting, a balance of directive and supportive
might be a T1–T2 dyad. Just as case conceptualization is important for working
with clients with sexual behavior problems, the therapist case conceptualization is
important as well, as it will help clinicians monitor the impact of their behavior on
clients (see Callaghan, 2006b).
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When deciding to conduct treatment with persons who have exhibited sexual
offense behaviors, it is important to ask yourself “why?” This therapy is often emo-
tionally challenging, and offers limited short-term evidence of therapeutic success
(particularly if the measure of “therapeutic success” is limited to whether or not
an offender recidivates). Some providers may be motivated by a desire to prevent
the offender from committing any future offenses. Accordingly, providers should
be willing and able to employ the empirically based treatment approaches that are
designed to facilitate therapeutic change (cited above). For some therapists, this may
pose a challenge, particularly if they equate being supportive in a therapeutic set-
ting with supporting or condoning the offense behavior. Of the many challenges
therapists can face is being able to conceptualize the client’s inappropriate sexual
behavior as the best he could do at that time, given his history and contingencies of
reinforcement.

When facing such a therapeutic challenge, it may be important for therapists to
ask themselves which is more important: to actually facilitate prosocial change in
an offender’s behavior using empirically based therapeutic techniques, or to feel as
though they have impacted the offender using other methods, such as communicat-
ing disapproval of sexual offense behavior, withholding support and understanding,
or leveling further punishment. We argue that these types of behaviors are evidence
of an important boundary violation, where the therapist is using the offender’s treat-
ment process to meet his or her own emotional needs (i.e., to express disapproval of
sexual offense behavior and thus distinguish oneself as distinctly different from the
client). More importantly, by approaching sex offense treatment from this perspec-
tive, therapists may be working in opposition to the more essential goal, which is
reducing that offender’s risk to re-offend. In other words, working effectively to treat
sexual offense behavior demands that therapists set aside their personal opinions
about what the offender has done in the past, so that they can facilitate therapeutic
changes in the offender’s behavior that will reduce his risk to re-offend in the future.
In the words of Page (2007), “Treatment with this population is not an opportunity
to work out your own issues” (p. 13).

Summary, Conclusions, and Recommendations

Much has changed in the 20 years since the first application of cognitive-behavioral
techniques, including Relapse Prevention (RP), to the treatment of sexual offense
behavior. RP quickly became a popular approach to sex offense treatment, and there
is some evidence to support its effectiveness with some offenders (e.g., Marques,
Weideranders, Day, Nelson, & van Ommeren, 2005; Nicholaichuk, Gordon, Gu, &
Wong, 2000; Hanson et al., 2002). Nonetheless, RP has been subject to criticism
for a number of reasons, including its utilization as a primary treatment strategy for
sex offenses, rather than as a treatment adjunct as originally designed. Furthermore,
increased emphasis has been placed on working collaboratively with persons con-
victed of sexual offenses to help address more positively oriented “approach goals,”
in addition to traditional avoidance-based treatment targets. Finally, there has been
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an explosion of research on sex offense risk assessment and risk-based treatment for
offenders that have provided new directions for the field of sex offense evaluation
and treatment.

FAP, at its core, is an intensely interpersonal psychotherapy in which the thera-
peutic relationship is both the context in which change occurs, and the meaningful
agent that motivates and supports changes. As many of the dynamic risk factors
for sexual offense recidivism are interpersonal in nature, FAP is ideally suited to
direct treatment approaches when working collaboratively with persons convicted
of sexual offending.

The challenges in working with clients convicted of sexual offenses are problems
insofar as they impact the clinician’s clinically relevant behavior. Can clinicians
allow themselves to form a caring and therapeutic relationship with a person con-
victed of a sexual offense? Can they allow such a client to matter to them? How
can they go about forging a meaningful relationship with the client? Can they
forgo topography and instead focus on clinically relevant functions as they promote
community safety?

There are no hard and fast rules to make your clients matter to you, and to allow
you to matter to your clients. Instead, there are the guiding values of community
safety, risk-based treatment principles, and the rules of FAP. Taken together, these
have, can, and will continue to promote safe communities through the establishment
and maintenance of healthy lives, free of sexual re-offending.
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Chapter 14
FAP for Interpersonal Process Groups

Renee Hoekstra and Mavis Tsai

Functional Analytic Psychotherapy (FAP) (Kohlenberg & Tsai, 1991), with its
behavioral focus on in vivo interactions and in-session equivalents of clients’ daily
life problems, offers a compelling conceptual framework from which to conduct
interpersonal group psychotherapy (Gaynor & Lawrence, 2002; Vandenberghe,
Ferro, & Furtado da Cruz, 2003). Although a wide variety of cognitive behavioral
and behavioral approaches have been applied to group psychotherapy for issues
such as skills training, coping deficits, and changes in thinking (Fisher, Masia-
Warner, & Klein, 2004; James, Thorn, & Williams, 1993; Rittner & Smyth, 2000;
Rhode, Jorgensen, Seeley, & Mace, 2004; Wilson, Bouffard, & Mackenzie, 2005),
behaviorally oriented groups are generally characterized by the use of behavior
modification techniques (Vinagrov, Co, & Yalom, 2003) and do not focus on inter-
personal process. Behavioral and cognitive behavioral therapies for process-oriented
groups that focus on interpersonal interactions as they occur in group do not appear
to be very common. Only a few authors have addressed applied behaviorism in the
context of interpersonal group psychotherapy (Rose, 1977; Upper & Flowers, 1994).
Hollander and Kazaoka (1998) suggest that while behavioral approaches generally
involve practical interventions, little or no attention has been paid to theoretical or
conceptual issues. FAP enables treatment providers who work within a behavioral
orientation to have a theoretical structure and format for interpersonally oriented
groups.

The premise of FAP is that instances of clients’ daily life problems will appear in
session, and the contingent reactions of the therapist and other group members will
naturally reinforce more adaptive behavior that can be generalized to clients’ daily
lives. This idea that group therapy can become a microcosm of clients’ outside world
has been a longstanding theme in psychodynamically oriented process groups:

A freely interactive group, with few structural restrictions will, in time develop into a social
microcosm of the participant members. Given enough time, group members will begin
to be themselves; they will interact with the group members as they interact with others
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in their social sphere, will create in the group the same interpersonal universe they have
always inhabited. In other words, clients will, over time, automatically and inevitable begin
to display their maladaptive interpersonal behavior in the therapy group. (Yalom, 2005,
pp. 31–32)

FAP differs from psychodynamic approaches, however, in (1) its focus on envi-
ronmental events as the ultimate causes of behavior rather than mental entities such
as drives and (2) its emphasis on the contextual meaning of behaviors – that the
same behavior (e.g., an angry outburst) may be pathological or adaptive depending
on the context in which it occurs. For a more detailed discussion of the differences
between FAP and psychodynamic perspectives, see Kohlenberg and Tsai (1991,
pp. 170–182).

The framework for FAP is based on five rules, or suggestions for therapist behav-
ior. These rules, originally designed for individual psychotherapy, are effective in
promoting cohesion, which is considered to be the key therapeutic factor in group
psychotherapy. Burlingame, Fuhriman, and Johnson (2001) identified six empir-
ically supported principles that maintain cohesion: pre-group preparation, early
group structure, leader interaction, feedback, leader modeling, and member emo-
tional expression. FAP’s rules, consonant with these six principles, articulate more
clearly the fundamental mechanisms of client change. Each rule and examples of its
application to clients in group therapy is discussed in turn below.

Rule 1: Watch for Clinically Relevant Behaviors (CRBs)

Clients engage in three classes of clinically relevant behaviors (CRBs).
CRB1s are behavioral instances of the presenting problem occurring in ses-

sion, CRB2s are in-session improvements and may be successive approximations
of desired adaptive responses, and CRB3s are clients’ observations and descrip-
tions of their own behavior and what seems to cause it. CRB1s typically interfere
with clients’ abilities to make meaningful connections and to participate in inti-
mate relationships. Intimacy promoting behaviors include being able to identify and
express one’s needs, give and receive feedback about interpersonal impact, deal with
conflict, disclose feelings of closeness toward others, and express one’s emotional
experience (Callaghan, 2006).

For example, a client named Sally reports that her daily life problems include
feeling lonely, having difficulty making friends, and being truly heard. In group,
she talks in great detail about what she has done throughout the day. For Sally, her
CRB1s can be identified as talking without pausing and not disclosing meaningful
information. It would be difficult for other group members to engage in dialogue
with her, and the result could be resentment by other members who believe she
is unnecessarily taking up time. Sally’s CRB2s or in-session improvements would
include pausing to see if others are receiving what she is saying, giving others
an opportunity to give feedback, and talking about topics that feel more vulnera-
ble to her, such as her feelings of loneliness. CRB3s, the describing of functional
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connections, can help in obtaining reinforcement in daily life. An example of a
CRB3 is Sally saying, “I think I may talk too much because I’m frightened no one
really wants to hear what I have to say, so I don’t say anything important.”

The group setting offers far more opportunities than individual therapy for the
occurrence of CRB1s and the natural reinforcement of CRB2s. A therapy group
contains many potential built-in tensions: differences in social class, educational
levels, income, and values; struggles for dominance and power; authority issues;
distortions of others’ verbalizations and actions; guardedness and distrust; envy;
sexual attraction; judgment of others and fear of judgment from others; rivalry for
therapist’s attention and positive regard; fear of intimacy and vulnerability (punish-
ment by group); fear of losing individuality; fear and wish to be known; desire for
approval; and fear of rejection. Thus, group therapists, unlike individual therapists,
can witness CRB1s evoked by a variety of individuals and can make use of the
multitude of natural interpersonal reinforcers inherent in a group setting.

Rule 1 is the most important aspect of treatment. Attending to the many different
ways that CRB1s and CRB2s can occur will enable a therapist to identify what to
block, what to evoke, and what to reinforce naturally. This highlights the functional
role of a therapist’s response in reinforcing or extinguishing client behavior. The
primary consequence of client behavior is the therapist’s and other group members’
reactions.

Getting Started: Rule 1 in Beginning Group Process

While the idea of screening and selecting clients for an ideally composed group
is appealing, many contemporary therapists in public clinic and private practice
settings have difficulty accumulating enough clients to form and maintain groups.
Thus, they generally form groups by accepting the first seven or eight suitable group
therapy participants (e.g., ruling out psychotic, dissociative, violent, and suicidal
clients) using only the most basic principles of group composition, such as having
an equal number of men and women, a range of age, professions, and interactional
styles (such as active or passive) (Yalom, 2005).

Knowing what a client would like from joining group is a first step in identifying
in vivo problematic behaviors. We ask potential group members these questions to
assess their possible CRB1s:

1. What happens in group settings that prevent you from feeling connected to
others? Please be as specific and clear as you can.

2. How do these behaviors serve to protect you, keep you sane, or keep you safe?
3. How might we observe these behaviors occurring in group?
4. Is there anything the group can do to help you observe when these behaviors

occur in group? Please explain.
5. Are there things you do that keep you from making connections with other

people that we would not be able to observe? Please elaborate.
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6. Please describe anything you would like from other people in group that will
help you to work on your concerns.

7. Please identify what you would like from the group leader that will help you to
work on your concerns.

8. How will group members or the group leader know when what we ask is too
much for you?

9. If you were upset with another group member, what would you do?
10. If you were thinking about leaving group, what would you do to let us know?
11. What is it that you would ideally like to gain from joining a group?

Ultimately, if each client’s relevant history, presenting problems, daily life goals,
in-session problems (CRB1s), and in-session improvements (CRB2s) are known to
all group members, helping one another attain therapeutic goals becomes a clear
joint undertaking.

Examples of Possible CRB1s

FAP views behavior based on its form and function. A behavior that has the same
form (e.g., being warm and charming) may be a CRB1 or a CRB2 depending on its
function (allows person to stay safe by focusing on others or invites others to become
closer). With the caveat in mind that all behavior must be viewed contextually, below
are examples of behaviors that tend to interfere with interpersonal effectiveness or
intimacy:

1. Speaking in a way that is confusing or difficult for others to track: speaking in
tangents; frequent shifts in topics; rambling, pressured or rapid speech; exces-
sively loud talking; excessively quiet talking; inconsistent requests (asking and
then withdrawing, changing one’s mind, changing the subject).

2. Nonverbal issues: Excessive sighing, eye rolling, fidgeting, looking at the clock
excessively, fixed facial expression or glare, unreadable or blank facial expres-
sion, closed posture (tightly crossed arms and legs), coming early or late,
slouching, always sitting next to the leader.

3. Inability to give or receive positive feedback or validation.
4. Difficulty in reading other group members’ emotions or attitudes, inability to

hypothesize about the function of others’ behaviors, lack of sensitivity to the
affective tone of group (e.g., anger).

5. Insensitivity to group interaction: re-directing conversation toward oneself
repeatedly, taking up all the group time with one’s own difficulties without
attending to the needs of others, difficulty recognizing one’s impact on other
group members.

6. Ineffective expression of affect: lack of affect; affect so intense it interferes with
group communication; affect is expressed in a mixed/conflicting manner.
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7. Rushed intimacy: insincere attempts to connect; over-disclosing by sharing
intimate material too soon.

8. Assuming the group will make unanimous decisions prior to assessing the
interests, wants, or desires of other group members.

9. Conflict avoidance: failure to identify one’s own differences in regards to the
group; inability to identify and describe disagreement or differences of opin-
ion; inability to identify and describe conflict in regards to self and group;
overly agreeable, acquiescent, or conciliatory; not acknowledging one’s reac-
tion to group conflict; inability to identify and describe emotional experiences
and responses to group members’ behavior.

10. Aggressive or attacking behavior: overly critical of group members’ behavior,
speaking in condescending tone, failure to observe the limits of others.

11. Avoiding contact: not talking, not sharing salient or meaningful material, with-
drawing, tuning out or “going away in one’s mind,” not attending to what others
are saying, making light of painful situations by joking, changing the subject
when someone is discussing painful material, focusing on material that has no
therapeutic benefit, keeping topics superficial and entertaining, storytelling.

12. Self-defeating/self-deprecatory behavior: self-derogatory comments, apologiz-
ing excessively, not accepting compliments, excessive expressions of hopeless-
ness, persistent refusal to consider suggestions offered by group members.

13. Sub-grouping: whispering, casting “knowing” looks to another group member,
banding or sharing with select group members but not the rest of the group,
joining with group members outside of group, and failing to discuss these
occurrences in group.

14. Thwarting/attacking group leader: excessive complaints about group leader-
ship, consistently interrupting leader, taking over group leadership, and acting
as if leading the group.

It is also important to attend not only to what is said, but what is omitted: the male
member who offers feedback to female members but not to other men, the group that
never confronts or questions the therapist, the topics that are never broached (e.g.,
sex, money, death), the member who never offers support or the one who never asks
for it, or the member who does not ask questions of others. All these omissions
may indicate CRB1s. A clear formulation of group members’ CRBs will provide a
structure for effective group interventions.

Rule 2: Evoke CRBs

The ideal therapeutic situation evokes CRB1s (so that clients can contact the con-
trolling variables of their problematic behaviors) and provides for the development
of CRB2s. The group setting, as previously stated, is a social microcosm that offers
many therapeutic opportunities for clients: “The group . . . provides opportunities to
evoke associations to current life relationships or to family of origin experiences”
(Rutan & Stone, 2001, p. 72). When clients first come to therapy, however, they are
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not likely to have a comprehensive way of articulating their problems or observing
occurrences of these problems in vivo. Data suggest that therapist and client dis-
agreement over goals may play a role in therapeutic impasses (Hill, Nutt-Williams,
Heaton, Rhodes, & Thompson, 1996), thus communicating fully with clients about
therapeutic rationale and goals can serve to strengthen the therapeutic alliance with
the group leader and prevent future misunderstandings. In addition, providing clients
with group goals will make it more likely that everyone recognize their own and oth-
ers’ CRB1s and help one another develop intimacy facilitating repertoires that will
generalize to daily life relationships.

Evoking CRBs involves both structuring the group environment to be evocative
and focusing on relationships within the group.

Structuring the Group Environment to Be Evocative: Educating
Clients About the FAP Rationale and Goals

In order for FAP to be most effective, it is important that clients understand its
premise – that the therapist will be looking for ways that clients’ outside life prob-
lems show up within the group setting because such an in vivo focus facilitates the
most powerful change. This is a sample of an informed consent form we give to
clients that describes the FAP rationale and goals:

What You May Expect in Functional Analytic Psychotherapy (FAP) Group
Clients come into group therapy with complex life stories of joy and anguish,

dreams and hopes, passions and vulnerabilities, unique gifts and abilities. Your
group therapy will be conducted in an atmosphere of caring, respect and commit-
ment in which new ways of approaching life are learned. Embarking on a journey of
exploration and growth with others is a privilege, and it is important to treat what
others share with reverence and care. Validation of group members’ feelings and
experiences will create a safe environment in which to heal and to grow.

The type of therapy you are entering is called Functional Analytic Psychotherapy
(FAP), a therapy that focuses on interpersonal effectiveness and intimacy. You
will have the opportunity to explore how you are in relationships, to experiment
with different ways of relating, and to learn how to express yourself more fully
and to connect with others more deeply. You will be challenged to be more open,
vulnerable, aware and present. Specifically, we’ll be focusing on five classes of
interpersonal skills: identifying and expressing needs, giving and receiving feedback
about interpersonal impact, dealing with conflict, disclosing feelings of closeness
towards others, and disclosing emotional experience and expression. These skills
will increase the group’s ability to work together so everyone can generate and
benefit from compassion and closeness.

A primary principle in FAP is that your relationships within the group are a
microcosm of your daily life relationships, and it is especially important for you
to focus on issues (positive or negative) or difficulties that come up in group that
also come up with other people in your life. You will identify your own problem-
atic behaviors that interfere with closeness, learn to understand their protective
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functions, practice more intimacy-promoting behaviors, and rely on the other group
members to provide helpful feedback. So we will be exploring how you interact in
group in a way that is similar to how you interact with other people, what problems
come up in group that also come up with other people, and what positive behaviors
you can develop in group that you can translate into your relationships with others.

Therapy has a greater impact when you talk about your experience in the present
moment rather than reporting about things felt during the week. For example, shar-
ing what you are thinking, feeling, or needing, or your experience of another group
member, is encouraged even if it feels scary or risky. When we look at something
that is happening in the moment, we can get immediate feedback from other group
members, we can experience and understand it more fully, and therapeutic change
is faster and stronger. There is an optimal level of risk-taking in any situation, how-
ever, and it’s important that you monitor how much outside your comfort zone to be
is best for you at any given time.

Overall, FAP group will focus on bringing forth your best self. The most fulfilled
people are in touch with themselves, are able to speak and act compassionately on
their truths and gifts, and are able to fully give and receive love. When one feels the
power in expressing one’s thoughts, feelings, and desires in an authentic, caring and
assertive way, one is more connected to others and has a greater sense of mastery
in life. This group will be an ideal place for you to practice sharing your inner voice
in an environment that is able to receive and respond.

I accept the above statement, and have been given a copy for myself. I have had
the opportunity to ask questions and to voice my reactions. I am committed to doing
my best in this group therapy.

Focus on Relationships Within the Group

It is important to guide group members away from talking about daily life issues
and focus instead on their relationships with one another, because the more spon-
taneously they interact with one another, the more rapidly and authentically their
social microcosm will develop that will evoke their CRB1s.

Begin by focusing on positive interactions – “Who do you feel the most warmly
towards here?” “Who is easiest person in the group for you to trust?” “Who is the
most similar to you – what do you most like or admire about him/her?”

As trust builds within the group, the therapist can pull for more difficult disclo-
sures: “I wonder if we can share some thoughts that we’ve been having but are a
little reluctant to share with the group,” or “I’m wondering if you’re sizing each
other up, arriving at impressions about the group, wondering how you’ll fit in. Can
we spend some time discussing what each of us has come up with so far?” or “Is
there anything that disappointed you about our meeting today?”

Table 14.1 provides examples of reasons clients give for wanting treatment, how
their CRB1s may show up in group (Rule 1), and what the therapist might say to
evoke CRB (Rule 2) – to help the client get in touch with how his/her in-session
behavior may be a reflection of daily life problems, to provide an opportunity for the
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development of CRB2s, and to increase the group members’ capacity to help each
other with CRBs. In each of these instances, the therapist can deepen interaction by
encouraging further responses from other group members: “How do you feel about
his fear that you would ridicule him? Can you imagine doing that?” or “What can
she say or do right now that would help you feel more connected?”

Rule 3: Reinforce CRB2s

If a therapist responds immediately to client improvements, however small, the like-
lihood is increased that the new behavior will be strengthened. A group leader who
responds positively to a client in a warm and genuine manner when the client tries
different behaviors may naturally increase the likelihood that the new behaviors will
continue to occur. This type of response, however, needs to be reinforcing for the
client. Something becomes a reinforcer only in the context of the process and cannot
be identified independent of it. Therapist statements that are intended to reinforce
client behavior must actually be reinforcing to the client; thus a group leader’s use
of Rule 3 must be flexible and contingent on client improvement. From a behav-
ioral perspective, group behavior is always reinforcing if a client returns to group.
Clients who are deprived of meaningful social contact naturally will be reinforced
by a group that expresses a genuine interest in the client.

Group leadership demands flexibility, genuineness, and the ability to shift with
the group process. A therapist can make a hypothesis about what is reinforcing
based on the identification of CRBs, and can employ an array of natural responses
that could be reinforcing to the client. Here are some examples of what a therapist
might say to the clients: “I like it when you pause and let the rest of the group catch
up. It feels nice to be able to respond to what you’re talking about.” “I feel like now
we are getting to know the real you, the one behind the words, and you have a lot
of depth.” “Your self-disclosure took the group a lot deeper, and brought forth a lot
of positive and caring responses from other group members.” In the third example,
the therapist is increasing the client’s contact with controlling contingencies (the
interest and caring of other group members).

A leader fosters relationships among group members and between them and him-
self/herself in order to promote the natural reinforcement of CRB2s. Essential to the
process of reinforcement is the concept of shaping successive approximations to a
target behavior. If we are hooked by the interpersonal behavior of a group member,
therapeutic value follows if we do not engage in the typical behavior the client elic-
its from others, which only reinforces the usual cycles. For example, if a client talks
at length about tangential issues, a typical response would be to ignore this client
and not get to know him or her better. In FAP group, the responsibility of the ther-
apist would be to help this client: (1) recognize the CRB1 when it’s occurring, (2)
understand the function of the CRB1 (e.g., protecting the client from making con-
nections with others and the eventual disappointment and hurt that has occurred in
past relationships), (3) make successive approximations to more adaptive behav-
ior (talking more briefly; talking about feelings first about outside issues; then
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about feelings toward others in the group), and (4) be naturally reinforced for these
improvements or CRB2s by the therapist as well as by other group members. If the
therapist makes his or her response contingent upon client improvement, the thera-
pist will have a powerful tool to facilitate and positively influence the outcome of
treatment.

Rule 4: Observe the Potentially Reinforcing Effects of Therapist
(and Group) Behavior in Relation to Client CRBs

As stated in Rule 3, a therapist thinking his or her response is reinforcing may not
make it so. The way to tell if a client truly is being reinforced is if the target behavior
in question increases in strength over time. The therapist must be aware of how his
or her interventions impact the client, both immediately and in the long term.

Rule 4 encourages the therapist not only to be aware of the impact of his or her
interventions, but to attend to private experiences that can be a useful resource in
identifying CRBs. This can enable the therapist to observe functional connections
between the therapist’s private experience (e.g., frustration), the client’s present-
ing concern (e.g., loneliness), and the client’s CRB1 (e.g., not saying anything
meaningful in group).

In addition, if a therapist is aware of his or her own in vivo problems (T1s) that
may negatively influence treatment, he or she needs to work on T2s (therapist target
behaviors) that will facilitate progress. For example, a therapist may come from a
background in which interrupting someone is disrespectful. For a client whose long-
windedness is a CRB1, however, the therapist’s unwillingness to interrupt could
interfere with his or her ability to intervene effectively. In a group setting, this can
be a unique challenge in the sense that the therapist cannot hide from a group: group
leader behaviors become the public domain of the group. A failure to identify and
work on T2s in a group setting can increase a leader’s vulnerability to engaging the
group in an anti-therapeutic manner, thus risking the loss of emotional valence and
group interest.

In the above scenario, the remaining group members will likely become bored,
frustrated, and agitated. These private experiences of other group members are nat-
urally occurring consequences of the client’s loquaciousness, and offer the group
leader an excellent opportunity to extrapolate Rule 4 to a group setting. The idea
here is to teach the group how to use each other by augmenting and enhancing the
private experience of group members when the person in question is rambling on in
a tangential manner. For instance, the group leader can ask the remaining members
questions such as: “What are you noticing or experiencing as X is talking? What
is it like to sit here in this group right now and listen to X talk about her laundry?
Who got lost a few paragraphs ago? Why isn’t anyone in this group asking questions
about X’s personal life? Is there anyone that wants to ask questions but feels as if
X can’t be interrupted?” Getting the group to talk about what is occurring in group
without ignoring or negating the talkative member can serve to increase authenticity
of group members and to reinforce the client for being more real to the group.
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Rule 5: Give Interpretations of Variables That Affect Client
Behavior

This rule involves describing observed behavior and its possible functions, and cor-
responds to CRB3s, the reasons clients give for their behavior. Understanding the
historical functions of client CRB1s can help both the client and the group work
with these behaviors in a non-punitive fashion. Clients who understand the func-
tions of their problematic behaviors are better positioned to take risks in the future
as a means to remedy the problem. Consider the example of the client who talks
incessantly. It would help for everyone to understand that she had many siblings
who talked over her, inhibited her from speaking, or ignored her. Because her current
group experience is similar to being around many siblings, she becomes anxious that
she will not get an opportunity to speak. Furthermore, by talking non-stop, she will
not have to observe that others are not listening. In this situation, the therapist can
first describe the observed behavior or CRB1: “I notice that you have been talking a
lot about the details of your day, such as your laundry and your dishes.” Second, the
therapist hypothesizes about the function of the client’s behavior: “Perhaps talking
about non-important things is one way to avoid talking about the things that matter.
When you don’t tell people how you really feel about what’s going on, you don’t
have to make yourself vulnerable. Then you don’t risk finding out if people really do
care about what you have to say. What do you think?” Third, the therapist encour-
ages new behavior (Rule 2): “I don’t hear anybody here in group treating you like
your siblings used to treat you. What if you talk about something that feels a little
risky for you to talk about?” Fourth, the therapist helps evoke naturally reinforcing
responses from other group members (Rule 3) in response to this client’s CRB2 of
talking about something more potent in a brief manner. Once the client is exposed
to new responses contingent on her behavior, such as having positive input from
others, change can occur.

In sum, reasons generated for behavior provide motivation for understanding,
identifying, and controlling the unknown, and result in a sense of mastery and free-
dom. Reason-giving is an essential aspect of the change process because it moves
people from a “passive, reactive posture to an active, acting, changing posture”
(Yalom, 1995, p. 171). If clients are able to articulate how their behavior functions
in their life they can find solutions and generalize progress in therapy to daily life.

Future Directions and Precautions

As current publications in support of FAP application to groups (Hoekstra, 2008;
Vandenberghe et al., 2003) are theoretical in nature, future directions for FAP
groups could include empirical data collection. The FAP Session Bridging Form
and the FAP Experience of Closeness in the Therapeutic Relationship (Tsai et al.,
2008) could easily be modified to collect information about groups between ses-
sions. Additionally, measures of cohesion, loneliness, social phobia, depression,



14 FAP for Interpersonal Process Groups 259

and intimacy could provide baseline data about symptoms and functioning. One
suggestion for collecting data on FAP groups includes soliciting clients who utilize
healthcare services for physical symptoms exacerbated by stress (e.g., headaches).
This would enable the researcher to identify additional health-related symptom
measures to include in the study.

Clinicians should also inform their clients of the potential risks associated with
groups. While the group leader can foster certain norms and have a strong influ-
ence in structuring the group, there are no guarantees about how the group will
unfold and what content may come up. Information is not guaranteed to be confi-
dential, and feedback may be painful to hear. Clients may discontinue treatment if
it is not beneficial for them, as long as there is exploration that this is not part of a
CRB1 pattern of avoidance. Seeking individual therapy or meeting with the group
leader individually may be an additional option if the group experience becomes too
intense.

Conclusion

Burlingame et al. (2001) identified that two out of six empirically supported
principles of group psychotherapy include pre-group preparation and early group
structure. Therefore, providing an informed consent, conducting a screening inter-
view, and accurately reiterating the client’s functional patterns prior to the group
process will be critical components of starting a group effectively. The FAP
approach to group psychotherapy enables therapists to (1) elicit statements about
CRB1s in the screening interview (“Yes, I talk a lot in groups, especially when I am
anxious”), (2) elicit client agreement to work on presenting concerns in group (“Yes,
I agree to attend to times during group in which I talk a lot”), (3) encourage client
disclosure of CRB1s to the group (“If I’m talking a lot in group, I am probably get-
ting anxious and need help”), and (4) remind clients of their commitment when the
CRB1 shows up in group (“You are talking a lot. This is what you agreed to work
on in group. How could we help you right now?”). As the group therapist allows
the group to develop, he/she can enhance and augment the private experiences and
reactions of group members, offer statements of functional relationships, and teach
the group as a whole to watch for the CRBs of its members. Thus, the FAP applica-
tion to group provides therapists not only a foundational structure for the group, but
a clear focus on both the group agenda and the goals of the clients throughout the
life of the group.
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