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INTEGRATIVE COGNITIVE-BEHAVIORAL GROUP THERAPY
By Greg Crosby, M.A., LPC, CGP, FAGPA 
With Donald Altman MA, LPC

Why the Cognitive-Behavioral Model?
I’ve been running groups for 37 years, and if someone were to ask me, “Why are you attracted to the Integrative Cognitive-Behavioral Model?” I’d have to answer this way: People who are in this type of group get inspired to work through their suffering—and they do this through a combination of relationship building and skills. These groups show that relationships matter. While people need to tell the stories of how they got in the problem the focus is not just talking about the problem, but working on how to solve the problem. That’s critical because this type of group also provides tools for how to deal with your suffering. I like that skills can be learned in a group setting and that people realize they are not alone. This gives them hope.
But the Integrative Cognitive-Behavioral Model that I’m going to be describing in these pages also has an historic context and evolution of its own. In 1986 I was recruited to Kaiser Permanente because of my experience as a group coordinator. I got hired in spring 1987, and Kaiser Permanente at that time had just a few groups that were mixed disordered process groups—but no skills groups or health education groups were being offered. To prepare for my new job, I decided that the best preparation would be to study the Harvard Health Plan, which was a highly regarded mental health plan in the 1980s. 
At that time, groups were divided—and still often are—as process groups or skills and tools groups. I was thinking that what you need to do is combine those two. I decided it was important to have group programs based on diagnostic themes, and that the art of running a group was being able to tell your story but also learning and practicing skills. 
Part of my own development in the field of group work came when I met Roy MacKenzie, MD, who was a former Clinical Professor of Psychiatry at the University of British Columbia, as well as a former president of the AGPA. He helped increase the level of understanding in the group field with regards to blending what are often perceived as polarized paradigms—the process and the tools. In MacKenzie’s book, Time-Managed Group Psychotherapy: Effective Clinical Applications, he defines the five key levels of process focus in group therapy (p. 120).  These are listed below and can be viewed as being on a continuum from the most structured (pscyhoeducational) to the most flexible (interpersonal/psychodynamic). 
1. Psychoeducational
2. Social Skills
3. Cognitive-behavioral
4. Interpersonal-semi structured  (basically this is skills and process together. 
5. Interpersonal/psychodynamic—process-oriented
I consider the groups that I do as being a flexible-structured model of CBT—half on group support and half on skill. You integrate the ability of people to blend stories with the ability to blend skills and the result is a blended model. It is true that teaching can be empowering and people need skills. It is also true that people need to share with other people in the room. There doesn’t have to be a war between group models. At the same time, this can be understood as a bio-psycho-social-cultural model because it addresses all these aspects of a patient’s needs. I purposely developed this as a model to reach the general patient. 
People with depression don’t want to just learn cognitive skills, they also want to tell their stories and interact with other people—but it needs to be done within the context of their learning styles and by including an understanding of brain science. These two additional elements (as discussed in the Core Skills section) are crucial in effectively motivating patients and helping them get a clearer understanding of their behavior and how to engage in change. This is, I believe, what makes my groups a truly integrative model. If you are focusing only on skills or only on process, you might miss the opportunity of identifying how someone can effectively share their story. 
One real-life example of this was the time I was working with a woman, Cathy, who did not do well in individual or group therapy because she had a difficult time describing her feelings and her story. She was flustered in front of the group, and at one point said “I just can’t put it in words.” 
Then I asked her, “If you can’t put it in words, what can you put it in?” 
She answered, “I can put it in pictures.” 
Finally, I asked, “What it would be like for you to draw two pictures—one of what it is like to be depressed, another depicting how you could pull out of depression.” To confirm her visual and spatial learning styles, I also asked if she normally drew pictures of things to help her make sense of out her life. Cathy confirmed this. Later, she brought pictures to the group and while looking at these visual images was able to express herself clearly and calmly while telling her story. This also reinforced what Cathy had learned in the group about the importance of engaging the frontal cortex as a way to calm down the brain’s emotionally reactive center, or limbic system. 
An entirely different question needing to be answered in the development of my groups at Kaiser Permanente was how to deliver groups to a large HMO population. The Harvard Health Plan had successfully implemented thematic groups, and I felt they provided the basis for how a population-oriented practice model of group therapy could be adapted to Kaiser Permanente. Further, The Harvard Health Plan based their groups on the population needs of the members. This meant that if 70% of the members were diagnosed with anxiety and depression, then 70% of the groups would be themed to meet those needs. Previously, therapists would run groups based on their preference. To me, this change represented a shift from the individual to the community that your organization serves. 
After all these years, I am still excited about how the Integrative Cognitive-Behavioral Model can benefit both organizations and the individuals who share their stories, learn skills, and find energy and hope to move forward and transcend their difficulties. 
Theoretical Base and Research Evidence
There are three fundamental theories—cognitive, behavioral, and interpersonal—that support Integrative Cognitive-Behavioral Groups. These three therapies and their related practices are often used separately, but I decided to put them together because they are complementary and provide a full range of skills. You can learn all the best cognitive and behavioral skills, but it won’t stick if you don’t have good trust, positive regard, active listening, and group cohesion that come from the interpersonal therapy. When you experience these things you don’t feel depressed. A treatment group needs all three aspects to fully thrive. 
Let’s briefly look at the theory and evidence behind each of these three therapies. Psychiatrist Aaron Beck initially wrote about cognitive-behavioral therapy in his 1948 dissertation. It wasn’t until 1976, however, that Beck published Cognitive Therapy and the Emotional Disorders. Beck’s formulation of depression and anxiety was a cornerstone for creating tools, skills, and pathways that are learnable for patients. Basically, his theory is based upon the idea that if you change your thoughts, then your mood will change as well. In the development of his “automatic thought record, Aaron Beck produced a collaborative model for therapists and clients to work together to get a balanced view. The automatic thought record describes the situation and has clients rate their emotions on a 1-100 scale. Later, this model included the annotation of the history for that situation by asking, How far back in time does this situation go? 
The cognitive model works as a visual guide that can be written on a board or on a sheet of paper.  Columns clearly show the situation, the automatic thoughts, and then a balanced view with a constructive action. This framework shows that therapy does not have to be verbal, but that it can be visual and collaborative, and therefore highly interpersonal. This represents a shift in how other senses are brought into therapy, and it makes it easier for people to imagine a visual lesson plan for how to get out of the problems of their life. Other major contributors to this theoretical view are Christine Padesky and Jeff Young. 
Evidence strongly supports the efficacy of cognitive therapy in treating depression. According to The Practitioner’s Guide to Evidence-Based Psychotherapy, “Evidence supports the efficacy of CBT in treating depression (e.g. Gloaguen, Cottraux, Cucherat, & Blackburn, 1998), and outcomes studies suggest that CBT is at least as effective as pharmacotherapy and may be more effective than pharmacotherapy alone in preventing relapse of the disorder (Butler & Beck, 2001).” In addition, new research with Mindfulness-based cognitive therapy (MBCT) shows it to be effective in preventing relapse. Mindfulness plays a role in Integrative Cognitive-Behavioral groups because it aids in noting pleasantness and the ability to observe mental states in a more neutral and less judgmental way. 
Integrative Cognitive-Behavioral Groups strongly integrate behavioral theories. Peter Lewinson, the psychologist who wrote Control Your Depression in 1967, drew upon robust research around noting pleasantness. He found that if depressed persons started pleasant activities that their mood improved. That was a cornerstone event in treating depression—which can be resistant to thinking about pleasant activities. Lewinson’s research also focused on the idea of daily planning and scheduling because those abilities are a deficit for those who are depressed. The behavioral practices of pleasant activities, planning and scheduling helped people see how they could make an immediate impact on their lives. 
In his 1980 book Feeling Good, psychiatrist David Burns took academic research and wrote the first popular book to delineate dozens of behavioral methods that helped transform depression. The ideas in Burns’ book made behavioral methods accessible to a broader base of clients. In 1989, Burns wrote The Feeling Good Handbook, which extended the behavioral approach beyond depression to include anxiety. Burns paid particular attention to procrastination and provided a step-by-step method for overcoming distractions and achieving goals. 
There is a long history of evidence-based practices supporting behavioral therapy. While researcher Peter Lewinson focused on scheduling, planning, and pleasant activities, it was cardiologist Herbert Benson who, in the late 1960s and 1970s, conducted a series of experiments on managing stress through the practice of diaphragmatic breathing. Benson showed that diaphragmatic breathing, or belly breathing, reduced the body’s stress response in several ways for reducing anxiety. The ability to self-regulate and calm oneself is vital for those with anxiety and depression.  
The third leg of Integrative Cognitive-Behavioral groups is Interpersonal Therapy. This theory posits that improving relationship skills results in better moods. Interacting with others—such as friendships, daily interactions, and doing service for others—increases one’s energy and reduces depression. According to this viewpoint, depression is caused by poor relationships and interpersonal difficulties. The group model is ideal for addressing unresolved and incomplete grief, role disputes, and interpersonal deficits. Interpersonal therapy has been shown to be very effective for rapid onset of major depression, as well as for preventing relapse. 
Supervision and Training
	Initially, because there were no trainings on this integrative model, I read up on and went to trainings on each of the three models—cognitive, behavioral, and interpersonal. I have created trainings for Integrative Cognitive-Behavioral groups since 1987. Whenever possible, I recommend that therapists who are new to this model sit in on an integrative CBT group prior to starting their own group. 
Because it’s difficult to find this model in the literature, it’s important to obtain training prior to running a group. Training is best when done in a workshop format. Training is a visual, interpersonal means of demonstrating skills—such as diaphragmatic breathing—that gives a person direction on how to implement these ideas. Trainees learn how to adapt the material in the program, as well as have follow-up training, readings, and supervision. Part of the training includes setting dates and times for the prospective groups. 
Another option prior to running groups is mentoring—sitting in with someone who is experienced in running this model. Mentoring gives first-hand experiential learning, and it helps with the nuances of adapting the model into the group. The expectation is that after going through the experience it’s easier to implement this group model. 
Supervision is necessary to provide support in learning how to adapt the skills and teach them within the stages of group development. Running groups at an agency requires ongoing training, ongoing individual supervision and ongoing supervision with other therapists—which can even be done via telephone conferencing. For those in private practice, I recommend getting a group supervisor or getting a group of people together to do consultations. 
Another aspect of training in Integrative CBT groups is making sure that the infrastructure supports these groups. Sometimes this means meeting and communicating with others in the health system. If the agencies aren’t trained to refer to group training, it will not automatically be supported. As many as fifty percent of my consultations in agencies are interventions regarding infrastructure issues relating to groups—including group room space, referrals, and group times. 
Group Setting
Integrative Cognitive-Behavioral groups can be implemented in a variety of settings, including within private practices, agencies, schools, and community programs. These groups can address population needs regardless of the particular setting. To be available on an as-needed basis, groups can be designed to run for 8 or 10 weeks, and then be repeated. One reason groups are open is that helps to accommodate a large client population. I like to tell patients in my groups that it’s like subscribing to a magazine—you can always re-order. Because open groups can produce turnover and concerns with group members, client screening and preparation are vital to integrating new group members and maintaining a well functioning group.
The Process of Change
How people change has been the object of considerable study.  Historically in psychotherapy, it was thought that solely identifying the causes of a person’s disorder would produce change through catharsis. Today, however, research is finding that we need to tell our history so we can clearly recognize the factors that got us to the place we are at. In this context, history prepares us for change by and moving us past old triggers. As researchers de Shazer, Berg, Lipchick, Nunnally, Molnar, Gingerich and Weiner-Davis concluded, “The aim is to start the solution process rather than to stop the complaint” (Miller et al, p. 127). 
Prochaska and DiClemente identified four stages within the change process. Their model focuses on pre-contemplation, contemplation, preparation, action, maintenance, and relapse. Open-ended groups often have all six stages present. This accelerates change because those who are further along in the change process influence new group members. For example, there was an individual who was depressed and pre-contemplative when it came to engaging in pleasant activities. Another group member, who was in the maintenance stage, shared how pleasant activities were key tools for managing his depression. After hearing this, the pre-contemplative group member was able to shift his opinion and start practicing pleasant activities. 
Another model of change that fits well with Integrative Cognitive-Behavioral Group Therapy is the Acceptance and Commitment framework for change—a therapeutic model grounded in techniques borrowed from Steven Hayes, chairman of the University of Nevada at Reno’s psychology department and his work in addictions treatment. This is a mindfulness-oriented approach that focuses on accepting the problem and committing to the steps necessary to bring the situation under control. This model is a non-shame, non-blame approach that creates a positive expectation for change and represents a very solution-focused therapeutic stance. This stance relies on two concepts: therapeutic teaching and the teachable moment. It gives the therapist permission to problem-solve with the client. For the client, this means accepting that there is a tendency to relapse when stress increases; likewise, there is a commitment to the tools and skills in order to regain balance. 


Therapeutic Factors
The more you work with groups, the more you may find yourself like the juggler who is trying to keep many different balls in the air simultaneously. This can be an exciting and creative endeavor! Consider that each group session is designed to provide time for interpersonal experience, vicarious learning, cognitive work, and obtaining skills. How can you be sensitive to blending these elements—especially since clients have their own unique problems and agendas? This is where therapeutic factors—those supportive elements at work in any group—come into play by enhancing flexible-structured Integrative CBT groups. 
As far back as the 1946, psychiatric pioneer Franz Alexander pinpointed the importance of therapeutic factors. He believed it was crucial during group interaction for the client to achieve what he called ‘the corrective emotional experience’ or the therapeutic turnaround that creates healing. According to Alexander, the client needed exposure to emotional situations that he was unable to deal with in the past. He believed that the client would experience a reparative emotional experience through reality testing (Irwin Yalom, 1970, The Theory and Practice of Group Psychotherapy, Basic Books, Inc.).
A good illustration of a corrective emotional experience is Joseph, a man who struggled with long-term anxiety and depression—especially during the holidays. One day, after growing more comfortable with the group, Joseph disclosed that it was on Christmas when he was falsely accused of child abuse. Even though he was acquitted by a grand jury in only 14 minutes, that was the beginning of Joseph’s difficulties because he continued to ruminate on his losses year after year. When he revealed this in the group, another participant said, “Joseph if you can talk about this, I feel I’ve been given permission to talk about the root of what’s bothering me.” This second person then shared the story of how shameful deaths in his family had affected him. This powerful exchange let Joseph see that through connection with others he could heal his own pain, as well as contribute to the healing of others. 
	Unlike what happens in an educational class where the goal is simply to learn, the abovementioned story illuminates how an interpersonal CBT Group offers the potential for therapeutic factors to exert a positive effect. Let’s look at more of these curative factors—in particular, four that were identified by K. Roy MacKenzie (1990, Introduction to Time-Limited Group Psychotherapy, American Psychiatric Press)—and which operate in every group in a mutually reinforcing way: 
1) Supportive Factors- Group members feel included, accepted, and that they are part of a caring and altruistic alliance.
2) Self-revelation Factors- Group members feel safe enough to open up to others through self-disclosure and the expression of cathartic emotions. This produces a sense of bonding and interpersonal connection between group members. 
3) Learning from Others Factors- Group members learn to locate a broader perspective on their condition, as well as discover new ways of being and behaving through modeling, vicarious learning, guidance and education.
4) Psychological Work Factors- Group members gain self-insight that is permanently integrated into the individual’s perception of self and the world.
In addition to Mackenzie’s factors, there are also the four fundamental and curative elements present in therapy that Miller, Duncan and Hubble (1997, Escape from Babel, W.W. Norton & Co.) found when reviewing the major literature on the effectiveness of all kinds of therapeutic techniques. By order of importance, these four beneficial elements in therapy are:
1) Extra-therapeutic Factors- Comprises an individual’s environment (relationships, work, money, health, unemployment, religious and group affiliations) can act as either stressors or strengths that affect motivation and change. 
2) Therapy Relationship Factors- This is defined by an individual’s level of trust, empathy, feeling understood, and having a secure attachment with the therapist.
3) Model and Technique Factors- These refer to specific therapies, like CBT, Family therapy, interpersonal or psychodynamic group, and mindfulness.
4), Expectancy, Hope, and Placebo Factors- The expectancy factor is based on the belief that whatever the client and therapist do in therapy will bring about change. Evidenced-based practices, for example, increase the belief that therapy can work for both client and therapist. This factor is requires preparation in understanding why a technique or a therapy works and then practicing it and getting results. The hope factor emphasizes having simple realistic and achievable goals that give you greater efficacy in directing your future. Hope is increased when someone is able to move toward a goal using problem solving skills, as well as the energy and will. The placebo factor centers on the positive response of an individual to an intervention—such as taking an inert medicine or following a therapist’s instructions to use expressive therapy for social phobia—when there is no evidence to support that treatment. 

Authors Miller, Duncan and Hubble examined the research to find that as much as 30 percent of the variance in psychotherapy outcome is due to so-called ‘relationship factors.’ The core conditions of relationship as encouraged by Carl Rogers—empathy, respect, unconditional positive regard, and genuineness—are modeled by the therapist and later assumed by the group. Therapeutic technique, on the other hand, only accounted for 15 percent of change in clients.  
Therapeutic factors alone are only part of what helps make group therapy work. It is important for the therapist to take a leading role in helping the client to establish and maintain therapeutic goals. One of the subtle ways in which this is done is for the therapist in conjunction with the client to focus on the achievable tasks of self-care early in the therapeutic process. As you will find in the Overall Treatment Strategy section of this chapter, the focus starts with action oriented, behavioral skills and then transitions to cognitive work. This makes sense because behavioral skills are learned more quickly and easily and result in faster change. Then, through participation and sharing of stories, therapists can learn about the context or origin of a disorder. This lets group members support each other in taking small actions to improve their lives, and eventually take over for the group leader in creating motivation for change.
  
Mixed Anxiety-Depression Groups
There are clinics specializing in anxiety and clinics that focus on mood disorders. I believe, however, that there are many good reasons to bring people with these distinct diagnoses together in Integrative Cognitive-Behavioral Groups. Over the years, I started to see the commonalities of depression and anxiety, and I started putting together groups that included both diagnoses. One of the most compelling reasons is that depressed group members slow down the anxious members, and the anxious members speed up the depressed members. Let me share with you a very vivid example of this dynamic that occurred in a group I was running. 
	At his check-in, anxious group member Jim said to depressed and lethargic group member Michelle, “Look honey, do you realize that the floor could collapse here at any given moment? There are always problems in construction. The ceiling could cave in due to earthquakes and that could happen at any given time. That’s not even talking about the Mt. St. Helens blowing up again!” 
	Jill’s eyes opened wide as she exclaimed, “I’m awake!”  
	And that’s what makes mixed depression-anxiety groups work—the hyperactive energy and the imaginative quality of anxiety counterbalancing the depressive lack of energy. 

Overall Treatment Strategy
Group Check-In
Every group, starting with the initial one, will use half of the time for process work and half for skills. It is best to sit in a circle, if possible. Or if using tables, have tables form a square shape. It is helpful for the group leader to set the agenda for skills and to remind the group of the goals for the week. Keep in mind that any goals need to be simple, realistic, and achievable. 
	The check-in process, as described in detail below, is designed to incorporate both interpersonal exchange and narrative storytelling. This is important because it promotes participation and reduces the dropout rate. In addition, a strict cognitive approach that focuses primarily on the symptoms can miss the overall context in which the symptom appears. Symptoms do not appear out of thin air, and even Fritz Perls—the founder of Gestalt therapy who introduced the here-and-now process into group therapy—knew that the past was an important factor in treatment that could not be ignored. For this reason, integrative CBT groups need to make space at check-in for patients to share how their weekly experiences have affected their symptoms. 
	Check-in also sets the stage for modeling and leadership. As a group leader, you will want to become familiar with the CBT group leadership qualities that are described by White (2000). White’s recommendations are for group leaders to model active participation, model tolerance and openness to individual differences, use collaborative and Socratic dialogue, to communicates the universality of experiences using “we” language, and to use consistent nonverbal behaviors—such as stand when teaching and sit when intervening in group process. Cultivate these qualities and you will be an effective and helpful leader from check-in through the end of each group session. 
Below is an ordered list of items that help make for a seamless check-in.
	Complete the outcome measures prior to the start of group.
	Review outcome measure and homework and any new developments in their lives.

Have current group members check-in first. Current members introduce themselves to any new member(s) and offer the following: 
	Why they attend the group.
How many weeks they are committed to doing and which week they are on. (They also have the option to renew.)
Tips for the new member on how to get the most out of the group. 
	 Group members talk to entire group not only the leader.
	At any point group leader can ask if it is okay for other members to comment on what was said or discussed. 
The group leader emphasizes skills that are utilized or not utilized during each check-in. 
	Group cohesion is essential for a well-working group, and this process can be supported even at check-in. This means, for example, that group members are encouraged to talk about the skills that they used during the week. The therapist further encourages cohesion by making connections between two or more members’ experiences. Cohesion is also built by avoiding two person private conversations. Through modeling, the therapist provides a safe environment for self-disclosure. In particular, the act of reviewing what has been learned during the group at the end of the session—as well as having individuals state what they are taking away from the group—helps to create a strong sense of togetherness.  

Core Behavioral Skills
As mentioned earlier, Integrative Cognitive-Behavioral Group Therapy blends stories, skills, and cognitive work. Because behavioral change happens faster through skills learning, let’s explore these first. Behavioral core skills—which are basic self-care skills for managing mental disorders—include such things as breathing, relaxation, stress management, diet, exercise, adequate sleep, and planned daily activities. Self-care activities are often talked about by therapists but may never be integrated into a therapeutic model. In fact, many clients and therapists are unaware of how basic daily behaviors can affect mood. 
When core skills are coupled with cognitive skills in later sessions—as well as interpersonal feedback from group members once trust and safety have been established—they often lead to therapeutic breakthroughs and corrective emotional experiences. People begin to reflect on their own lives, imaginatively trying on new behaviors and insights while learning from others. The structured activities of our integrated group format requires the engagement of group members who support each other’s learning through eye contact, listening, and the rituals of hello and goodbye that signal the beginning and end of the group.
How are skills integrated into the group design and structure? Without getting lost in details, the overall group structure is weighted at the beginning with behavioral skills to enhance mood management. The middle sessions incorporate a Cognitive-Behavioral component and integrate it with depression issues, such as loss, relationship, inadequacy, and lack of assertiveness. The last sessions are focused on developing a maintenance or relapse response plan to better manage relapse into depression. The group is designed so that it can be repeated if necessary, and the goals adapted to individual client needs.
Each weekly session, for instance, can focus on a core self-care behavioral skill. Brain Basics would be introduced in week 1, followed by Breathing and Stress management, pleasant activities, diet and nutrition, and so on. This particular order that follows is effective because it directly addresses issues relating to increasing positive affect. Because these are open groups that allow clients to enter at any time, new participants will naturally learn about other skills from other group members. 

CORE SKILL: Brain Basics
Using a framework of interpersonal neurobiology, group members learn why the brain is profoundly emotional and interpersonal. This teaching gives them an insight into how their brain works and how environment affects the brain. A visual map of the brain helps group members learn how to describe their brain—both when they’re depressed and when they’re balanced. Within each core skill, brain basics are reviewed for how they apply to that particular skill. Two useful resources on the brain and interpersonal neurobiology are Healing the Mind through the Power of the Story by Lewis Mehl-Madrona (2010, Bear and Co.) and Mindsight by Daniel Siegel (2010, Bantam). Brain basics are friendly for group therapy because the emphasis is on how relationships shape the brain and that relationships are crucial for balanced brain integration and development. 
The key brain basic topics include: 
	How environment affects the physiology, structure, and function of the brain

How the brain is profoundly interpersonal
How emotions organize the brain 
How awareness of learning styles increase the effectiveness of therapy
How narrative is fundamental to brain function and attachment

CORE SKILL: Breathing and Stress Management
In Donald Altman’s book The Mindfulness Code: Keys to Overcoming Stress, Anxiety, Fear, and Unhappiness, (2010, New World Library, p. 79) he writes:  
“For centuries, our wisdom traditions have told of a sacred connection between the breath and the divine…the ancient word prana refers to the essence of the life force itself. In Buddhism, the breath is a microcosm through which one can gain insight into all phenomena; it is a way to directly grasp the nature of impermanence, grasping, and letting go. The Hebrew word ruach is often translated as the divine spirit in the Old Testament and literally means breath…Can the simple act of breathing help us recover this link to our deepest self?”

	It was in the early 1970s when cardiologist Herbert Benson studied what he called the Relaxation Response—the calming of the body and brain through the practice of diaphragmatic breathing. Many people breathe higher up in the lungs, which makes them vulnerable to panic and the stress response.
	I remember working with Helen, who on the first day of a new group identified her problem as anger—especially while driving. Helen said, “I get really angry if someone cuts me off. I can’t control myself and before I know it, I’m giving someone the unkind gesture.” Helen not only felt guilty after such events, she was fearful that she might put herself at risk. Helen learned belly breathing that first day. When she returned the next week, she shared during check-in that someone had cut her off. But what happened next surprised her. “When I got cut off,” she explained, “I did the belly breathing. It was weird, because I could notice my anger, but it didn’t seem to bother me as much. I kept my hands on the steering wheel and didn’t even give the unkind gesture!” 
	Diaphragmatic breath, or belly breathing, increases air intake by as much as 10 times. Breathing into the lowest part of the lungs causes the diaphragmatic wall to press on the abdominal cavity, making the abdomen move outward. It is this movement that presses on the vagus nerve—a cranial nerve that runs down the inside of the spine, connecting with the heart and the gut. When the gut presses on the vagus nerve, the body’s relaxation system is activated. It then produces the following effects: 
	Lowers the pulse rate, respiration rate, and blood pressure

Cleanses out the lactate from the blood (lactate increases feelings of anxiety). 
Increases alpha brain waves (produces a sense of calm and clarity).
Increases the level of serotonin (a neurotransmitter that improves mood and reduces rumination). In fact, 90 percent of the body’s stored serotonin is stored in the lining of the stomach and released into the blood stream when breathing diaphragmatically.
In the past, efforts at teaching patients belly breathing failed because the instructions were too complicated. Belly breathing is made easy simply by clasping your hands behind your back. Patients can do this by scooting forward in their chair or placing their arms behind their chair. This movement stretches a group of muscles running through the ribs (the intercostals) and naturally opens the rib cage. 
It only takes  20-30 seconds for the body’s relaxation response to take effect. It helps to have patients practice this for  20 seconds to 3 minutes in the group and then ask for feedback. While breathing, patients should be directed to notice their breath and to place attention on the abdomen as it rises and falls. 
There is an added benefit to relaxing individual clients in a group session. This technique enables members to feel included and accepted within the group body as well. A discussion of when to use breathing as a means of managing stress and preventing emotional upset (such as when driving, waiting in lines, etc.) can be helpful and illuminating for the entire group.

CORE SKILL: Pleasant Activities
If you ask 10 different people in a group to identify a pleasant activity, you will likely get 10 different answers. Pleasant activities turn one’s attention toward that which is pleasing—thus shifting attention away from negative triggers, thoughts, or emotions. Because the brain is relational and experiential, the act of focusing on pleasant experiences literally shapes the brain’s neural circuitry from the inside out. 
However, it’s not uncommon for some people to have problems locating activities they find pleasant. Take the example of Betty, a widow who had seven suicide attempts on the anniversary dates of her husband’s death. She told the group that there was no pleasantness left in her life and that was why she wanted to kill herself. I asked her if she could observe 1-2 seconds of mild pleasantness, even with negativity, during the week. She agreed that this was an achievable goal, but she doubted she would find it. On the third day of trying to find pleasantness, she looked up at the moon and discovered it was glowing and iridescent, and she was amazed at the wonder of nature. In subsequent weeks, Betty started reading about the moon, writing poetry about the moon, and continued to look at the moon nightly. Once she located pleasantness, she began to appreciate her activities and her mood began to improve. Betty’s example shows that if you break down a person’s goals into something that is small, realistic, and achievable that big breakthroughs are possible. 
A good way to work with pleasantness is to have group members identify simple, realistic and achievable pleasant activity to implement. If someone can’t imagine a pleasant activity, it may be helpful to explore those activities that have been pleasant in the past. Rather than recreate the wheel, individuals can draw upon past histories to reveal hobbies, interests, and learning styles. I like to match my group therapy interventions to the learning styles of the members, and the benefit is that it makes change easier because I’m talking to them in a way that they learn. Often, for example, a pleasant activity can be identified from this information. One resource for understanding learning styles is Thomas Armstrong’s book Seven Kinds of Smart: Identifying and Developing Your Multiple Intelligences (1999, Plume), which is a useful tool for helping people locate their learning styles, strengths, and interests—as well as pleasant activities. 
After identifying a pleasant activity, it is important for these to be planned and scheduled, and for patients to know how much time they will spend doing pleasant activities. Patients can select a time and date for each activity. In addition, activities need to be achievable. For example, it is better to begin and complete a 15-minute walk than to avoid walking because a 2-hour trek was unrealistic. For patients, even reaching the smallest of goals can lead to an improved mood and a sense of hope. 

CORE SKILL: Healthy Eating Habits
Healthy eating is a universally recognized factor in feeling better about one’s body and mind. Food is a true bonding topic in the group experience (even if healthy eating habits are not always part of that experience!). For years, the psychology field has recognized the link between substance use and depression and anxiety. The behavioral health issues related to unbalanced consumption of foods—such as caffeine and sugar—can also contribute to mental health issues but are rarely probed for when treating depression and anxiety. 
Caffeine, for example, accelerates the nervous system and increases the heart rate. Research studies have shown that caffeine can provoke panic attacks in people with panic and generalized anxiety disorder, as well as increase anxiety and cause insomnia. Caffeine consumption was an issue for a patient named Joe, who arrived in treatment with a chief complaint of extreme work stress. Joe’s health problems included a lengthy list, from diabetes to mitral valve prolapse and mild epilepsy seizures. When it was discovered that he was drinking 75 cups of coffee per day, the addiction and primary care departments became involved and his depression was eventually managed.
Meal skipping can produce some of the same symptoms as those occurring in panic attacks, such as lack of energy, fatigue, lightheadedness, and rapid heartbeat. Barry was one such patient who regularly missed meals, especially breakfast—and who regularly struggled with lack of concentration, depression, and anger. Since protein is implicated in concentration and impulse control by activating the frontal lobe of the brain, Barry developed a plan for eating that included a peanut butter sandwich in the morning before going to work. He got in the habit of carrying either a hard-boiled egg or an extra sandwich with him for a mid-morning or afternoon snack. After this simple nutritional adjustment, he noticed an immediate improvement in his ability to concentrate, as well as observing a reduction in irritability. 
Another area of concern is the connection between high sugar consumption and mood. Joe, a chef at an upscale restaurant suffered from Attention Deficit/Hyperactivity Disorder. At the restaurant he would prepare healthy food all day long. However, when he returned home at night he would retire to the couch in front of the TV where he would inhale a box of Cocoa Puffs.  The Ritalin-like effect of the chocolate would calm him.  Unfortunately, when the effect wore off he became depressed. For many like Joe, right diet plays and important role, as does exercise.
In the group session, patients can identify their eating patterns, such as under eating or over eating, as well as learn how eating affects their ability to sleep and manage moods. They can develop simple, realistic and achievable goals and strategies for inviting healthy behaviors into their lives, as well as a plan for tapering down from overuse of caffeine, sugar, and other unbeneficial substances. 

CORE SKILL: Exercise
	Research has shown that stress can produce a chemical soup of hormones in the brain and body that inhibit us from coping, as well as put the brakes on the immune system. With stress the eyes dilate, and there is either too much or too little oxygen to the brain, causing dizziness. The jaw, neck and shoulder muscles grow tense. The heart rate and blood pressure increase as adrenaline is released. Tension accumulates in every organ of the body. Digestion shuts down.  
Fortunately, regular exercise is a primary stress reducer. In his book Spark: The Revolutionary New Science of Exercise and the Brain (Little, Brown and Company, 2008) psychiatrist John Ratey chronicles the science behind the mind-body connection and adds to the evidence that exercise stimulates the production of neurotransmitters necessary to reduce depressive symptoms and reduce anxiety, as well as improve learning.  In fact, many studies to show that simply moving the arms and legs for even a few minutes each day can make a difference. 
Therapists can encourage clients to take on medically appropriate exercise–walking, dancing, swimming, hiking, biking, rollerblading, running, skiing, weight training, stretching, yoga, rowing and water aerobics–whatever works for the individual. With some clients it may be necessary to discourage exercise plans that fall into the all-or-nothing category. For example, one patient in a depression group announced he was going to begin by running 28 miles. When asked him when was the last time he ran this distance he replied, “Oh, twenty years ago!” 
Invite clients to simply augment what they are used to. As they get enough exercise they will frequently begin to notice mood improvement and an enhanced ability to sleep. 

CORE SKILL: Managing Procrastination
Procrastination is a core skill because the inability to complete tasks makes individuals feel stuck, helpless, and hopeless. Any of the core skills can be used as practice for overcoming procrastination. In his book, Feeling Good (Harper, 1999), psychiatrist David Burns writes that many people believe motivation comes before action; however, he suggests that action occurs before motivation. This understanding is particularly helpful to a client who is depressed. It is also useful to introduce the idea of “partial success” or “incomplete success” to patients who may harshly judge themselves for not sorting stacks of mail or cleaning up clutter that has been bothering them for months. In this new context, even a few minutes of time spent organizing can still be viewed as success. 
I remember a patient who was in her early 40s who was facing serious heart problems. The doctor’s recommendation to prevent further issues was for her to walk for thirty minutes a day. In the group she said, “I’ve procrastinated doing my exercise for a year, and I don’t know how to get started because I don’t have any motivation.” In group, I asked what she was capable of doing. 
“I could probably do 30-seconds just to get started.” 
The group helped her problem solve in order to find a realistic start time for the activity. Not only did the patient complete her goal, but also once she got walking she continued. Returning to group she reported that she had actually walked for 30-minutes, not 30-seconds! Twelve years later, she has stayed with the 30-second goal, but continues to walk for 30-minutes each day.  
One exercise that is helpful when dealing with procrastination is to have group members rank order 3 to 5 items that they typically procrastinate on—and then choose the easiest of these to implement. A client might include exercise, balanced diet and/or planned pleasant activity as items that have been put off. Activities can be broken down into small parts if necessary, along with setting a date and time to implement that activity. 

CORE SKILL: Sleep Hygiene
Most people who pass through a time of crisis in their lives experience a disruption in their sleep pattern. Most adults need about 8 hours of sleep.  Although the lack of sleep can seem like an obvious factor, the quality of sleep, particularly that of deep sleep (REM sleep) is very important. Preston (Integrative Brief Therapy, 2006, Impact Publishers) notes that after only two nights of sleep deprivation of stages 3 and 4 sleep, volunteer subjects experience significant daytime fatigue, difficulties with thinking such as poor concentration and impaired memory, and changes in emotional functioning, including irritability, lowered frustration tolerance and decreased ability to control emotional responses. Dawson and Reid found that a lack of sleep could lead to functional impairment equivalent to or greater than driving under the influence of intoxicants (see Nature, 1997, 338: 235).
Even just three consecutive days without enough sleep can put the body into a chronic stress state and make it difficult to regulate mood. Preston states that three actions help to regulate our natural circadian rhythms and promote normal sleep. These are: 1) establishing regular bedtimes, 2) exposure to early morning bright light, and 3) regular exercise. The key on the first two actions is to establish a regular pattern between exposure to light and darkness.  In wintertime, when darkness out balances light, it is sometimes helpful to add the artificial assistance of a light box.
Here are ten useful techniques for clients who need to improve their sleep patterns:
1.	Stretch before bedtime.
2.	Get into an evening routine for winding-down at the end of the day.
3.	Watch what you’re reading before bedtime. (Some reading material, for example, can produce nightmares.)
4.	Participate in activities that are soothing and have low stimulation. (Avoid electroluminescent light from computers, TV, and cell phones that can stimulate the retina and delay melatonin production.) 
5.	Write down thoughts and worries that occur to you, and remind yourself they are on paper.
6.	If you wake up, do not look at the clock.
7.	Drink a non-stimulating herbal tea before bed.
8.	If you awake, do not turn on the light as this affects the body’s melatonin level.
9.	Practice self-hypnosis to induce sleep, a modern version of counting sheep.
10.	Upon awakening say to yourself, “I know I got enough sleep.”
Anyone with sleep issues needs to review the amount of medication they are taking, the mix of medication, and their caffeine intake. Putting structure to and creating bedtime rituals is also useful, allowing clients to review and ruminate on the day as they perform a calming activity such as watching a wilderness program on TV. 
If clients are oversleeping, try to determine when and how much. I once had a client, Rachel, who had lost her husband in an auto accident. She had a deeply ingrained habit of oversleeping. It was discovered that she associated over stimulation with a time before the auto accident when her husband was still alive, and it grieved her to participate in such liveliness.  Gradually, as she worked to decrease her naps, her energy returned and she started working full time again. 

CORE SKILL: Social Networks
Social networks may be one of the most important recovery factors in the treatment of depression. It has been demonstrated, for example, that heart attack patients increase their survivability by participating in a support group once a week. The same holds true for cancer patients. The concept of social networks was formulated in the early 1950s following on the research of Bott, an anthropologist who studied the fishing villages of Nova Scotia and discovered that families were more interactive when fishermen were at sea.
Anthropologist Carolyn Attneve incorporated social network theory into her work and this began to be taught in social work schools by the late 1960s. She learned that when clients plotted their social networks before and after key events in their lives, losses often resulted. Attneve found that after divorce, women lose up to 50% of their social network and men lose up to 40%. 
Others who report low social support include single parents, children of divorce, and victims of a serious illness. Clients should be encouraged to augment their social networks. Setting achievable objectives such as a phone call, a planned group outing, or scheduling a date for a face-to-face another person can do this. One red flag for therapists and group members is if a network consists of fewer than five people. After identifying their existing network, members can be encouraged as a group to look at their own histories and to notice how they have used and located resources in the past. This is a good example of how, through modeling and vicarious learning, group members locate their own strengths. 

CORE SKILL: Daily Organizing and  Problem Solving Skills
Many clients lack problem-solving skills. Others may complain that they lack the motivation to accomplish what they want to do, or that they procrastinate. Research shows that people get more motivated to perform a task not before they start the task, but shortly after they actually initiate the task.  In fact, the real motivation to repeat an action comes about 30 to 90 seconds after we have already started. Knowing this, the trick is to set simple goals, select a time to do each, and to start on some, not on all at once. 
A tool called the daily or weekly organizer also helps. This is a basic calendar filled with days and times where clients can write such things as when to eat, when to see the doctor, when to exercise, etc. This brings focus to necessary tasks. Clients with ADHD, for example, find such planners useful. It is also useful for documenting rituals, behaviors, appointments, and activities. Planning focuses on the change process, too, because group members can share their weekly organizers. In this way, clients identify treatment issues and become accountable to the group. 
The planner can also indicate an action or change a client may not be ready for. By making the action small enough to occur the therapist can actually precipitate change. Problem solving has the benefit of helping clients achieve mastery over core skills through the two-pronged process: 1) setting goals, and 2) identifying small, realistic and achievable steps to achieve those goals. Best of all, they can apply this approach to tackle any life problems that they may be facing. 

Cognitive-Behavioral Skills
Playwright William Shakespeare understood that both drama and humor were caused by distorted thinking. His writings were filled with mistaken identity, thinking errors, assumptions, and beliefs. A character misinterprets an event or story and shares it with another, who mangles the facts even more! Because of a single, past-perceived injury, two families or groups end up feuding for generations. 
The truth is that no one is immune to the erroneous conclusions the mind can draw. These cognitive traps run the gamut from irrational thoughts such as exaggerating risk, control-at-all-costs, forecasting bad news, perfectionism/all-or-nothing thinking, emotions-as-evidence, giving up, and asking the unanswerable why question. However, the antidote to distortion can be found in fact-finding, challenging fears, and seeking a broader and more informed perspective. 
At times, thinking styles can be passed down from generation to generation. When a client recognizes the origin of a particular thinking style within the group process, the results can be dramatic. Such was the case with Jim, who found himself in CBT group therapy for depression. In his thirties, he had an accomplished career, but found himself unable to be at peace with his endeavors and saw himself as lazy, stupid and cowardly. As his co-therapists began to work with his automatic thoughts of “I am lazy, etc.,” Jim recalled a time in high school when his father was coaching the football team of which Jim was a member. His father had asked him to go out into a field where the boy was reluctant to go. When he refused, the father told him he was lazy, stupid and not brave. Jim walked off the field and quit football forever. As the group gave him feedback, Jim came to realize that the old, distorted labels had nothing to do with his real-life contributions.
Jasper, a young machinist, was being treated for panic disorder. Convinced that his pounding heart and difficulty breathing were symptoms of a heart attack, he made several trips to the emergency room before his symptoms were identified as panic. When he made a connection in group therapy between the deaths of his father, uncle and cousins from heart failure due to heroin overdoses and his own fear of harm, he resumed his active life with a new understanding that he was not like the other men in his family.  
As Jasper shared his new understanding about his life with the group, it was soon obvious that his insights were significant for other group members as well. Through vicarious learning, group members recognized the link between past events and current dilemmas. They also witnessed that what are often considered to be uniquely personal problem are often similar or identical to the experiences of others. This universality of the nature of suffering helps make one’s own challenges seem less daunting. Finally, group members gain hope for their own progress by seeing another member make a major breakthrough.
One technique that helps a group to organize around thinking styles is the Cognitive Worksheet. Used during group time, the worksheet assists the therapist and group members to track the designated client’s narrative and document the integrating process. There are many ways to adapt the worksheet for various demographics, but the goal is always to help clients make the link between current behavioral problems and their link to the past.  Usually one of four basic themes emerges: “I am unlovable,” “I am incompetent,” “I am unworthy” or “I am inadequate.” Countering these self-defeating thoughts is essential to overcoming conditions such as depression and anxiety. The cognitive worksheet, together with establishing and maintaining core skills, forms the foundation for relapse prevention.
Response Plan for Relapse Prevention
	It is no secret that conditions such as depression and anxiety have a high relapse rate. With depression alone the rate can be as high as 50%. The acceptance/commitment change model mentioned earlier is much more effective in working with clients because it allows for the inevitable relapse.  From this vantage point it is useful to prepare clients for possible times of difficulty. 
G. Alan Marlatt of Seattle’s Behavior Research Center at the University of Washington was one of the first researchers in the field of drug and alcohol addiction to introduce what has been called the relapse prevention plan. Relapse planning has now extended itself into the health care field. Personally, I prefer to label such activity as response planning, and the very act of writing a response plan acts as a powerful symbol for change. All group members complete a response planning exercise when exiting the group. Below is an outline of that plan. 
Response Plan
1.	Identify Triggers- These might involve internal triggers, such as negative self-talk like “I’m no good,” “The world’s no good,” and “The future is hopeless,” or external triggers such as events and anniversaries. Elizabeth Carter, Betty Carter and Monica McGoldrick (Eds. in The Expanded Family Life Cycle: Individual, Family, and Social Perspectives, 1998, Prentice Hall) and Evan Imber-Black (Ed. in Rituals in Families and Family Therapy, 1989, W.W. Norton & Co.) pioneered work in the use of anniversaries as they re-stimulate landmark events of loss in clients. Any unmourned loss can result in a corresponding internalized depression. Key triggers to be addressed in a response plan include the following: 
A)  Anniversary Dates (Historical Losses)
B ) Stressful Events
C)  Relationship Issues
D)  Physical Challenges (Hormonal Shifts, Illness, Chronic Medical Conditions)

2.  Identify Core Skills- Core skills need to be clearly identified and implemented in order to counteract triggers. Most importantly, there needs to be a commitment to use core skills on a daily basis. Intentional breathing, medically appropriate aerobic and non-aerobic exercise, right diet and nutrition, regular sleep, daily activities planning, and social networking are important sources of self-healing for clients.  Each of these areas can be adapted to suit a client’s personal plan.

3.	Future Plans, Services and Support- Most clients begin to understand that response planning is a part of lifelong learning. So it is useful for individual group members to explore ways in which they might enhance their expertise regarding their condition with the resources mentioned here:
A)  Additional Therapy (Group and Individual)
B)  Support Groups
C)  Identify and Maintain Social Networks	
 Today we find that adopting an acceptance of relapse as a part of one’s life journey actually averts magical thinking and encourages people to get back on track when they falter. Response planning can be viewed as a predictive science. In the end, the key elements of a response plan include predicting a trigger (being very specific about what sets the client off) and delivering a plan that is proactive and has a regimen for what to do after the fact. It should take into account the short-term, the long-term and include a mission statement or vision, as well as a safety plan. In addition, it helps to add a prediction about the client’s ability to respond to various situations. Response planning is key to recovery and a successful Integrative Cognitive-Behavioral Group. 
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