


Evidence-Based Practice 
of cognitive-Behavioral therapy

b

dEBorah doBson
KEith s. doBson

ThE GUILFORD PRESS
new york     london



© 2009 The Guilford Press
A Division of Guilford Publications, Inc.
72 Spring Street, New York, NY  10012
www.guilford.com

All rights reserved

No part of this book may be reproduced, translated, stored in a retrieval  
system, or transmitted, in any form or by any means, electronic,  
mechanical,  photocopying, microfilming, recording, or otherwise,  
without written permission from the Publisher.

Printed in the United States of America

This book is printed on acid-free paper.

Last digit is print number: 9 8 7 6 5 4 3 2 1

Library of Congress Cataloging-in-Publication Data

Dobson, Deborah J. G. (Deborah June Gora), 1954–
  Evidence-based practice of cognitive-behavioral therapy / Deborah Dobson 
and Keith S. Dobson.
       p. ; cm.
  Includes bibliographical references and index.
  ISBN 978-1-60623-020-6 (hardcover : alk. paper)
1. Cognitive therapy. 2. Evidence-based psychiatry. I. Dobson, Keith S.
II. Title.
  [DNLM: 1. Cognitive Therapy—methods. 2. Evidence-Based Medicine—
methods. 3. Mental Disorders—therapy. WM 425.5.C6 D635e 2009]
  RC489.C63D63 2009
  616.89´1425—dc22
                                                                                                    2008050373



 v 

about the authors

Deborah Dobson, PhD, is a psychologist with the Calgary Health Region 
and Adjunct Associate Professor in the Departments of Psychology and 
Psychiatry at the University of Calgary. She also maintains a private prac-
tice, where she provides assessments and cognitive-behavioral therapy for 
adult clients, and is Director of Clinical Training for the Calgary Consor-
tium in Clinical Psychology.  Dr. Dobson is the President of the Board of 
the Canadian Mental Health Association–Calgary Division and was the 
Chair of the Clinical Section for the Canadian Psychological Association 
from 2007 to 2008. Her professional interests include client access to 
empirically supported treatments, clinical training, consumer advocacy, 
and cognitive-behavioral therapies.   

Keith S. Dobson, PhD, is Professor of Clinical Psychology at the Uni-
versity of Calgary, where he has served in various roles, including past 
Director of Clinical Psychology and current Head of Psychology and Co-
Leader of the Hotchkiss Brain Institute Depression Research Program. 
Dr. Dobson’s research has focused on cognitive models and mechanisms 
in depression and the treatment of depression, particularly using cognitive-
behavioral therapies. His research has resulted in over 150 published 
articles and chapters, 8 books, and numerous conference and workshop 
presentations in many countries. In addition to his research in depression, 
Dr. Dobson has written about developments in professional psychology 
and ethics, and he has been actively involved in organized psychology 
in Canada, including a term as President of the Canadian Psychological 
Association.  He was a member of the University of Calgary Research 
Ethics Board for many years and is President of the Academy of Cogni-
tive Therapy as well as President-Elect of the International Association 
for Cognitive Psychotherapy. Dr. Dobson is a recipient of the Canadian 
Psychological Association’s Award for Distinguished Contributions to 
the Profession of Psychology.



 vii 

Preface

health care systems around the world are demanding that 
practitioners utilize effective and efficient treatments for mental health 
problems. Publicly funded systems often face severe constraints in the 
range and amount of service they can  provide, whereas private insurance 
companies and managed care corporations seek to control costs to maxi-
mize shareholder profits. The drive to identify and to implement effec-
tive, time-limited treatments, as well as the strong emphasis on empirical 
outcomes, has led to the development of practice guidelines that favor 
such approaches.

These practice guidelines now highlight cognitive-behavioral therapy 
as a psychological treatment of choice for problems ranging from depres-
sion, anxiety, and personality disorders to chronic pain, addictions, and 
relationship distress. As a result, many students and practitioners seek 
to learn about the basics of cognitive-behavioral therapy to supplement 
their clinical training and supervision. They also want to understand how 
to apply the results of psychotherapy outcome and process research to 
practice. If a treatment has empirical support, how does that support 
translate into what is done in the clinic or therapy office? What specifics 
of practice are supported by research findings? Conversely, what are the 
limits of our knowledge and of clinical judgment and sound ethical con-
duct that guide clinicians’ behavior? This volume is intended to answer 
these questions and to bridge the gap between practice and research.

Although many texts have been written on cognitive-behavioral 
therapy, very few have taken the perspectives of practice, science, and the 
systems within which they are embedded. The trend within the field has 
been to focus on specific problem areas, such as social phobia (Heimberg 
& Becker, 2002) or other phobic disorders (Antony & Swinson, 2000), 
and/or specialized types of therapy (Segal, Williams, & Teasdale, 2002; 
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Young, Klosko, & Weishaar, 2003). Increasingly, we know which inter-
ventions work for which problems, and numerous treatment manuals 
have been written for clinicians and their clients. Yet little has been writ-
ten about applications of cognitive-behavioral therapy that cut across 
problems, report on empirical support, and provide practical advice for 
the clinician. This book does just that.

Much is similar about various applications of cognitive-behavioral 
therapy, and this book describes the “common factors” of assessment, 
interventions, and consultation. Many aspects of the practice of cognitive-
behavioral therapy have become commonplace and are assumed to be 
“best practice.” In this book we explore these practices and the empiri-
cal support behind them. We also identify areas in which the evidence 
lags behind common practice, both to make readers aware of these areas 
and to stimulate further research.  We also discuss some common myths 
about cognitive-behavioral therapy (both critical and unduly positive) to 
provide readers with a sense of our perspective on the field.

All clinicians work within larger systems such as hospitals, clinics, 
or private settings. Those clinicians who ignore the larger system do so 
at their peril, because practice is ultimately dependent on promotion and 
funding of evidence-based services. Little has been written to date on 
implementing and promoting cognitive-behavioral therapy within sys-
tems. Therefore, this book also addresses the important topic of how to 
translate evidence related to cognitive-behavioral therapy into enhanced 
funding. We also discuss training, the politics of publicly funded health 
care and managed care, and working within interdisciplinary teams.   

We believe this book will be of most use to people who are in the pro-
cess of discovering cognitive-behavioral therapy. This audience includes 
graduate students and interns in clinical and counseling psychology, resi-
dents in psychiatry, and new practitioners in other mental health pro-
grams. We also hope that seasoned professionals and psychotherapists 
in independent practice find their ideas reinforced throughout this book, 
or that they find a few “nuggets” to integrate into their practice. As the 
title suggests, our effort is to be as practical as possible, and base links to 
practice on the available evidence.  

This book reflects an attempt to marry the best of science with the 
realities of clinical practice. We have tried to be practical in our sugges-
tions and realistic about what cognitive-behavioral therapy can provide.  
With this practical focus in mind, we structured the book in such a way 
that chapters related to the conduct of therapy occur earlier, followed 
by some of the contextual issues that surround the field, and how to 
advance training in the field. Many of the chapters provide not only dis-
cussion of their respective topics but also case materials to illustrate these 
ideas. We regularly make reference to “him” or “her” to discuss clients 
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illustrated in the cases. We also provide examples of particular concepts 
or techniques in each chapter and use the fictitious case of “Anna C” as 
a running illustration of how a cognitive-behavioral therapy case might 
evolve. None of the cases in this book depicts a real person; rather, cases 
are drawn from edited, amalgamated, and fictionalized clients and repre-
sentations of situations we have encountered over the years.

In contrast to the more practical earlier chapters of the book, the 
final few chapters take a step back from the application of cognitive-
behavioral therapy with individuals to examine some of the issues sur-
rounding this psychotherapeutic approach. Thus, we discuss some of the 
challenges with implementation, the myths that surround the approach, 
and the outcome research base. We conclude with some additional ideas 
about how to obtain cognitive-behavioral therapy training, as well as 
how to start and maintain a cognitive-behavioral therapy practice.  

Most books more or less directly reflect the backgrounds of their 
authors. This book is no exception in this regard. Our own training was 
very much driven by the scientist-practitioner model, and we both value 
both the science and the practice of cognitive-behavioral therapy. Our 
focus in this book is on cognitive-behavioral therapy with adults, since 
that is the work we do and the dimension of the field we know best.  At 
the same time, we each bring complementary skills sets to this book—one 
with a more academic and research focus, and the other with a broader 
practice and professional skills set. But we both have participated in 
research, conducted workshops, taught formal courses, supervised train-
ees, seen our own clients, and worked in various health and educational 
systems, so our common experiences are considerable. We also attend 
conferences on a regular basis to stay abreast of advances in the field. 
Notably, we are both members of the Academy of Cognitive Therapy 
(www.academyofct.org). Whereas our own models of therapy have a 
decided emphasis to them, we have written this book from a somewhat 
broader perspective and discuss issues related to the process of psycho-
therapy that are not often discussed in books on cognitive-behavioral 
therapy.

No book comes into print without the support of a number of people. 
We want to acknowledge the large number of people who have touched 
our lives and supported our own development in this field.  Some of the 
major personal influences for us, both together and separately, include 
Aaron Beck, Judith Beck, Brian Shaw, Neil Jacobson, Steven Hollon, 
Zindel Segal, John Teasdale, Robert Wilson, Robert Leahy, Leslie Sokol, 
Robert DeRubeis, Maureen Leahey, Kerry Mothersill, Gayle Belsher, 
David Hodgins, James Nieuwenhuis, and Nik Kazantzis. We have had 
the chance to work with a large number of extremely talented graduate 
students, trainees, interns, and residents over the years, and we have been 
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rewarded by both their struggles and achievements, some of which now 
include scientific contributions to the field. We also acknowledge that 
some aspects of Chapter 12, in fact, originated in discussions between 
one of us (D. D.) and Gina DiGiulio, while she was working on her pre-
doctoral internship. This book was encouraged by Jim Nageotte, Senior 
Editor at The Guilford Press, and we particularly want to acknowledge 
his support and help, as well as that of Guilford’s other editorial staff. 
We also wish to note the ongoing love and support we both receive from 
and give to our children, Kit, Beth, and Aubrey, and our granddaughters, 
Alexandra and Clementine. We hope that this book contributes to the 
field and that, ultimately, clients are the major beneficiaries of the ideas 
within its covers. Our work is predicated on a desire to help people who 
struggle with mental health problems, and we hope that this book can be 
a useful part of the growing library in the field of cognitive-behavioral 
therapy.  
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Chapter  1

b

Introduction and Context 
of Cognitive-Behavioral 

Interventions

Cognitive-behavioral therapy has broad evidence as a power-
ful intervention for mental health problems in adults. Many books have 
been published in the field of cognitive-behavioral therapy, both from 
research and practical perspectives. Cognitive-behavioral treatments 
have an empirical base and the majority of practitioners, at least in North 
America, are trained in a scientist-practitioner model.

Given the wide support for and training in cognitive-behavioral 
therapy, why are we writing another book on a type of treatment that 
has been widely described in both the academic and popular press? We 
believe that the bridge between science and practice requires more traffic. 
Many books are written from either a science or a practice base, and few 
travel in both directions across that bridge. While the cognitive-behavioral 
model may provide an underlying value system toward practice that uses 
the most up-to-date research findings, it is exceedingly difficult for most 
practitioners to be aware of the research literature in all the areas in 
which they provide treatment. As a practitioner in a busy setting, you 
may wonder how to keep up with the literature.

We are in a unique position to provide a bridge between science and 
practice, because we bring experience from both sides of the discipline. 
Consequently, we work to build a stronger bridge that we hope will be 
useful in your practices as clinicians. We hope that information about 
empirical outcomes and the methods to translate this knowledge into 
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practice will help you in day-to-day work with not only clients but also 
the systems within which you practice. Understanding and using empiri-
cal research to bring the art of psychotherapy into the scientific realm are 
desirable goals for the provision of optimal services to clients.

It is important to underpin the scientific bases of cognitive-behav-
ioral interventions with clinical observations. We believe that science and 
practice can be happily married as equal partners. In this book, our first 
goal is to bridge science and practice in a bidirectional fashion. Where 
we can, we present what scientific evidence there is regarding the use 
of cognitive-behavioral therapy for various problems, and in various 
settings. We also identify gaps in our knowledge from clinical practice. 
We hope that interested readers and future researchers will pursue these 
knowledge gaps in the field. As cognitive-behavioral therapy becomes 
more widely practiced, it is critical that research-based adaptations of the 
model integrate the approach into various cultures around the world or 
within our own communities.

A second goal for this volume is to distill the principles of cogni-
tive-behavioral interventions from the literature and to provide practi-
cal guidelines for their applications in a wide variety of contexts. Many 
cognitive-behavioral treatment manuals have been written, often for 
increasingly specific diagnostic categories of the Diagnostic and Statisti-
cal Manual of Mental Disorders of the American Psychiatric Association 
(2000). Typically, these manuals have been developed in a rigorous way 
and tested on carefully selected clients in specialty clinics. There is a great 
deal of overlap among cognitive-behavioral treatments for different diag-
nostic disorders. Yet, in practice, the majority of clients have multiple 
problems or comorbidities, which may or may not respond fully to the 
treatments offered in the manuals. Which manual, if any, should be used 
first? What should a clinician do if the client chooses not to work on any 
of the diagnosable problems? These problems may include subclinical 
or nondiagnosable problems such as low self-esteem, sleep disturbance, 
problems of daily adjustment, and interpersonal difficulties. They may 
also include contextual problems, such as inadequate access to health 
care, poverty, and family violence. Consequently, although diagnosis may 
offer an important understanding of a set of symptoms, a client may be 
more concerned about other aspects of his or her life.

Given these considerations, we offer a broad perspective on cogni-
tive-behavioral therapy that is not tied to diagnosis or even to a particu-
lar set of problems. Diagnosis is not necessarily a critical feature of either 
cognitive-behavioral assessment or case conceptualization. Whereas 
diagnostic categories may not be used to treat clients in some settings, 
their use may be common to the diagnosis of clients in other settings. 
As clinicians, it is difficult for us to know how to apply manuals. Most 
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practitioners do not work in specialty clinics, and most clients want help 
with multiple problems. We hope that it will be helpful to many clinicians 
to have the current distillation and description of the essential features of 
cognitive-behavioral treatments for adults.

Cognitive-behavioral treatments have a number of common elements 
that are adapted for use with different problems. It is useful for clinicians 
to learn these common elements in their practice and to adapt them to 
more challenging situations or clients, as needed. As such, our view about 
the treatment of mental health problems is broad. This book is primarily 
oriented toward the use of cognitive-behavioral therapy with individual 
adults. Although we appreciate the strong results that some forms of 
group, couple, or family cognitive-behavioral therapy have attained, the 
practice of cognitive-behavioral therapy is largely one of individual treat-
ments. Consequently, our focus is on individual treatment for adults.

We aim to provide guidelines for cognitive-behavioral practitioners 
in different settings with “typical clients.” These clients may have prob-
lems with anxiety, depression, relationships, or adjustment to change, 
or simply with living. They may use too many substances and have self-
destructive habits or poor lifestyle balance. They may struggle to make 
decisions about marriage, their careers, or whether to have children. 
They may report being dissatisfied with their jobs or very unhappy. They 
are likely to be worried and to be looking for relief from their concerns. 
These are the types of problems that clients present to their therapists. 
Cognitive-behavioral interventions can be very helpful for a wide variety 
of problems. It is important for clinicians to be flexible in their applica-
tion of treatments to maximize client outcomes and satisfaction. There-
fore, another goal is to help clinicians learn to assess and understand 
their client’s problems using clinical case formulation to make decisions 
about interventions.

Finally, we believe that context is crucial to our practices. Our cli-
ents’ problems develop in the contexts of their lives and the social sys-
tems in which they interact. We also practice within certain contexts or 
systems, and these factors make a huge difference in how we treat our 
clients. If funding is limited treatment is likely to be brief, even for 
people with severe problems. If our system does not support cognitive-
behavioral interventions, we may be less likely to deliver them. Similarly, 
the time and the culture within which we practice make a difference. It 
is no coincidence that cognitive-behavioral therapy originated in Western 
cultures, and in particular, in those with a positive orientation toward 
science, a belief in logical positivism, and a general conviction that sci-
ence can solve most of humankind’s problems. Just as it is important to 
understand how our client’s learning history led to problem development, 
it is also important to have a perspective on the historical and cultural 
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context of the therapy. Various histories of cognitive-behavioral therapy 
exist (e.g., Dobson & Dozois, 2001), so we do not provide the historical 
perspective in this volume. This chapter now turns to a brief review of 
the principles of cognitive-behavioral therapy, then considers some of the 
social and cultural factors that influenced its development and continue 
to influence our practices.

PrinciPles of cognitive-Behavioral theraPy

Therapists often wonder what the relationships are among such various 
approaches including “cognitive-behavioral therapy,” “cognitive ther-
apy,” “problem-solving therapy,” “rational-emotive (behavior) therapy,” 
“interpersonal cognitive therapy,” “schema therapy,” and the variety 
of other titles that have become associated with this broad approach to 
treatment. By way of a brief overview, and consistent with Dobson and 
Dozois (2001), we see the following three basic propositions, or princi-
ples, that cut across all the treatments in the cognitive-behavioral therapy 
movement:

1. The access hypothesis, which states that the content and process 
of our thinking is knowable. Thoughts are not “unconscious” or “pre-
conscious,” or somehow unavailable to awareness. Rather, cognitive-
behavioral approaches endorse the idea that, with appropriate training 
and attention, people can become aware of their own thinking.

2. The mediation hypothesis, which states that our thoughts medi-
ate our emotional responses to the various situations in which we find 
ourselves. The cognitive-behavioral model does not endorse the idea that 
people simply have an emotional response to an event or situation, but 
rather, the way that we construe or think about the event is pivotal to 
the way we feel. Similarly, it is our cognitions or thoughts that strongly 
influence our behavioral patterns in various life situations. For example, 
we feel anxious only when we view a situation as threatening. When we 
have a “threat cognition,” we also are likely be motivated to escape the 
situation or to avoid it in the future, if possible. These thoughts, as well 
as the corresponding emotional responses and behavioral reactions, may 
all become routine and automatic over time. Cognitive-behavioral theo-
rists argue that there is cognitive mediation between the event and the 
person’s typical responses in that situation.

3. The change hypothesis, which is a corollary of the two previ-
ous ideas, states that because cognitions are knowable and mediate the 
responses to different situations, we can intentionally modify the way we 
respond to events around us. We can become more functional and more 
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adaptive by understanding our emotional and behavioral reactions, as 
well as using cognitive strategies systematically.

In addition to these principles, the cognitive-behavioral movement 
also endorses a general philosophical perspective termed the realist 
assumption (Dobson & Dozois, 2001; Held, 1995). Although there are 
variations on this theme within the cognitive-behavioral therapy move-
ment, the general idea of the realist assumption is that a “real-world” 
or an objective reality exists independently of our awareness of it. As 
such, people can come to know the world more accurately and operate 
within its principles. Generally speaking, we argue that a more accurate 
appraisal of the world, and a closer adaptation to its demands, is one of 
the indicators of good mental health. Conversely, an individual may mis-
perceive the situation around him or her, causing the person to act out of 
concert with his or her social environment. As a result, the individual is 
likely to experience negative emotional and interpersonal consequences. 
Although no one can know his or her world perfectly, and to some extent 
we are all “out of step” with our environment, an individual who distorts 
the world around him- or herself, or fails to see situations for what they 
are, is likely to have more problems than someone who is more realistic.

The cognitive-behavioral model considers the usefulness of different 
thoughts, in addition to the accuracy of situation-specific thoughts. We 
recognize that patterns of thinking, including general ideas, assumptions, 
and schemas, are derived over time from our experiences with the social 
environment. These assumptions and schemas also affect how we view 
the world. Furthermore, because they potentially limit the types of situ-
ations into which we put ourselves, or the possible range of activities in 
which we can imagine ourselves engaged, they predispose us to certain 
ways of thinking that may become self-fulfilling. Thus, once schemas 
become established, they not only affect our memories of the experiences 
we have had but also dictate our future development and range of activ-
ity. In this sense, people “create,” as well as react to their own reality.

current context: Where are We noW?

The development of evidence-based medicine and, in particular, evidence-
based psychotherapy has been helpful to cognitive-behavioral therapy. In 
the 1990s, there was a movement toward the identification of empirically sup-
ported treatments (Chambless & Ollendick, 2001). Mental health disciplines 
within North America have also endorsed the need for training and practice 
in empirically supported therapies. For example, the psychiatric residency 
standards of the American Psychiatric Association, as well as the accredi-
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