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Preface

Although empirically supported interventions have been developed
for specific psychological disorders, all practicing therapists would
agree that it is the rare patient who is the “classic textbook case.”

In other words, because of huge variations regarding both patient- and
environment-related factors (e.g., race, age, religion, socioeconomic status,
co-morbid diagnoses, severity of symptoms, etc.) even among persons
coming to outpatient therapy with the same presenting problem or receiv-
ing the same diagnosis, clinicians realize that they need to tailor their
treatment plans to the unique characteristics and circumstances of a given
patient. Too often, especially when dealing with pressures emanating from
managed care policies, we are frustrated because the patient before us
appears quite different from those we read about in the research studies,
leaving us at times wondering what to do.

Because of this frustration, we decided to write a book that can help
guide the therapist through the process of cognitive–behavioral case formu-
lation and treatment design that takes such variability into account. As
such, we will first present a model of clinical decision-making based on a
problem-solving paradigm. This model suggests that the therapist engage
in a more “problem-solving, scientific thinking-based process” when devel-
oping treatment plans in order to more effectively apply the nomothetic
information from the research literature on an idiographic basis in clini-
cal practice.

We will then provide step-by-step guides in treatment planning. Specifi-
cally, within the context of the problem-solving model, and based on the
empirical literature, we will delineate (a) short-term goals, (b) long-term
goals, (c) treatment targets, and (d) potential interventions for treatment
targets regarding each of 11 common disorders and psychological problems
(e.g., major depressive disorder, generalized anxiety, borderline personality
disorder, anger problems). Therefore, this book provides for a structured
reference to aid the process of case formulation and treatment design. In
particular, we emphasize the link between an accurate case formulation
and effective treatment planning.

In seeing this book to fruition, we would like to thank Sheri Sussman
at Springer for her patience, support, and confidence; and to Susie Chen
for her substantial help in library research.
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I
From Case
Formulation to
Treatment Planning:
Using a Problem-
Solving Model



1
One Size Does Not Fit All:
The Cognitive-Behavioral
Therapist as Problem Solver

What treatment, by whom, is most effective for this individual,
with that specific problem, under which set of circumstances?

—G. L. Paul

PURPOSE OF THIS BOOK

This book is written for the practicing mental health professional who is
interested in applying cognitive–behavior therapy (CBT) interventions in
an outpatient setting. Our goal is to provide a user-friendly guide that can
help the clinician develop CBT treatment plans for 11 common psychologi-
cal problems. To accomplish this objective, we focus on two major clinical
tasks involved in this process: (a) case formulation; and (b) treatment
design. However, because “complex problems require complex solutions”
(Hersen, 1981; Nezu & Nezu, 1989), we also provide a model of clinical
decision making in CBT to help the clinician more easily apply idiograph-
ically to clinical practice that set of relevant nomothetic information found
in the research literature.
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4 From Case Formulation to Treatment Planning

Why the Need for a Model
of Clinical Decision Making?

Although the movement toward developing empirically supported inter-
ventions for specific psychological disorders to some degree has become
successful in identifying a group of highly efficacious clinical protocols
(Chambless & Hollon, 1998), most practicing CBT therapists would agree
that it is the rare patient who is the “classic textbook case.” In other words,
very few, if any, individuals who seek outpatient treatment fit nicely into
the set of inclusion and exclusion criteria set forth by highly controlled
experimental outcome studies (cf. Fensterheim, 1993).

In addition, as the famous quote by Paul posed over 30 years ago
suggests, clinical work does not simply concern itself with identifying an
effective treatment approach. Rather, successful CBT generally first entails
case formulation, and second, based upon such a formulation, designing
a treatment plan tailored to a given patient. In essence, unlike medical
therapies which treat diseases, CBT treats people. And people can vary
greatly both with regard to the manner in which they experience the same
psychological problem and with regard to the reasons why such a problem
initially emerged and continues to persist.

As such, it would be impossible for anyone at the present time to develop
this outpatient guide in the form of a comprehensive CBT “cookbook,”
where the reader could easily locate in the index a treatment of choice to
apply for a given patient who is experiencing a specific problem under a
set of unique circumstances. Such a book would be abnormally long! For
example, we previously noted the difficulties in providing simple answers
to such complex questions as:

What should be offered to the man in his mid-thirties, appearing depressed, with
a distressed marriage, interpersonal problems at work, and a 6-year-old son with
attention deficit disorder? Or what intervention would be most efficacious for
a developmentally disabled adult with an aggressive behavior disorder and person-
ality disorder, living in a group residence where the staff is poorly trained in
contingency management or other behavioral procedures? (Nezu & Nezu, 1995,
pp. 8–9)

On the other hand, this is not to suggest that the lists of empirically
supported interventions or research-based practice guidelines have nothing
to offer to clinicians. In fact, it is this very set of research data that clinical
cognitive–behavior therapy is based upon. Yet, because of huge variations
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regarding both patient- and environment-related factors (e.g., race, age,
religion, SES, co-morbid diagnoses, severity of symptoms, marital status,
career, family, level of social support) even among persons coming to
therapy with the same presenting problems, clinicians generally need to
tailor their interventions to the unique characteristics and circumstances
of a given patient.

In addition, unlike a disease model would suggest, psychological prob-
lems are rarely caused by a singular variable. The very reason why differing
theories of a particular disorder have all been found to be valid speaks to
the issue of the multicausal nature of human behavior. Major depression,
for example, has been found to be causally related to a wide variety of
psychosocial variables, including cognitive distortions, ineffective social
skills, deficient problem-solving ability, reduced positive reinforcement,
and poor self-control skills (Nezu, Nezu, Trunzo, & Sprague, 1998). How-
ever, studies have also demonstrated that no one cause ubiquitously charac-
terizes all people experiencing depression (Nezu & Nezu, 1993). This lack
of consistency for any given clinical disorder leaves substantial room for
error when attempting to articulate idiographically a case formulation for
a specific patient.

Collectively, this state of affairs suggests that one size does not fit all!
Therefore, the CBT therapist frequently needs to apply his or her best
clinical judgment in bridging the gap between the research literature (i.e.,
therapy as a “science”) and its application to a given patient (i.e., therapy
as an “art”). Put differently, the therapist needs to effectively answer the
type of question posed by Paul (1969) for each patient he or she encounters,
even if two of them are seemingly experiencing the same problem.

Errors in Clinical Reasoning:
Problems in the Artful Application of Science

How then to best translate empirically based nomothetic information into
effective idiographic applications in clinical practice? Kanfer and Phillips
(1970) suggested early on that personal ingenuity and experience were
the primary sources that behavior therapists have for selecting treatment
approaches. Unfortunately, similar to human decision making in general,
clinical decisions made by mental health professionals are vulnerable to
errors in reasoning, making the outcome of such decisions potentially
questionable (Arkes, 1981; Nezu & Nezu, 1989).



6 From Case Formulation to Treatment Planning

For example, Tversky and Kahneman (1974) identified three judgmental
heuristics or information processing strategies that can negatively affect
the veracity of the reasoning process when people make decisions. The
availability heuristic is invoked when people attempt to estimate the fre-
quency of a class or the probability of an event based on the facility or
ease with which instances of that class or event come to mind. As an
example related to clinical assessment, the availability heuristic might affect
a therapist’s prediction of a new patient’s risk for suicide, if a recent case
involved a person who actually committed suicide when the initial risk
was thought to be low.

The representativeness heuristic occurs when people attempt to assess
the degree to which certain events are related to each other (e.g., “What
is the probability that A is associated with B or that A is a member of class
B?” “What is the likelihood that event A caused event B or that B caused
A?”), but base their decision on the perceived degree to which A resembles
B. A major problem caused by representativeness thinking occurs when a
schema is accessed by a given characteristic to the exclusion of other
constructs. For example, if a particular diagnostic schema (e.g., major
depression) is accessed automatically as a function of this heuristic on the
basis of a given symptom (e.g., feelings of sadness), once this particular
schema is accessed, the search for new information is likely to cease. The
probability of viewing a given patient’s problems from the perspective of
other conceptual or diagnostic schemas (e.g., bipolar illness, medically
related mood difficulties, personality disorder) becomes reduced, thus re-
stricting the range of possible causal hypotheses that might be considered.

The third heuristic, that of anchoring, occurs when a shortcut method
of estimation or prediction is used whereby ultimate decisions are based
more on initial impressions than on subsequent information, even though
this new information is conflicting. For example, two thirds of a sample
of more than 300 behavior therapists indicated that fewer than two sessions
were required to conceptualize a patient’s problem (Swan & MacDonald,
1978). Thus, if the depressed patient only discusses issues of interpersonal
difficulties during these two sessions, unless the therapist ensures that a
broad spectrum of other problem areas are explored, the anchoring heuris-
tic might influence the clinician to select poor social skills as the predomi-
nant reason why this patient is depressed, without the benefit of a more
extensive case formulation.

In addition to those heuristics identified by Tversky and Kahnemann
(1974), other problems in clinical reasoning have been identified (see
Nezu & Nezu, 1989; Nezu & Nezu, 1995). First, the strategy itself used
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to obtain information when making decisions often inadvertently leads to
erroneous conclusions. For example, selective attention to certain types of
information can lead to biased perceptions of the degree of covariation
between two events. Second, confirmatory search strategies have been shown
to be ubiquitous means by which people attempt to verify inferences and
make predictions. These strategies involve procedures that seek only to
obtain information that supports one’s initial impressions; attempts to seek
disconfirming evidence become limited. Further, being overconfident in
one’s abilities can serve as a source of systematic error in clinical reasoning,
as confidence has been found to be unrelated to clinical accuracy.

These judgmental biases collectively can lead to a situation, for example,
in which a patient who complains of depressive feelings is automatically
taught to change his or her negative cognitions (or to cope with stressful
problems, or to increase positive experiences, or to become more assertive)
without the benefit of a more detailed and comprehensive case formulation.
Put another way, how a clinician conceptualizes a patient’s problems may
depend to a large degree on these heuristics rather than on a careful case
formulation. Because such conceptualizations can influence the therapist’s
behavior (e.g., which problems become targeted, which assessment proce-
dures are applied, which interventions become implemented), formal
guidelines to help the process of case formulation and treatment design
become crucial.

Given this context, one of the prime purposes of this book is to provide
a model of clinical decision making in the practice of CBT that can foster
the effectiveness and validity of CBT case formulation and treatment design.
In essence, our model characterizes the CBT clinician as “an active problem
solver” (Nezu & Nezu, 1989; 1993; Nezu, Nezu, Peacock, & Girdwood,
2004).

CBT CLINICIAN AS PROBLEM SOLVER

In the role of problem solver, behavioral clinicians are faced with a series
of “problems to solve” whenever conducting assessment and treatment.
Therapy represents problems due to the inherent discrepancy between a
patient’s current state (i.e., presence of complaints, problems, symptoms)
and his or her desired state (i.e., achievement of his or her goals). In other
words, it is the clinician’s task, in providing therapy, to help the patient
get from “A” to “B.”
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According to this problem-solving framework, numerous obstacles exist
that prevent individuals from reaching their goals without the therapist’s
professional help. Such variables may be related to the patients themselves
(e.g., behavioral, cognitive, affective, or physiological excesses or deficits)
or to the environment (e.g., lack of resources, presence of aversive stimuli).

Cognitive-behavioral treatment, therefore, represents the therapist’s at-
tempt to “solve these problems.” To achieve such goals, we advocate
adopting a problem-solving model of case formulation and treatment design.
Put simply, this model recommends using various problem-solving opera-
tions in order to effectively address such clinical problems.

The Problem-Solving Process

Our approach to cognitive-behavioral case formulation and treatment de-
sign draws heavily from the prescriptive model of social problem-solving
developed by D’Zurilla, Nezu, and their colleagues (e.g., D’Zurilla & Nezu,
1999; Nezu, in press; Nezu, Nezu, & Lombardo, 2003). Adapted for the
current purpose, this model of case formulation and treatment design
focuses on two major problem-solving processes—problem orientation and
rational problem solving.

Problem Orientation

Problem orientation refers to the set of orienting responses (e.g., general
beliefs, assumptions, appraisals, and expectations) one engages in when
attempting to understand and react to problems in general. In essence,
this represents a person’s world view regarding problems. World views
refer to underlying conceptual frameworks that represent a person’s under-
standing of “how the world works” (Pepper, 1942). In the present context,
a clinician’s world view would involve the cohesive framework that guides
his or her attempts to understand, explain, predict, and change human
behavior.

Depending on one’s therapeutic orientation, the overarching world view
that would be adopted would be one that is in keeping with that particular
therapeutic perspective, in this case, a cognitive-behavioral framework.
Elsewhere, we defined cognitive-behavior therapy as falling “ . . . within
an experimental-clinical framework and incorporates a broad definition of
behavior that includes overt actions, internal cognitive phenomena, and
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the experience of affect or emotions. These components range in complexity
from molecular (i.e., lower-level) events (e.g., smoking a cigarette, hyper-
ventilation, a critical comment in a dyadic interaction) to molar (i.e.,
higher-level) pluralistic and multidimensional constructs (e.g., complex
social skills, solving a difficult calculus problem, major depressive disor-
der)” (Nezu, Nezu, Friedman, & Haynes, 1997; pp. 368–369). This will
be the definition of CBT that will be adopted in the present context.

Rational Problem Solving

Whereas problem orientation is primarily a cognitive activity, rational
problem solving entails a set of specific cognitive and behavioral operations
that are helpful in solving problems effectively. These include: (a) defining
problems; (b) generating alternatives; (c) making decisions; and (d) evalu-
ating the solution outcome. The goal of problem definition is to delineate
the reasons why a given situation is a problem (e.g., the presence of
obstacles), as well as to specify a set of realistic goals and objectives to
help guide further problem-solving efforts. The purpose of the generation-
of-alternatives task is to create, using various brainstorming principles, a
large pool of possible solutions in order to increase the likelihood that the
most effective ideas will be ultimately identified. The goal of decision making
is to conduct a systematic cost-benefit analysis of the various alternatives
by identifying and then weighing their potential positive and negative
consequences if carried out, and then, based on this evaluation, to develop
an overall solution plan. Finally, the purpose of solution evaluation is to
monitor and evaluate the effectiveness of a solution plan and troubleshoot
if the outcome is unsatisfactory. In other words, if the solution is not
effective, the problem solver needs to re-cycle through the various problem-
solving tasks in order to determine where renewed efforts should be di-
rected in order to solve the problem successfully. Although each problem-
solving operation may not always be directly relevant to every decision
related to CBT case formulation and treatment design, we encourage their
use when addressing any difficult clinical decision encountered during the
course of treatment.

SUMMARY AND DESCRIPTION OF THE
REMAINDER OF THE BOOK

Although efforts to develop empirically supported CBT interventions have
been partially successful, due to the ubiquitous heterogeneity among popu-
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