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Cognitive Analytic Therapy: Distinctive Features offers an introduction
to what is distinctive about this increasingly popular method.
Written by three Cognitive Analytic Therapists, with many years
of experience, it provides an accessible, bitesize overview of time
limited, collaborative and humane psychological therapy. Using the
popular Distinctive Features format, this book describes 15 theoretical
features and 15 practical features of Cognitive Analytic Therapy.
Cognitive Analytic Therapy will be a valuable source for students,
professionals in training and practising therapists, as well as other
psychotherapists, counsellors and mental health professionals wishing
to learn more about the distinctive features of this important therapy.

Claire Corbridge is a Consultant Clinical Psychologist, CAT
practitioner and supervisor. She has extensive experience of working
in adult mental health services in the NHS.

Laura Brummer is a Clinical Psychologist, CAT practitioner and
supervisor working in the NHS in mental health services and in
private practice.

Philippa Coid is a Consultant Psychotherapist who has been treating
people with CAT for over 25 years. She also has extensive experience
as a CAT trainer and supervisor.
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Preface

This book came about as a result of our passion for Cognitive Ana-
Iytic Therapy (CAT) and a desire to share these ideas and concepts
in an accessible way. We hope it will enable others to learn more
about the approach, as well as spread our enthusiasm. The aim is
to provide a user-friendly and interesting introduction to the theory
and practice of CAT, and to inspire people to want to find out more.
The book will be of relevance both to experienced practitioners and
supervisors, as well as those new to CAT or with a personal interest
who are wanting to learn about this compassionate, transparent and
collaborative approach.

Throughout the book we have used examples to help illustrate the
concepts being described. Whilst these examples are drawn from our
clinical practice, they at no time represent a single case but instead
an amalgamation of the various therapeutic journeys we have been
on with clients. Where possible we have tried to avoid using gender-
specific language in the book but occasionally where we have needed
to for clarity we have used the term “she’.

We have aimed to create each chapter as a ‘stand alone’ to allow
the reader to use the book as a reference tool. This may result in some
repetition, but we hope it will reinforce the key ideas throughout.

Vii
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PREFACE

We hope that this book inspires readers in the way that we are
inspired and passionate about CAT. There continues to be a strong
following for CAT in the United Kingdom and CAT continues to
grow in other countries, including Finland, Ireland, Spain, Italy,
Australia, New Zealand, Greece and India. The Association for Cog-
nitive Analytic Therapy (www.acat.me.org) provides details of the
approach to the public as well as resources for therapists. It also pro-
vides details of the various versatile training routes in CAT, of which
there are three main areas: as a psychological therapy, as a consulta-
tion or team approach, or as a way of enhancing relational thinking
or relational skills for working with people.

As a working team of three this endeavour has been reflective
of the collaborative and straightforward approach of CAT. We have
integrated our working lives, mothering, grand-parenting and Kitten
rescuing (no metaphor intended!) and have importantly maintained
our sense of humour! The process has also deepened our love for the
model, which we hope comes across to the reader.


http://www.acat.me.org
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DEVELOPMENT OF COGNITIVE ANALYTIC THERAPY

Development of Cognitive Analytic Therapy

Cognitive Analytic Therapy (CAT) is a brief, integrative model of
psychotherapy originally created and delivered in the health service
in the United Kingdom. CAT was developed during the 1960s, 1970s
and 1980s by Dr Anthony Ryle. Ryle was originally a GP and so
brought a medical perspective to his work. He moved from this role
to working as the director of the University of Sussex Health Service
before becoming appointed in 1980 as a consultant psychotherapist
at St Thomas’s Hospital in London. He had a desire to develop a
compassionate understanding of a person’s difficulties and to do
this collaboratively, using a shared language that his clients could
understand. Ryle was, at this time, also concerned with access to
therapy and equity of provision within the NHS and was working
with a particularly complex and socially and economically disad-
vantaged group of clients within Inner London. He developed CAT
in response to these needs, creating a therapeutic approach that was
time limited and focused on empowering clients to develop under-
standing and skills that they could take forward and use in their lives
beyond therapy.

During the 1970s Ryle wrote a series of papers based on research
projects he had undertaken, exploring why people do not revise dys-
functional patterns of behaviour, feeling and thinking (Ryle, 1975).
He also researched and wrote papers in which he described his focus
on relationships in his clients’ lives (Ryle, 1985). He documented
concepts for describing beliefs, emotions and actions that people
repeat in their interactions with themselves, the world and others.
Ryle noted parallels between his clients’ relationships with others
and their internal working relationship with themselves. Through
this research, Ryle aimed to create an integrated model which took
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the most effective elements from other models, including psychody-
namic therapy, personal construct theory and cognitive psychology.

By integrating Kelly’s personal construct theory (Kelly, 1955)
with object relations theories (Ogden, 1983), Ryle was able to
bring the analytic tradition into a model that would allow for joint
understanding and shared language to develop with the client whilst
retaining a focus on the important processes of transference and
countertransference.

Ryle’s ideas were taken forward during the 1980s by a group of
colleagues who shared a similar passion. They integrated further
ideas of dialogism (the social and psychological context to our com-
munications) and VWgotsky’s activity theory (the theory of the social
context of development) (Ryle, 1991). The result was a theory of
how we as people are, and how we move through our lives respond-
ing to the various challenges this inevitably brings, as opposed to
simply a theory aimed at explaining disorder. What followed was the
development of a new and exciting training programme which led to
the beginnings of the training in CAT that exist today.

The integration of these ideas led to the concepts that are central
to the CAT model: that we are social beings and that often at the heart
of mental distress is a difficultly in how we are relating to ourselves
and others. The emphasis on how our internalised early relationships
shape our adult behaviour allows for an empathic understanding of a
person’s presentation. The therapeutic relationship becomes a major
‘vehicle for change’ within therapy as observations are made of the
repeating relating patterns that the client brings and new ways of
relating are tried out. Such understandings are shared with the client
using diagrammatic reformulations (a map) and prose reformulation
(a letter).

In its origins, CAT was designed to help those clients who were
complex and difficult to treat and CAT retains such a place today
within the NHS, often as an ‘end of the line” approach. CAT evolved
initially as a brief (16-session) therapy and can be extended for work-
ing with those with more complex presentations such as personality
disorders or eating disorders. Although originally developed as a
model for individual therapy CAT has also been further developed to
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use in therapy groups or in teams. As explored in Chapter 29, using
CAT in indirect work can be a way of helping other professionals
in their work when direct therapeutic work is not possible or as a
supplement to therapy.

Whilst the model was first designed and used within adult men-
tal health settings, the approach has grown over the years and there
is increasing evidence for its usefulness across a variety of client
groups and settings, as discussed in Chapter 27. The CAT model is
continuing to demonstrate its usefulness in various applications and
settings and in different formats, making it an essential model for
effective work within the modern-day NHS.
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DEVELOPMENT OF RECIPROCAL ROLES

Development of reciprocal roles

Cognitive Analytic Therapy (CAT) is an integrative model of therapy
which, as its name suggests, draws upon aspects of both cogni-
tive and psychoanalytic theories. At its centre is its assertion of the
importance of early life experiences and the roles and strategies we
develop in response to these. As such it is a theory of how we are as
people, rather than a theory of specific disorders or problems.

Within CAT early experiences are seen as central to how we learn
about ourselves and others. From these experiences, templates are
formed of our early relationships that are taken into adult life and
used as templates for future relationships. These are used to pre-
dict others’ behaviours and responses, as well as influencing how an
individual relates to themselves. In CAT these templates are called
reciprocal roles (RRs).

When considering the development of RRs it can be useful to
reflect on the interaction that may be seen between a young infant
and its caregiver during a simple task such as bath time. What would
we see during this interaction? What would the parent be doing, and
how might we observe the infant respond in relation to this? We
are likely to observe the caring nature of the interaction: of seeing
the parent gently talk to and play with the infant, of eye contact,
the parent explaining what they are doing, even though the infant
can’t understand verbally what is being said. We will also see how
the parent prepares the infant for the bath, gently undressing her,
and the infant’s anticipation of this as she recognises predictable
cues, which may bring happy squeals of excitement. What we see in
this interaction is an illustration of a secure attachment relationship
that will shape the development of an RR; of a parent modelling
attuned, compassionate and predictable care; and the infant having
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the experience of receiving care and compassion in a kind and pre-
dictable way (Stern, 1985).

This interaction, if it occurs repeatedly and consistently, will be
internalised by the infant in the form of an RR (Ryle, 1985). This
comprises two linked components which include the parentally
derived experience (what the parent does to the child) as well as
the child-derived experience (how the child experiences this). So
in the previous example the RR would be one of caring (paren-
tally derived role) to cared for (what is experienced by the child).
Within CAT it is proposed that these roles are played out intrap-
ersonally in how we relate to ourselves and interpersonally within
our relationships with others, thus determining future relationship
patterns.

As the infant develops the ability to communicate verbally, more
sophisticated social behaviour may emerge. Young children may
often be seen replicating events that they themselves have experi-
enced; dressing or bathing their dolls or cuddly toys, taking them
for walks in their buggies, or reading to them. Older children may
be observed re-enacting events from school: playing teachers, lining
up their toys or younger siblings on the sofa whilst taking the regis-
ter, and taking on the rather stern teacher’s voice. This is illustrated
further in Silver’s (2013) observational studies of play in children,
in which children play ‘making tea and cake’ and share this with
the other children around them. Those children who have learnt
these behaviours from their own interactions at home know how to
respond, politely taking the tea and demonstrating learnt social skills
of offering thanks and positive comments. In contrast children from
families where this learning has not taken place will instead re-enact
the behaviours observed in their own home, resulting in a differ-
ent type of interaction. What we see in these behaviours is the early
re-enactment of RRs.

Not all are fortunate to receive healthy nurturing experiences, and
many clients may have been subject to a critical, abusing or neglect-
ing environment. In the same way as positive nurturing experiences,
these relationships are also internalised and influence how the child
acts and responds in other relationships. Consider, for example, the
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situation of a parent helping a child to learn to ride a bike. What we
may see in this interaction is the parent running alongside, holding
onto the bike, and then letting go, allowing the child to take those
first few metres alone. The child may pedal a short distance but then
wobble and fall. If she is lucky she will receive praise and encourage-
ment. “Well done! Look how far you went! Let’s get you up and have
another go!” In response the child is likely to get up excitedly and
want to try again. However, imagine a different response from the
parent: “Why did you stop pedalling? You should have kept going!
You’ll never learn to ride a bike if you keep doing that, we may as
well go home now!” Such an experience, if it occurs repeatedly, is
likely to lead to the internalisation of a very different RR, and may
result in the child feeling upset, useless and wanting to give up.

The previous examples illustrate the central concept of RRs: that
as children we learn from what we experience and internalise the
interactional patterns of our early relationships. This is beautifully
illustrated in the poem “Children Learn What They Live’ by Dorothy
Law Nolte (1972). These RRs are then re-enacted in future relation-
ships, both with ourselves and others. Therefore those who have had
a predominant experience of the world and others of being OK will
internalise a sense of the world and others as being safe and secure.
In CAT this experience is internalised as an RR of caring to cared
for and will influence patterns of relating to self and others. RRs may
be re-enacted in three different ways as outlined in the following list
and illustrated in Figure 2.1:

e Other to self: the adult will expect others to take the parentally
derived role in relation to herself

e Self to other: the adult will adopt the parentally derived role in
relation to others

e Self to self: the adult will take the parentally derived role in rela-
tion to herself

This means that a child shown kindness and care will come to antici-
pate and be open to experiencing kindness from others (other to self)
as well as be able to show kindness to herself (self to self) and other
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internalised

parent derived Criticising Other Self Self

role ‘
internalised

e, derved | Criticised Self Other Self

role

Figure 2.1 Reciprocal role illustration of self to self, self to other and other
to self

people (self to others). In contrast, a child who experiences others
as critical or rejecting will expect criticism or rejection from others
(other to self), behave in this way towards themselves (self to self)
and may also relate to others in a critical or rejecting way (self to
others) (Ryle, 1985).

The range of RRs will be dependent on an individual’s experi-
ences, but are likely to be associated with repeated persistent patterns
in key relationships and/or significant traumatic experiences. How-
ever, from clinical experience some broad categories may be observed
which are associated with common themes, as outlined in Table 2.1.
In addition to RRs that develop in direct response to a child’s expe-
riences of care, compensatory, idealised roles may develop from a
sense of what is missing or observed; for example an idealised role
may develop in response to an absent caregiver, such as in the case
of divorce or bereavement (“if only my mother were here, then . ..”),
or from observation of a charismatic parent who receives admiration
from others. Alongside these more problematic RRs may be healthy
RRs that may have developed from positive relationships with other
caregivers, such as a trusted relative, teacher or friend. The presence
of these can act as a healthy island (McCormick, 2008, p. 35) and
buffer and lessen the impact of problematic roles.

The challenge in therapy is when there is a limited range of roles
available and the absence of healthy roles to draw upon, as is often
seen in individuals who have experienced severe trauma and neglect
and who may have difficulties associated with personality disorder.
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Childhood experience

Reciprocal role

Physical, emotional or sexual abuse
Bullying

Abusing — abused
Attacking — attacked

A carer who is critical or for whom
nothing is ever right or good
enough

Conditional approval or acceptance

Criticising — criticised
Judging — judged
Disapproving — disapproved
Contemptuous — contemptible

Absent
Neglecting
Too busy

Abandoning — abandoned
Neglecting — neglected
Rejecting — rejected
Overlooking — overlooked
Invalidating — invalidated

Idealised (fantasy) roles, often as-
sociated with an absent or distant
parent

Perfectly caring — perfectly cared for
Rescuing — rescued
Admiring — admired

Table 2.1 Examples of reciprocal roles

In these situations, the therapist is likely to be readily invited into
these RRs; for example, being experienced either in an idealised,
perfectly caring role or a rejecting, abandoning role, with little sense
of middle ground or transition between these. Within therapy the aim
is to develop awareness and understanding of the full RR repertoire,
strengthen and facilitate the development of healthy roles, and enable
the individual to draw upon a range of roles with flexibility and a lack

of critical judgement.

11
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DEVELOPMENT OF SURVIVAL STRATEGIES

Development of survival strategies

Central to the Cognitive Analytic Therapy (CAT) model is the basic
premise that we are not born acting or responding to situations in a
particular way, but that how we react to others and the world around
us is shaped by our early experiences and environment. These
experiences, along with our biological disposition and inherited
temperament, combine to make up who we are as individuals and
our typical ways of thinking, responding and relating to others and
ourselves. As we have seen, in CAT, early relational experiences are
seen as important, and are internalised in the form of internal cogni-
tive structures which are named reciprocal roles (RRs) (Ryle, 1975).

As human beings we have essential needs in order to survive and
develop into healthy adults. These include the need for physical and
emotional care, and evidence from neuroscience shows us that both
are of central importance for healthy development (Gerhardt, 2004).
A helpful way of thinking of this is in terms of the development of
a seed. Given optimal conditions, seeds have the capacity to grow
into healthy plants. However, in order to achieve this, a set of condi-
tions must be met. This may include the need for temperature, light,
water and nutrients. Not only this, each of these needs must be met
at the right time. For example, some plants may need moisture and
darkness in order for germination to occur, whereas others may need
light and warmth. Not having the optimal conditions doesn’t mean
that the seed will not germinate and grow, but how it grows will be
influenced and shaped by its early environment. For example, with-
out the ideal level of light, moisture or temperature it may grow tall
and spindly, or weak and fragile.

In a similar way, as human beings we have needs that must be met
to ensure healthy development. As well as basic physical needs for

13
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food, water and an optimal environment, as mammals we also have a
need for emotional nurturing and care which is essential from an evo-
lutionary perspective to ensure survival (Gilbert, 2009). A healthy
attachment relationship between an infant and a responsive and
caring other has been shown to be important to the development of
healthy emotional and social behaviour (Bowlby, 1969; Ainsworth,
1973). Research such as that carried out by Harlow in the 1950s
illustrates the importance of emotional care, as demonstrated by the
finding that infant monkeys need physical comfort as well as food in
order to thrive (Harlow and Zimmermann, 1958). This is supported
further by studies into human infants, which show that emotionally
deprived environments can impact negatively on brain development,
leading to long-lasting effects into adult life (Gerhardt, 2004).

When conditions are not optimal, in a similar way to the seedling,
a child will adapt and respond to their environment in an attempt to
get his or her basic needs met. In a challenging environment a child
may exhibit a range of associated ‘survival strategies’, which are
understandable, adaptive ways of coping with a difficult, unbear-
able and challenging situation. To illustrate, if a child is constantly
criticised, verbally attacked and/or told she is not good enough, this
is likely to lead to the development of an RR of criticising to criti-
cised with an associated sense of failure, feelings of not being good
enough and feelings of worthlessness. An understandable survival
strategy in this situation might be for the child to try to be invisible
and keep quiet in order to not be noticed and therefore avoid poten-
tial criticism from others. Alternatively, she may strive to be perfect
and get everything right as an attempt to evade criticism and also
to try to seek acceptance and approval (to meet the unmet need of
not having received this). Both of these strategies make sense when
considered in this way, as attempts by the child to adapt and survive
in that environment.

The difference between the seedling and us as humans is that once
the seedling is receiving the correct conditions to thrive, it responds
to its new, healthy environment. So the plant that was previously
receiving insufficient light stops putting out shoots to find the sun,
but instead focuses on other activities, such as growing leaves or
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flowers. However, unlike plants, as humans we hold the memory of
these experiences even when the original damaging experience is no
longer present. The degree of the impact of this will depend on the
timing and extent of the experience and early, more intense and pro-
longed experiences are likely to have a more significant impact than
later, less intense ones of shorter duration. In addition, the presence
of healthy positive relationships with another (perhaps a grandpar-
ent, aunt or teacher) may act as a healthy island (McCormick, 2008)
or limited secure base (Ainsworth, 1993) and provide a buffer against
the full effects of negative adverse experiences. However, survival
strategies, via the templates of RRs, are often held on to far beyond
the initial experiences from which they developed.

In CAT, it is the continued use of survival strategies that can lead
to problems in adulthood and bring the person to therapy. Therefore
the criticised child becomes an adult with a criticising to criticised
RR who anticipates criticism from others and is critical of herself and
others, and who continues to use the survival strategies of staying
invisible or striving to be perfect. In essence it is the continued reli-
ance on these repeated patterns of thinking, feeling and acting that
lead to problems in adult life. Within the CAT model these survival
strategies are known as target problem procedures (TPPs) or recip-
rocal role procedures (RRPs). Both terms are used interchangeably
in the literature, although arguably the term RRP is more accurate
as it encompasses the RR, which is like the ‘engine’ driving the
procedure. These procedures are categorised as traps, dilemmas
and snags, depending on their features, and are described further in
Chapter 7.

Viewed in this way, the seemingly difficult-to-understand behav-
iours that clients engage in start to make sense. It is often the continued
use of these early survival strategies that lead people to therapy when
they are held on to beyond their usefulness, leading to difficulties in
interpersonal relationships, or problems such as anxiety, low self-
worth, self-harm or eating disorders.

15
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CONTRIBUTION OF COGNITIVE THEORIES

Contribution of cognitive theories

Kelly’s (1955) personal construct theory was an important influence
in the development of Cognitive Analytic Therapy (CAT) (Ryle,
1975, 1990). Kelly’s theory suggests that we all develop a ‘construct’
or understanding of how the world works; we then use these ‘con-
structs’ to make sense of the world we live in. According to Kelly,
these constructs develop in response to our experiences. In con-
trast to behaviourism and early psychoanalytic perspectives, Kelly
proposed that people take an active role in the development of con-
structs, in that they collect, interpret and respond to information and
experiences. We view the world through the “lens’ of our constructs,
which we use to predict events and which determine our responses.
Based on his personal construct theory, Kelly (1955) developed
the repertory grid method, an interview technique which helps to
identify the way a person interprets or gives meaning to their expe-
riences and the relationship between constructs. The grid contains
‘elements’ (significant relationships) along the top of the grid and
constructs down the side. A person is asked to rate the elements
numerically and this allows for statistical testing. The repertory grid
can also be useful as an outcome measure as it allows comparison of
grid findings at the start and end of the therapy. Ryle and Kerr (2002)
describe the positive impact of using the repertory grid technique as
it allows for the explicit joint endeavour of therapist and client in
identifying and describing the problems that brought the client to
therapy. This process of joint reformulation, facilitated thorough the
use of the repertory grids, was found so effective that Ryle made it
a key element in developing the CAT model (Ryle and Kerr, 2002).
With the acknowledgement of the importance of constructs and
how these developed, CAT devotes a significant proportion of time

17
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to reflecting on the past to make sense of the here and now. This
is facilitated by hearing, documenting and mapping the past. For
example, an individual may come to therapy seeking help with a
repeating pattern of being rejected in relationships and describes how
no matter how hard she tries to adapt and mould herself to what she
thinks her partner wants, she always ends up alone. The construct in
this situation would be identified as a rule around needing to change
in order to be loved. In CAT terms this would form part of the RRP.
This in turn links back to learning as a child of parents who were
experienced as controlling and punishing, which prevented her from
fully developing her sense of herself.

Additional gains were had in the integration of cognitive approaches
into CAT. The cognitive theories ensured an exploratory approach to
the therapy in which guided discovery, active curiosity and sensitive
Socratic questioning (Roth and Pilling, 2007) is drawn on to help
clients use what they know to discover patterns of behaviour and
alternative views for themselves, rather than the therapist suggesting
them. This allows the client to gain a deeper or more conscious narra-
tive and understanding of their history, current thinking, behavioural
patterns and associated feelings. It was the value found in analysing
and describing such overt and conscious sequences of thoughts, feel-
ings and behaviours that led such cognitive and behavioural theories
to be integrated into CAT.

Itis the identification of these sequences that allows for the clearer
understanding of how our interpretations (our thoughts) about cer-
tain events or situations leads us to feel and behave in certain ways
and that these will be unique to an individual and dependent on their
prior learning. Thus the cognitive model shows that it is our interpre-
tation of events, not the event itself, which is the cause of emotional
reactions or distress. This can be understood by observing individual
reactions to the same or similar events. Imagine there were three
people who all experience the exact same event. The event is waking
up on the morning of your birthday and throughout the morning see-
ing a couple of members of your family who don’t wish you a happy
birthday. One person might think, “Nobody really cares about me,
I’m not worth caring about” and may feel sad. Whilst another may
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think, “They are so thoughtless, I’ll remember this when it’s their
birthday” and subsequently feel angry. Finally, a third person may
think, “They must be planning something for later” and feel hopeful,
excited or optimistic. The cognitive model of emotional disorders
states that the difference between these three responses is the inter-
pretation or meaning that that individual attributes to the event (Beck
etal., 1979).

CAT developed these cognitive understandings further and under-
stood these sequences in the context of early relationships. This has
allowed CAT to give greater emphasis to relational factors, includ-
ing attending to the therapeutic relationship as an essential part of
the therapeutic process. The use of self-monitoring in CAT also
derived from cognitive theories (Beck, 1976) but in CAT the focus
of self-monitoring is not on symptoms but on procedures (i.e. the
sequences that underpin and maintain the symptom or difficulty).
Finally, the contribution of cognitive theories also helped to restate
complex psychoanalytic theories in an understandable form, making
the therapy accessible and allowing for a collaborative approach. The
result of these integrations is the Procedural Sequence Object Rela-
tions Model (PSORM), the model that underpins CAT. This model is
described in further detail in Chapter 7.

19
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CONTRIBUTION OF OBJECT RELATIONS THEORIES

Contribution of object relations theories

Early descriptions of Cognitive Analytic Therapy (CAT) ideas were
based centrally on object relations theories. These ideas were expanded
and restated in a more accessible way integrating them with ideas from
cognitive theory (Ryle, 1975, 1985).

Object Relations Theory has been described as “a theory of
unconscious internal object relations in dynamic interplay with cur-
rent interpersonal experience” (Ogden, 1983, p. 227). It aims to
explain how experiences of relationships are internalised and form
templates for future relationships with ourselves (intrapersonally)
and others (interpersonally). Rather than being a single theory, it is
in fact a series of theories that have developed over time by a range
of people, including Klein, Fairbairn and Bion (see Gomez, 1997).
Central to all these approaches is the premise that human beings are
essentially social and have a need for contact with others. In consid-
ering object relations theories in more depth it is possible to see the
parallels between these theories and the development of reciprocal
roles (RRs).

It is first helpful to consider what is meant by the term ‘object’.
Primarily it is seen as referring to an ‘other’, external to the self. The
term ‘part-object’ is also sometimes used, and means a part of a per-
son. For example, we may relate to a body part (e.g. the infant with
the mother’s breast) or to a person’s role or function (e.g. relating to
an individual as a teacher or a doctor). Object relations refer to our
relationships with these external objects. The earliest reference to
the concept of object relations can be seen in Freud’s writings. Freud
describes how our early relationships with others (what he names
‘external objects”) are internalised (1969).These ideas formed the
base on which future object relations theories developed.
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Melanie Klein is an influential figure in the shift in emphasis
from the role of internal biological drives (proposed by Freud)
to the importance of external interpersonal relationships. Klein
proposed that in order to cope with the extreme anxiety and fear
associated with early infancy, the infant relies on processes of
splitting and projection. This involves the infant splitting off the
good and bad aspects of the external object (e.g. the mother) in an
attempt to manage difficult and conflicting feelings towards it (i.e.
of simultaneously loving and needing the object whilst also hating
and envying it for owning what it wants and needs). This allows
the infant to take in (“introject”) what it needs from the mother, at
the same time distancing from other difficult emotions by ‘project-
ing’ them externally. Goodness can also be projected as a way for
the infant to create something external to rely on and trust. Klein
named this process the ‘paranoid-schizoid position’ and proposed
that it predominates in the baby’s first three months of life, as a way
of managing the anxiety of this period. From about three months
onwards, Klein proposed that the infant relies less on the process
of splitting and becomes able to recognise and tolerate the com-
plexities of relationships and other objects; for example, seeing
that “part-objects’ such as the ‘good’ and ‘bad’ mother are actually
whole people towards whom he or she has mixed feelings. Klein
calls the achievement of this perspective the ‘depressive position’.
In relying less on the process of splitting to manage feelings, a
more integrated view of the self and others can be achieved. Along
with this comes a less extreme perspective; however, although bad
things are seen as ‘less bad’, good things are also seen as ‘less
good’. Therefore in achieving the depressive position, a process
of mourning or grieving the idealised image of the self and others
must also take place. Failure to achieve the depressive position is
linked to another important concept proposed by Klein: projective
identification. This is described as a process in which an external
‘other’is induced into responding (both emotionally and in how they
behave) in a way that ultimately confirms an individual’s beliefs
and expectations. This may be seen as similar to the re-enactment
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of RRs within CAT, as others are unconsciously invited into RRs,
thus replaying earlier problematic relationship patterns.

As previously discussed (Chapter 2), RRs are described as inter-
nalised mental structures developed in response to our relationships
with important others. They begin as real roles in real relationships
with real people, crucially with an individual’s early caretakers (i.e.
parents). Patterns of relating that occur in the infant’s early rela-
tionships are therefore internalised. These RRs and their associated
emotional states lead to the development of strategies to manage
the emotional pain. These strategies, or reciprocal role procedures
(RRPs), consist of predictable thoughts, feelings and behaviours.
RRs and RRPs are therefore the form in which our early relation-
ships are internalised and provide a template for future relationships,
both with the self and with others.

In healthy personality development, according to CAT theory, an
individual would ideally develop a range of healthy RRs based on
good-enough parenting. These might include RRs such as accepting
to accepted, encouraging to encouraged, and validating to validated.
These are also likely to be well integrated and the individual will be
able to relate to others using a range of RRs. These ideas may be seen
as similar to the achievement of the depressive position, in which the
self is integrated and an individual is able to hold a range of feelings
(both ‘good’ and ‘bad’) towards another. However, individuals who
have experienced damaging early experiences are likely to develop a
more restrictive range of RRs. In addition, these may be poorly inte-
grated and the individual may readily move between different RRs in
their interactions with others. In CAT this is referred to as state shift-
ing, and is explained in more depth in Chapter 8. These ideas may be
seen as very similar to Klein’s description of the paranoid-schizoid
position and its continuation into adulthood, as well as a continued
reliance on the processes of splitting and projective identification to
manage unbearable feelings that arise in relationships.

The aim of Kleinian therapy is described as helping the client to
be able to let go of the process of splitting and projective identifica-
tion, as well as to acknowledge and accept their own and others’
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shortcomings (Gomez, 1997), ultimately moving towards the depres-
sive position. This can involve a process of grief and mourning. This
seems very similar to the process in CAT of helping the client to ‘let
go’ of the fantasy of ‘idealised, perfect care’ and to accept the limita-
tions of ordinary imperfect relationships (both within the therapeutic
relationship and in the outside world). The therapeutic implications
of this will be considered further in Chapter 14.



DIALOGIC PERSPECTIVE

Dialogic perspective

Asdiscussed in earlier chapters, ideas from cognitive and object relations
theories are central to the theory of Cognitive Analytic Therapy (CAT).
These are integrated into CAT’s theoretical model known as the Pro-
cedural Sequence Object Relations Model (PSORM) (see Chapter 7).
Nevertheless this approach still left a gap. Developmental psychologists
such as Stern (1985) were showing clearly that it was the child’s lived
experience of the relationship between themselves and their caregivers
that laid down future patterns of relating. There was a developing curi-
osity within the literature as to how this process occurred and what the
influences were. The integration of the work of Wgotsky and Bakhtin
into the CAT model significantly developed this understanding.

It was through the contribution of Mikael Leiman (1992, 1994
and 1997) that the work of \Wygotsky (1978) and Bakhtin (1986)
was woven into the theory of CAT. Wgotsky came from a cultured
Russian Jewish family and studied law, philosophy, linguistics,
aesthetics and psychology at Moscow University in the early 20th
century. Psychology was his main interest together with its applica-
tion to education. A phrase that was created in relation to VWgotsky’s
work was, “What the child can do in cooperation today he can do
alone tomorrow” (Mygotsky, 1986, p. 188) and he was particularly
interested in how this was achieved.

The focus of Wgotsky’s research was addressing the question as
to how patterns of relating are acquired; that is, how the interper-
sonal becomes intrapersonal and how this internalisation happens.
Through this work he developed the concept of ‘signs’. These are
tools (gestures, mimicry, language, etc.) through which the adult
helps the child understand her experience of the world. This process
was labelled by Wgotsky as sign-mediation.
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‘Signs’ were seen as being steeped in history, culture and learn-
ing, and as always taking place or developing in relation to others.
This recognition brings a distinctive and unique social/cultural
basis to CAT’s understanding of human development and as such
has implications for our understanding of human differences.
Similarly Bakhtin (1986) saw language as never appearing in a
vacuum but being imbued with meaning, culture, history and val-
ues. He used the word “dialogic’ to reflect this understanding that
all language is seen as inherently relational, with specific cultural
meanings.

An example of sign-mediation may be a child reaching for a cup
with the intention to have a drink and the parent responding by mov-
ing the cup closer. In time the child learns that a reaching movement
elicits a response of being given a drink. The gesture has become a
communication and the child is no longer trying to get the cup herself
but instead is now communicating “l want the cup.” The gesture may
change slightly in this process and in this example the open hand may
change to a pointing hand. In this way understanding is being jointly
created through activity and the gesture therefore assists in develop-
ing a shared meaning. As an extension of this process, once the child
develops language, the word “‘cup’ may come to replace the point-
ing. The language used would similarly be jointly created, instilled
with shared meaning and potentially steeped in culture, memory and
history.

Another key idea from \ygotsky’s work is that of the zone of
proximal development (ZPD). This has been defined as the gap
between a child’s actual performance and the level she might achieve
with the aid of a competent peer or adult. An effective teacher will
aim to work within the child’s ZPD and provide what Wood, Bruner
and Ross (1976) described as scaffolding, in the form of support
and using appropriate ‘tools’ so that the ability to complete the task
is handed over to the child. This has some similarity to Winnicott’s
(1953) understanding of infants’ attachments and his description of
‘transitional objects’ in which the infant has an object (toy, piece
of blanket, etc.) that holds specific meaning and is a way of aiding
relational development.
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The integration of these ideas into CAT theory has been termed
Semiotic Object Relations Theory (SORT) (Hepple and Sutton, 2004);
semiotic referring to how meaning is communicated and understood
through the use of signs and symbols. The ideas described previously
are seen as relevant to CAT theory and practice, in particular the con-
cept of creating a joint understanding between therapist and client,
through verbal and non-verbal communication. It also acknowl-
edges the dialogic, sign-mediated elements of the CAT model which
create this joint understanding and is intrinsic to CAT, as outlined in
the following paragraph.

In thinking about how these ideas are represented within CAT
practice, the therapist helps the client make sense of their earlier life
and its impact on the here and now. This is done through empathi-
cally, jointly creating meanings which are scaffolded together using
in particular the written and diagrammatic reformulation. The thera-
pist will work sensitively within the client’s ZPD, helping them
eventually to become their own therapist and use the jointly cre-
ated tools to internalise the relational work of therapy; that is, for
the interpersonal to become intrapersonal. Working within the ZPD
will involve exploring new ways of relating within the therapy rela-
tionship which can be translated and generalised outside the therapy
room. This ‘handing over’ is a key part of the ethos of CAT, avoiding
dependency and having realistic confidence in the client’s ability to
move forward and use what they have learnt in therapy to cope on
their own in the future. Importantly the ZPD and the concept of scaf-
folding are not static structures, but a dynamically changing, intimate
and relational interplay between two people.

The following is an example of jointly created meaning within
a CAT therapy. A client described how often she felt on the edge of
a black hole, terrified of someone running up behind her who will
push her in. In therapy the image was jointly constructed of a ladder
across the hole, which helped her to get across to the other side and
successfully escape. In exploring the concept of the ladder further, it
came to represent relationships that had been important in providing
respite during a very abusive childhood. The creation of these ideas
jointly within the therapy relationship, and also the representation of
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them using the CAT tools (written and diagrammatic reformulation),
can become a way of mediating the client’s experience and internal-
ising a place of safety, which the therapy may also come to represent.

The dialogic nature of CAT reminds us to be sensitive to all the
client’s verbal and non-verbal communications and to hold in mind
the social and cultural meanings inherent in these. It also gives cre-
dence to the importance of the jointly created CAT tools. These help
the client internalise the work of therapy to aid lasting change in
terms of their relationship with themselves as well as their relation-
ship with other people.
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Procedural Sequence Object Relations Model

We have seen in Chapters 4, 5 and 6 how ideas from cognitive and
object relations theories and dialogic perspectives have influenced
and shaped the development of the Cognitive Analytic Therapy
(CAT) model. These ideas were drawn together over a period of
time, resulting in the current theoretical model underpinning CAT.
The model began life as the Procedural Sequence Model (PSM) and
later the Procedural Sequence Object Relations Model (PSORM),
which are essentially models of how we pursue our life aims but get
lost in the process (Ryle and Kerr, 2002).

The PSM can be represented as a simple diagram showing the
sequence of a person’s aim-directed activity (see Figure 7.1). These
sequences are referred to as target problem procedures (TPPs). Each
TPP starts with an aim, an evaluation of this aim, a choice to act,
action, consequence of action, confirmation or revision of the aim
and the means. Importantly each procedure includes thinking, feel-
ing and behaviour, with equal weight given to all of these aspects
of human experience. The development of the PSM draws heavily
on information-processing models and personal construct theory.
These theories assume that people actively ‘construct’ their reali-
ties and interact with the self, world and others through a series of
procedures, which in turn are constructed from a variety of thoughts,
appraisals, aims, emotions and actions.

There are three different types of TPP: traps, dilemmas and snags.

Traps are patterns of thinking and behaviour that inadvertently keep a
person stuck in a vicious circle. A person can feel they are working hard
to solve their difficulties; however, the way they go about this only seems
to perpetuate the problem. For example, a person may believe, “l am no
good around people” and as a consequence avoid social contact. This
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Define aim

e N

Evaluate method (check how
the aim fits with other aims
and values, memory and
emoaon and its likelihood of
success)

Confirm / revise

Act (consequences are
created)

Consequence

Figure 7.1 The Basic Components of the Procedural Sequence Model

Aim:
/ To be liked \
Conclusion: Evaluation:
Pm no good | I’'m no good around people |

around

people /

Action:
| Avoid social contact |
Consequence:

/

Feel lonely and
unwanted

Figure 7.2 An example of a trap
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then results in them feeling lonely and unwanted and confirms the belief
that they are no good around people (see Figure 7.2).

Dilemmas represent false choices, either/or thinking and behav-
iour patterns that are restrictive and prevent more helpful patterns;
for example, “at work, either | do everything and end up feeling
burnt out and judgemental and resentful of others; or | step back and
leave it to others, but end up being judgemental of myself and feeling
guilty” (see Figure 7.3).

Snags can often be identified through a ‘but’ in a sentence; for
example, “Feeling unworthy and not good enough, | think about
starting an exercise programme, but | haven’t got the right clothes.
| therefore give up, but this just confirms my feelings of inadequacy
and that I’'m not good at anything” (see Figure 7.4). It is as if we
think about change, then immediately we pull ourselves back. The
snag may also occur as a result of other people’s feelings towards our
changing; for example, the family member who becomes unwell in
response to a partner’s positive changes. Snags can be the result of
feeling undeserving or not really believing we can do something or
from fear of envious attack from others.

The integration of object relations theories developed the PSM
into the Procedural Sequence Object Relations Model (PSORM)
(Ryle, 1985). With this model, Ryle introduces the concept of recip-
rocal roles (RRs), emphasising the relational aspect of all procedures

| Life is not fair

!

. '\ Consequence:
Consequence: Evaluation:

| always end up being unfairly ‘ Inadequate, guilty

treated

\ ) either Y‘; Action: /
Action:

| | Do nothing |

| Life is not fair |

Aim:

| Burnt out |

| Do everything

Figure 7.3 An example of a dilemma
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Aim:
I'd like to be
/ fger \
Confirmation: Evaluation:
But | don’t have the right
I'm no good clothes
at anything /

Action:

| Don’t exercise |
Consequence:

Feel unworthy and /

envious of others

Figure 7.4 An example of a snag

and as such the need to take account of the reaction or elicitation
of the response of the other person. The paper describes how RRs
develop in response to early relationship experiences. For example,
in a caring to cared for interaction a child learns not only what it is
to be cared for but also how to do the caring and internalises both
aspects of the relationship; that is, the parentally derived part (car-
ing) and the child-derived part (cared for). This will present itself
in several behavioural manifestations so the child learns not only
what it looks like to be caring (including facial expressions, body
language and other behaviours), but also the language of caring
(types of words used; ways in which the words are said; the tone;
the intonation). A child will demonstrate this learning by repeating
words, gestures and behaviours clearly connected to this RR and
will develop relationships similarly, with dolls or other toys for very
young children, and also with peers and other adults. Put simply the
RR can be seen as the ‘engine’ that drives the TPP (trap, dilemma
or snag), generally eliciting the relational response that the person
is trying to avoid. Thus the term reciprocal role procedure (RRP)
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emerged, replacing TPP. However, these terms are still used inter-
changeably in the literature.

An example of an RRP using the PSORM stages is given in Figure
7.5. It describes a placation trap driven by an RR of neglect. Our
experience as clinicians is that there are always difficult feelings
associated with RRs and that these feelings are of prime importance
when working with clients in order to validate their experiences as
well as track the therapist’s countertransference. To recognise this
importance we have specifically included ‘feelings’ as a stage within
PSORM. Generally the ‘aim’ in PSORM is to manage or get away
from these difficult feelings.

The PSORM was further developed during the 1990s by integrat-
ing the ideas of Wgotsky and Bakhtin. This allowed elaboration of
the social and cultural influences on personality development (Ryle,
1997; Leiman, 1997). With the incorporation of these ideas into the
CAT model, individuals are seen as not just self-generated or self-
maintained, but as formed in relationships with others that are deeply
culturally based and include social and relational communications.
These communications go beyond language and include sounds,

Neglecting

| Aim: Evaluation:

Neglected Gain closeness, love. To be loved | must look after and
meet others’ needs.

Sad, lost, l
alone .
Action:
Placate, please, look after
others.

Confirms: <«—— Consequence:

| must try harder and Feel better short term, but doesn't last. Deprive self and
give more. feel overlooked. Others still don't notice.

Figure 7.5 An example of an RRP using PSORM
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movements, rituals and so on. The introduction of these ideas was
conceptualised as Semiotic Object Relations Theory (SORT, Ryle,
2001) and the incorporation of cultural understanding into CAT is
described by Sutton and Leiman in relation to working with older
generations (Sutton and Leiman, in Hepple and Sutton, 2004). The
PSORM is translated into a diagram for the client which Ryle (1991)
named the sequential diagrammatic reformulation (SDR), described
in greater detail in Chapter 20.
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Multiple Self States Model

Whilst Cognitive Analytic Therapy (CAT) and the Procedural
Sequence Object Relations Model (PSORM) provide a good under-
standing of the development of the self, limitations were noted in
relation to clients with more complex histories and presentations
associated with borderline personality disorder (BPD) (Ryle, 19974,
b). Clients with this diagnosis can present with significant histories
of trauma and disrupted attachments resulting in a more limited rep-
ertoire of unhealthy, problematic reciprocal roles (RRs) and few, if
any, healthy RRs and experiences. In addition, such clients can pres-
ent with high levels of dissociation, meaning that their presentation
in the room can be changeable and they can rapidly move between
different emotional states in response to interpersonal triggers, such
as perceived rejection or abandonment.

Whilst noting its limitations, Ryle drew on Diagnostic and Sta-
tistical Manual-1V (DSM-4) to provide a definition of BPD. This
has since been updated to DSM-5 (American Psychiatric Associa-
tion, 2004, 2011). In the United Kingdom the ICD-10 (WHO, 2010)
is the diagnostic system used by psychiatrists, which uses the term
‘Emotionally Unstable Personality Disorder’ (EUPD) to categorise
a similar presentation. The two terms, BPD and EUPD, therefore
describe a similar presentation and set of symptoms.

A central diagnostic feature of BPD (and EUPD) is the attempt
to avoid real or imagined abandonment and the perceived threat of
abandonment can bring about profound changes in individuals’ emo-
tions, which they find difficult to tolerate. Another common feature is
an instability and intensity of interpersonal relationships, with rapid
switches from idealisation to devaluation, often in response to fear
of abandonment. Impulsive and/or self-mutilating behaviours are
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frequently present and used to cope with the intense feelings, as well
as reinforced by the temporary relief that they bring. In addition, dis-
sociative symptoms are commonly present when under stress, which
can result in the individual having little or no recall of past events
or behaviours. These patterns frequently occur within the therapeu-
tic relationship, which can make working with this group of clients
especially challenging.

The Multiple Self States Model (MSSM) (Ryle, 1997b) was
developed in an attempt to address the therapeutic challenges that
these clients present and to help both clients and therapists make
sense of and work with the changeable presentations often seen in
clients with a diagnosis of BPD. It represents a theoretical expan-
sion of the Procedural Sequence Object Relations Model (PSORM)
(described in Chapter 7).

In the MSSM, Ryle (1997b) identifies three components of
impaired psychological function that he asserts explain the develop-
ment of the borderline personality.

1 The first component is the development of RRs characteristic
of an abusive early environment. Such RRs typically include
abusing to abused, abandoning to abandoned, ideally caring
to ideally cared for and rescued. Thinking back to what we
have learnt about survival strategies that develop in response
to early experiences — that is, the reciprocal role procedures
(RRPs) — many of the behaviours noted in clients with this
diagnosis start to make sense. These may include hyper-
vigilance for signs of further abuse, vulnerability to further
abuse, and abusing of themselves and others. In adult life,
any anticipation or experience of abuse results in the core
pain associated with the abused child (Ryle, 2004). As well as
being alert to the threat of further abuse or attack from others,
the client will also have internalised an abusive and uncaring
parental voice (the self to self RR), which can in turn lead
to difficulty managing emotions and the subsequent develop-
ment of unhelpful strategies, such as avoidance and placation,
as a way to try and cope.
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The second component relates to physiological changes and
responses that develop as a direct response to abusive experi-
ences (Ryle, 1997b, 2004). Children who have been abused
will often experience dissociation in response to the abuse and
subsequent unmanageable emotions. Again this can be seen as
an understandable response to an unbearable situation and may
occur during the abuse as the child detaches herself from the
physical experience. Some clients will describe taking them-
selves away from what is happening, in fantasy or imagination,
and experiencing their minds as elsewhere or alternatively
they have no recollection of what has happened. If the abuse
continues, this repeated experience of dissociation leads to the
establishment of this pattern of response that will continue into
adulthood.

Over time several alternative ‘states” will develop which the
individual will move between in response to threat. Each self
state will be associated with a specific mood, RR and RRP, and
is thus a cluster of emotion, thoughts and behaviour/actions. Self
states may be triggered in response to anticipation or perceived
threat of abuse or as a reaction to actual abuse, whilst others
may occur as more stable (albeit dysfunctional) ways of coping
with a lower-level threat such as that related to uncertainty and
dangers of their environment.

Ryle (1997b, 2004) noted how these rapid changes could lead
to characteristic responses or “state shifts” which could be under-
stood in relation to the client’s RRs. These occur when a client
moves from one self state to another, and Ryle identified three
distinctive patterns:

« Response shifts occur when a client shifts between two dif-
ferent responses associated with an RRP, and may be best
understood as switching between two choices of a dilemma.
So, for example, a client may move from bottling emotion
to exploding.

¢ Role reversals relate to a pattern in which a client moves
from the lower role of an RR (e.g. a rejected position) into
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the top role of rejecting. An example of this may be if a
client perceives rejection from the therapist and responds
by not attending sessions.

«  Self state shifts describe how clients rapidly move from
one RR to another. An example of this would be of a client
shifting from feeling rejected (the bottom of a rejecting to
rejected RR) to an abusing/attacking position (taking the
top role of an abusing to abused RR) in relation to the thera-
pist by reacting in an angry and attacking way towards the
therapist in response to perceived rejection.

3 The third impaired psychological function in BPD is the impact
on self-reflection and the client’s ability to learn from experi-
ence (Ryle, 2004). This is thought to be partially the result of
frequent state shifts but also because they recreate the process
of dissociation and therefore remove the memory of the original
situation. Without this memory, the person is unable to learn
from and therefore recognise and revise their behaviour. This
may be in part due to the wide-reaching effect of more extreme
childhood trauma and neglect, in which the lack of presence of
a concerned caregiver leads to the absence of any element of an
internalised healthy RR, thus preventing self-reflection as the
child’s attention is focused on survival and self-protection.

These combined factors help to explain why standard CAT is enhanced
by specific attention to state shifts.

Within the MSSM, Ryle (2004) also acknowledges the interac-
tion of biological and cultural factors. In doing so, he recognises the
social environment into which a child is born and a human infant’s
natural readiness to be socially formed from birth. Therefore, damag-
ing family and cultural pressures or harmful deviations from norms
will likely result in psychological illness.

Ryle (2002, 2004) later extended the MSSM to narcissistic per-
sonality disorder (NPD), another personality disorder with associated
difficulties with interpersonal relationships and emotional instability.
It was noted that, in comparison to BPD, the range of RRPs in NPD
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is much narrower and tends to focus on themes of success, competi-
tion or appearance, as the client strives to achieve recognition or
admiration from others (i.e. to be in an admired position in relation
to others who are admiring). Clients with NPD often have a cluster
of characteristic RRs including abusing to abused, contemptuous to
contemptible and admiring to admired. As a result, the client with
NPD can be experienced as cold or contemptuous and elicit indiffer-
ence or contempt from others. Ryle (2004) describes the development
of NPD as a result of two possible family environments: either par-
ents who see their children as admirable extensions of themselves,
resulting in a child experiencing admiration and praise as opposed to
care or love, or a family pattern that involved abuse or neglect that
led the child to seek praise and recognition outside of the family.

These experiences can lead to survival strategies of striving to
shine in relation to conditionally admired and admiring of others. In
turn two states are formed: a grandiose self state reliant and sustained
by admiration from others, and an exposed self state, contemptuous
and contemptible, weak and broken.
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TRANSFERENCE AND COUNTERTRANSFERENCE

Transference and countertransference

Transference and countertransference are both terms originating
from the psychoanalytic literature and refer to the emotions felt by
client and therapist in the context of the therapeutic relationship.
Transference describes the feelings experienced by the client in rela-
tion to the therapist, whereas countertransference is the emotional
response evoked within the therapist towards the client. Within tra-
ditional psychoanalysis, Freud considered countertransference to be
an undesirable response from the therapist, which was believed to
interfere with the therapy process. However, it was later considered
to be “an inevitable product of the interaction between the patient
and the analyst rather than a simple interference stemming from the
analyst’s infantile drive-related conflicts” (Greenberg and Mitchell,
1983, p. 389). Within later analytic approaches, such as Object Rela-
tions Theory, countertransference is seen as originating from the
therapy relationship and therefore is viewed as a helpful and central
tool in the therapy process. In object relations terms, it is seen as
“a natural response to the patient’s projective identification” (Cash-
dan, 1988, p. 97), which is the process in which clients externalise
unbearable feelings within themselves onto the therapist. Cashdan
even goes as far as stating that part of the role of the therapist within
an object relations approach is to become the target of the client’s
projective identifications so that these interactions can be discussed
and addressed as part of the process of therapy.

It is clear to see how these concepts are relevant to Cognitive
Analytic Therapy (CAT), with its emphasis on relationships and
the interactions between ourselves and others. CAT is necessarily
concerned with what happens between the client and therapist as
a way of understanding the reciprocal role procedures (RRPs) that
operate for the client both within and outside the therapy room.
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Within CAT, transference and countertransference are understood as
re-enactments of RRPs within the therapeutic relationship. Recog-
nising transference and countertransference responses can therefore
be a useful way of identifying RRPs as they present within therapy,
and working with these in the room can subsequently allow the pos-
sibility of revision of unhelpful procedures. Both may manifest in
different ways: behaviourally, in how the client behaves towards the
therapist (being late or missing appointments); verbally, through the
spoken word (being verbally criticised or idealised by a client); or via
non-verbal communication that may convey thoughts and feelings
(such as verbal tone or body language). Similarly, as therapists, we
may notice ourselves being drawn into each of these, although the
task of the therapist is ultimately to recognise and resist these invita-
tions to join the ‘dance’ (Potter, 2010).

Ryle (1998) describes different types of transference and counter-
transference and how these can be understood in terms of the client’s
RRPs. Transference is categorised into two types:

1 Reciprocating transference refers to when the client perceives
the therapist to be at the opposite end of a reciprocal role (RR) or
tries to draw the therapist into this. For example, this may occur
if a client perceives a comment made by the therapist as critical,
or by the client inviting the therapist into a rejecting role. Hence
the RR has the potential to be replayed within the therapy rela-
tionship.

2 In contrast, in an identifying transference the client seeks to
become like the therapist, denying any separation and avoiding
conflict — for example by imitating or behaving or acting like the
therapist in dress or manner.

Ryle also describes two distinct types of countertransference
(Ryle, 1998):

1 Personal countertransference refers to a response experienced
by a therapist towards a client that is a reflection of their own
personal patterns or in CAT terms their personal RRs and RRPs.
For example, a therapist may have a general tendency to avoid
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emotional distress when elicited in session which originates
from her own discomfort about such issues. It is important for
all therapists when noticing countertransference in therapy to
understand what is their own material and what belongs to the
client. The task of the therapist (and supervisor) is to have aware-
ness of this and to be able to recognise it in therapy so that it
does not hinder therapy. Personal therapy (which is an essential
requirement of formal training in CAT) is aimed at increasing
awareness of a therapist’s own procedures so as to avoid this
potential. Supervision is also essential in helping the therapist to
notice this within therapy.

Elicited countertransference relates to the feelings evoked in the
therapist in relation to the client’s material and procedures. In
the same way as with transference, this can be:

Reciprocating countertransference, when the therapist’s feel-
ings indicate that he or she is being invited or drawn into a
role in relation to the client. An example of this can be when
the therapist has a sense of being contemptible or crushed in
relation to a client they have experienced as contemptuous or
critical.

Identifying countertransference can occur when the therapist
identifies with a position that a client may be experiencing,
such as feeling sad in relation to distressing experiences. It can
also be useful as a way of understanding unspoken material in
sessions, such as in a situation where a client is describing past
trauma in a detached, numb way. In these situations, a therapist
may notice feelings arising within herself and reflecting this
back to the client can convey empathy and understanding of
the client’s core pain. However, in other situations identifying
transference, if not recognised and understood as such, also has
the potential to lead to collusion. A way in which this could
occur is if a client is perceived as vulnerable or fragile which
leads to the therapist avoiding important topics in therapy for
fear of hurting the client.
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The theory of CAT restates what is a complex psychoanalytic the-
ory of transference and countertransference into a user-friendly and
accessible theory of RRPs. This understanding is transparently and
collaboratively shared via reformulation as well as during the ongo-
ing work of therapy. The relationship with the therapist becomes a
key template for noticing invitations to act out particular aspects
of the client’s RR repertoire and is an opportunity for noticing and
revising these patterns. Clients invariably find RRPs a helpful way
of understanding how their current relationships and life generally
are being limited by their patterns of relating to themselves as well as
people and are often able to embrace this new understanding to make
significant and lasting change.
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Structure of CAT and the three R’s

Cognitive Analytic therapy (CAT) usually takes place over 16
sessions, or up to 24-30 sessions for clients with more complex pre-
sentations. Within CAT there are distinct tasks which are necessary
to facilitate change for the client. These can be broken down into the
three components: reformulation, recognition and revision, some-
times known as the three R’s (Pollock, 2001).

Reformulation is the process of developing a collaborative under-
standing of the client’s problems that will go on to guide the tasks
and aims of therapy. It is an active, fluid process between the client
and therapist, as opposed to something that is ‘done to’ the client by
the therapist. At its heart is the task of developing a shared, com-
passionate understanding between the client and therapist of the
difficulties that have brought the person to therapy and the significant
life experiences that may have contributed to the development and
maintenance of these. This includes identifying and describing the
client’s core pain — the emotional distress that evolved in childhood
that is at the heart of their difficulties. As part of reformulation the
client’s survival strategies will also be identified, which as we have
learnt earlier are the ways in which the individual learns to manage
their core pain; ways in which they protect themselves or try to get
their needs met in childhood that ultimately serve to perpetuate their
problems in the present. This joint understanding is summarised by
the therapist in the form of the reformulation letter and the sequential
diagrammatic reformulation (SDR or ‘map’) which outlines these
patterns in an accessible diagrammatic form. Both of these form a
central part of therapy, guiding the future work to be done, and are
collaboratively developed between the client and therapist during the
reformulation phase.
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Recognition is the second task of therapy, following on from
reformulation. As its name suggests, the task of recognition is for
the client to be able to notice and spot the patterns and procedures
identified as part of the reformulation when they occur in every-
day situations, as well as in therapy. This is an essential task, as for
change to take place, we need first to be able to recognise and accept
what it is that we are trying to change. There may be different stages
of recognition; firstly of being able to recognise that the procedures
exist, which starts during the reformulation phase as the client rec-
ognises and agrees with the patterns identified. Recognition is then
developed further in therapy by specific homework tasks, in which
the client is asked to notice patterns or procedures between therapy
sessions. Early recognition may start by recognising a procedure
after it has occurred. As the client develops awareness, recognition
may occur more quickly, with the ultimate aim being for the client
to be able to recognise a procedure before it starts or when they first
have the urge to engage in it.

Revision leads on from recognition, and is the phase of making
changes to old procedures and developing healthier ways of relat-
ing, also known as exits. As we shall see in later chapters, this can
be facilitated in a number of different ways, both by teaching new
skills and strategies, but most importantly by using the therapeutic
relationship and reflections on this and the re-enactment of RRs and
RRPs. However, at the heart of change is developing and strength-
ening healthy RRs and RRPs, both in clients’ relationships with
themselves as well as in their relationships with others.

Revision leads on to the final phase of ending, during which
attention turns to preparation for the end of therapy. Ending itself is
marked by the exchange of goodbye letters between the client and
therapist, which summarise the experience of therapy and what the
client may take from this.

Although the stages outlined previously suggest a linear pattern,
there is considerable overlap and transition between them. Therefore,
the reformulation phase may merge into recognition as the client
starts to notice the presence of RRs or specific patterns as these are
being discussed within early sessions, as confirmation (or otherwise)
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of their validity. Similarly, recognition and revision may overlap as
patterns start to be practised and refined. Themes may be observed by
the therapist from the very outset, such as a client expressing anxiety
about ending when the time-limited nature of therapy is explained at
a first appointment. The duration of therapy may also vary depend-
ing on the client’s presenting difficulties, with clients who have more
complex or longstanding difficulties such as personality disorder or
eating disorders generally requiring longer therapy (Clarke, Thomas
and James, 2013; Tanner and Connan, 2003). Longer therapy may
reflect the need for some phases of therapy to be extended, such as a
client presenting with trust issues which might mean that more time
is needed for initial engagement, leading to a longer assessment and
reformulation phase. Some clients may also have a greater number of
procedures which might extend the recognition and revision phases.
In addition, clients may require an extended ending phase, to allow
time to prepare for the transition from meeting weekly. However, it is
also important to be alert to delays in the process and whether these
may be indicative of the re-enactment of procedures. The task here
is to reflect on these procedures and work to develop healthy exits.
Supervision is invaluable at looking at what is being enacted through
any changes to the ‘normal’ delivery of a CAT therapy.
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REFORMULATION

Reformulation

The process of reformulation in Cognitive Analytic Therapy (CAT)
starts at the initial meeting and culminates in the sharing of the writ-
ten reformulation letter on session four or five. The reformulation
process is often a powerful experience of helping deepen the client’s
understanding of themselves through the empathic joint therapeutic
work. The process of reformulation allows the client and therapist to
forge a working alliance through the accurate description of the new
and jointly created understanding of the client’s difficulties.

During the reformulation stage an understanding of current dif-
ficulties is achieved and these are called target problems (TPs). The
TPs are essentially about working with the client to name what is
wrong and what the therapy hopes to change. These could include
specific emotional or thought processes such as “I feel broken” or
might represent a symptom such as those associated with anxiety.
They may also include issues which the client hasn’t recognised but
which the therapist notices are problematic. An example here might
be of a client who berates themselves and is unaware that they are
doing this.

As part of the process of reformulation, the client’s repertoire of
reciprocal roles (RRs) is identified. These RRs will have developed
in response to childhood encounters, concepts drawn largely from
object relations (Ogden, 1983) and \Wgotsky (1978). These theories
are discussed in more detail in Chapters 5 and 6. VWgotskian theory
suggests that what a child initially learns in an interpersonal context
(i.e. from interactions with caregivers) is then repeated internally.
The therapy also considers how this occurs and the principles of
working within the client’s zone of proximal development (ZPD),
sign-mediation and scaffolding are paramount (described in more
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detail in Chapter 6). Object Relations Theory as applied in CAT sug-
gests that early development of such psychological structures are
then maintained into adulthood. The result, in CAT terms, is recipro-
cal role procedures (RRPs), the short-hand description of complex
relational patterns. The role procedures incorporate beliefs, values,
memories and affect, and will describe both relationships with self
(for example self-care) and with others. Clients can have a range
of healthy and dysfunctional or less healthy RRs. Important figures
in the person’s life can be linked to certain RRs identified through
reformulation. For example, a person may report a grandparent with
whom they felt cared for and the RR here could be caring to cared
for. This caring to cared for RR describes the relationship dynamic
between the grandparent and the child, with the grandparent being in
what could be described as the parentally derived role (in this case
‘caring’) and the other side being the child-derived role (in this case
‘cared for”). This same client reported how they experienced their
father as dominating and crushing, the RR here being dominating
to crushed. According to Ryle and Kerr (2002), in response to RRs,
an individual will develop a range of problematic procedures. These
are survival strategies or coping patterns, which may have helped
a child cope with the RRs they were engaged in. They represent a
sequence of feelings, thoughts and behaviours, which have formed
habitual patterns to escape the painful feelings associated with being
in certain RRs.

These painful feelings are named the core pain (also termed
chronically endured pain, Mann and Goldmann, 1982). These
describe what it felt like being a child growing up in their par-
ticular family and the feelings relating to their main early life
difficulties. The purpose of accurately naming these in the refor-
mulation is to help the client feel empathically understood as
well as foster their own sense of compassion to the hurt and vul-
nerable part of themselves. When left unaltered and carried into
adulthood, the survival strategies can become limiting. Those
procedures, identified as problematic and therefore a focus for
the therapy, are named target problem procedures (TPPs) or, when
they incorporate a RR, RRPs. These RRPs will feed back into
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parts of the RR repertoire, creating patterns of thinking, feeling
and behaviour that can leave a person trapped in unhelpful and
unhealthy ways of relating to the self and to others. The particular
patterns identified by the client and therapist became the focus for
self-monitoring during therapy.

The TPPS can be categorised into three distinct procedural pat-
terns: traps, dilemmas and snags. These patterns describe how the
individual continues to use survival strategies that are holding them
back and not revising them in spite of negative consequences.

e Atrap depicts a vicious cycle that maintains the thinking and
actions which are a person’s attempts to survive. It is experi-
enced as trapping, as the thoughts and actions perpetuate the
problem.

e Adilemma represents two polarised choices about how to be or
behave. These occur when our ways of acting and behaviour
have been reduced to ‘either/or’ or ‘if . . . then’ options, which
tend to be extremes.

e Asnag represents a thought and behavioural process in which
someone has a desire to change or improve things but manages
to hold themselves back by another process of thinking and
behaving. Snags are often identified by responses that can be
summarised as ‘yes but’ statements, such as, “1’d like to take up
running but | just wouldn’t have the time.” With shags, it is as
if success is sabotaged by a fear of what may happen, whether
it be a sense of how others will respond (e.g. envy) or a sense of
one’s own worthlessness.

In collaboration with the client, the therapist’s role within CAT
is to communicate this new understanding of the client’s difficul-
ties through a reformulation, which takes the form of a letter and
a diagram. The diagram, called the sequential diagrammatic refor-
mulation (SDR) or sometimes the CAT map, provides a visual tool
which will remain present both within and outside of sessions to
provide scaffolding to aid the process of recognition and subsequent
change. Both of these tools provide the opportunity for conveying a
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new understanding in a validating and compassionate manner and
enhance how client’s experience, understand and manage them-
selves and their relationships with others. The combination of
feeling empathically understood and comprehending the connection
between early life experience and the here and now is often a power-
ful and transformative experience for the client.
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Recognition

Recognition is the task within Cognitive Analytic Therapy (CAT) in
which the client, having gained an understanding of their reciprocal
roles and reciprocal role procedures (RRs and RRPs), develops an
increasing awareness of when these problematic patterns occur. It
is a key part of therapy as, without awareness, RRPs will continue
to operate; it is only from being aware of a pattern that we have the
potential to change it.

At the start of therapy the client is likely to have limited under-
standing of their procedures and ‘find themselves’ repeatedly in
situations or patterns of unhelpful behaviours without an awareness
of how or why they got to that point. For example, one could be
caught in a cycle of binge eating and starving without making the
connection between this pattern of behaviour and emotional triggers;
or one could experience another relationship breakdown, holding
external factors responsible such as something the other person said
or did, without recognising a role they may have played in leading
to this outcome.

This links to the concept of locus of control (Rotter, 1966) which
refers to explanations we give to events that occur: either attribut-
ing these to factors within ourselves (defined as having an internal
locus of control) or to external causation (having an external locus of
control). Research suggests that having an internal locus of control
is associated with improved performance and more positive health
outcomes (Rotter, 1966). In contrast, seeing behaviours as occur-
ring outside of our control can limit our perceived responsibility for
change and lead to increased hopelessness. The aim of recognition
can therefore be seen as developing awareness of factors that are
within a client’s control, leading to an increased sense of hope and
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an ability to influence change. In CAT the development of recogni-
tion can be depicted on the sequential diagrammatic reformulation
(SDR; or client ‘map’) as the image of an eye (Ryle and Kerr, 2002)
or other symbolic representation (Akande, 2007). The aim is to rep-
resent an observing stance, lying outside of the problematic patterns
and procedures. At the start of therapy this position will inevitably be
underdeveloped, as the client’s RRs, representing internalised voices
and dialogue from earlier life, predominate. The aim of therapy is
to “identify the restrictive and damaging voices and to encourage
the emergence of a more reflective, independent, subordinate and
complex ‘I’ — . .. the eye which becomes an ‘I’ ” (Ryle and Kerr,
2002, p. 36).

By being able to develop this observational position, the client is
not ‘in’ the map re-enacting their patterns, but positioned outside it,
observing and noticing the patterns and procedures. This perspective
is one of curious observer. This allows the possibility of stepping
back from a situation and noticing patterns taking place as they are
occurring. Itis only through this process that the client will be able to
make changes to how they respond and react to situations. Therefore,
an important part of both the reformulation and recognition phases
is the need to adopt an open, accepting stance; for both client and
therapist to engage with the client’s difficulties with compassion
and active curiosity. The purpose is not for the client to recognise
with judgement (“here | go again, how stupid”) but with kindness
and acceptance, to enable the turning towards a different path with
encouragement rather than punishment and criticism. The develop-
ment of a compassionate understanding of RRPs as survival strategies
can help with this, holding a balance between “you are doing the best
you can in this moment” alongside the belief that change is possible.

Recognition starts during the reformulation stage (i.e. the initial
sessions leading up to the written reformulation), as patterns and pro-
cedures are jointly identified through dialogue between the client
and therapist, with procedures mapped in early sessions. There may
be different stages of recognition. The first is to be able to recognise
that the procedures exist, which may start during the reformulation
phase as the client recognises and agrees with the patterns identified.
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Developing joint maps and sketches of patterns can help this process
(Potter, 2010), with procedures identified as they are discussed in
the room, and the act of putting words and images onto paper can
provide a different perspective on what is occurring. Recognition
may be developed further by specific homework tasks, in which the
client is asked to monitor and notice identified triggers, procedures
or RRs between therapy sessions. This may start with simply notic-
ing target problems (TPs) or emational states (for example, times of
increased anxiety or self-criticism), moving on to the recognition
of RRPs. The aim in CAT is always to focus on the underlying pro-
cedure that maintains a problem rather than the problem itself. The
client may initially develop awareness a considerable time after the
RRP has occurred (e.g. after an argument with a partner, recognising
the trigger as feelings associated with abandonment and rejection
such as fear or anger) moving closer to the event itself (e.g. noticing
later that day as opposed to some days later). The ultimate aim of
recognition is for the client to be able to recognise a procedure as it
starts or when they first have the urge to engage in it (i.e. noticing
the feelings before the argument occurs), as this allows for the pos-
sibility of responding differently (e.g. sharing feelings rather than
pushing away).

The ability to develop recognition also needs to be considered
within the client’s zone of proximal development (ZPD). For exam-
ple, Ryle (1997) suggests that those individuals with more damaging
early experiences, such as those identified as having personality dis-
order, may struggle with developing self-reflection. This needs to be
taken into account when working with those with complex histories
and presentations, where RRPs are likely to be more readily trig-
gered within the therapeutic relationship.
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Revision

Following reformulation and recognition stages, Cognitive Analytic
Therapy (CAT) moves to the third stage, the third R, of Revision.
Revision is a time of therapy for ‘being with’ a client’s experiences
and processing emotions as they arise, as well as a time for “doing
with” and working collaboratively towards change. Revision is a
time in therapy for trying out new ways of relating to self and others.
The therapeutic relationship is an essential element of the revision
stage, as it is throughout the whole course of therapy.

The most important change strategy within CAT is recognising
and reflecting on procedures as they occur during the time within
therapy and in particular as they occur in the room with the client.
The therapeutic relationship continues to be the vehicle for change as
new ways of relating are practised and new consequences observed.
The use of transference and countertransference is central to this (see
Chapter 9). Reflecting on these processes allows the therapy to aid
a client’s understanding of what they bring to relationships and for
them to hear feedback on what it may be like for the “‘other’ to be with
them. This may include, for example, observations from the thera-
pist of what they feel they are being invited to do. For example, the
therapist may notice an urge to reassure an anxious client even
though they are fully aware reassurance is likely to be unhelpful. Or
a therapist may notice desire to avoid more difficult topics for fear of
upsetting the client or of eliciting an angry response. Within the ther-
apy, it is then possible to experiment or try out new ways of relating
in the relative safety of the therapeutic relationship. The therapist’s
recognition of the invitation to re-enact unhelpful procedures also
presents possibly one of the first opportunities for healthier relat-
ing. Any enactments are understood in terms of the reformulation
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(written and diagrammatic). This stays as the template for under-
standing the client’s patterns of relating. In CAT the changes and
new ways of relating that are beneficial to the client are referred to as
‘exits’. A client can practise new ways of relating (for example, being
more forthright about how they feel with the therapist), experience
being listened to and respected in this, and then risk trying this new
way outside of therapy. The therapist would help the client consider
both the possible negative and positive outcomes, should the client
wish to risk trying this more open way of interaction in their life
outside therapy. This then potentially becomes a new exit for the
client. The identification of possible exits in CAT is very specific to
the reformulation of the client as well as the specific strengths and
areas of need of that client. It is this which is a particular strength
of CAT, as teaching and modelling are clearly linked to the client’s
individual needs.

No two CAT therapies will develop the same exits. Exits can be
drawn from other therapeutic modalities, from the client’s set of
strengths, or simply from observations of ‘exceptions to the rule’
or when a client finds they do something a bit different from the
norm and discover a healthier consequence. Clients may return to
a session with a description of what they did during the week and
client and therapist discover together that they have tried some-
thing new to good effect. It is often with excitement that these
new exits are added to the map. Exits may be introduced anywhere
on the procedural loop and could include new ways of perceiv-
ing, thinking, doing or feeling. It may be that a number of exits
added together create a new healthy reciprocal role (RR) or even
a number of new healthy RRs. It can be helpful to include words
or phrases written next to these roles which remind clients what
they might say or do to enact these new healthy RRs. For example,
a forgiving to forgiven RR may be identified and an exit written
“it’s ok to be fallible.” A healthy RR might also be introduced
such as accepting to accepted by adding a reminder to notice body
posture and to adopt an open, relaxed manner. An example of a
single problematic pattern with exits and healthy RRs is shown in
Figure 13.1.
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blaming f

Aim to get away
from these feelings
by turning the
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condemned the other person
My rage is
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EXIT: I accept | have
a tendency to feel
blamed, | know Validaang
where this comes
from and it is
understandable that Validated
it is painful.
Someames it’s more
likely an echo from
my past

Figure 13.1 An example of a single problematic pattern with exits and
healthy reciprocal roles

Within CAT, the process of change is central and remains so
through each stage of the therapy. The aim of change is to develop a
range of exits and to be able to move flexibly between them. Within
this, attention is paid to areas that are within the person’s ability or
power to change and therapists are encouraged to “push where it
moves”. Sometimes there can be a tendency to overcompensate and
“throw the baby out with the bath water”; for example a client who
becomes so aware of their need to be in control that they swing to
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being unable to take charge of situations and be authoritative when
they need to. It is important that the therapist remains alert to this.

Rating sheets which track the recognition of problematic pro-
cedures and the use of exits can provide a helpful way to monitor
progress and notice any barriers to change. Barriers or blocks to
change may become evident during this stage and can usually be
understood with reference to the client’s RRs and the traps, dilemmas
and snags identified during reformulation. At each observation, the
therapist and client use the reformulation tools to make sense of what
is preventing progress and time is spent identifying exits. Usually
these self-sabotaging procedures will be enacted in the client’s life
and therefore would have been part of the reformulation letter and
overtly predicted as possibly being re-enacted in therapy. The pro-
cess of this happening in therapy therefore becomes “grist to the mill’
and collaboratively recognised and revised. Resistance to change can
occur when an individual’s sense of identity is sustained by a certain
procedure. One such example of this occurred for a young woman
who had remained in her family home into her twenties and whose
identity was bound up in a mental illness. Her mother gave up work
and received carer’s allowance. The process of therapeutic change
meant developing her identity in other ways and losing the role of
‘cared for’ (or smothered) in her family (see Chapter 24 for further
discussion of when therapy becomes stuck). Fear of change and what
it will attract can also lead to avoiding risks, especially given that all
change involves some kind of loss as well as gain.
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Ending

Perhaps more than any other time-limited therapeutic model, Cog-
nitive Analytic Therapy (CAT) acknowledges the importance of
endings in therapy. In doing so, CAT makes it explicit that the ther-
apy has a time limit and as a result a predictable structure that will
be transparent between therapist and client throughout. This allows
for the therapist and client to follow collaboratively the journey of
therapy together and to share the thoughts and feelings that arise
from the existence of the ending right at the start.

The commencement of any therapy can produce a sense of ide-
alisation in the therapist and the therapy. This honeymoon period
can often be replaced by a sense of disillusionment as the realities of
the therapy become clearer and awareness of the ending re-emerges.
Reintegration occurs by carefully working through these feelings,
which might include disappointment, anger, fear, sadness or any
other feeling related to grief.

Some clients coming to therapy who have experienced difficult
endings, such as abandonment or rejection, may find endings in
therapy particularly difficult. Borderline personality disorder is an
example of this, where likely repeated experiences of abandonment
result in significant fears of future abandonment and behaviours
designedtoavoid it (Ryle, 1997a, b). In CAT the ending stage presents
the opportunity to have a ‘good-enough ending’; hopefully an expe-
rience that is meaningful and genuine but is inevitably incomplete.
For these individuals with repeated experiences of unpredictable
and painful endings, this opportunity will be an important part of
the therapeutic process. As with bereavement, characteristics of
the ending (i.e. how it occurs) can influence outcome. In complex
bereavement, unprocessed feelings about the lost individual as well
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as the nature and quality of the relationship itself can lead to complex
grief reactions. In a similar way, a poorly managed therapeutic end-
ing can lead to complex feelings about the therapeutic relationship
and has the potential for the client to reject or turn away from the
therapy due to the strong painful emotions evoked. In contrast, a
‘good-enough ending’, in which difficult feelings about the ending
have been acknowledged and largely processed, has the potential to
allow the client to reflect on the relationship in a realistic way and
therefore hold on to what has been learnt in therapy as well as draw
upon this in the future.

It is important to consider that the end of each session represents
a mini ending in itself. How we end each session with a client is as
important as how we end the therapy. This will include noticing and
being curious about problematic procedures that are activated at the
end of the session. Ending rituals allow for the safe moving out of the
in-depth discussion of therapy to the world outside. Rituals such as
confirming the client is able to attend the next appointment, confirm-
ing anything that needs to be carried over to next time and the setting
of homework all make for a predictable closure to the session. Being
aware of how the client responds to the ending of a session can also
offer an insight into how they will respond to the eventual ending of
therapy (Gutheil and Simon, 1995).

Because the ending is on the agenda from the beginning, CAT
allows for a focus to remain throughout the therapy. Indeed, the use
of time fosters a sense of needing to use each session and the time
in between wisely. Potter (2012) describes this as the ‘therapeutic
attitude’. The time limit also makes explicit the assumption of hope
that this therapy can provide something meaningful and useful to the
client within a defined time frame. It is important to acknowledge
that longer therapies have not been able to show significant addi-
tional gains in terms of outcomes than shorter time-limited therapies;
indeed Smith, Glass and Miller (1980) found most significant gains
from therapy occur in the first six to eight sessions.

Ryle (2001) describes the ‘mid-term blues’ when the ending of
therapy becomes more of a concern for clients. This might also
be referred to as the three Ds of depression, disillusionment and
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disappointment as the shadow of ending becomes more real. This
usually occurs around session nine to 12. Ryle points to the impor-
tance of this phase and how it allows the client to work through
negative procedures associated with ending, such as rejecting the
therapy to avoid their perception of being rejected. It is easy here to
see the activation of the rejecting to rejected reciprocal role procedure
(RRP). By avoiding collusion with such procedures, the therapist is
able to provide the context in which feared or previously encountered
consequences do not occur, allowing, therefore, the opportunity of
a good-enough ending. In addition, the reformulation provides the
accurate description of patterns that might get activated around end-
ing and will have anticipated any likely problems.

During the final stage of therapy, mixed feelings are likely to
emerge. Whilst endings are discussed throughout the therapy, around
session 13, ending is being discussed more explicitly. Research has
found most clients appreciate the opportunity to discuss their reac-
tions to ending, both positive and negative, with their therapist
(Marx and Gelso, 1987). These may include a re-experiencing of
losses and unresolved grief. Because the ending is so predictable in
CAT, it allows for these experiences to be discussed, validated and
normalised, and therefore worked through during the therapy. Ryle
and Kerr (2002) acknowledge the tendency of the ending of therapy
to bring about an increase in symptoms or difficulties. It is impor-
tant to acknowledge these but to ‘hold one’s nerve’ and not offer to
extend therapy. Clients may suddenly bring up new difficulties or
new events from the past that they express a need to work through,
referred to as the Scheherazade effect (the story of an Arabian prin-
cess who retained her life by telling an unfinished story) in which an
unfinished story is told in order to prevent ending. Some of these may
be attempts to avoid the ending and therapists could be easily pulled
off course by red herrings and going down blind alleys. Ryle (2001)
describes how often this increase in difficulties subsides in time for
the follow-up sessions. But the resolution of these feelings can also
occur by session 16. In maintaining the original session agreement,
the therapist also communicates a sense of hopefulness and trust in
the client, a belief that they can get through this difficult time.
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CAT is explicit in its recognition that the task of therapy is to teach
the client the necessary skills and understanding to become their own
therapist. In other words, to develop a compassionate or therapeutic
attitude to themselves, thus internalising the therapeutic relationship
they have shared with their therapist and, in turn, no longer needing
their therapist. This is perfectly summarised by Potter (unpublished)
as follows: in the beginning there is one therapist, following formula-
tion there may be two. At the end there is hopefully a sense of there
being one again, but it is no longer the therapist.

In CAT an ending letter is shared between the client and thera-
pist in the final session or sometimes the penultimate session. The
therapist letter represents a summary of the therapy, including a brief
overview of the patterns that emerged during the work. Importantly,
the letter also includes the important message of saying goodbye and
offers some indication of how the therapist will hold the client in
mind. The client is invited to bring along their own letter again to
review the therapy and what they will take from it. The ending letter
can represent a ‘transitional object’, an object that provides psy-
chological comfort, especially in stressful situations, and takes the
place of the therapist/client bond (Winnicott, 1953). The letter can
be referred to during such times and act as a reminder of problematic
patterns and the identified exits from them.

Generally clients are offered a follow-up meeting after the end of
weekly therapy sessions. In a 16-session CAT this is typically offered
three months after session 16, whereas in a longer CAT it can be an
extended phase with a series of follow-ups to act as a kind of ‘wean-
ing’. These appointments represent pit stops in which the client and
therapist can check in with one another and keep the client’s recovery
journey on track.
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Empirical matters

Cognitive Analytic Therapy (CAT) has developed a strong position
within clinical practice and is mentioned in the NICE guidelines for
personality disorder (NICE, 2009). Randomised controlled trials and
practice-based evidence suggest CAT is an effective intervention for
a range of presenting problems. This chapter will review the avail-
able evidence base and consider areas for further development.

Calvert and Kellett (2014) reviewed the evidence base for out-
comes in Cognitive Analytic Therapy published up to 2013. In their
systemic review, they identified 26 outcome studies that met inclu-
sion criteria (based on quality ratings using the Downs and Black
(1998) methodological checklist). This included four randomised
controlled trials but predominantly was made up of small-scale,
practice-based studies. Importantly these were largely evidencing
treatment for complex and severe clinical populations, and 44%
focused on the treatment of personality disorder.

CAT was found to be effective in treating personality disorder
(Duignan and Mitzman, 1994; Ryle and Golynkina, 2000; Wild-
goose, Clark and Waller, 2001; Chanen et al., 2008; Clarke, Thomas
and James, 2013; Kellett and Hardy, 2013; NICE, 2009), eating dis-
order (Treasure etal., 1995; Dare et al., 2001), anxiety and depression
(Brockman et al., 1987), and long-term physical health problems
(Fosbury et al., 1997).

In addition, CAT was found to be equivalent to other modalities
where comparisons were made. Ryle, Kellett, Hepple, and Calvert
(2014) concluded that the evidence was sound for CAT in these pre-
sentations and that CAT “for mental health problems has a large
effect on reducing psychiatric symptoms” (Ryle et al., 2014, p. 263).
The studies were focused on mainly complex presentations, which
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likely reflect the fact CAT fits the treatment needs of people with
personality disorders who have core difficulties in relating to self and
others. In addition, CAT is often called upon when other therapies
have been unsuccessful, resulting in CAT being a treatment of choice
for more complex or more treatment-resistant presentations.

Important findings exist in the studies that were reviewed by Cal-
vert and Kellett (2014), including Clarke, Thomas and James (2013)
finding that CAT was not only more effective than treatment as usual
(care from Community Mental Health Team (CMHT), Clinical Ser-
vices and contacts with a general practitioner) but that treatment as
usual was found to increase the number of symptom criteria for per-
sonality disorder in 53% of the clients. In contrast, none of those
participants given CAT worsened in their presentation. This find-
ing has implications for the traditional treatment approach of CMHT
support for people with personality disorder or other complex pre-
sentations.

Further implications of these findings are that CAT holds a strong
position in tertiary mental health services which, with the advent
of Improving Access to Psychological Therapy (IAPT), are seeing
increasingly complex presentations where NICE guidelines are not
necessarily applicable. CAT is able to offer an alternative, time-limited
approach to these client groups.

Whilst the design of CAT (time limited, structured, transparent)
lends itself to being researchable, the fact that CAT is not designed
to work specifically within one diagnosis or to reduce specific symp-
toms (CAT is a model of people rather than dysfunction) makes
the effects harder to measure in comparison to other therapeutic
approaches. This is in contrast to approaches such as CBT, which are
designed for one single presenting problem and measure reduction
of a single symptom.

To grow in strength, CAT needs to increase its evidence base.
This is particularly important in order to enable CAT to continue
to be recognised and funded by NHS commissioners as well as
continue to develop and adapt to the changing needs of the NHS.
Calvert and Kellett (2014) made several recommendations from their
review. They describe the need for future research to report clinically



EMPIRICAL MATTERS

significant change as well as investigate low attrition rates reported
in CAT. Emerging areas for further research include CAT in groups
and CAT as a model of consultancy for working in teams with peo-
ple not able to access individual therapy. With high-quality research
based on valid and reliable outcome measures, CAT can continue to
grow in strength.
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THERAPEUTIC STANCE

Therapeutic stance

Being a relational approach, the relationship between client and
therapist is at the heart of Cognitive Analytic Therapy (CAT). The
therapist needs to be alert to how reciprocal roles (RRs) and recip-
rocal role procedures (RRPs) may operate within therapy, and take
steps to work with these throughout the therapy process. This is
achieved through a collaborative, open process, using the tools of
therapy such as the written and diagrammatic reformulation. How-
ever, although it is important that the structure is maintained and the
tasks of therapy are completed, especially within a time-limited ther-
apy such as CAT, it is important that this is balanced with a reflective
and open stance to allow the therapist and client space and time to
make observations to reflect on and “meander enough to let in the
unexpected” (Marx and Marx, 2012, p. 496).

What happens within a CAT therapy has been described as being
“an echo from the past” (Fawkes, 2004). Clients do not leave their
RRs and procedures at the door, but will bring them into the room
and they will inevitably present within the therapy relationship and
will be re-enacted. The therapist’s task, via the processes of refor-
mulation, recognition and revision, is to produce a collaborative,
empathic and accurate description of unhelpful relational patterns,
and to work with the client to develop exits from these. However,
it is important to recognise that CAT is more than a series of tech-
niques, skills and letters, but a whole approach to therapy grounded
in a collaborative, open and curious relationship between the client
and therapist. The aim is not simply to teach skills and techniques,
but to enter into a joint therapeutic encounter aimed at providing
an alternative, reparative emotional experience. ldentifying the re-
enactments of RRPs within the therapy relationship is an essential
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component of therapy, as they provide ‘live’ examples that can be
worked with in the therapy room. It is therefore important for the
client and therapist to be alert to these occurring, and to find a way
to collaborate against rather than collude with these procedures. This
can provide a powerful experience for the client and the opportunity
to develop and practise alternatives (i.e. exits) within a safe thera-
peutic environment.

The importance of the therapeutic relationship in therapy out-
comes has been well documented, and evidence shows that the
therapeutic alliance is the biggest predictor of outcome in psycho-
therapy (Castonguay et al., 1996; Krupnick et al., 1996; Lambert and
Ogles, 2004). It is thought that a positive collaborative therapeutic
alliance allows potential threats to the relationship to be identified
and managed. The tools of CAT can aid this process by describing the
client’s problematic procedures and predict how these may operate
within therapy in an accessible and collaborative way. However, how
these are worked with in the relationship between client and therapist
is key in facilitating change. Successfully recognising and resolving
potential re-enactments or therapeutic ruptures can be powerful expe-
riential challenges to problematic RRPs and the relationship between
client and therapist can provide the opportunity for an alternative
interpersonal interaction which allows a new emotional experience
for the client. This can support the development of new healthy RRPs
(Ryle, 1995; Saffran and Muran, 1996).

The therapist achieves this by adopting a therapeutic stance of
openness, curiosity and authenticity, conveying a genuine desire to
understand and work with the client to share the tools of therapy and
allow them to adopt these as their own. This can be achieved in early
sessions by the client and therapist working alongside each other,
such as by sketching or mapping patterns as they are identified and
observed (Potter, 2010). The way in which the initial tasks of therapy
are approached by both client and therapist are as important as the
content and information that is gathered. A useful way to understand
this is to consider both content (what is said) alongside the process
(the emotional quality of the interaction and how it is experienced
by both client and therapist). When getting stuck with content (what
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needs to be said or done within the therapy), it can be useful to switch
to process, reflecting on the therapeutic relationship or using coun-
tertransference responses to facilitate change.

An example or this may be when working with a client with a
dominant critical and attacking RR. Within therapy a risk is that the
therapist may feel anxious of attack and consequently ‘walk on egg-
shells” with the client, avoiding difficult topics or conversations to
minimise the risk of saying something that is perceived by the client
as critical or attacking. However, this anxiety in the therapist could
lead to the avoidance of difficult conversations and ultimately result in
the client not getting what they need from therapy. Adopting an open
and curious therapeutic stance can be helpful in this situation, using
the therapist’s observed countertransference to reflect on the client’s
feelings and how these relate to the RRP that may be operating.

Ryle (1995) emphasises the importance of the therapist being
attuned to emotion in therapy and makes reference to work by Dawn
Bennett in outlining this process. First the therapist acknowledges
and describes the emotions that are observed, drawing on their own
countertransference as well as to the emotions expressed by the cli-
ent. This is then shared and reflected on with the client, leading to
validation of the client’s emotional response. From this the thera-
pist and client collaboratively make links with the client’s RRs and
RRPs, perhaps making reference to the client’s map and where they
may both be on this. Links are also made to other events, which may
be previous interactions from therapy or similar interactions in rela-
tionships with others outside of therapy. Recognition of the client’s
RRPs in this way can allow both client and therapist to explore a
different way of communicating, which can lead to the development
of an alternative, more helpful way of relating.

An example of this is shown in the following transcript:

Therapist: [noticing feelings of anxiety in relation to the client]
“l am trying to think of something to say that won’t be
experienced as critical or negative but am aware that
it feels like whatever | say could feel wrong and evoke
feelings of anger.”
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[shrugs shoulders] “Yes that’s probably right.”

“That’s interesting . . . | wonder if this might happen in
other situations for you . . . That others are frightened
about getting it wrong, and don’t know what to say?
[pauses] | wonder if this is linked to this place on your
map [pointing to core pain on client’s map] . . . Where

you feel vulnerable or unsure . . . and could lead you to

want to protect yourself by attacking or pushing others
away....”

“Yes maybe.”

“l wonder if you can say more about this?”

“Well what’s the point of opening up to you? What do

you care anyway? | always get hurt.”

“So can you see how these feelings of hurt might link to
how let down you have been in the past? This is under-
standable, but if you push me away as you often do with
people, it will stop you getting what you need here.
[Therapist makes another reference to the diagram.]
... | wonder if we can think of a way together to get
past this ... ?”

This reflective stance extends the use of the tools of therapy, so, for
example, if a client misses an appointment following a particularly
distressing or emotive session, the therapist may briefly explore the
possible reasons for this in a re-appointment letter:

| am aware that at our last meeting we spoke about some difficult
issues which may have left you feeling vulnerable and exposed,
which as we know from your map can lead you to want to hide
away from others. | am wondering whether this may have led
you to miss our appointment today. Alternatively there may have
been another reason why you were unable to attend? Perhaps
this is something we can consider together at our next meeting?

In this way, the therapist’s countertransference is used to provide
clues to the RRs and RRPs that may be occurring, which in turn
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provides important information about the client’s emotional experi-
ence. These emotional responses are shared and explored together in
a collaborative way and used to help make sense of enactments of
RRPs within the therapy relationship. This exploration can lead to a
different interaction between the client and therapist than the client
would ordinarily experience elsewhere, and allows the possibility of
an alternative learnt emotional experience for the client. The role of
the therapist is therefore to be emotionally responsive to what is tak-
ing place within themselves (i.e. their countertransference) but also
intellectually reflective about what is happening in the relationship
and link this to the client’s core pain and RRs and RRPs. Emationally
and behaviourally responding to their countertransference by joining
the “dance’ of the client’s procedures (Potter, 2012) only serves to
reinforce the client’s difficulties. The aim is to find a way to describe
the processes that are taking place and enable the client to be able to
recognise and ultimately revise the RRs and RRPs that are operating.
This involves declining the client’s invitation to reciprocate the RR
and needs to be delivered in a way that can be received by the client
as not rejecting or dismissive, thus maintaining the quality of the
therapeutic relationship.

The collaborative nature of CAT, its unique use of the shared tools
of reformulation and the open discussion of the therapeutic relation-
ship allows the exploration of these issues in a safe therapeutic space.
This combination provides a way of predicting the possibility of RRPs
occurring during therapy and then tracking these enactments should
they occur within the therapy relationship, which hopefully helps the
client to have a different and reparative relational experience.
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Suitability for CAT

When first meeting a client, the aim and nature of the initial assess-
ment meeting will to some extent depend upon the setting within
which the therapist is working. For those working in the NHS, there
may be issues to consider regarding the client’s general suitability
for therapy, as well as questions about whether they meet the criteria
of the service within which the therapist is based. In any setting risk
is a key area of consideration, and the levels of risk that are toler-
ated will be in part dependent on the setting within which a therapist
is working. Those working privately or within primary care need
to consider any potential risk issues that may deem such isolated
work unsuitable. It is also important to reassess suitability and risk
issues if any client has been on a waiting list for therapy for a period
of time.

Of course, risk is a continuum and the presence of deliberate self-
harm, suicide attempts or risk to others is not necessarily an exclusion
criterion for Cognitive Analytic Therapy (CAT). What is important
is the extent and severity of the behaviour as well as the extent to
which such behaviours are likely to disrupt therapy. Those with a
past history of self-harm or with current suicidal thoughts with no
plan or intent may be able to work safely within therapy, especially
within a multidisciplinary team setting in which risk can be moni-
tored and managed within the broader service. Many behaviours
such as deliberate self-harm may be understood as a component of a
survival strategy that has developed to manage unbearable emotions
or as a way of communicating distress to others in an attempt by the
client to get his or her needs heard and met. The issue to consider is
the context in which these behaviours may present, and whether the
need to focus on managing risk will impact on the client’s ability to
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work safely and effectively on the tasks of therapy. Whilst CAT can
be an effective treatment for personality disorder (Clarke, Thomas
and James, 2013), and associated difficulties such as dissociation
and flashbacks (Chapter 8), therapy is not possible if each session is
focused on ensuring client safety or if such behaviours are used in
self-destructive or sabotaging ways by the client.

High levels of drug use (either prescription or illicit), alcohol
dependency or significant dissociation may impact on the client’s
ability to reflect on what is discussed in therapy, or even to think
clearly in sessions. However, as with self-harm, such presentations
may also be understood as part of the client’s survival strategies that
have developed to manage emotions, as a way of numbing or cut-
ting off from difficult feelings or memories. It can therefore present
a dilemma — the client cannot engage in therapy unless she reduces
these behaviours, but she needs the skills and understanding offered
by therapy in order to achieve this. In these situations a balance may
need to be made between the potential risks and benefits, and it may
be helpful to agree to a contract between client and therapist in terms
of use of substances prior to therapy; for example that the client
agrees to refrain from drug and alcohol use for 24 hours prior to each
appointment.

If direct therapy is not deemed suitable due to the presence of risk
factors or if the client’s internal resources are considered insufficient
to manage therapy, other approaches may need to be considered. For
example, the client may be directed to an alternative skills-based
therapy such as Dialectical Behaviour Therapy (Linehan, 1993).
Alternatively, when working within a team setting, a CAT-informed
reformulation such as ‘5-session CAT’ (Carradice, 2013) may be
offered to increase understanding of the client’s difficulties. This can
be used to guide the client and team to other work that needs to be
done to increase their repertoire of coping skills. Such indirect work-
ing with teams is considered further in Chapter 29.

CAT is not a treatment for specific diagnostic groups. What is
important is to focus not on the difficulties that have brought the cli-
ent to therapy (their target problems) but how these have developed
and are being maintained by their problematic procedures. Thus it
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can be suitable for a wide range of presenting difficulties. However,
some specific presenting problems may impact on the client’s ability
to engage in and make use of CAT at a particular point in time. Cli-
ents with active symptoms of psychosis or mania that impact on their
perception of reality are likely to struggle with the reflective nature
of CAT. In addition, those with severe symptoms of depression may
be unable to communicate effectively in therapy and process material
between sessions. In these situations CAT may be best offered once
the severity of the acute symptoms has lessened. Factors that impact
on an individual’s level of cognitive functioning may also deem CAT
unsuitable. For example, some psychiatric treatments such as Electro
Convulsive Therapy (ECT) can impact on short-term memory and
cognitive functioning and clients are not likely to benefit from CAT
if it is offered concurrently with these treatments.

As with other therapies, it is also important to be alert to exter-
nal factors such as ongoing domestic abuse, housing problems, court
cases or safeguarding issues that may need to be addressed before
the client is in a secure enough position to undertake CAT. “Where is
this problem located?” can be an important question to consider. For
example, if the problem is a result of external factors such as being in
an abusive relationship or work-related stress, therapy focused on the
individual is unlikely to be effective if the cause of the distress is not
tackled and may more appropriately be dealt with by another agency.
In these situations the client’s ‘dis-ease’ may in fact be a ‘normal’
response to an “abnormal/unhealthy’ situation. Equally, change within
the individual will be difficult if they remain in an environment that
is perpetuating and reinforcing reciprocal role procedures (RRPs),
such as being in an abusive relationship, work environment or family
environment. Other external factors such as recent bereavement may
also be understood similarly, as distress is an understandable and
normal response to loss. Even if CAT is indicated for other underly-
ing issues, it may be best to postpone this, especially if the client is
in the relatively early stages of grief, as they are unlikely to be able
to make use of a time-limited, focused therapy such as CAT during
that time. Also if RRPs relate to past experiences associated with the
deceased person, it can be difficult to work with these whilst in acute
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grief, and the client may be best directed towards a more supportive,
counselling approach until this has settled.

With its focus on visual and written tools, such as the map and
reformulation and goodbye letters, it is also important to consider
issues that might impact on these, such as visual impairment, dys-
lexia, or intellectual functioning. In these situations, the way in
which therapy is delivered and the use of these tools may need to be
adapted, such as tape-recording letters or using pictorial representa-
tions on sequential diagrammatic reformulations (SDRS) or “maps”
instead of words (Lloyd and Clayton, 2014).

Being alert to the client’s motivation for therapy and beliefs about
recovery and change are important during the assessment phase
to establish possible unhelpful beliefs about therapy and what it
involves or might achieve. For example, some clients may be attend-
ing because they have been “sent” by another professional or family
member. In private therapy, it may be of relevance to know who is
paying for the therapy sessions, as this can be an indicator of where
the motivation for change is coming from. Whilst this is not neces-
sarily an exclusion factor for CAT, these factors can help gauge the
client’s suitability and motivation and lead to useful discussion about
the target problems and expectations for change. Having said that,
change is frightening and difficult, and a degree of trepidation and
uncertainty about the prospect of giving up longstanding strategies
for managing life is understandable (Tanner, 2002).

These issues may be addressed throughout the assessment phase
via the collaborative nature of the process which models the joint
enterprise of CAT. Through the unthreatening, open nature of the
therapeutic relationship and the developing of an accurate under-
standing of the client’s issues via the reformulation process, these
often serve to engage clients and foster motivation, which might oth-
erwise have proved difficult. Expectations of therapy and possible
beliefs about a ‘quick fix” may be identified, explored and addressed,
and goals for therapy clarified. The client also needs to be oriented to
the focus of therapy, which in CAT may be best described as under-
standing the patterns that developed from our past experiences and
how these impact on the present and keep us stuck/limited. Any client
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who does not wish to look at past issues would therefore be best
directed towards a more present-focused, skills-based approach.

Whilst specific therapies such as Cognitive Behaviour Therapy
(CBT) are recommended for those with specific diagnoses such as
depression, anxiety or panic (www.nice.org.uk/guidance), CAT can
be useful for a wide range of problems that impact on clients’ senses
of themselves and their relationships with others. As a model of
people and not of disorder, it can be appropriate for a wide range
of difficulties to help clients to manage life, understand themselves
and their relationships with others, and ultimately break free of self-
defeating patterns that hold them back. CAT is therefore a highly
suitable approach for those clients who present with more diffuse
presentations or multiple diagnoses, as commonly seen within pri-
vate practice and NHS services, or those for whom NICE guideline
treatments have been tried and have not been successful.
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Assessment and case conceptualisation

The early stage of Cognitive Analytic Therapy (CAT), sessions one
to four, is focused on the client and therapist developing a shared
understanding of the client’s difficulties and how these have devel-
oped and are being maintained. This is a joint endeavour with both
the client and therapist working together — the client as the expert on
themselves, and the therapist offering the tools of therapy: structure,
reflections and observations. The information gathered is collated
and re-presented to the client in the form of the reformulation letter
and the jointly created sequential diagrammatic reformulation (SDR),
or map.

During the assessment phase, information is gathered about the
difficulties that the client wants to address and change, which are
identified as the target problems (TPs). Often clients’ survival strate-
gies have worked at an earlier point in their lives but will now be
holding them back, making it less likely that they can achieve their
goals or live in a way which they value or which is important to them.
Thus identification of TPs and associated goals is an important part
of therapy and can provide a key motivation to change. There will
inevitably be a tension between the safety of known, familiar survival
strategies which the client employs, but which unwittingly maintain
their TPs, and the desire to feel better and build a life that they want
for themselves. Developing clarity about the aims of therapy will
help to engage the client and build motivation and hope for change.

Target problems commonly relate to three different areas (Tanner,
2002):

1  Clients’ presenting problems, such as “feeling anxious in social
situations” or “self-harm behaviours”
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2  Problems relating to themselves, such as self-criticism, low self-
esteem, poor self-care

3 Problems relating to others, such as problematic patterns in
relationships

During the assessment phase, the TPs will be further explored and
understood and the underlying procedures identified. So for example
a client’s initial descriptions of “never feeling good enough” will be
developed into the clearer description of “striving for success but
never feeling good enough”. Similarly in relation to others, describ-
ing a TP as feeling “fearful of rejection, | keep others at a distance”
clarifies or develops an initial TP of pushing others away. When
identifying problems in relationships it is of course also important
to be mindful of how these TPs may operate between the client and
therapist. Taking time to clarify the goals at this point in therapy also
allows for any unrealistic expectations or misunderstandings to be
identified and resolved, and can minimise the potential for conflict
or disagreements later.

Once the TPs have been identified and agreed, the aim is to gather
sufficient information from talking with the client and observations
made by the therapist to develop a case conceptualisation: a sum-
mary based on the CAT model of the client’s problems. The essential
components of this are:

e Anunderstanding and description of the client’s target problems
(TPs)

e Anunderstanding of the client’s life experiences that have con-
tributed to the development of these

e The client’s repertoire of reciprocal roles (RRs)

e Theclient’s range of reciprocal role procedures (RRPs) —that is,
traps, dilemmas and snags — each one arising from a particular
RR

A number of specific tools or questionnaires can be helpful to assist
in gathering this information. This includes the option to use time-
lines and genograms to develop an understanding of key relationships



ASSESSMENT AND CASE CONCEPTUALISATION

and events, as well as the use of psychometric questionnaires (such
as measures of anxiety and depression) or self-monitoring forms to
track the situations in which feelings or behaviours may be triggered.

During this stage of therapy, the therapist gathers information
about the client’s history and key life events. The aim is to develop
an understanding of life experiences that have impacted on the client
and the effect of these. Simple questions can be used by the therapist,
such as asking the client to provide three words to describe the qual-
ity or characteristics of key relationships in their life (e.g. those with
a parent). Attention is paid to the client’s language and to allow key
RRs and procedures to be described using their own words, rather
than those of the therapist.

The psychotherapy file (Ryle, 1997b; Ryle and Kerr, 2002) is
a CAT questionnaire developed specifically to identify RRs, TPPs
and self states. It consists of a description of different traps, dilem-
mas and snags, as well as asks the client to rate how much each
applies to them. Although lengthy, it can be a useful tool to identify
procedures. It has been adapted for use with people with learning
disabilities (Lloyd and Clayton, 2014) and there is also a diagram-
matic version which can be useful for those clients with lower levels
of literacy. Given its length and potential complexity, it can be useful
when presenting it to a client to assure them that there are no right
or wrong answers, and to explain that it is a way of understanding
how they think, behave and feel in different situations, as opposed
to it being an evaluation tool used to measure change. It can also be
useful to encourage clients to add or change words to make it more
meaningful and applicable to them. The information gathered from
this, as well as the way in which the client relates to the completion
of the psychotherapy file, can be valuable in making sense of their
problematic procedures.

Throughout the assessment phase, it is important for the therapist
to take notice of what the client says in terms of factual content;
and making a mental note of words and phrases used by the cli-
ent can be useful when coming to write the reformulation letter or
developing the SDR. However, the way in which the client shares
information and relates to the therapist is also of central importance
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and can sometimes say as much if not more than the content. It is
therefore important for the therapist to be alert to this right from the
start. For example, a client showing avoidance of completing the
psychotherapy file may be explored in terms of fears she might have
about sharing information and feeling exposed or vulnerable in rela-
tion to the therapist. Alternatively a client’s need to add a lot of detail
to the form may be considered in relation to a need to be perfectly
understood or to ‘get it right’. The important aspect of this is that the
therapist adopts an open and curious stance, and explores the client
response and fears with them.

The approach described previously illustrates other important
tasks of the assessment phase, which are to orientate the client to
the CAT approach and to model the therapeutic stance of openness
and curiosity that is at the heart of therapy. It can be helpful right
from the start to explain to the client that what goes on in the ther-
apy relationship is a template for how they relate to themselves and
people generally. It offers a valuable opportunity for the client and
therapist together to observe and notice what is happening to allow
the opportunity for them to practise making changes where there
are problematic relational patterns occurring. This again models the
open and collaborative therapeutic stance and illustrates to the client
how therapy is a truly shared endeavour between client and therapist.

It is during this stage of therapy that any issues with engagement
may emerge. For example, when working with a client who is anx-
ious about opening up and sharing information with the therapist, a
pattern of asking lots of questions may be noticed by the therapist,
in relation to a client who is quiet or reserved in response — a pos-
sible demanding to demanded of RR. Within CAT this process would
be noticed and reflected upon, as the therapist moves away from a
content-focused intervention (aiming to gain factual knowledge and
information) to working with the therapeutic process between client
and therapist. In a situation like this, the aim of the therapist is to
observe and reflect upon the pattern that seems to be operating — so
to observe how the client seemed to withdraw and go quiet and how
that led the therapist to ask even more questions in response to the
client’s withdrawal. From this, a pattern of relating was understood
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and elaborated upon in which there was an invitation for the therapist
to become demanding, resulting in the client feeling that they were
being ‘made’ to do something they did not want to. The CAT thera-
pist will work to help the client to explore the nature of the evolution
of this RR and probable links to early relationships. Sometimes the
use of metaphor and analogy can be useful, such as that of the client
withdrawing into a cave with the therapist outside trying to get in.
From this an exit can be developed in which the aim of therapy is
for the therapist and client to find a way to ‘meet at the entrance’ to
illustrate the need to work collaboratively alongside each other as
opposed to being in a battle for control.

There is also an educational component in which the model is
explained to the client and the nature of RRs and survival strategies
are described. The aim is to develop a compassionate understand-
ing with the client, in that their difficulties are understood as learnt
survival strategies in response to difficult past experiences. This pro-
cess, and the ultimate representation of this to the client in the form
of the reformulation letter, can be a powerful emotional experience
for the client, as they come to see that their difficulties are not their
fault but an understandable response to their experiences. For many
clients, this can be the first time that they have perceived their dif-
ficulties in this way, and it can signal the start of a different way of
relating to themselves.

As part of the assessment phase (usually at the start), a contract
is agreed between client and therapist. This confirms the number of
sessions being offered and may also include therapy dates and times
as well as the consequence of any missed sessions, if there are any.
For example, in some services, there may be an agreement that any
sessions that are missed by the client will be lost. The standard dura-
tion of CAT is 16 sessions, although this may vary depending on
the setting in which therapy is taking place, as well as the client’s
complexity and presenting problems. Agreeing on the duration of
therapy is one of the less collaborative aspects of CAT, especially
when working within the NHS, as it is generally determined by
the therapist. Again, how this is discussed and negotiated can offer
useful information for the therapist about how any procedures may
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present in therapy. However, whatever the duration of therapy, it is
important that the number of sessions is agreed upon at the onset of
therapy. This allows for clarity about the parameters of therapy, and
also for any expectations and ending issues to be identified and on
the agenda for therapy from the start.

The end of the assessment phase is marked by the sharing of the
reformulation letter with the client, which is described in detail in
the next chapter.



WRITING A REFORMULATION LETTER

Writing a reformulation letter

The reformulation letter is a key part of Cognitive Analytic Therapy
(CAT). The letter provides a powerful opportunity to reflect back
to the client the story that has brought them to therapy and com-
municate a coherent, compassionate and understanding account. The
letter links the past to the present in an accurate and logical way, giv-
ing the opportunity to communicate understanding and to help name
and validate emotional experiences (the client’s core pain).

The style of the letter is inherently warm and genuine. It is writ-
ten in a shared language using the client’s own descriptions where
possible and needs to be understandable to the client throughout. The
reformulation letter differs from other types of clinical letters in that
it will not necessarily be shared with other professionals and may
be kept separately from the client’s other clinical records. Instead
it represents an opportunity to check the accuracy of the therapist’s
understanding of what has been covered up to that point and identi-
fies the areas that will be further explored and worked on in therapy.
In addition, the letter conveys a clear narrative of the client’s story,
including their relationships and significant events and coping strate-
gies, thus linking their current difficulties to their past experiences.
In bringing all of this together, the letter also plays a key role in
further building the therapeutic relationship.

Information for the reformulation letter is drawn from the early
assessment sessions and includes various sources: the psychother-
apy file, observations of the client’s behaviour, the client’s verbal
accounts and any written information provided by the client such as
timelines (a summary of important events in a person’s life) or dia-
ries. Importantly the therapist’s reflections of their own experiences
of the client in the room (countertransference) also informs the letter.

89



90

PART 2

The use of supervision to explore such experiences will further aid
this process.

Often the letters elicit powerful reactions. For some clients it can
be their first experience of being truly heard. One client described
how she spent years in mental health services attempting to tell her
story and gain some understanding, but had never fully felt heard or
understood before receiving her reformulation letter.

In preparing the letter, therapists also need be alert to any possible
invitations into re-enactments. For example, they may notice that they
are putting off writing the reformulation letter, or are painstakingly
working on writing the “perfect’ letter. Exploring this, the therapist
may be aware that they fear they will not get the letter ‘right” or that
they will miss important information and leave their client feeling
unheard. It is also possible that a therapist’s anxiety regarding pres-
sure to get the letter ‘right” might be the consequence of experiencing
a client’s reciprocal role (RR) of criticising to criticised.

Whilst the style of the reformulation letter may differ between
therapists, it is important that it covers key areas in order to convey
a comprehensive understanding of the client’s difficulties and the
planned focus of therapy. The following presents a suggested format
and key areas for inclusion.

1 Introduction: The letter begins by introducing the purpose of
writing. This may also include a sentence about the collaborative
nature of the development of the letter and how it is presented
tentatively with the possibility to amend and redraft any ele-
ments that may need changing.

2 An outline of the client’s difficulties: the problems that have
brought the client to therapy are identified and described as the
target problems (TPs).

3 Past experience and the therapist’s reflections on these:
The client’s difficulties are linked to aspects of the history
the client has given, such as, “We have spent some time try-
ing to make sense of these difficulties by looking back over
your early life.” A short description of the client’s childhood
is presented, pulling together major formative experiences
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which demonstrate the development of key RRs and core
pain. However, it is important that this part of the letter is not
just a historical narrative but an attempt to describe empathi-
cally ‘that child’s’ experience of growing up in ‘that’ set of
circumstances. This can be conveyed by the use of phrases
such as, “As I reflect on your experiences | have the sense of
a little girl who despite her efforts to be loved was left feeling
alone and frightened.” This allows the therapist to demon-
strate thoughtfulness and empathy about what has happened
as well as validating the client’s feelings. It is also equally
important to remember that this is the client’s account and
others who were there may have a different perception of
what took place. It is therefore helpful to use sentences
such as, “You have told me how you experienced your mum
as . .. ” rather than, “Your mum was . . . ”. This will also
reduce the likelihood of possible litigation should a client
choose to share the document with other people who were
involved in what happened.

Making links with the client’s survival strategies: The cli-
ent’s experiences and associated emotions are then linked to the
development of survival strategies. For example, “As a result
of these experiences you developed ways to cope in the world
which as a child were understandable but as an adult hold you
back in life.”

Description of the client’s TPPs and RRPs: The problematic
procedures are then described. These will include the identified
traps, dilemmas, snags or RRPs.

Potential impact of the client’s procedures on therapy: It is
important to consider how the survival strategies might present
in the therapeutic relationship and the impact this could have
on therapy. It can also be helpful to identify how the client and
therapist can notice when this happens and work together to
find a more helpful way of relating. It may be necessary here
to predict how the client will experience the ending of therapy
in the light of their problematic procedures and how this can be
managed.
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7 Aims and goals of therapy: Finally goals for therapy are
described and realistic suggestions made of how they may be
achieved.

The reformulation letter is usually read to the client during session
four or five. Some therapists choose to give a copy to the client that
they can follow whilst it is being read aloud by the therapist. Clients
are then able to take the letter away to look over again and bring back
with any points to clarify at the next session. Adaptations can be
made for the individual client’s needs, such as larger text or the addi-
tion of sketches to demonstrate what is being described, or if helpful
a client may audio record the reading of a reformulation letter if they
have difficulties with literacy.

When therapists are reading the letter, the therapist needs to resist
stopping and analysing each paragraph as they read it. However,
attention is paid to how the letter is received by the client, which
may further inform the understanding of the client. After reading
the letter the therapist encourages the client’s reflections, and it is
important to allow sufficient time in the session for this due to the
powerful nature of the letter and the emotions that this can evoke.
The decision as to what session the letter is delivered on needs to be
considered if a planned break in therapy is scheduled (for example
due to a therapist’s or client’s holiday). For some clients it may be
better to avoid giving the letter just before this, although for others
it may be containing over the break. Such questions can be helpfully
addressed in supervision. The reformulation letter needs to be shared
in person, so if clients miss the appointment the letter would not be
sent to them to read alone.

The following is an example of a reformulation letter, using the
fictional character Cinderella.

Dear Cinderella

This is my letter to try and outline the main themes we have dis-
cussed so far in our work together which will hopefully help provide
a focus for the therapy. I look forward to your feedback.
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You came for help as you have increasingly been finding it hard to
manage your feelings, which you at times experience as overwhelm-
ing. You have told me how you can feel so despairing and “hollow
inside” that at times you believe your family would be better off if
you were dead. There is a deep sense of worthlessness and a level of
exhaustion that you have described as “crippling”.

We have discussed how these difficult feelings and your poor self-
worth seem to have their roots in your early life. You have described
how when you were 6 your mum died suddenly and you have little
sense of her death being acknowledged within your family. You told
me how your dad threw himself into work and his new relationship
with a friend of your mum’s who was to become your stepmother.
You told me that she moved in with her two daughters to live with
you and your dad when you were 7 and that from this point you
always felt like a “stranger in your home”. You felt you were treated
as the unfavoured child, expected to do the chores, which at times felt
deeply unfair or even abusive.

You have begun to describe to me the feelings associated with
these experiences and there is deep resentment, envy and at times
hatred for the way you felt you were treated. In writing this | have a
sense of a little girl who underneath her rage is gripped by the fear
of being alone with her feelings, longing to be loved yet carrying a
sense of shame that she is unlovable.

In your adult life you have at times felt acute relief at believing that
someone, for example your godmother or your hushand, could heal
your deep hurt. However, when you feel they have let you down in any
way, you are plunged into despair, and we have discussed how it is as if
all the pain of the little girl whose mum died so suddenly is reactivated.

As a little girl you found ways to manage your difficult feelings.
It is easy to see why you would have needed to develop these pat-
terns in order to try to survive, but as an adult they don’t work and
only serve to make worse the problems you have come to therapy for
help with. These patterns could be summarised in the following way:

1 In relationships | set the bar really high. This puts pressure on
the other person as well as me, so | can end up trying too hard
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and feeling exhausted. If things are less than ideal | can end up
feeling deeply disappointed and let down and as if | have been
abandoned.

2 Inorder to gain the love I crave, | bottle up my needs and feel-
ings; but then they tend to explode in a way that is frightening
and | feel overwhelmed, out of control and ashamed.

3 Believing I am worthless and unlovable | often hold myself back
and hide my talents, which results in me sabotaging myself.

You have already found the courage to acknowledge in therapy how
no one can make up to you for the hurts of your childhood. Acknowl-
edging this is painful and involves letting go of the fantasy of finding
someone who can be the perfect person you believed your mother
was and who can compensate for your loss of her. Just as your god-
mother and husband became invested with this hope, | wonder if
this first pattern will get played out between you and me and how
you will experience the inevitable limitations of our time together.
Or will you find it difficult to make changes, believing you don’t
deserve to progress and in this way sabotage any gains you might
make in therapy (pattern 3)?

You have described your hopes for therapy being that you can
better understand your patterns and why you frequently feel over-
whelmed. You said you would like to work out a way you can feel
more connected with yourself and your family.

I look forward to exploring these themes with you. Hopefully you
will be able to find and develop the part inside you which can be
deeply accepting of all that you are, so that you can reconnect with
this ever-present and lasting peace you so long for.

With best wishes
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Mapping

As outlined in Chapters 7 and 8, mapping in Cognitive Analytic
Therapy (CAT) has evolved through several stages, from the initial
development of the Procedural Sequence Model (PSM), expansion of
this in the Procedural Sequence Object Relations Model (PSORM),
as well as the additions proposed by the Multiple Self States Model
(MSSM) (Ryle, 1997a, 1997b). The result is that several versions of
what is officially termed the sequential diagrammatic reformulation
(SDR) exist in the literature. In our clinical experience of working
with other CAT therapists, there is also great variety in how SDRs
are created within clinical practice. A strength of CAT is that these
diagrams are idiosyncratic and therefore unique to each client, but
the therapist will ensure each contains the fundamentals of CAT
theory.

Presented here is one version of how an SDR, or CAT map, might
be created, although it is acknowledged that the process of creat-
ing this is individual to the therapist’s personal style. From here on
the term CAT ‘map’ is used to describe the diagrammatic version
of the reformulation. This terminology is more accessible to clients
and helps to describe the idea of it being a bit like a road map of old
routes (patterns); the aim of therapy being to get to know this map as
well as to develop new routes or exits.

The aim is to use our theoretical understanding of the PSORM,
the key theoretical approach that underpins CAT, to map out a client’s
reciprocal roles (RRs) and procedures (RRPs). This will aid the cli-
ent’s understanding of how these patterns perpetuate their core pain.
In doing so, the possibility of change and how it may be achieved
starts to become clearer. Ryle (1990) described how the diagram is not
only a guide for the client and therapist during the therapy and beyond
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but also represents the basis for clients” understanding (and therefore
integration) of themselves and in turn a greater sense of efficacy.

At the very beginning of the CAT therapy, therapists will explain
the use of diagrams and drawing, as ways of capturing the descrip-
tions and discussions that the client brings. Maps might begin as one
or more generic examples of RRs written down in aid of describ-
ing and explaining the concept, as illustrated in Figure 20.1. These
examples are then replaced with the words of the client and their
own descriptions of the parentally derived and child-derived roles.
For some, the very beginning stages of a map may be a few words
describing the pain and distress that has brought them to therapy.

RRs tend to fall into different categories, as described in Chap-
ter 2. The map may develop by positioning the RRs carefully on
a page with consideration of the types of RRs they represent (Pot-
ter, 2010). At the top of the page might be the desired but fragile
if achieved RR, which describes what the client might be striving
to achieve/receive, such as unconditionally accepting to uncondi-
tionally accepted or perfectly caring to perfectly cared for. At the
bottom of the page might be the most feared or dreaded RR, such
as abandoning to abandoned, the most painful place on the map
associated with the client’s core pain. In the centre of the page
might sit the ‘endured place’ RRs, which might represent where the
client goes to keep away from the dreaded place and work towards
the desired, such as controlling to controlled RR.

O ) O

Busy, .
Criticising distrac{ed, Abu’smg
Criticised Forgotten Abused

—

—

Figure 20.1 Reciprocal role examples
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This process can become creative with drawings and shapes rep-
resenting quite complex ideas. For example, a snakes and ladders
map may be drawn, with ladders representing the procedures which
are about striving for the desired place and the snake being the pro-
cedure which represents falling from the desired place to the dreaded
place (see Figure 20.2). Or an image of a fortress or wall may be used
to represent a controlling or rejecting RR as way of feeling safe by
keeping others at a distance.

Once some key RRs are identified, an understanding is gathered
of the resultant core pain. This may feel intolerable and the natu-
ral aim will be to move away or try to escape from these difficult
feelings. There is some variety in how maps depict this core pain.
Emotions can be depicted in a spiky shape beneath the RR. These
allow the communication that the emotions came as a result of the
RR and the spiky shape visually depicts them as painful. The initial
sketches of the RRs start to take shape through descriptions of pri-
mary caregiving and of the relationships between them, as well as
information from other sources used in the assessment, such as life
lines, the psychotherapy file and family trees. Stories and specific

Idealised care

Idealising
Special & contained.

Rejecting

Rejected

I

Worthless
alone

Figure 20.2 Snakes and ladders example of map
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memories help to develop understanding of the RRs and the core
pain and the link between them. It is also important to bear in mind
whether there are indications of particular RRs operating within the
therapeutic relationship.

The traps, dilemmas and snags will represent the client’s attempts
to escape or move away from the core pain and associated RRs. These
target problem procedures (TPPs) will be driven by a need, such as
to receive care or feel better, but will have unintended consequences.
These patterns invariably lead back into an RR, whether back into
the original RR or a different one on the map. The client’s stories and
memories help tease out the detail of the traps, dilemmas and snags.
These could be based on early memories or stories but could just as
easily be drawn out with a client based on a recent event. They may
even be how they felt about coming to therapy and whether they had
any urges such as not coming or wanting to please. The client and
therapist may use an awareness of what is occurring between them
to consider possible procedures. Once one or two procedures are
identified through this process and sketched on paper, it will then be
possible to start creating links between the procedures and the RRs.
An example of a map developed for the fictional character Cinderella
is illustrated in Figure 20.3.

Maps should be as simple as possible, aiming to present no more
than three or four RRs and with easy-to-understand procedures
moving between these. The result is an accessible depiction of how
clients relate to others, how they experience others and how they
relate to and experience themselves. This helps to show how clients
are inadvertently perpetuating their difficulties and recreating the
same limiting relationships with themselves and other people that
they want to heal.

New therapists can feel anxious about developing a ‘perfect’ map,
and this can delay the creation of any sketches or mapping. This in
itself can become an unhelpful procedure for the therapist and it is
important to remember that there is no one perfect map and that dif-
ferent maps will be created by different therapists even relating to
the same client. At the same time there are several components that
need to be included, such as the RR (with both the parental and child
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Figure 20.3 Cinderella’s map
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aspects of the role), the core pain, the aim, the behaviour and the
unintended consequences, which link back to an RR.

Experienced therapists may create parts or all of their maps in the
room with their clients within the first four sessions. The process will
be collaborative between the client and the therapist, which assists
the client in owning the map. The shared endeavour of building a
simple map alongside the client will help increase a sense of owner-
ship of the map and hopefully avoid an experience of being ‘done
to’. For less experienced therapists, supervision becomes the vehicle
for putting initial sketches into a more coherent map; but even if this
occurs outside the therapy room, the therapist makes every effort to
build the map with the client, sometimes necessitating them to sketch
out the map in supervision as practice for sketching it out in the room
with the client. The final map should not come as a surprise to the cli-
ent; instead they will most likely have participated in every part and,
as far as possible, it is their words that have been used throughout.

A map is often created first and then used to inform the refor-
mulation letter but this is not always the case and will depend on
individual therapist style. The map and letter will explicitly name the
RRs and the RRPs. The mapping goes alongside the assessment and
is part of the collaborative development of a re-understanding (i.e.
reformulation) of the client’s problems. It is particularly important to
map early, especially if the client presents with a personality disor-
der, where the client’s procedures may impact or possibly disrupt the
therapeutic process. The collaborative task of mapping allows a shift
into an observer stance, allowing therapist and client to track what is
happening in potentially a less direct and therefore less threatening
way. By ‘hovering’ above the map, the client will hopefully feel less
overwhelmed by their unhelpful procedures and the emotions con-
nected to these.
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Development of the ‘Observing Eye’

Once the process of reformulation and mapping is complete, attention
turns in therapy to the next of the 3 R’s: Recognition. Recognition
is the process of bringing what are likely to be automatic processes
into conscious awareness using the therapy tools of the reformulation
letter and the map. The process of reformulation will hopefully have
enabled the client to develop a deeper understanding of their proce-
dures and reciprocal roles (RRs), but the key to change is developing
an awareness of these procedures as they occur, which then allows
clients to work on developing exits and in turn start to make changes
in their lives. This is achieved via a range of different approaches and
strategies, drawing on the therapeutic relationship and observations
of procedures as they occur in the therapy room, as well as using spe-
cific tools and strategies, such as mindfulness and self-monitoring.

Recognition is important and needs to be achieved in a compas-
sionate way to enable the development of a curious, interested, kind
observer, as opposed to an internal critic. The therapist can play a
central part in cultivating this approach by modelling an open, curi-
ous stance towards the client and their difficulties. The client is
actively encouraged to participate in this process and to develop a
similar stance to enable them to work towards becoming their own
internal therapist (Potter, 2010). In Cognitive Analytic Therapy
(CAT), this stance is called the observing eye (Ryle and Kerr, 2002)
and can sometimes be represented on a client’s map as the picture of
an eye. This depicts the eye of the client and of a perspective of step-
ping back from problems, akin to hovering above rather than being
in the midst of their distress and reciprocal role procedures (RRPs)
(Marx and Marx, 2012). The ultimate aim is for this external eye to
be internalised as the internal therapist: “The eye which becomes an
‘I’ ” (Ryle and Kerr, 2002, p. 36).
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As well as considering how procedures are re-enacted within the
therapy relationship, it is important to observe and reflect on events
occurring outside the therapy room. Recognition outside of therapy
relies on the client’s ability to notice and bring relevant information,
although the therapist can assist with this process by relating informa-
tion back to the map or list of procedures. Visual aids can be useful in
this process as the very act of looking at a drawn diagrammatic refor-
mulation involves taking a step back from procedures and therefore
involves not being fully caught up in them. This can be achieved by
asking simple questions such as, “Where do you think this/we may be
on your map?” This encourages the client to step back and reflect on
the content of what they have been saying. Akande (2007) extends this
idea by suggesting the use of two different observing eyes: one of the
client and a different one of the therapist. She suggests that acknowl-
edging these different perspectives can be helpful in encouraging
dialogue between these sometimes differing viewpoints and can also
facilitate discussion of transference and countertransference issues in
therapy. Moving between content (what is being said) to process (the
interaction between the client and therapist) can be helpful at times like
this to help to see the bigger picture and recognise themes and patterns.

The development of this open, non-judgemental stance towards the
self shares much in common with ideas from mindfulness, which has
been described as “paying attention in a particular way: on purpose, in
the present moment and non-judgementally” (Kabat-Zinn, 1994, p. 4).
Mindfulness is the process of holding one’s awareness on the ‘here-and-
now’ and an awareness of current experience. The nature of recognition
itself is synonymous with qualities of mindfulness, as the aim is to develop
an observing, non-judgemental, curious stance in relation to problematic
patterns and procedures as they are occurring in the moment.

In reflecting on the value of mindfulness approaches in CAT,
Finch (2013) translates the characteristic of mindfulness into the
RRs of:

« observing, attending and accepting to noticed, attended to and
accepted;
e curious, open and validating to validated and understood.
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This may be seen as in line with the development of the observing
eye, as it enables the client to be aware of procedures as they occur in
the moment. Mindfulness skills can therefore be of value by helping
both client and therapist to notice and observe patterns and proce-
dures in a non-judgemental way as they occur within the therapy
relationship as well as outside of therapy (Marx and Marx, 2012).
However, a key difference is that the use of developing an observing
stance using mindfulness within CAT is not just about observing and
accepting per se, but about recognising and observing problematic
procedures with the aim of changing these, which is very different to
the essence of mindfulness.

As well as aiding recognition skills, regular mindfulness practice
may also be of value as an exit to specific procedures. For example,
mindfulness practice can be a useful tool to aid the development
of alternative healthy RRs of accepting to accepted or validating to
validated with clients who have issues with neglecting or criticis-
ing RRs. Encouraging regular mindfulness practice to develop these
skills can be useful as part of therapy (Wilde McCormick, 2004). Cli-
ents can be directed to tools outside of therapy to facilitate practice,
including audio and video clips, Smartphone Apps (which can some-
times include prompts for mindfulness practice), as well as many
useful written resources and self-help books.

Self-monitoring can also be useful for helping clients with rec-
ognition and there are a variety of self-monitoring sheets available
on the ACAT website (www.acat.me.uk). These are referred to as
‘rating sheets’ and include those aiding recognition of problematic
procedures, tracking progress over time and weekly monitoring of
the different stages of recognition described previously. It has been
suggested that self-monitoring in this way is not always liked by
clients (Ryle and Kerr, 2002) and it is possible to see how ‘measur-
ing progress’ in this way could activate a client’s RRs and RRPs (for
example, of feeling judged or criticised, which could lead to a striv-
ing procedure). As with the introduction of any material into a CAT
therapy, it is important to observe the client’s response to this and to
be alert to RRPs that may occur in the therapy room, again using this
as another opportunity for recognition.
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DEVELOPING EXITS

Developing exits

Once recognition has been established (see Chapter 21), the focus
of therapy increasingly turns towards revision and helping cli-
ents develop exits from old problematic procedures. Exits can be
developed in a number of different ways and can be drawn from
numerous different therapeutic models or from the clients’ own
strengths and skills. They can be discovered through the process
of attending to the therapeutic relationship, with both therapist and
client observing pulls into re-enactments using the map and try-
ing out different ways of responding. EXits can also be created by
consciously experimenting in doing things differently, both inside
and outside of therapy, as well by observing naturally occurring
‘exceptions to the rule’. The use of specific techniques can also
be of great value. It is not possible to cover all these within this
chapter and the ones selected are not in any way intended as an
exclusive list.

The revision stage of therapy can be a very creative time. Strate-
gies to aid change may include the use of collages to help a client
explore their sense of themselves and what they feel is important in
their life or to help them build awareness of things they value that
may be missing. This process can be quite powerful to some clients
who perhaps have been defined by their diagnosis or illness in an
unhelpful way. For example, a client who hadn’t worked for many
years discovered through ‘collaging’ that this was leaving a blank
space in her collage as well as in her life. She started to cut out pic-
tures of women who were employed and began to imagine herself
as being able to work. From this she started to recognise what was
important to her in life and identify the steps and support necessary
to return to work.
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Poems and stories can also be used creatively to illustrate impor-
tant concepts as well as provide motivation to change. For example,
“The Journey’, a poem by Mary Oliver (1986), seems to depict beau-
tifully the difficult journey of change and work beyond therapy and
is useful as a motivational poem for the end of therapy. Metaphors,
analogies and stories can also provide useful illustrations and often
stay embedded in memory, aiding the process of internalising the
therapy. They can encourage clients to imagine a parallel situation
so that the focus is temporarily shifted from the intensity of their
own experience. By doing so the strong emotional impact of the per-
sonal situation is temporarily softened, allowing the individual to
develop a different perspective (Owen, 2001). Using the client’s own
metaphors can help them verbalise their experiences. For example,
a client described how her life felt like a relay race in which she was
running all parts, never feeling able to hand over the baton to anyone
else. This left her exhausted and people in her life had stepped back
and allowed her to take their share of the responsibility. For her, find-
ing a way of ‘handing the baton over’ in terms of allowing others to
help became her exit.

Ryle (2002) describes the role of ‘no send’ letters in therapy.
These letters can be useful to direct to persons dead or alive where
there is a sense of needing to express thoughts and feelings but
it’s either unsafe or impossible to do so. Such letters can also be
directed at the self; either the current self, the past or the future self.
‘No send’ letters are usually completed as homework and reflected
on in a subsequent session. Such letters potentially offer an avenue
to developing greater self-compassion, acceptance or forgiveness,
and enable these to be identified as possible new exits from old
procedures.

The use of the client’s dreams in Cognitive Analytic Therapy
(CAT) can be a helpful way of accessing parts of themselves which
are disavowed and may be projected onto others. It allows for an
exploration of the perceptions and feelings associated with these
split-off parts and the potential for a deepening of understanding.
If all aspects of the dream are seen to represent parts of the dreamer
then this allows for a collaborative exploration between the client
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and the therapist as to how these aspects represent parts of the recip-
rocal role procedures (RRPs). An example of this is a client who
dreamt that a friend had fallen through a floor into her basement
and was known to be there by other people who lived in the house
but was ignored. The dream allowed consideration of how lost and
alone (and at times suicidal) the client felt and how this related to her
reciprocal role (RR) of absent to unwanted. This was also linked to
the ending of therapy which was imminent and from this explora-
tion the client was able to explore her feelings about this openly and
see the link to her experience of boarding school in her early life.
Working in CAT with dreams is sensitively described by Coulter and
Rushbrook (2012).

Similarly with the use of drama therapy, the client can be helped
to express and reflect on aspects of their RRPs through this physi-
cal activity (Petratou, 2007). The work of CAT is often very much
based around talking, but drama therapy (and indeed bodywork,
Burns-Lundgren and Walker, 2008) can enable clients to experi-
ence the feelings, perceptions and meaning of different parts of
their RRPs. It can allow clients to explore creatively different
aspects of themselves, as well as ways in which they might con-
sider changing.

Clients themselves will bring to therapy a range of skills and
strengths that they have used in the past or that they are able to apply
in one area of their life effectively, but not others. An example of
this is a client who was able to describe how she could talk in an
encouraging and motivating way to her son. When it came to her
own internal dialogue, however, she would berate, criticise and bully
herself. By exploring the types of words she used for her son, her
expression and tone of voice, she was able to begin to respond to
herself in a more encouraging and mativating way.

Other therapy modalities may also be drawn upon to generate
exits, such as Cognitive Behaviour Therapy (CBT), Compassion-
Focused Therapy and mindfulness. By mapping these skills as exits
onto the CAT map, they can be used to aid change, and in doing this
clients often describe how they have a greater understanding of how
previously learnt skills can be usefully applied. To aid clients’ use of
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exits, it can be helpful if they are written on the map with an arrow
from the point in a procedure when they should be used.

Homework continues to be an essential element of the therapy
at this stage and exits are rehearsed, barriers or blocks identified,
and exits modified. The use of rating sheets (see Chapter 21) and/or
diaries can aid feedback and facilitate change. It is also important to
be alert to the possibility of procedures being re-enacted within the
therapy relationship through the setting of such tasks and to reflect
on these with the client when appropriate. The skills and techniques
must therefore be applied with an eye on the process. For example an
individual with a striving to please procedure associated with a criti-
cising to criticised RR may complete all homework tasks through
fear of criticism. However, only completing tasks to please the thera-
pist could impact on her ability to sustain change beyond therapy, or
she may even try to push herself to complete tasks that are outside her
zone of proximal development, leading to feelings of failure. Along-
side setting tasks and teaching skills to develop exits, the therapist
also needs to be alert to working too hard or trying to rush change.
Balancing ‘sitting with’ painful feelings and ‘doing with’ at this stage
of therapy is important, as space is also needed within CAT to pro-
cess emotions and attend to difficult feelings and experiences.
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Developing healthy reciprocal roles

Reciprocal roles (RRs) are central to the Cognitive Analytic Therapy
(CAT) model. As we have seen in Chapter 2, they are templates of
early relationships and consist of two linked components — a paren-
tally derived role influenced by the behaviour the parent adopts
towards a child, and a child-derived role associated with the experi-
ence of the child in relation to a parent’s behaviour. These roles are
internalised and become templates for how we relate to ourselves
and in our relationships with others.

As adults we will have a repertoire of RRs depending on our
childhood experiences. However, our clients, and particularly those
with more complex and troubled childhood experiences, are likely
to have a limited range of RRs which are predominately unhealthy
and problematic. We have seen earlier in Chapter 2 how the presence
of a healthy positive relationship can act as a secure base and buffer
against adverse life experiences. This is achieved by the internalisa-
tion of a healthy caring to cared for RR, which enables the child to
be able to care for him or herself. Fortunately, alongside their diffi-
cult experiences, most clients will have some positive experiences of
care, often from a grandparent, teacher or friend. McCormick (2008)
uses the phrase healthy island to refer to these pockets of care and the
templates of a caring healthy RR they may leave with an individual
that can be drawn upon in later life.

When developing exits from unhelpful problematic procedures,
the aim is to facilitate the development of a broader range of RRs,
and in particular to develop and strengthen healthy RRs. This will
ultimately enable the client to move beyond therapy with the ability
to relate to themselves with care and to demonstrate a full range of
healthy RRs towards themselves and others. Developing this may be
seen as one of the greatest gifts of therapy, as it ultimately enables
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the individual to look to themselves for care, security and support,
as opposed to relying on others to get their needs met. However, in
order to do this, the client may also need to grieve the loss associated
with not having their needs met in childhood, and mourn the absence
of care or nurturing that they might have hoped for or expected.

Through this combined process of grieving the parent they never
had and building a new way of relating to themselves, healing of past
experiences can take place. This is achieved in therapy by the use of
the therapeutic relationship, within which healthy RRs are modelled
by the therapist towards the client and provide a different experi-
ence for the client. As we have already seen, this is demonstrated
by the therapist from the very start of therapy through adopting an
open, collaborative and compassionate approach. Over the course
of therapy these experiences are internalised by the client. This is
similar to the concept of ‘limited re-parenting’ proposed in schema
therapy (Young, Klosko, and Weishaar, 2006) or Winnicott’s ‘good-
enough’ care (Winnicott, 1988). This can be especially pertinent for
those clients who have limited past experience of positive or kind
relationships, and can prove to be a powerful learning experience.

When thinking about the components of a good-enough parent-
ing experience it can be useful to deconstruct this and what it means.
‘Good-enough care’ doesn’t mean unlimited praise or encouragement,
or letting the other do whatever they want without consequence. ‘Good
enough’ means just that — being acceptable or adequate. This can mean
sometimes getting it right, whilst other times not being perfect; some-
times making mistakes, having disagreements or misunderstandings,
but being able to resolve these. Sometimes agreeing with each other
whilst at other times holding a different position or setting limits.

In reality it is potential ruptures in therapy that can often provide
the most rich and beneficial therapeutic experiences. It is these inter-
actions, in which the client may invite the therapist into unhelpful
RRs and re-enactments, and crucially the subsequent repair of this,
that can lead the client to a contrasting experience — so instead of
feeling dismissed, rejected, attacked or criticised, they have an expe-
rience of being listened to, heard and understood, as the difficulties
are recognised and collaboratively worked with. In short, tackling
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re-enactments and therapeutic ruptures can demonstrate these quali-
ties. Being able to talk about disagreements and misunderstandings
and work through these in therapy can be a very different experi-
ence for clients who may have had experience of being criticised,
dismissed or attacked by others when expressing their own views or
feelings. This fits with evidence which shows that attending to the
therapeutic alliance is one of the biggest predictors of outcomes in
therapy (Horvath and Symonds, 1991; Krupnick et al., 1996).

Whilst the re-parenting experience of the therapy relationship
can model a relationship of ‘good-enough’ care, and demonstrate to
the client the positive and kind experience of caregiving, it is also
important that clients are able to demonstrate these qualities towards
themselves. When RRs develop in childhood they typically take
many years to develop, strengthen and ultimately be internalised,
which is clearly not possible within the time limits of CAT. Therefore
although the therapeutic relationship can model an other to self RR,
active interventions are useful to facilitate the internalisation of this
and enable the development of a healthy self to self RR.

It can sometimes be helpful at this point to return to the theoretical
understanding of how RRs develop and also how they operate other
to self, self to other, and self to self. What is important is to develop
within the client both the ability to show the parental role of giving,
nurturing and caring, as well as the ability to receive this from others
and ultimately to show it towards themselves in the form of a self to
self RR. This can be facilitated in a number of different ways.

As part of this work it can be useful to draw on clients’ experi-
ences of parenting or caring for others, and to define the different
qualities associated with this. This can help them identify the self
to other component of the RR and then consider how this might be
applied self to self. This can involve deconstructing the concept of
caring, drawing on Winnicott’s ideas of ‘good-enough’ parenting,
and identifying with the client the different RRs associated with this.
Alongside this it can be helpful to explore with the client how these
qualities are demonstrated, identifying a full range of words and
actions, as well as the voice tone and body language that is associ-
ated with a caring, healthy RR.
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The following illustrates the range of healthy RRs associated with
good-enough care:

e Validating to validated

e Understanding to understood

e Listening to listened to

»  Encouraging to encouraged

e Accepting to accepted

e Setting limits to contained and held

The use of metaphors and stories can also be useful in illustrating
these ideas, such as those described earlier in Chapter 22. A useful
place to start can be to encourage the client to reflect upon their
own skills in taking on a parental role towards others, such as with
their own children or other children they come in contact with.
This can elicit the qualities that are important to them in a car-
ing relationship. Even clients with the most deprived or traumatic
backgrounds will often demonstrate the ability to show these RRs
and qualities towards others, perhaps from an understanding of
what was lacking in their own experiences, and those who are par-
ents themselves may express a conscious desire to provide their
children with the caring and support that was lacking in their own
experiences.

Having established experiences of the client demonstrating the
parental role of caring in relation to others, the therapist’s task is
to support the client to learn to show these qualities towards them-
selves. The therapist will have started this process from the very
beginning of therapy by showing warmth and compassion towards
the client’s experiences and by naming and responding to their unmet
need and chronically endured pain through the writing and sharing
of the reformulation letter. As therapy progresses, clients are encour-
aged and directed to do the same towards themselves. This work can
be helped creatively by drawing on techniques such as two chair
work (Greenberg, 1979). Compassionate letter writing, similar to
that described by Gilbert (2009), can also be useful, as the client
effectively writes a reformulation letter from their adult coping self
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to their “child’ self. An overview of various techniques that can be
integrated into CAT is given in Chapter 22.

Sometimes clients can seem to understand and demonstrate the
skills of caring towards others, but are unable to receive this caring
for themselves, either from others (other to self) or from themselves
(self to self). This may alert the therapist to the presence of a snag in
which the client feels undeserving of receiving care or good things,
which may need to be explored/addressed. Some clients may actively
seek care from others (possibly in an idealised, unhelpful way as part
of a RRP, such as by looking for care or rescue from others), but seem
unable to extend this care towards themselves. In these cases, the bar-
rier may relate to anger associated with the unmet need expressed
as “I shouldn’t have to do this!” In this situation the grief associated
with past loss and unmet needs may have to be addressed before the
client is able to develop the ability to care for themselves, in terms of
grieving the parent that they never had.
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When therapy gets stuck

Therapy can get stuck for a number of reasons. It may be that the
client has particular reciprocal role procedures (RRPs), usually
involving a snag, in which there may be great fear of change and/or
the results of any potential change are unwittingly undone through
self-sabotage. There may also be hidden gains connected to the
client’s RRPs, such as dependency needs being met through vul-
nerability and illness. Therapy can also become stuck because of
the therapist’s needs getting in the way of progress. Another fac-
tor may be that the ‘stuckness’ may be within the context of the
organisation in which the therapy is being delivered. For example,
an over-burdened NHS department can lead to staff being over-
stretched with all the associated difficulties in being able to deliver
a good-enough service.

Steve Potter in The Helper’s Dance List (2014) proposes the
‘one-third’ idea. This suggests that that in the therapy relationship,
one-third of the dynamic is led by the person we are helping, one-
third is led by the therapist and one-third by the system, model or
organisation in which the work is taking place. The questionnaire
offers a choice of potential procedures. These help carers and thera-
pists identify the unhelpful patterns or ‘dances’ that may be being
enacted in their work with clients. Whilst acknowledging that organ-
isational factors can be relevant in limiting therapeutic change, the
focus of this chapter is on the contribution to ‘stuckness’ by the
therapist and the client. Also it does not consider elements within
the client’s life which might make change difficult. It is important
to acknowledge that there are clients who, for social or economic
reasons, may not have the necessary support networks in their life
to sustain/elicit meaningful change. Hopefully this will have been
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identified within their assessment (see Chapter 17) and if therapy is
indicated then any goals within the therapy modified accordingly.

Most of us go into the caring professions because we want and/or
need to help people get better. Whilst this may well be for altruistic
reasons, it can also be about unresolved issues within the carer or
therapist from their own past and which they are unconsciously seek-
ing resolution of through their care of others. The term ‘wounded
healer’, a concept developed by Carl Jung (2014), refers to issues
related to therapists’ own suffering brought into the therapy relation-
ship by the therapist.

Therapists, like anyone, are vulnerable to being hurt in relation-
ships, and this is as true of the therapy relationship as any other
relationship. Personal therapy can help therapists understand their
own motivations and issues in more depth. Supervision is also of
significant importance and this regular input supports therapists
in the difficult work of trying to help clients who are often deeply
troubled and may be hostile to being helped. The potential danger to
therapists’ self-esteem and self-image when working with disturbed
clients and the relevance of the support of supervision is helpfully
outlined in Phil Mollon’s article (1989).

When clients don’t get better and appear unable to use the help
that is on offer, this can produce strong countertransference feelings
in the therapist (for example, frustration and feelings of inadequacy)
which can then get in the way of progress. These feelings may relate
to elicited countertransference (i.e. be a response to the client’s mate-
rial) or personal countertransference (i.e. relate to the therapist’s
material). It is all therapists’ responsibility to ensure they can under-
stand and manage their own countertransference feelings, and it is
a requirement of most psychotherapeutic trainings for therapists to
have their own personal therapy to achieve this. In line with this,
personal therapy is viewed as an important requirement of training
in Cognitive Analytic Therapy (CAT) to enable therapists to avoid
enacting their own RRPs within the therapy relationship. Being able
to stand back, observe and reflect on their own procedures as well
as what is happening ‘in the room’ lessens the potential collusion
with the client’s procedures and hopefully provides a creative and
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reflective space. The psychoanalyst Bion (1967) talked about the
importance of therapists leaving space within the therapeutic rela-
tionship to embrace ‘not knowing’. He describes how it is important
that therapists’ minds are clear of their own memories and their own
desire for understanding. In CAT there needs to be some balance
achieved between “doing with” versus ‘being with’ the client, which
with the pressure to produce the written and diagrammatic tools of
the model may at times become unbalanced.

The therapist’s countertransference can inform therapy, as what is
being experienced will most likely be on the client’s map and con-
tained within the reformulation letter. These tools can be used to
help the client understand some of the likely consequences in rela-
tionships that occur around their pattern that keep them stuck. As
seen in Chapter 16, working with these enactments is a vital part of
therapeutic work with all clients, and not just with clients who are
stuck. In fact this work often prevents clients from becoming stuck
by providing a live ‘in the room’ experience of working through
their relationship difficulties which can then help stimulate change.
If the procedure that is keeping the client stuck is not described in
the written reformulation or on the map, then the deficit needs to be
addressed and the new RRP understood. However, a cautionary note
is needed here as sometimes assuming that the existing information
is deficient can also be an unhelpful enactment. It may be that the
therapist’s countertransference feelings are leading to undue striving
for their own needs and purposes.

In CAT, very often when clients do not get better and it seems as
if they are sabotaging any gains they might make in response to the
therapist’s attempts to help them, there is a snag in operation. These
are described in more detail in Chapter 7. The relevance of snags to
the therapy seeming stuck is that, despite a positive intention to make
a gain, this is undone and the client is often left envious towards oth-
ers and resentful of what has not been achieved. In these situations
there is often a contemptuous/judging/critical reciprocal role (RR),
which results in deep-seated feelings of unworthiness. This can then
lead to clients believing that they are undeserving of nourishment
and their presentation can feel a bit like ‘biting the hand that feeds

117



118

PART 2

them’. The therapist may well notice that the client will often resist
attempts at positivity or change and “yes, but . . . ” becomes a famil-
iar response to any attempt by the therapist to help the client consider
revising their unhelpful procedures within the therapeutic work. This
difficulty in accepting help and its relationship to admiration and
envy is helpfully described by Isca Salzberger-Wittenberg (1970).

Often snags are missed at the reformulation stage as they are
relatively unconscious procedures developed in early life, and may
not have been marked as applying when the client completed the
psychotherapy file. It can be helpful whenever a therapist writes
a reformulation letter to give consideration to whether the client’s
material and presenting problems may be underpinned by a snag that
has not yet been identified.

Less commonly, a client may be stuck by a pattern driven by an
RR of control, where any potential improvements are undone by
aggression which is inexplicit. Lateness or non-attendance can be
an example of this, which may link to a dilemma such as, “If | must
I won’t.” This passivity may have developed as a means of getting
through difficult early life experiences; in adult life, it is a way of try-
ing to gain control that is unhelpful and is ultimately self-sabotaging
as it prevents the client getting the help they need.

Understanding how the RRPs are operating within the therapy
relationship is vital in helping clients recognise how they are keep-
ing themselves stuck. As discussed previously, it is important for
therapists not to become overly active and invested in their efforts
to help clients change, but to aid recognition through an accurate,
empathic description of the RRP that is being enacted. An example
of this is a woman who came for help as she was self-harming and
had difficulty managing her feelings of low self-esteem. Every time
in therapy, when trying to look at how she might revise her dilemma
of either bottling up feelings or exploding in a terrible mess, the ther-
apist became increasingly frustrated as, despite the client’s severe
emotional distress, she said this was not possible. Through supervi-
sion it was identified that a snag was operating which as yet had not
been identified. This took the form of the client believing that she
was unworthy and did not deserve good things and this was being
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enacted in the therapy relationship. The client and therapist were able
to work on this and discuss how a consequence of her “yes, but . . . ”
stance resulted in frustration for the people trying to care for her. She
also saw how it was a barrier to her getting the help she needed. She
went on to explore her envy towards the therapist, as well as other
people, who always seemed to have more good fortune than her. This
exploration led to a deeper understanding that freed her up and she
became more assured at embracing change.
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Ending and writing a goodbye letter

As discussed in Chapter 14, endings are an important part of Cogni-
tive Analytic Therapy (CAT). Ending is on the agenda right from
the start of therapy and is discussed and prepared for throughout,
although it starts to become an increased focus of therapy around
session 14. However, this will vary for each client and, for some, ses-
sions 10 to 12 seem to bring about the ‘mid-term blues’ (Ryle, 2001)
as the shadow of ending comes into focus, thus eliciting fear and the
re-enactment of problematic procedures.

During therapy, fears and expectations about ending are discussed
so that there is an opportunity to work through some of these. Dur-
ing the reformulation stage, predictions may have been made as to
what the ending may elicit for the client so that agreement can be
achieved on how to work with these effectively and avoid repeating
problematic procedures.

Endings can trigger many strong feelings for clients often
associated with their childhood experiences and core pain. Such
responses may include feelings of fear, sadness and anger, as well
as disappointment if therapy has not achieved all the client hoped
for. These feelings are understandable responses to loss but, if not
acknowledged and worked with, have the potential to undermine
therapy and what has been achieved. In CAT terms, the client’s
core pain and associated reciprocal roles (RRs) and reciprocal
role procedures (RRPs) may be activated by the ending. These
are considered and predictions made about how the client may
respond to ending in relation to these. For example, clients with a
criticising to criticised RR may have urges to criticise therapy or
the therapist (other to self) or criticise themselves (self to self) for
therapy not working, which could lead to anger at the service or to
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feelings of failure in relation to themselves. Clients with a reject-
ing to abandoned RR may instead have urges to miss the final
sessions (self to other) or to reject therapy and what it provided
by turning their back on it and what has been learnt (self to self )
once therapy has ended. Such responses could lead to clients not
using what they have learnt from therapy and a recurrence of old
problematic patterns. Part of the ending process can be to work
with these feelings and responses and consider with the client
how they can move forward and hold on to aspects of therapy that
they have found helpful.

The goodbye letter includes such descriptions of disappointments
and reminds the client of a ‘good-enough’ therapy and therapist (i.e.
a therapy that has in many ways been helpful but inevitably comes
with limitations). Feelings associated with the loss of something
that may have become important for the client (i.e. the therapy rela-
tionship) are validated and normalised. The letter can also act as a
‘transitional object’ (Winnicott, 1953) that can be used as a reminder
of the therapy and the work left to be done.

During the penultimate or final session, a goodbye letter is pre-
sented to the client by the therapist. The client is also invited to write
their own letter or bring an object to signify the ending. The pur-
pose of both goodbye letters is to review the therapy: what has been
achieved, the ongoing work and also to say goodbye. These can be
powerful letters that can be extremely meaningful and emotional ele-
ments of the therapy.

The therapist’s letter summarises gains that have been made in
therapy, reflects on the process of the therapy and includes a sum-
mary of the content of the sessions and work left to do. The goodbye
letter needs to be a realistic, balanced and authentic reflection of the
therapy and not biased towards being positive or overly applauding
of the client where this is not accurate. It acknowledges progress that
has been made, but also disappointments, missed opportunities, sad-
ness and any ruptures that occurred. It is realistic in what has and still
can be achieved, whilst maintaining hope. It predicts what might trip
the client up in future and considers how the exits could be applied
to help at such times.
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What follows is a basic structure of a goodbye letter. As with the
reformulation letter, no two therapists will write the same goodbye
letter and there is not a prescriptive way of creating one. How-
ever, the following may be helpful for ensuring key information is
included.

1 The letter includes an introduction that describes how it will
review the therapy as well as be an opportunity to say goodbye.

2 A summary is provided of the target problems (TPs) that
brought the client to therapy.

3 The client’s problematic procedures (RRPs/target problem
procedures) are summarised and how they operated within
therapy. It is important that this section is not just a repeat of
the reformulation. This includes any ruptures to the therapeutic
relationship and how they were overcome.

4  Exits are outlined, including what the client has done differ-
ently, with examples and the positive outcomes and changes.

5 What might trip the client up in the time beyond therapy is
described; how the procedures might re-emerge following ther-
apy and how the client can overcome these (e.g. with reference
to the map and letters).

6 A personal reflection on the therapy and the client is included.

7 Plans of future meetings are noted (e.g. any reviews or follow-ups).

As with the reformulation letter, the goodbye letter is read aloud to
the client and the client is invited to read theirs to the therapist. Cli-
ents are also given a copy of the letter to keep and refer to in the
future. Again, adaptations to the letter may be made for the indi-
vidual client’s needs, such as larger text or the addition of sketches to
demonstrate what is being described, and a client may audio record
the reading if they have difficulties with literacy. The ending letter
needs to be shared in person so, if clients miss the final appointment,
the letter would not be sent to them to read alone.

The following is an example of a goodbye letter to the fictional
character, Cinderella.
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Dear Cinderella

This is my goodbye letter to you which will help me review the work
we have done together as well as say my farewells.

You came for help overwhelmed by some difficult feelings and
feeling exhausted. Together we have found a way of understanding
these problems in the context of your childhood: the ways you learnt
to survive and how these ways now hold you back.

A key part of the work has been seeing how you idealise people
and then when you feel they have let you down you are devastated.
It is then as if the feelings connected with your mum dying get reac-
tivated and you can end up full of rage and intense disappointment,
as if you have been abandoned. We saw how this was played out
with me when | went on leave for three weeks. Whilst the grown-up
part of you understood | was going on holiday, the little one inside
had feelings of abandonment and was angry and hurt. You didn’t
come to the session after my return from leave and you were later
able to tell me how this is because you felt so angry and let down.
In response to your not attending the session, it seemed important
to send you a letter and acknowledge how you might be feeling and
share with you how your absence may relate to the themes we have
been working on. You were able to come back the next week so we
could understand this more together in an honest and straightforward
way. | appreciate the courage it took to do this.

Another important issue we have dealt with in the therapy is your
lateness. Towards the end of our work you have started coming at
least 10 minutes late to each session. We have looked at this in terms
of your patterns and understood that it is in part to do with wanting
to bottle up your feelings over the disappointment around ending and
also maybe a sense of sabotaging the gains you have made in therapy
due to feelings of unworthiness. Talking through this together has
been helpful. You are discovering that you can fully experience your
feelings without engaging in hostile or sabotaging behaviours, which
only serve to hurt you further.

It has also been important that you have been trying to be more
honest in your relationships with your family and friends; again



ENDING AND WRITING A GOODBYE LETTER

expressing your needs and feelings as you go along, rather than let-
ting them build up to a point where they feel frightening and you risk
becoming aggressive in your expressing of them.

The work we have done on self-acceptance and self-compassion
has been important. Through this you have found a gentle, kindly
way of being with yourself which can serve as a place to quietly
observe your relationships with other people as well as with yourself.
This is a place of non-judgement and as it grows you can rest here
more frequently. It is here that you are beginning to find the peace
and sustenance you need that you have spent a lifetime looking for
outside of yourself.

I am aware that as you take this journey now without meeting
me each week, there may be the possibility of a pull into old pat-
terns. We have talked about some upcoming stressful events that may
leave you more vulnerable to those old habitual patterns resurfacing.
In particular, we have identified the need to watch out for the self-
sabotaging pattern and to use your map with your exits to remind you
of what you can do differently.

I will miss meeting with you. It has been a joy to witness your
growing aliveness and gentle, yet fierce, honesty.

I look forward to seeing you for a review of how you are doing in
three months’ time.

With best wishes
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Working with complexity

Some clients can present with complex difficulties that impact on
the delivery of Cognitive Analytic Therapy (CAT) and necessitate
particular attention. Such complexities generally affect the way in
which clients relate to the therapist, and this can limit their ability
not only to develop a collaborative working relationship, but also to
reflect on themselves and make use of therapy. Such presentations
are commonly associated with a diagnosis of personality disorder.

As described in Chapter 8, Ryle (1997a, 1997b) developed the
Multiple Self States Model (MSSM) as a way of understanding and
reformulating clients with these more complex presentations, includ-
ing borderline personality disorder (BPD) and narcissistic personality
disorder (NPD). As we have seen, such clients often have significant
past histories of trauma resulting in a limited repertoire of unhealthy,
problematic reciprocal roles (RRs). This, combined with high levels of
dissociation, can lead to rapid changes in emotional states in response
to interpersonal triggers such as perceived abuse or abandonment.
This can result in changeable presentations that require particular
attention and adaption of the standard CAT theoretical model.

A key feature of those with BPD and NPD is a pattern of unstable
mood states and chaotic interpersonal relationship patterns, and these
patterns will inevitably present within the therapeutic relationship.
Clients may present very differently from one session to the next or
during sessions as they move between different self states. Each self
state will be characterised by changes in facial expression, tone of
voice, posture and by dissociative symptoms (Putnam, 1994). Ryle
discovered that when working with clients with BPD, mapping the
different RRs and reciprocal role procedures (RRPs) as distinct self
states gave a more accurate picture of their difficulties. Drawing out
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these different self states with their associated mood and RRs in the
form of a self state sequential diagrammatic reformulation (SSSDR)
offered a different way of understanding and working with these
clients. It proved helpful to offer a simple and clear description of
particular relationship patterns which could be used early on in the
therapy to demonstrate what was happening between the therapist
and client. This lessened the likelihood of a severe rupture which
might result in a therapeutic relationship being untenable. An exam-
ple of this is as follows.

A client who had a pattern of self-harming every time her key
worker in the Community Mental Health Team went on annual leave
was helped early on in her CAT therapy to understand this behav-
iour. When the client was 2 years old, her mother had left the family,
who were then brought up by the client’s stepfather, who was physi-
cally violent. In therapy self states were identified with associated
RRs and intense emotions relating to her experiences of abuse and
abandonment. One self state was described as “red mist” and was
linked closely to an abusing to abused RR and associated feelings of
rage. A second, “desert island”, related to an abandoning to aban-
doned RR and feelings of profound loneliness. As a consequence of
these, as an adult she experienced any form of leaving as abusive
and abandoning. When her key worker went on leave it reactivated
feelings relating to these self states which she experienced as unman-
ageable and relieved through cutting. Developing this understanding
and working in therapy with the difficult feelings connected to them
enabled her to start to manage breaks in therapy, as well as when her
key worker was away, less destructively.

Clients with BPD and NPD have a limited range of self states,
each characterised by mood, control of affect and a specific RR. RRs
commonly found in clients with a diagnosis of BPD include abus-
ing to abused, abandoning to abandoned and compensatory roles
of ideally caring or rescuing to ideally cared for and rescued. The
development of these RRs makes sense in the context of childhood
experiences of abuse and neglect that are often found in those with
this diagnosis. Clients will therefore rapidly move between these dif-
ferent RRs and associated self states, with changes often triggered
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by fears of abandonment or perceived threat from others. Patterns of
so-called state shifts can occur, in which the client moves from one
self state to another (Golynkina and Ryle, 1999), with three distinc-
tive patterns: response shifts, role reversals and self state shifts. See
Chapter 8 for a reminder of these.

During the reformulation phase, the aim of the therapist is to
identify and describe these different self states with the client. The
therapist may be alerted to the need for this from observations of
the client in sessions, the client’s history or information from the
psychotherapy file, which includes a specific section on difficult and
unstable states of mind. Hilary Beard (in Ryle, 1995) outlines how it
can be useful to list the different self states with the client, sometimes
labelling or giving each a name, such as ‘the mask’ to denote a state
associated with an abandoning RR, or ‘Angry Susan’ to denote an
attacking or abusing state. Further questions to elicit the thoughts,
feelings and behaviours associated with each state can also be help-
ful, as well as thinking about how the individual relates to others
whilst in each state. This can help to assist the client’s understand-
ing. With clients who are severely fragmented, it can be helpful if
the written reformulation concentrates on describing the self states.
Working out which procedures link them may take time and come
later, but once each discrete self state is visible to both therapist and
client, this is extremely containing and lessens the likelihood of
major ruptures in the therapy relationship.

As always, the therapeutic alliance is a key component in CAT
and facilitates the beginnings of a repair to the damage caused by the
development of RRPs characteristic of early abusive environments.
Key to this will be a collaborative and open stance which is a central
feature of CAT. The therapist provides an authentic, non-collusive,
professional and respecting human relationship which enables a cor-
rective emational relationship that can then be internalised by the
client. Misperceptions of relationships are challenged and unhelpful
collusive responses are avoided. New RRs can be developed, such
as caring to cared for. Ending remains on the agenda throughout the
therapy and allows this to be planned and considered so that the cli-
ent has a chance to experience a ‘good-enough’ ending. This process
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allows the client to have an ending which hopefully is neither expe-
rienced as abusive or abandoning and therefore begins to replace old
RRs with new.

A typical CAT intervention is 16 sessions but it is proposed that
this is extended to 24 sessions for individuals with BPD (Ryle, 1997).
There was also the introduction of ‘weaning’ around ending with
review sessions offered over an extended period of time in order to
support the transition in an attempt to work with ending issues in a
more gentle way.

Difficulties in self-reflection are addressed in CAT in several
ways. The reformulation tools allow the client to build skills in self-
reflection. The SSSDR enables the client and therapist to develop
recognition of the problematic procedures as they occur both within
and outside the therapy and to build an awareness of dissociated
aspects. Ryle (1997) describes how this awareness in turn enables
a client to gain control over damaging switches between self states.
Colouring each self state and the procedural loop generated by them
can be helpful to illustrate clearly each state individually (Ryle,
1997). The process of reformulation allows the client to become
more in touch with their past and how it has influenced the ‘here
and now’, thus promoting learning and reflection. By building self-
reflection of unhelpful patterns, the stage is set to begin to develop
an understanding of new possibilities by collaboratively identifying
exits from the old procedures.

In understanding personality disorder in terms of personality
fragmentation, as indicated by dissociation and state shifts, CAT
makes integration an explicit aim of therapy through direct meth-
ods, which encourage the development of greater self-awareness and
control. The reformulation and sequential diagram helps the connec-
tion between states to be illustrated and therefore represents the first
step in integration. Using the conceptual tools (psychotherapy file,
reformulation letter and SSSDR) facilitates this important work in an
empathic way. CAT therapists aim to relate to all aspects of the client
and avoid focusing on any one state. In this way, reinforcement of
dissociation is avoided and instead a recognition and acceptance of
all the states is encouraged. The client is thus helped to experience a
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new way of relating to another person as well as themselves. In addi-
tion, by including the self states in one diagram with links through
procedures, it encourages the view that all states are part of the client.
This helps the client have an overview of all the different parts of
themselves, thus affording a greater sense of efficacy and integration.

Given that the central difficulty for people with BPD is unstable
interpersonal behaviours, one of the major challenges is establishing
and maintaining a therapeutic relationship (Ryle, 1997). The prob-
lems associated with reciprocating transferences is that the client
can either perceive the therapist in the opposite pole of the RR or act
in a way which attempts to draw him/her into it. The therapist’s use
of the CAT tools helps to facilitate recognition of these potentially
difficult transferences and countertransferences. This will serve to
limit the likelihood of the therapy being disabled by these potential
disruptive re-enactments as well as facilitate the integration of the
self states. An example of an early self states SDR is shown in Fig-
ure 26.1.

As described in Chapter 8, Ryle (2002, 2004) later extended the
MSSM to reformulate NPD. Ryle described how the development
of NPD differs to that of BPD and the resultant RR possibilities are

‘The Angry ‘The Frenetic
‘The Zombie’ Joker’ Workaholic’
Abandoning Humiliating Rejecting
Abandoned Humiliated Blunted
Frightened and Rageful
alone Empty

Figure 26.1 An early self states sequential diagrammatic reformulation
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narrower, with procedures focused on receipt of admiration alongside
expressions of contempt and being dismissive towards those who do
not express admiration. The result is that clients with NPD can either
be experienced as cold and dismissive or overly flattering. This is
very different to the experiences of being with someone with BPD.
These procedures have the potential to pull others into collusive,
dismissive responses. For example, a client with NPD may engage
their therapist in the recruitment of special care by expressing unre-
alistic and exaggerated gratitude and praise. The experience of being
looked up to and ‘put on a pedestal’ may initially be experienced as
pleasant and therapists may find themselves invited into colluding
with the rubbishing of previous therapists or others working with the
client. Alternatively, a therapist (who may have experienced working
with these clients before) may feel unsettled and nervous, as they are
aware that being put on a pedestal will inevitably mean that at some
point they will be knocked off it. When this does occur and the NPD
client expresses contempt towards the therapist, often in an openly
attacking way, this can lead to the therapist being invited into unhelp-
ful dismissing and rejecting RRs.

The therapeutic aim and considerable challenge in working with
this client group is to map these patterns (see Figure 26.2) whilst
at the same time avoiding being pulled into re-enacting the roles
and procedures on the map. This will include resisting flattery and
admiration as well as avoiding rejecting and dismissing in response
to contemptuous attack. The second challenge is for the therapy to
enable the client to experience vulnerability without the usual accom-
panying feelings of humiliation and weakness. By acknowledging
and reminding themselves of the underlying (if hidden) vulnerability,
Ryle (2002) describes how it is possible to work through the attacks
to reformulate the client in a compassionate way. Once a map is in
place, both client and importantly therapist are offered the oppor-
tunity to ‘hover above’, thus reducing the emotional impact of the
therapeutic encounter. If the therapy does enable the NPD client to
get in touch with their vulnerability, letting down their grandiose
defences, reparation of the loneliness and neediness can occur. Some
common self states in NPD are shown in Figure 26.2.
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Special self
Admiring

Admired

Exposed self
Contemptuous

Contempable
hypersensiave
& angry

Figure 26.2 Common self states in NPD

Clients who meet the full diagnostic criteria for NPD present less
commonly for therapy than those with BPD, although many clients
may be seen with these traits. The challenges for the therapist and the
likelihood of disruption in the therapy relationship are as relevant.
It is not unusual for clients to present for therapy with aspects of
both BPD and NPD and it is helpful if CAT therapists are alert to
this. Importantly the CAT model provides invaluable containment
for clients presenting with complexity and the research outcomes on
the model’s effectiveness in this area are encouraging as outlined in
Chapter 15.
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THE VERSATILITY OF CAT

The versatility of CAT

Cognitive Analytic Therapy (CAT) is always approached collabora-
tively with the client, who is seen as uniquely individual. As such
CAT can be used in a whole range of settings and for a richly diverse
range of presenting problems, and it is an appropriate way of work-
ing with clients of all ages and stages of life. It is not possible in this
chapter to cover all the life stages, diverse problems or settings that
the CAT model can be used for, and group work and indirect work
are considered in more depth in chapters 28 and 29. In this chapter
we consider older adults, primary care, intellectual disability and eat-
ing disorders as just four examples to demonstrate CAT’s diversity
and show some of the applications that are possible. There are many
other adaptations of the model including forensic (Pollock, Stowell-
Smith and Gopfert, 2006), sexual abuse (Pollock, 2001), adolescents
(Jenaway and Mortlock, 2008) and self-harming (Sheard et al.,
2000). Whatever the client group, setting or presenting problem
being treated using CAT, the core values of the model will be main-
tained; that is, of a humane, collaborative and relational approach.
Understanding will be enhanced by the process of reformulation and
the therapeutic relationship will be central to the therapy, and as such
will be a main focus within which change can occur.

Older adults

From our experience of working with older people, it can often
be deeply moving to witness someone in the latter part of their
life embrace change with such a determinedly ‘it’s never too late’
attitude. The adaptation of CAT for working with older people is
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described by Hepple and Sutton (2004). The cultural impact of age-
ism is recognised and, with this, how issues of neglect can arise for
this client group. The CAT model is well placed to understand the
social and cultural context for the client, as well as address this rela-
tionally via the theory and application of reciprocal roles (RRs). An
example of this was a man who came for therapy who had spent
two years trying to access psychological help due to the paucity of
services available in his area for older people. He had been evacu-
ated in the Second World War to a family that he said provided for
his basic physical needs but showed little warmth towards him. His
difficulty in accessing therapy re-stimulated deep-seated feelings of
anger and sadness. He and the CAT therapist were able to understand
this in terms of an RR of neglecting to neglected, which was not only
linked to his early life, but was a reality in relation to his lack of local
service provision.

The CAT model focuses explicitly on endings and, as loss is a
key part of everyone’s life, particularly people in the later phases,
it is therefore well placed to help address this. Similarly, existential
issues potentially arise in all therapies, but this opportunity can be
particularly relevant for clients in the later stage of life. The experi-
ence of a CAT therapy can afford an opportunity to explore these
issues within a safe context.

CAT in primary care settings: frequent attenders and
medically unexplained symptoms

There is increasing pressure on primary care settings as the demands
placed upon the National Health Service stretch limited resources.
CAT can provide a useful way of understanding and assisting with
frequent attendance in primary care, both directly with the patient
(Ryle and Kerr, 2002) and indirectly via consultation to the GP or
other staff group (Pickvance, Parry and Howe, 2004). The aims of
a CAT intervention are not primarily to reduce frequent attendance
but rather to help the patient or those working with them to under-
stand their difficulties better and enable the patient or team around
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them to respond in the most helpful and enabling way. Pickvance et
al. (2004) used a CAT model to help a primary care team reformu-
late frequent attendance. They provided training and consultation to
help practitioners observe the predominate RRs operating within the
patient-doctor relationship and make informed choices as to how to
respond. The feedback from the staff was that they found this under-
standing valuable as it helpfully informed their practice and also led
to increased cooperation between team members.

Jenaway (2011) worked with patients with medically unexplained
symptoms using a CAT approach and noted several self to self RRs
in her patients which included those of criticism, abuse and neglect.
Jenaway noted that these clients may have lacked early relationships
which taught them to listen and validate and so were unable to do this
for themselves and concluded that CAT was an effective therapy for
people presenting with medically unexplained symptoms.

The potential benefit of using a CAT approach in primary care is
the emphasis on developing collaborative reformulations of prob-
lematic procedures which can be understood by both patients and
staff. CAT enables the observation of unhelpful ‘dances’ between
patient and professional that is non-threatening and non-blaming.
which enables the team to make a choice as to how they respond
to a patient rather than be pulled into unhelpful approaches. Using
CAT for this type of indirect work is discussed in more detail in
Chapter 29.

Intellectual disabilities

The development of CAT for working with people with an intellec-
tual disability has a strong basis and following (Lloyd and Clayton,
2014). The CAT model allows for the acknowledgement of certain
patterns of RRs commonly found in those with intellectual disabili-
ties. By understanding these RRs and subsequent procedures, the
client, staff member and/or carer can be alert to the possibility of
people “‘pulled into” unhelpful roles and thus gives rise to the oppor-
tunity for more effective and compassionate ways of relating to one
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another. Psaila and Crowley (2005) identified the most common
unhealthy RRs in people with intellectual disabilities which included
those of abuse, abandonment, rescuing and specialness. The devel-
opment of these roles may be understood in relation to the social and
cultural context for this client group, as well as the impact that this
has on individuals within their daily lives.

There are many resources available to help with the adaptation of
CAT for direct work with clients with intellectual disabilities, includ-
ing a modified psychotherapy file and outcome measures (Lloyd
and Clayton, 2014) and the use of the six-part story method (Dent-
Brown, 2011). Also, clients can be invited to audio record sessions
and therapists can adapt their use of language in line with the client’s
zone of proximal development.

Involving carers or family members in this direct work can also
be useful to aid the client’s understanding as well as provide support
and encouragement in the work outside of the therapy room. Lloyd
and Clayton (2014) describe how CAT therapy can be taken forward
by the creation of a one-to-one CAT care plan. This incorporates the
pictures from maps and aids recognition and revision by allowing
the staff team to encourage and facilitate the work. Indirect work
through staff teams using a CAT approach can aid more compas-
sionate understanding of their clients and why they may behave in
certain ways.

Eating disorders

There is limited evidence for any specific psychological therapy in
the treatment of anorexia nervosa although there is some evidence
to suggest CAT’s value over routine clinical care (Dare et al., 2001;
Treasure et al., 1995).

There are some aspects of a CAT approach that support its value in
such cases. The open, collaborative therapeutic stance used in CAT
can be particularly useful when working with clients who may be
difficult to engage, and can also counteract against the control issues
that can often present in this client group. In addition the attention
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to the therapeutic relationship and potential re-enactment of these
issues between the client and therapist may help the client and thera-
pist to work alongside each other as opposed to being caught up in
a controlling to controlled RR, which could otherwise occur. From
clinical experience, being able to predict these issues in advance
can also be helpful in planning how to manage potential issues such
as further weight loss with clear expectations between client and
therapist of the consequences for the client and the continuation of
therapy. The potential loss of control for the client in giving up their
anorexia and gaining weight can evoke deeply distressing feelings
which for a therapist can be very hard to witness and bear and will
require excellent support from team members as well as from the
supervisor or supervision group.

CAT can also be a useful contextual approach to support and
work with teams working with the client group in order to present
the re-enactment of controlling and punishing RRs in the interactions
between client and service, such as the use of rewards and forced
feeding to manage weight loss.
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Group work

Cognitive Analytic Therapy (CAT) recognises that how we relate to
ourselves and others will have a major impact on our likelihood of
experiencing mental health problems, including anxiety, depression
and personality disorders. The aim of therapy therefore is to help
the person to develop greater recognition of these recurrent patterns
and to use this understanding to develop new ways of relating. Con-
ducting therapy in a group setting creates an opportunity to work
relationally with people on a different level to that which can be
offered from individual therapy and to provide the context for this
important work to take place. There is increasing research on the
effectiveness of group-based CAT for people with severe and endur-
ing mental illness and research suggests that group therapy is at least
comparable to individual therapy (Toseland and Siporin, 1986).

CAT groups reported in the literature vary in duration, structure and
content. The duration of groups includes 10-week (John and Darong-
kamas, 2009), 12-week (Duignan and Mitzman, 1994; Stowell-Smith,
Gopfort and Mitzman, 2001) and 16-week programmes (Ruppert
et al., 2008). Other CAT therapists, particularly those from a group
analytic perspective, have provided open-ended CAT groups (Maple
and Simpson, 1995). The reported sizes of the groups vary between
five and eight clients whilst the structure and content of group ses-
sions also differs, with some groups requiring participants to read
their individual reformulation letters to the group whilst others create
a joint CAT map and reformulation letter. Groups may include some
psycho-education on reciprocal roles (RRs) and reciprocal role proce-
dures (RRPs) and include ending letters to the group.

Within CAT groups there generally is no inclusion or exclusion of
specific diagnoses; however, consideration is given as to how well
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the group member would fit in the group. For example, it is important
to ensure that there is not one person who ‘stands out’ based on a
specific demographic or characteristic from other group participants,
such as having one male in an otherwise female group.

There has been some debate as to the usefulness of pre-group
individual sessions, as some group formats have included up to four
individual sessions prior to starting the group (Maple and Simpson,
1995; Ruppert et al., 2008). These sessions can offer the opportu-
nity to gain knowledge of clients prior to the group as well as to
have spent the time with them to ensure that they can understand the
CAT approach. In addition, it allows the opportunity to predict with
the client what RRPs might be enacted in the group and a mutual
agreement to watch out for this and be ready to try something new.
From our own experience of running groups, offering initial sessions
has been associated with a lower dropout rate. It is possible that the
pre-group sessions may enable the development of a therapeutic rela-
tionship between therapist and client which can reduce anxiety about
initial group sessions until relationships between group participants
have been established.

Maple and Simpson (1995) offer some guidance on how to com-
bine CAT and group analytic theory, including the use of CAT tools
and the importance of group cohesion. The integration of CAT and
group analysis allows learning from experiences of the group with
the tools of CAT offering additional scaffolding.

As with individual CAT, the group follows the stages of refor-
mulation, recognition and revision (the 3 Rs). Reformulation is
achieved in early sessions by the group working together to develop
a shared understanding which is often summarised in a group let-
ter or map. Observing, exploring and reflecting on interactions give
opportunities for recognition and revision. CAT in a group setting
also provides a forum for recognition of relating patterns to give
and receive feedback from others in the group as well as examina-
tion of RR enactments (Stowell-Smith, Gopfort and Mitzman, 2001).
The group is encouraged to attend to relationship patterns within the
group setting, which are linked to the group RRs and procedures and,
as with individual work, careful attention is given to loss and ending.
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The additional benefits of offering CAT in a group is that it allows
the attendance to group factors (Yalom, 2005) including universal-
ity; the recognition of shared experiences gives rise to a sense of
‘not being the only one” which in turn reduces feelings of isolation.
Yalom’s therapeutic factor of altruism is also provided in the group,
as it allows members to help one another by gaining, receiving and
offering support, which may facilitate the development of healthy
RRs. Finally, the installation of hope occurs as the group members
will be at various stages and can therefore instil hope and inspire
each other. In addition, for many clients whose problems developed
in a group (their family), the opportunity to experience and be helped
by a different type of group can be a powerful learning experience.
There are additional benefits to the NHS as groups can be more cost
effective than individual therapy and allow for reduced waiting times.
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Indirect work

Cognitive Analytic Therapy (CAT) has increasingly been used as a
consultancy model when working indirectly with complex clients or
systems (Ryle and Kerr, 2002). As a relational model it is well placed
to provide a way of understanding and working with the wider sys-
tem and the dynamics that can present between clients and services
that can ultimately lead to the re-enactment of clients’ reciprocal
roles (RRs) and reciprocal role procedures (RRPs). Used in this way
to work indirectly, via the system surrounding the client, it can pro-
vide a means of working with a team to increase understanding and
inform care planning in relation to an individual case. This style of
working has been used in a variety of settings and contexts within
the NHS in the United Kingdom, including within assertive outreach
(Falchi, 2007; Kellett and Calvert, 2014), inpatient settings (Car-
radice, 2004), community adult mental health services (Dunn and
Parry, 1997), learning disability services (Lloyd, 2011) and primary
care (Pickvance, Parry and Howe, 2004).

Jellema (2001) makes a distinction between ‘doing CAT’ and
‘using CAT’. ‘Doing CAT’ describes direct therapeutic work with
clients, via traditional individual or group therapy. However, there
can be times when direct therapy is not appropriate. As outlined in
Chapter 17, this may be because clients are not sufficiently stable to
engage in a change-focused therapy and/or are presenting with cha-
otic or high-risk behaviours such as self-harm. Such presentations
are often associated with clients who have been labelled as having a
personality disorder, who may state shift (see Chapter 8) and subse-
quently re-enact different RRs and RRPs with different professionals
or parts of the care system. It is not unusual for such clients to also
have involvement of multiple agencies, such as physical and mental
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health, primary care, emergency departments, police services, etc.,
who may unintentionally become drawn into these re-enactments or
respond in very different ways; for example with one part of a system
re-enacting a rejecting to rejected RR, whilst another seeks to rescue
or provide ideal care. If not understood, this can lead to inconsistent
approaches to care, which can ultimately reinforce unhelpful prob-
lematic procedures. ‘Using CAT’ (Jellema, 2001) to reformulate the
system and guide a more consistent and compassionate approach to
care can be extremely helpful and enable the team to at the very least
‘do no harm’ (Dawson, 1988).

In such cases, clients may have long and complex histories, cha-
otic presentations and high-risk behaviours. This can evoke strong
countertransference emotions in those working with them, such as
feelings of anxiety, powerlessness, inadequacy and frustration. As
suggested by the ‘one-third idea’ (Potter, 2014) these responses will
be influenced by the workers’ own histories and their own personal
repertoire of RRPs, as well as the dominant culture and roles of the
organisation or team. This mix of RRs and RRPs will interact and
influence the interactions that take place.

Imagine a scenario of a client with a diagnosis of personality
disorder who presents with repeated high-risk behaviours
and frequently contacts services in crisis. Such incidents
are often associated with alcohol and drug use. In between
crises the client has proved difficult to engage consistently
and often misses scheduled appointments with the team. Her
family are concerned about her well-being and frequently
contact the service expressing frustration and asking for more
to be done. In the past 6 months the community team have
experienced the suicide of another long-term client. They are
acutely aware of the risks that are present and are anxious
about this. There are differing views within the team of how
this situation should be managed. Some team members feel
that more should be done to support the client, whilst others
believe that she should be discharged and referred to alcohol
services.
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Inasituation such as this, it can be difficult for the team to get to know
the client, within the chaotic presentation and high emaotions elicited.
CAT reformulation can be helpful in providing a clear account of the
client and their history and also to explain their repeated unhelpful
behaviours in terms of RRPs and survival strategies. This can enable
a more compassionate understanding of the client by the team. When
working in this way, the team becomes ‘the client” and the three dif-
ferent stages of CAT of reformulation, recognition and revision (the
3 Rs) are used to guide the approach. As with working individually,
it is important to work collaboratively with the team. Reformulation
is aimed at providing an understanding for the team of their own
emotional responses and behaviours, and how these make sense both
in relation to the client’s history and presentation, as well as in the
context of their own RRs and RRPs and those of the wider system.
Developing the reformulation with a team enables them to under-
stand and empathise with each other’s and the client’s responses, and
can normalise reactions to working with a client or within a system.
This compassionate understanding of sometimes difficult emotional
responses helps the team to move from reactive automatic interven-
tions (which can often be driven by the RRs, RRPs and emotional
responses of the team) towards developing considered interventions
aimed at developing healthy RRs within the team.

Assessment and reformulation can be achieved in a variety of dif-
ferent ways. The therapist may meet with those involved with the
client, as well as gathering information from the clinical records,
with the aim of identifying key RRs and RRPs that might be in opera-
tion. Alternatively it may be possible to meet directly with the client
to develop a sequential diagrammatic reformulation (for example,
as outlined in a five-session CAT; Carradice, 2013) which is used to
guide interventions within the team.

Once the map is developed, it can be shared with the team and
used to facilitate recognition and develop team exits. Sharing the
map in this way can also help the team to understand the differing
responses that may occur and how these relate to the client’s RRPs.
Healthy exits can then be developed, and support and supervision
offered to the team to maintain the continued use of these. Again, as
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with individual therapy, the concept of ‘good-enough’ care (Winn-
icott, 1988) can be a useful one, with the team aiming to demonstrate
a range of consistent and healthy RRs towards each other and the cli-
ent, as well as managing expectations of the client towards the team
and the team towards each other. This can help to contain the emo-
tional response of staff and to recognise that they are doing the best
they can. It can also be helpful to remind the team that they will
inevitably be drawn into the re-enactment of procedures. This con-
sistency of approach is in line with NICE guidelines for borderline
personality disorder (NICE, 2009) and is associated with more posi-
tive treatment outcomes for clients.

An example of a map in relation to the example given previously
is shown in Figure 29.1.

With the client described previously, what was most helpful was
for the team to understand how the pull for some of them to offer
ongoing, in many ways unlimited, support and others to discharge

EXITS: We need ”to
= Having realistic do more
expectations Perfectly
= Aiming for good caring
enough
« Setting limits
Perfectly
cared for
“They should be “We need to be
discharged” tougher”
Withholding Controlling
Powerless
- Frustrated
Powerless
Invalidated Inadequate

Figure 29.1 Clinical example with map
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her was a re-enactment of the client’s idealised and abandoning RRs.
It was helpful for the team to explore their feelings of helplessness,
anger and fear, and to discuss options to the client which were less
extreme.

As well as with individual clients, CAT can also be used as a
way of understanding and working with teams or systems in order to
enhance team functioning and staff well-being (Walsh, 1996). Using
CAT ideas contextually in this way can be helpful when considering
the RRs of the wider system, such as those of the wider NHS cul-
ture and the impact these may have on services (Jones and Childs,
2007). This is especially pertinent in the current climate of increased
scrutiny and reduced resources commonly seen within the NHS, in
which there is increasing demand on staff to provide services within
a backdrop of dwindling resources.

Equally the context of the team will have its own roles, depending
on its history, climate, leadership and context; for example, whether
it is ateam under pressure (e.qg. critically demanding to demanded of)
or a thriving and creative environment (encouraging and facilitating
to supported and contained). This culture will impact on team mem-
bers’ emotional and behavioural responses and may have an impact
on issues such as innovation, positive risk taking and collaborative
working. Specialist teams who predominately work with a particular
client group or presenting problem may also be seen to reflect the
RRs of their service users, such as a punishing or controlling RR in
eating disorders or forensic services, or the chaos and state shifting
seen within specialist personality disorders teams. When using CAT
reformulation in this context, it is therefore helpful to gather infor-
mation on the team and its culture and history in the same way as a
therapist would with an individual client.
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Afterthoughts

This book has been written by three Cognitive Analytic Therapists
who share a deep passion for this transparent and collaborative
model. They bring to their work with clients both kindness and intel-
ligence, two elements whose importance cannot be underestimated;
one is of little use without the other. The hope in this book is to pro-
vide a text for anyone interested in the Cognitive Analytic Therapy
(CAT) model which is accessible and provides an easy-to-read over-
view of the theoretical and practical aspects of CAT.

CAT’s foundations are rooted in Tony Ryle’s political convic-
tion and as such embody a deep commitment to provide therapy to
disadvantaged people — people who would otherwise not have the
opportunity of psychotherapeutic help, either through poverty (both
social and financial) or through the restrictions of long waiting lists —
together with the belief that unless they are motivated and intelligent
they will not be able to use therapy. With the emergence of the CAT
model, a therapy was born that is accessible, time limited and col-
laborative, and within which the client becomes motivated through
the development of a shared understanding with the therapist. The
model allows people to be fully human and has a theoretical and
practice underpinning that means the therapist can get close to the
client, whilst maintaining therapeutic boundaries. These ideas in the
1980s were radical and the egalitarian values held by Ryle still run
through the heart of CAT and probably explain why much of the
work still remains within the NHS and is increasingly accessible to
clients with complex needs. Many of us in CAT share these prin-
ciples and are proud of this.

The values described are contagious and probably explain how,
despite the difficulties in the current political context of providing
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mental health services, the model remains popular and there contin-
ues to be a demand for training. Information on training in CAT can
be found on the Association for Cognitive Analytic Therapy website
(www.acat.org.me).

CAT has evolved and developed to match the changes in the NHS
and remains as relevant now as it first was. It has developed and been
adapted to treat a range of presenting problems within different set-
tings (see Chapters 27, 28 and 29), building on the initial one-to-one
therapy model for adult mental health.

As regards the current climate, CAT sits comfortably with the idea
of a recovery model (www.mentalhealth.org.uk/a-to-z/r/recovery) in
which people with mental health difficulties can still maintain and
develop efficacy within their lives.

As CAT therapists we are not always very good at writing about
what we know to be effective, or promoting our love of the model
with as much volume as it deserves! Our writing this book hope-
fully goes some way to address this. The mental health arena is
not an easy one, in a health service that is laden with expanding
demand and limited resources. CAT has quietly continued to thrive
since its official launch in 1984 when, rather to Tony Ryle’s surprise,
a staggering 400 people turned up at a workshop on CAT he had
organised.

Tony Ryle died on 29th September 2016. The combination of his
searing intellect, pragmatism and deep compassion have left in CAT
a legacy of a deeply humane, relational, collaborative and transparent
therapy. At the heart of the model is the integration and distillation of
complex theories, leading to a simple yet potent understanding of the
human condition. The application of this integrated theory, through
the jointly created CAT letters and diagrams, can be a powerful agent
for change.

It seems apt to end on a quote from Ryle himself, which although
written in 1990 remains relevant today:

The claim for CAT that it is an effective and socially relevant
method rests on its capacity to help the majority of patients
in a time-limited intervention. Because of its brevity it can


http://www.acat.org.me
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reach the economically under-privileged, of whom there are
many in a decade where consumerism and competition have
become dominant values. Moreover, its method of working
collaboratively with patients extends their autonomy, sense of
effectiveness and capacity for mutuality, and serves to counter
social pressures towards isolation and passivity.

(Ryle, 1990, p. 242)
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