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SUMMARY

In this article we start with the effectiveness para-
dox between different psychotherapeutic modal-
ities, considering common factors, before moving
on to give a brief overview of the three main psy-
chotherapeutic approaches – psychoanalytic, cog-
nitive–behavioural and humanistic – and their
developments. We conclude that it is the thera-
peutic relationship – considered in the context of
the above – that is core to all therapeutic engage-
ment, medical or otherwise.
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According to Denman (2011), psychiatrists have
long forgotten about the ‘psyche’ in treatment of
their patients, and some perceive psychotherapy
as something practised by psychologists and
other practitioners rather than psychiatrists.
Psychiatrists are promoted as practitioners of psy-
chopharmacology and as managers of risk, rather
than as considering psychologically minded ways
of conceptualising their individual and systemic
relationships with their patients. Since Denman’s
claims, further attempts have been made to
address this in the training of psychiatrists in psy-
chotherapeutic psychiatry and in the promotion of
reflective practice across the life cycle of a career in
psychiatry (Johnston 2017).
To add to the challenge of providing this psycho-

therapeutic education, the past 50 years have seen a
burgeoning of distinct psychotherapeutic interven-
tions; estimates put the number at 450 and
growing (Clarkson 1998; Norcross 2011).

Psychotherapeutic evolution

The equivalence paradox: common factor
perspective

Psychotherapy has undergone an evolutionary
process, with different modalities developing as
offshoots from existing approaches: a psycho-
therapeutic phylogenetic tree (Fig. 1). These divergent
‘waves’ of development have occurred in response to
theorising, research evidence and attempts to under-
stand individual vulnerabilities, psychopathology
and psychiatric disorder (Luyten 2015)
Laska et al (2014: p. 4689) state that ‘Each

empirically supported treatment (EST) posits a
specific mechanism for change based on a given
scientific theory’. However, psychotherapy research
illustrates the ‘Dodo bird hypothesis’, i.e. the
equivalence of different therapies where no specific
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FIG 1 Generational family tree of the major psychotherapeutic modalities and their
connections. ACT, acceptance and commitment therapy; CBT, cognitive–behavioural
therapy; CFT, cognitive functional therapy; MBCT, mindfulness-based cognitive therapy.
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therapy is shown to have greater efficacy than any
other (Luborsky 1975).
Each empirically supported treatment has a

variety of common factors (Barlow 2004) and the
equivalence paradox suggests that these, integrated
with the treatment’s specific factors, aremediators of
therapeutic change. Common factor theory repre-
sents a growing area of psychotherapy research,
and Imel & Wampold (2008) in their review of
common factors in psychotherapy, suggest that
common factors account for 30–70% of the variance
in outcomes (Table 1).
Other research highlights that the most important

aspects of conducting all therapies are the
therapeutic alliance, the therapist’s skills and compe-
tencies and the patient’s motivation, which combined
synergistically constitute a working and efficacious
therapeutic endeavour (Norcross 2011) (Fig. 2).
We review here developments in the major modal-

ities. Some of these are in National Institute for
Health and Care Excellence (NICE) guidance, but
others are yet to reach the randomised controlled
trial (RCT) gold standard evidence necessary in
order to be included.b

Psychoanalysis and psychoanalytic/
psychodynamic psychotherapies

The development of psychoanalytic theory in brief

‘Psychoanalytic’ and ‘psychodynamic’ originate in
the method Sigmund Freud developed at the end of
the 19th century, and are often used interchange-
ably. Freud and Josef Breuer agreed that ‘the hys-
teric suffers mainly from reminiscences’ (Gay
2006), i.e. alterations of remembering, and that hys-
terical symptoms made sense with the discovery of
these memories’ hidden meanings. Symptoms were
the logical expression of a psychic trauma and this
trauma connected with memories and desires that
had been thwarted and repressed. Freud suggested
that ‘dynamic’ mental processes were at work to
render these ‘unconscious’ to the sufferer; hence
the word ‘psychodynamic’. The symptom is a com-
promise formation, containing both the original
wish and the defence against that wish, so the wish
is present in the symptom in a disguised and modi-
fied form. A cure, of a cathartic nature (abreaction),
depended on the remembrance and expression of the
trauma in a narrative form, within the context of a
therapeutic relationship; hence ‘the talking cure’.
This led to the discovery of transference to the treat-
ing physician. For various reasons Freud abandoned
hypnotic cathartic abreaction in favour of the tech-
nique of free association, in which the patient says
whatever comes to mind. This remains a fundamen-
tal technique to this day.

Freud’s original conceptualisation (1905) was a
‘drive’ theory, with psychopathology understood as
arising in response to the child’s ability to negotiate
phases of psychosexual development (oral, anal,
oedipal, latency, etc.), with ‘fixation’ at phases
where there had been a failure to do so. These fix-
ation points are then regressed to at times of environ-
mental and intrapsychic adversity.
With the development of Heinz Hartmann’s ego

psychology (1939) as well as Anna Freud’s develop-
mental lines (1965, 1974) and Erik Erikson’s
epigenetic principle (1950s), the focus of psychoana-
lytic understanding shifted onto the innate adaptive
capacities of the ego in response to external and
internal demands. The limitations of drive theory/
ego psychology conflict models in working with
psychotic and borderline mental states helped
impel the development of object relations theory
(Luyten 2015), representing a move from an intrap-
sychic understanding to one based on an interper-
sonal relational understanding of psychic
development, originating with work of Melanie
Klein, and developed by Wilfred Bion (1962).
Ronald Fairbairn (1952) went further, proposing
that drives are object-seeking, rather than pleas-
ure-seeking as proposed in drive theory. Object rela-
tions theory conceptualises the psyche as built up by
the internalisation, in the early years of life, of rela-
tionships – representations of the self and the
‘object’ – and an affect that links the two, i.e. self–
object–affect representations. Donald Winnicott

TABLE 1 Estimates of relative effects of factors contribut-
ing to psychotherapy outcomes

Factor Contribution

Patient-related and common factors 30–70%

Therapist-related factors 5–15%

Specific therapy factors 10–20%

Therapist characteristics: age, gender, attachment style,
training, competency

Therapist factors

Common factors (Frank 1991) Characteristics that are common to all therapy models, including:
affective arousal
therapeutic alliance/relationship
the expectation of help (component of the placebo effect)
a rationale/conceptual scheme that explains the given
symptoms and prescribes a ritual for resolving them
the active participation of both patient and therapist in
carrying out the style of the therapy

Factors that influence treatment effects

Patient characteristics: including personality traits, attachment
style, current life situation, motivation

Patient factors

Technique-specific factors Unique factors specific to a particular therapy model

FIG 2 Factors that influence the effect of psychotherapy.

b. Whether RCTs are appropriate for
psychotherapy effectiveness
research is a debate which is beyond
the scope of this article (Rawlins
2008).
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(1960) creatively integrated drive theory and object
relations theory, seeing our developing sense of self
as embedded in thematrix of themother–infant rela-
tionship. In the USA,Heinz Kohut (1971) developed
self psychology, with an emphasis on empathic care-
giving as necessary for healthy infant development,
conceptualising deficits in care as leading to disor-
ders of the self: depressive, narcissistic and border-
line personality disorders.
John Bowlby’s attachment theory may be seen as

a natural progression of object relations, bringing an
ethological research perspective; in order to survive
in times of distress, the infant is not object-seeking
but in search of close proximity to an identified care-
giver – a secure base. This experience of security
enables regulation of emotional distress (Stroufe
1996). Identified patterns are found between cat-
egories of infant attachment relationship and adult
attachment styles, and parental mental models of
attachment are the predicates of subsequent pat-
terns of attachment between mother and infant
(Fonagy 2001).
Psychoanalytic theories therefore share basic

assumptions of understanding psychopathology
that can be traced along its development. They
take a developmental perspective, emphasising the
influence of early developmental experience on
shaping the psyche; they focus on unconscious
motivation, intentionality, and the inner world and
psychological causality; they recognise the ubiquity
of the transference, i.e. all relationships are shaped
by past relationships, especially with caregivers;
they consider the whole person, not just one
aspect; they recognise complexity of interrelated

aspects of psychological functioning; and they take
a dimensional approach to psychopathology, with
a continuity between normal and disrupted person-
ality development (Luyten 2015).
The development of psychoanalytic theory and

approaches is outlined in Fig. 3.

Psychodynamic psychotherapy: treatment
principles

The general principle is of creating a safe consistent
setting – of which the therapist is a principal compo-
nent – in which the patient can begin to articulate
their problems, talking as freely as they are able.
This can be technically very challenging. Anxiety
needs to be addressed, or an absence of anxiety
noted, and resistance to exploration is to be under-
stood, especially in relation to the therapist: the
transference and – informed by the therapist’s
experience – the countertransference.
Problems in external relationships, shaped by

early developmental relationships, will be repeated
in the context of the therapeutic relationship. The
patient and the psychotherapist both play their
part in this repetition, and by recognising and
exploring these sometimes subtle manoeuvres, the
patient’s difficulties may be better understood and
gradually worked through: ‘What cannot be remem-
bered is destined to be repeated’ (Freud 1914).
Psychotherapists will dynamically gauge whether

the patient can use an expressive, exploratory
therapy or will need a more supportive approach: the
‘expressive–supportive continuum’. This will depend
on both individual patient variables (both internal
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FIG 3 The development of psychoanalytic theory and approaches.

Burbridge-James & Iwanowicz

56 BJPsych Advances (2018), vol. 24, 54–65 doi: 10.1192/bja.2017.24

https://doi.org/10.1192/bja.2017.24 Published online by Cambridge University Press

https://doi.org/10.1192/bja.2017.24


and external resources) and the setting, i.e. frequency/
intensity/community/in-patient, etc.
Blagys & Hilsenroth (2000) reviewed the com-

parative psychotherapy process literature to delin-
eate seven reliably distinguishing features of
psychodynamic interpersonal psychotherapy, and
in Table 2 we compare these with features of
classic psychoanalytic psychotherapy.

Group psychodynamic psychotherapy

In group psychodynamic psychotherapy, group
cohesion is often regarded as the equivalent to the
concept of therapeutic alliance in individual psycho-
therapy. Group cohesion generally refers to the emo-
tional bonds among members for each other and for
a shared commitment to the group and its primary
task. It is the group process variable that is generally
linked to positive therapeutic outcome (Burlingame
2011).
Group psychotherapeutic approaches are widely

used in the NHS, and we outline the main strands
in Fig. 4. Montgomery (2002) gives a good expos-
ition of the application of group approaches in
psychiatry, which is beyond the scope of this article.

New clinical approaches

The theoretical shift to an interpersonal-relational
understanding of development, informed by attach-
ment theory, neuroscience, genetics and social cog-
nition, has led to many new clinical approaches, as
illustrated in Fig. 5. However, the scope of this
article limits our focus to two main strands, which
place the therapeutic relationship in the ‘here and
now’ of the encounter as the central clinical focus;
these can be roughly categorised as those with a
transference focus and those associated with a men-
talisation-based approach.

Therapies with a transference focus

These include transference-focused psychotherapy
itself, and briefer approaches such as panic-
focused psychodynamic psychotherapy and brief
psychoanalytic psychotherapy.

Transference-focused psychotherapy was developed
by Otto Kernberg in the USA (for an overview see
Kernberg 2008). It is an operationalised evidence-
based psychoanalytic psychotherapy for patients
with borderline personality disorder. Its aim is to
reactivate in the psychotherapy the patient’s split-
off internalised object relations, positive and nega-
tive, as they come to life in the here and now of the
session and are interpreted in the transference.
A treatment contract is established to manage

potential acting out and create a therapeutic
setting to facilitate reactivation of split-off object

relations. It is a longer-term psychotherapy con-
ducted twice a week over a period of 2 years. In an
RCT, has been shown to be more efficacious than
treatment by experienced community psychothera-
pists (Doering 2010).

Panic-focused psychodynamic psychotherapy was
developed by a group led by Fredric N. Busch and
Barbara Milrod (Milrod 1997), again in the USA.
It conceptualises anxiety and panic disorder within
a psychoanalytic framework of understanding,
including a constellation of defences, insecure
attachments and fearful dependency. It is a manua-
lised approach, focusing on core conflicts relating to
recognition of anger, ambivalent feelings about
autonomy, and fears of loss or abandonment.
A focus on the transference, using clarification, con-
frontation and interpretation, allows elucidation of
this dynamic, and particular attention is paid to
the negative transference. Therapy is delivered in

TABLE 2 Distinguishing/unique features of psychodynamic interpersonal psychotherapy

Psychodynamic interpersonal psychotherapya Classic psychoanalytic psychotherapy

Focus on affect and expression of emotion Catharsis

Exploration of attempts to avoid distressing thoughts
and feelings

Resistance and defences

Identification of recurring themes and patterns of
behaviour, feelings, experiences and relationships

Repetition

Discussion of past experience and its influence on the
present

Developmental focus

Focus on interpersonal relations Conflict (intrapersonal)

Focus on the therapy relationship Transference and countertransference

Exploration of fantasy life: wishes, dreams and
fantasies

The unconscious

a. Features identified by Blagys & Hilsenroth (2000).

Psychodynamic group psychotherapy

Interpersonal group therapy Developed by Irvin Yalom
Influential in the USA
Varying duration: from time-limited to longer-term

Group analysis Developed by S. H. Foulkes
Predominant approach in the UK’s National Health
Service
Varying duration: from time-limited to slow open
dynamic group psychotherapy
90 min sessions weekly or twice weekly for 18–36
months

The Tavistock model Developed by Wilfred R. Bion
Experiential learning groups/organisational consultancy

FIG 4 The main strands/models of psychodynamic group psychotherapy.
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24 sessions over 12 weeks. It has proven effective-
ness in a small RCT (Milrod 2007).

Brief psychoanalytic therapy was developed by Peter
Hobson at the Tavistock Clinic, London (Hobson
2010). It is a manualised 16-session psychotherapy
that has at its focus the transference in the here and
now, and ‘in-transference interpretations’, framed in
a way to help patients re-integrate aspects of their
emotional life.

Therapies with a mentalisation focus

The second main strand of new therapies take a
mentalisation-based approach, and they include
Bateman & Fonagy’s mentalisation based treatment
(MBT) (Bateman 2004). These are the most widely
practised in their application to emergent and bor-
derline personality disorder.
The capacity to mentalise is defined as the ability

to understand the behaviours of the self and others
in terms of underlying mental states and intentions.
Mentalisation was first operationalised as ‘reflective
functioning’, described by Fonagy & Target (1997)
as ‘the mental function which organises the experi-
ence of one’s own and others’ behaviour in terms
of mental state constructs’. Reflective function is
formed in the presence of the caregiver/another –

‘to be known in another’s mind’ – and thus derives
from the caregiver’s own capacity for reflective func-
tioning. Good reflective functioning in the caregiver

is associated with good outcomes and secure attach-
ment. If early attachment is disrupted, perhaps as a
result of unresponsiveness, neglect and/or hostility
from caregivers, then when the attachment system
is activated in relationships, problematic patterns
of relating are repeated, characterised by anger,
then aggression, and a closing down of the mind in
relation to others (Fonagy 1991). This lack of
safety in turn triggers the attachment system so the
child (adult) becomes proximity-seeking but men-
tally distant. This pattern, triggered by separation
or potential loss, together with a fragile sense of
self perceived as being threatened, is critical to
understanding the presentation of patients with bor-
derline personality disorder and the difficulties they
can encounter in psychotherapy or when admitted to
hospital, both of which activate the attachment
system.
Mentalisation-based therapies therefore have at

their therapeutic focus the capacity for mentalisa-
tion. The initial task is ‘stabilising emotional expres-
sion’, and then the therapist’s interventions are
aimed at reinstating and maintaining mentalising
when it has been lost or may be lost. In addition to
generic psychotherapeutic approaches, the tech-
nique also stresses the attachment relationship
within therapy through focusing on the patient–ther-
apist relationship, which Bateman & Fonagy (2010)
describe as ‘mentalising the transference’ (Fig. 6).
They make this distinction to distinguish from the
use of transference interpretation, a cornerstone of
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FIG 5 Family tree of psychodynamic psychotherapies. MBT, mentalisation-based treatment.
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psychoanalytic technique described by Strachey
(1934), as this assumes a mentalising capacity that
patients may not have. The focus is on the here
and now of the therapeutic encounter rather than
making ‘genetic’ links to the past, although the
person is understood in the context of their develop-
mental history. Recovery of mentalisation helps
emotional regulation and builds up the capacity for
self-regulation.
A substantial evidence base underpins MBT,

demonstrating that it produces more improvement
in patients with borderline personality disorder
than structured clinical care and that improvement
is sustained over time (Bateman 2008, 2009).

Brief dynamic interpersonal therapy (DIT) was devel-
oped by Alessandra Lemma, Mary Target and
Peter Fonagy for the treatment of depression
and anxiety, and it is perhaps the most well-
known development of MBT (Lemma 2011).
DIT grew out of the development of a compe-
tency framework for a range of psychological
therapies, including psychodynamic psychother-
apy (Lemma 2008). It incorporates the core
shared psychodynamic principles listed in
Table 2, and is informed by Harry Stack
Sullivan’s interpersonal psychoanalysis, in which
depression and anxiety are manifestations of dif-
ficulties in interpersonal relationships. DIT has a
dual focus on interpersonal and affective pro-
blems, proposing that distortions of cognitions
in depression and anxiety link to failures of men-
talisation. An interpersonal affective focus (IPAF)
is generated with the patient and this becomes
the focus for the structured manualised therapy
over 16 sessions. It is now incorporated into the
Improving Access to Psychological Therapies
(IAPT) programme and has a growing evidence
base.

Adolescent mentalisation-based integrative treatment
(AMBIT) was developed by Dickon Bevington,
Peter Fuggle and colleagues (Bevington 2013).
AMBIT is an outreach model of working with
young people with severe andmultiple psychological
and social needs who are avoidant of mainstream
services. It has at its centre mentalisation as an inte-
grating framework for its application. Mentalising is
supported across a systemic network of relation-
ships, including:

• a strong key working relationship with the young
person

• the young person and their family
• the key worker and their colleagues
• the team and the wider multi-agency network.

A novel component is a wiki-based manual
(https://spaces.xememex.com/ambit) to which
teams can contribute good practice tips and share
local solutions to problems. Over 80 teams around
the UK have now been trained to deliver AMBIT,
and initial evaluation is encouraging.

Mentalisation-based treatment for adolescents
(MBT-A) is another development of MBT, by
Trudi Roussow (2012). Integrating individual
MBT and family MBT sessions, it aims to help
young people and their families to improve aware-
ness of their own and others’ mental states
through a mixture of experiential psychoeduca-
tional approaches and modelling of an inquisitive
stance demonstrated by the psychotherapist. It
was developed for young people with self-harm
and shown to be more effective than treatment as
usual (Roussow 2012).

The origins of cognitive–behavioural
therapy
Cognitive–behavioural therapy (CBT) is the other
major psychotherapeutic approach (Fig. 7). Aaron
T. Beck, the most influential figure in CBT,
described ‘automatic thoughts’ (Beck 2011) and is
a CBT ‘spokesman’, but Albert Ellis could be con-
sidered the true father of the approach. It is interest-
ing to note that both Ellis and Beck started out as
practising psychoanalysts before going on to
develop rational therapy and cognitive therapy
respectively.
To foster understanding of the CBT approach we

focus on the two elements used in its construction:
cognitive therapy and behaviour therapy.

Mentalisation-based treatment (MBT)

Therapeutic stance Humility deriving from a sense of not knowing
Legitimising and accepting different perspectives
Actively questioning the patient about their
experience – asking for detailed descriptions
Carefully eschewing the need to understand what
makes no sense

Components of mentalising
the transference

Validation of the transference feeling: the patient’s
perspective
Exploration: identification of the events generating
the transference feeling
Accepting enactment on the part of the therapist
Collaboration in arriving at an interpretation
(modelling agency for involuntary acts)
The therapist presents the patient with an
alternative perspective and monitors the effect

FIG 6 The therapeutic stance and components of mentalisation-based treatment (MBT) (after
Bateman & Fonagy 2010).
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Cognitive therapy

Beck and colleagues (1979) describe cognitive
therapy as an active, time-limited, structured and
directive approach to the treatment of various psy-
chological disorders. According to cognitive ther-
apy’s theoretical rationale, human behaviour and
affect are regulated by the ways in which we struc-
ture the world. Our cognitions are built upon
schemas (assumptions or attitudes), our underlying

ways of processing information about the self,
world and future, which have their basis in our
past experiences (Beck 1979). Cognitive therapy is
therefore focused on the patient’s interpretations
and thoughts regarding situations, and it is useful
for those able to monitor and articulate their affect
and thoughts (Beck 1979, 2004). Over time, cogni-
tive therapy has served as an effective intervention
in the treatment of depression, and its model has
been developed for the treatment of anxiety,
phobias, eating disorders, substance misuse and
personality disorders (Beck 2004).
Behaviour therapy is based on animal learning

models researched by Pavlov and Thorndike. It is
predicated on the assumption that learning is at
the core of all human behaviour (Meyer 1970) and
it focuses on the patient’s avoidant, self-destructive
or disruptive behaviours. Patients are taught
problem-solving skills and are introduced to com-
pletely new sets of behavioural skills, which in turn
affect their mood and thinking (Meyer 1970;
McLeod 2013). According to Gilbert (2008) there
are two components of behaviour therapy:

1 the patient is exposed to the process of desensi-
tisation and has to face the feared and avoided
situation

2 the patient is either rewarded or punished for
their actions (operant conditioning).

CBT therefore derives from behavioural and psy-
chological models of human behaviour and both
cognitive and behavioural interventions. Grant
et al (2011) describe CBT as exploring the personal
meanings, behaviours and emotions associated with
the individual’s difficulties. The context of past
experiences, and genetic and biological influences,
as well as current environments, are also taken
into account. In the course of therapy, practitioner
and patient are both involved in the process of
exploring what might be the cause of the patient’s
problems, the maintaining factors and the likely
outcome of alleviating the problems (Freeman
2004). This is achieved through the careful use of
Socratic questioning and guided discovery,
through which both the therapist and the patient
try to understand the patient’s subjective experi-
ences and how these could be responsible for their
current problems (Grant 2011). The key principles
of CBT are outlined in Fig. 8.

Dialectical behaviour therapy

Dialectical behaviour therapy (DBT) was originally
developed by Marsha Linehan as an intervention for
self-harming behaviours and it evolved into an inter-
vention for patients with borderline personality dis-
order (Gilbert 2008; Panos 2014). Incorporating

Second wave
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cognitive therapy

(Young) 

Dialectical
behaviour therapy
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Eye-movement
desensitisation and

reprocessing
(Shapiro)

Mindfulness-based
cognitive therapy

(Segal, Barnard,
Teasdale, Williams)

Behaviour
therapy

(Skinner, Watson
Wolpe, Lazarus)

Rational emotive
behaviour therapy

(Ellis)

Cognitive–
behavioural therapy

(Beck)

FIG 7 The family tree of cognitive and behavioural therapies.
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therapy by producing formulations

Including forming hypotheses on the patient’s
presenting problems; from integration of information
gathered during the assessment process as well as
re-building formulations after every session

The key principles of cognitive–behavioural therapy (CBT)

Based on trust, safety and equal partnership between
patient and therapist

Collaborative therapeutic
relationship emphasised

Patients learn how to operate differently. The role
of the therapist is linked to the explanation of a
behavioural and cognitive model of patient’s distress

Psychoeducational nature

Each session consists of three parts:
introductory: symptoms are checked, the week is
reviewed and the agenda is set
the middle part: homework is reviewed, problems
discussed, new homework and summary are
generated
the final part: patient is given feedback

Sessions are structured and
problem-focused

Behavioural and cognitive
techniques used to change patient’s
thinking, mood and behaviour

Problematic ways of thinking, e.g. negative automatic
thoughts (NATs), are identified
Core beliefs (often formed in childhood) are outlined
and tested 
Techniques used involve behavioural experiments,
thought records and graded hierarchies of exposure
and behaviour broken down into small, achievable steps 

Active and time-limitedCBT is goal oriented

FIG 8 The key principles of the cognitive–behavioural approach (Greenberg 1995; Beck 2011;
Dryden 2012; Maguire 2012).
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cognitive, behavioural, mindfulness and acceptance
strategies, DBT aims to help individuals dealing
with emotional dysregulation, as in borderline per-
sonality disorder.
Linehan placed the therapeutic alliance at the core

of DBT, promoting the therapist as an ally who
adopts an attitude of Buddhist unconditional
acceptance combined with intersubjective tough
love. A number of studies have proved the effective-
ness of DBT in disorders with similar characteristics
(James 2015). For individuals struggling with self-
destructive impulsiveness, lacking self-regulation
and distress tolerance skills, the approach is particu-
larly focused on four behavioural targets:

• diminishing of life-endangering suicidal and para-
suicidal acts

• diminishing of behaviours able to interfere with
therapy (e.g. premature drop-out, extensive
contact with therapist)

• change and reduction of behaviours that interfere
with the quality of the individual’s life

• development of behavioural skills such as mind-
fulness, self-management and emotion regulation
(Panos 2014).

Patients can benefit from DBT if they have not
acquired the necessary skills to manage their emo-
tions or to establish and/or maintain a relationship.
This could be because of neglectful parenting or
attachment disruption. Emotion dysregulation is a
key problem, and the interventions often focus on
anger management and anxiety regulation. Other
key concepts of DBT include:

• the therapeutic relationship acts as a model of a
healthy relationship, enabling the patient to
build up less harmful behaviours

• techniques/exercises involving mindfulness skills
enable the patient to be more aware of negative
judgements they hold of themselves and make
about others

• strategies are taught to help the individual with
treatment adherence (Maguire 2012; Brodsky
2013).

The main assumptions of the intervention are that
patients are:

• doing the best they can
• striving to improve
• trying to be moremotivated, achieve more and try

harder
• not the sole cause of their problems, but trying to

solve them regardless
• in a position in which their lives are unbearable
• unable to fail therapy (Brodsky 2013).

It is important to understand that clinicians deli-
vering DBT also need support (Brodsky 2013).

A meta-analysis of DBT found moderate effect
sizes for patients with borderline personality dis-
order (Kliem 2010).

Schema-focused cognitive therapy

Conceived by Jeff Young, schema-focused cognitive
therapy (SFCT) is based on the principles of both cog-
nitive therapy and behaviour therapy (Montgomery-
Graham 2016). SFCT was developed for work with
patients with borderline personality disorder and
patients with other deep-seated interpersonal difficul-
ties.According toYoung, for seriouspsychiatricdisor-
ders to be treated effectively, cognitive therapy must
incorporate elements of attachment and object rela-
tions theory, as well as techniques from emotion-
focused and Gestalt therapies (Sempértegui 2013).
SFCT shares with cognitive therapy the concept of

early maladaptive schemas (EMS), and these form
the focus of therapy. Maladaptive schemas are best
defined as negative perceptions of oneself, others
and the world/environment. They are pervasive,
givemeaning to each experience and integrate cogni-
tions, emotions and memories as well as bodily sen-
sations. They do not include behaviour, which is
conceptualised as a reaction to the schema
(Sempértegui 2013; Montgomery-Graham 2016).
SFCT deals directly with 18 early maladaptive

schemas grouped into five domains, broad categor-
ies of unmet need. The patient’s inner world is char-
acterised by five schema modes – behavioural
repertoire subsets – which individuals resort to
when triggered by a current experience. Patients
are thought to attempt to cope consecutively with
their distress in three ways (Maguire 2012;
Montgomery-Graham 2016):

1 overcompensation
2 schema avoidance, and
3 surrender.

The therapeutic relationship plays a central role in
SFCT through the process of ‘limited reparenting’.
This addresses the unmet needs that resulted in early
maladaptive schemas, acknowledging the patient’s
dependency needs while supporting their ‘healthy
adult mode’. Techniques include the use of guided
imageryand imagery rescripting,flashcardsmade col-
laborativelywith the therapist that the patient refers to
in between sessions, and diary keeping.
SFCT tends to be longer term, over a number of

years, and twice weekly, and there is good evidence
for its effectiveness (Giesen-Bloo 2006; van Asselt
2008).

Acceptance and commitment therapy

Acceptance and commitment therapy (ACT) is being
called a ‘contextual cognitive therapy’ and it has its
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origins in behavioural analysis and relational frame
theory. It is a transdiagnostic model which perceives
mental distress as a concept rooted within psycho-
logical inflexibility, leading to a narrowed behav-
ioural repertoire and reduction of the patient’s
ability to lead a fulfilled life and to act according to
their values. ACT endeavours to change the indivi-
dual’s relationship to their internal experiences
(i.e. thoughts, sensations) rather than the experience
itself (Brand 2015). ACT is a behavioural type of
therapy, and is focused on two types of action
(Harris 2009):

• value-guided action: the patient is asked what
they want to stand for in their life and what
really matters for them; their core values are
used to guide, inspire and motivate behavioural
change;

• mindful action: action is taken consciously and
with full awareness; the patient is asked to open
up to their experience and become fully engaged
in whatever they are doing.

ACT enables patients to accept life’s inevitable
pain and difficulties. Interventions ‘enable

experiential “de-fusion” from the meaning of words
and concepts’ (Maguire 2012: p. 669), as well as
teaching mindfulness skills to deal with painful
thoughts and feelings, thus helping patients to
clarify their values and goals and to take actions to
enrich their lives (Harris 2009; Maguire 2012).

Mindfulness-based cognitive therapy (MBCT)

Developed by Zindel V. Segal, its main purpose is to
treat recurrent and severe depression and to reduce
the risk of relapse (Segal 2013). This can be
achieved by the practice of mindfulness, combining
a purposeful focus with non-judgemental awareness
of experience and thoughts. This mindful awareness
is effective in reducing the intensity and length of
depressive episodes. According to theoretical find-
ings, negative mood can exacerbate depression by
increasing negative images and thoughts (Maguire
2012; Segal 2013). The intervention places slightly
less emphasis on bodily movement (as, for
example, in its older cousin mindfulness-based
stress reduction, the intervention developed by Jon
Kabat Zinn) and it includes a 3-minute breathing
space to rapidly restore a mindful attitude, bridging
‘formal’ and ‘informal’ mindfulness practices.
Patients are given exercises to monitor and analyse
their dysfunctional thinking and its connection to
their mood (Mace 2007).

Eye-movement desensitisation and reprocessing

In the late 1980s, Francine Shapiro noticed that
spontaneous saccadic eye movements reduced her
anxiety in relation to disturbing thoughts that were
preoccupying her (Shapiro 2001). This experience
led her to develop eye-movement desensitisation
and reprocessing (EMDR) as a therapy for post-
traumatic stress disorder (PTSD). EMDR incorpo-
rates cognitive and behavioural strategies, alongside
getting the patient to focus on a moving object while
recalling distressing memories, problems, feelings
and associated bodily sensations.
EMDR views the psychopathology of PTSD as

based on unprocessed memories of a traumatic
event that are physiologically stored intact, which
if subsequently triggered by a situation in the
present, are automatically reactivated with the asso-
ciated feeling, physical sensations and beliefs
encoded at the time of the event.
The goal of EMDR is to teach the patient how

to process these memories to reduce their impact
and to help them develop coping mechanisms
(Davidson 2001).
EMDR has been refined into an eight-phase treat-

ment outlined in Fig. 9. The phases and the checks
and balances contained within the structured
approach help in determining whether a patient is

An image/memory that elicits comforting feelings
and a positive sense of self; this is used later to bring
closure to an incomplete session or to help the patient
tolerate upset

Phase 2 Preparation: identifying a
safe place

Visualising an image representing the traumatic
event; associated negative cognition (NC); and desired
positive cognition (PC); strength of belief in the PC and
subjective distress are rated; and localisation of the
area of the body where sensations are felt

Identification and clarification of potential targets as
an initial focus for EMDR: i.e. a disturbing issue,
event, feeling, or memory. Identification of
maladaptive beliefs

The phases of eye-movement desensitisation and reprocessing (EMDR)

Phase 1 Patient’s history and
overall treatment plan

Repeated sets of dual attention stimulus (e.g. lateral
eye movements) while focusing on disturbing memory;
the associations elicited are explored, and the process
repeated until diminution of distress

Phase 4 Desensitisation:
reprocessing phases

The disturbing event is associated with PC during
bilateral stimulation; belief in the PC is evaluated; new
PC may be needed, until belief in it is held firmly

Phase 5 Installation

The patient is asked to scan their body for discomfort
associated with the target memory: negative sensations
are focused on using techniques from phases 4 and 5

Phase 6 The body scan

Information and support techniques (e.g. guided
relaxation) to help with experiences and distress that
are still present or arise between sessions

Phase 7 Debriefing and closure

Review of the week and previous session, and the
level of ongoing disturbance from targeted trauma;
re-formulation of targeted memories as needed

Phase 8 Re-evaluation

Phase 3 Assessment: developing
a target

FIG 9 The eight phases of eye-movement desensitisation and reprocessing (EMDR) (Shapiro
2001).
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ready to process trauma and whether time is needed
to develop internal resources to help them manage
‘the intense negative arousal’ (Dworkin 2005:
p. xviii).
There is good evidence for the effectiveness of

EMDR in PTSD, although the definitive effects of
the bilateral stimulation are still under investigation
(Lee 2013).

Humanistic therapies: person-centred therapy

Humanistic approaches share three main principles
(Du Plock 2010):

1 a strong focus on the ‘here and now’
2 a holistic perspective and totality of the client
3 the recognition of the client’s autonomy.

Person-centred therapy (PCT) was introduced by
Carl Rogers in 1959, and it is still one of the core
orientations of the humanistic field, as well as
being one of the most widely used approaches in
counselling and psychotherapy (McLeod 2013).
Rogers developed this non-directive approach as a
protest against prescriptive diagnostic perspectives
(Dryden 2012). Therapists working within the
person-centred framework use core conditions of
congruence and unconditional positive regard to
empathically understand their patient’s (client’s)
frame of reference (Box 1) (Gillon 2007; Mearns
2013). In this understanding, the ‘person’ is
regarded as an expert on their own life and pro-
blems. In a therapeutic relationship where proper
conditions for growth are provided, the individual’s
self-actualisation is enabled.
According to Rogers, incongruence occurs when

there is a conflict between self-concept and actual
experience. One of the main goals of PCT is to

reduce incongruence, which is believed to be respon-
sible for all psychological distress and to be the main
cause of mental disturbance (Rogers 1959; McLeod
2013). When incongruence is perceived as a threat
to the self, anxiety develops (Gillon 2007; Sanders
2012).
Rogers believed that growth towards health,

autonomy and differentiation are innate and are
ongoing throughout a person’s life (Rogers 1959;
McLeod 2013).
Research shows that when a therapist demon-

strates two out of three core conditions patients
improve substantially (Rudolph 1980). Kirschen-
baum & Jourdan (2005) highlight many studies on
empathy and on congruence which indicate that
certain types and amounts of self-disclosure by the
therapist can be beneficial, but harmful if inappro-
priate or excessive. Kensit (2000) claims that
neither unconditional positive regard nor non-direc-
tion is effective for therapy, and that confrontation of
the patient’s primary and secondary defences assists
self-actualisation.
On the whole, humanistic therapies in general and

PCT in particular areminimally structured, non-dir-
ective (putting the person in the role of an expert on
their own life) and time-limited. Change is achieved
through enabling the person to explore their internal
behaviours and experiences in an open way
(Maguire 2012).

Conclusions
A good knowledge of the psychotherapies is essen-
tial for modern psychiatric practice. Understanding
common factors is important. Laska et al (2014)
suggest that the common factor approach is misun-
derstood as a shorthand for the therapeutic alliance,
whereas that is only one of a number of common
factors. However, for the purposes of this article, if
psychotherapists and psychiatrists understand that
the establishment and maintenance of a therapeutic
alliance is an essential common factor, and address
impingements, threats and ruptures to the alliance,
their patients will have better outcomes.
As we have shown, notwithstanding the use of

divergent technical language, different models of
therapy have overlapping techniques as well as
common factors. Some models remain intrapsychic
in focus, seeking to change the patient’s relationship
to their thoughts, feelings or body, whereas others
remain deeply relational and it is the patient’s
minds in relation to others that is the focus. Fonagy
& Adshead (2012) make a cogent case that all psy-
chotherapies share the common mode of action of
improving mentalisation and reflective function
(not to be confused with self-reflection). Perhaps we
can conceive of the capacity to be able to inhabit a

BOX 1 Carl Rogers’s necessary conditions for
constructive personality change

• The client and therapist are in psychological contact

• The client is in a state of incongruence, vulnerable or
anxious

• The therapist is congruent and harmonised in the
relationship

• The therapist experiences unconditional positive regard
for the client

• The therapist empathically engages in the process of
understanding the client’s frame of reference and
attempts to communicate this occurrence to the client

• The client perceives the therapist’s unconditional posi-
tive regard and empathic understanding at least to a
minimal degree

(After Rogers 1957)
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‘third space’ in relation to ourselves andotherswhich
allows for the potential for creative thought that can
enable the resolution of psychic pain.
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MCQs
Select the single best option for each question stem

1 The therapist’s involvement in the process
of therapy in cognitive–behavioural
therapy is:

a minimal
b totally non-directive
c free associative
d as important as the patient’s and is

collaborative
e none of the above.

2 Dialectical behaviour therapy assumes that
patients are:

a fully responsible for their actions
b unable to fail
c helpless and require constant support

d the sole cause of their problems
e unable to decide for themselves.

3 Which therapeutic approach is understood
in terms of object relations theory?

a person-centred therapy
b cognitive–behavioural therapy
c acceptance and commitment therapy
d transference-focused psychotherapy
e none of the above.

4 The therapeutic alliance/relationship is
highly significant:

a for cognitive–behavioural therapy
b for psychodynamic approaches
c for dialectical behaviour therapy
d only for person-centred therapy
e for all psychotherapeutic modalities.

5 The Dodo bird hypothesis assumes that:
a there exists only one correct therapeutic modality
b all modalities are similar in terms of their

effectiveness
c the therapeutic alliance is an essential factor for

all therapies
d psychoanalysis should be considered an extinct

therapeutic approach
e none of the above.
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