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Chapter One

An Introduction to the Art and Science of the Brief Psychotherapies
Brett N. Steenbarger, Ph.D.

 Roger P. Greenberg, Ph.D.

Mantosh J. Dewan, M.D.

Note:  The following is a draft chapter of the introduction to the forthcoming book The Art and Science of the Brief Psychotherapies (American Psychiatric Press, Inc.; 2004).  Please do not quote, copy, reproduce, or distribute without prior permission from Brett Steenbarger.


For well over a decade, we have taught and supervised psychiatry residents and predoctoral interns in clinical psychology in the practice of the brief psychotherapies.  Throughout that time, we lamented the absence of a single book that could guide the developing practitioner in learning the core concepts and skills of short-term work.  Necessity spurring invention, we decided to pool our efforts and bridge this gap.  In this book, you will be learning about six eminently teachable and learnable models of brief psychotherapy and issues pertinent to their application.  Our goal goes beyond a mere compilation of approaches.  We hope that the following chapters provide you with a working sense of brief therapy as a whole: its science and its artistry.  


How many times have we heard trainees in the mental health professions assert that they knew the theory but wanted guidance about what to do in the therapy room?   In soliciting the contributions from our authors, we challenged them to provide such practical guidance.  We wanted to provide, not just a book about brief therapy, but a guide to doing brief work.  This means that our goal differs from that of many texts.  We are not attempting to review all literature pertinent to short-term work; nor are we making any effort to cover the many schools of brief therapy in current use.  Rather, we have selected a set of authors who are intimately involved in the teaching and training of brief therapy and who were uniquely qualified to supply readers with hands-on information regarding the practice of their chosen approaches.  In making this selection, we sought to cover a variety of short-term models, emphasizing those that can be readily learned and that have found empirical support in the research literature.  These approaches—cognitive behavioral, short-term dynamic, interpersonal, behavioral, solution-focused, and couples—provide invaluable tools for handling the most common presenting concerns in private practice, clinic, and hospital settings.


We believe the authors have admirably demonstrated that the practice of brief therapy is much more than the application of intuitively applied guidelines.  Our task as editors has been to supplement their how-to expertise by highlighting the common themes behind the various chapters, providing readers with overarching principles and techniques to draw upon in their own practice.  Whether you are a beginning therapist wishing to learn more about brief therapy or an experienced clinician looking to expand your repertoire, we think you’ll find the chapters in this book to be excellent starting points.

Why Brief Therapy?


Never before in the history of psychotherapy have therapists been asked to do so much, so quickly.  Tight economic conditions in community clinics, counseling centers, hospitals—and especially among insurers—have guaranteed that most psychotherapy is swift and targeted.  Indeed, surveys suggest that over three-quarters of all therapists are conducting planned brief therapy, and that such short-term work accounts for 40% of their clinical hours (Levenson 1995).  Limited time and financial resources among patients also helps to ensure that much therapy is brief.  Indeed, even when the number of sessions is not limited by clinic policies or insurance constraints, the average number of sessions per client
 tends to fall within parameters recognized as brief (Steenbarger and Budman 1998).  If your clinical practice will include psychotherapy, it almost certainly will include brief therapy.


There are other reasons for developing knowledge and skills in brief work, however.  One of the most important is that short-term therapies are effective in treating a wide range of emotional disorders (Barlow 2001; Koss and Shiang 1994; Steenbarger 1992).  While the trajectory for change over time hinges on a variety of variables—including the outcome measures utilized, the patient population, and the points at which outcomes are assessed—it nonetheless seems clear that many adjustment, anxiety, affective, and relationship problems can be successfully treated briefly (Steenbarger 1994).  As several authors have observed, the vast majority of outcome studies in psychotherapy have been conducted with short-term interventions, making most of the literature a literature on brief therapy outcomes.


A third, and more personal, reason for learning brief therapy is that it opens the door to creative, as well as efficacious, ways of assisting individuals and couples.  A common refrain in the practice literature is the role of therapist activity in short-term work.  As time frames for intervention narrow, the therapist assumes a more hands-on, active stance in catalyzing change.  This frequently entails reframing presenting issues, creating therapeutic experiences within sessions, assigning homework tasks, and teaching coping skills.  Many trainees tell us that they find such work particularly rewarding, as it challenges them to make the most of each session and draw upon novel strategies for dislodging problem patterns and instilling promising new ones.  It is not unusual for a brief therapist to integrate interventions drawn from many approaches: cognitive-behavioral, interpersonal, strategic, etc.  This variety lends spice to the daily challenge of helping people change their lives.

What Is Brief Therapy?


It turns out that defining brief therapy is every bit as difficult as conducting it.  The brevity of behavioral therapy—often concluding in less than ten sessions—is not the brevity of cognitive restructuring work, which frequently extends from 10 to 20 sessions.  Adding to the confusion, we commonly find short-term psychodynamic therapies lasting 20 sessions or more and solution-focused treatments lasting three or fewer sessions.  HMO plans typically limit the mental health benefit to 20 outpatient sessions annually, which, by some definitions, would make all therapy brief!


A further dilemma occurs when sessions are distributed intermittently, allowing for extended time between sessions to rehearse skills and consolidate changes.  It is not unusual for brief therapists to hold fewer than ten sessions with a patient spaced out over a twelve-month period.  Is such work brief or long term?  


For all of these reasons, it may make greater sense to define brevity by clinician intent, rather than by an absolute number of sessions.  Some elements in this intent include:

· Planning – Short-term work is brief by design rather than default (Budman and Gurman 1988), with planned strategies for accelerating change.

· Efficiency – The goal of the brief therapist is time-effectiveness: efficiency in achieving a particular set of objectives (Budman 1994).  A twenty-session course of treatment for a client with a personality disorder may be more time effective than a ten-session therapy for an adjustment concern.

· Focus – The clinician and client seek focused changes in short-term work rather than broad personality change.  The therapist takes responsibility for actively maintaining this focus and ensuring that it is a mutual one.

· Patient Selection – As we will see below, brief therapy is not appropriate for all patients and disorders, placing the responsibility on the therapist to screen individuals prior to initiating short-term work.

In short, we can think of interventions falling within the broad designation of brief therapy when time is an explicit consideration in treatment planning (Steenbarger 2002), placing the therapist in the role of actively stimulating and encouraging change.  The intent and orientation of the therapist, rather than adherence to a session limit, characterizes brevity. 

When Is It Appropriate to Conduct Brief Therapy?


A review of the practice, as well as research, on short-term work reveals a number of potential indications and contraindications (Steenbarger 1994; 2002; Steenbarger and Budman, 1998).  Some of these include:

· Duration of the presenting problem – When a problem pattern is chronic, it has been overlearned and often will require more extensive intervention than a pattern that is recent and situational.

· Interpersonal history – For therapy to proceed time effectively, a rapid alliance between therapist and patient is a necessity.  If the client’s interpersonal history includes significant incidents of abuse, neglect, or violence, it may take many sessions before adequate trust and disclosure can develop.

· Severity of the presenting problem – A severe disorder is one that interferes with many aspects of the client’s life.  Such severity often also interferes with the individual’s ability to actively employ therapeutic strategies between sessions, a key element in accelerating change.

· Complexity – A highly complex presenting concern, one that has many symptomatic manifestations, often requires more extensive intervention than highly focal problem patterns.  For instance, a client who presents with an eating disorder may be abusing drugs and alcohol and experiencing symptoms of depression.  Sometimes such complex presentations require a combination of helping approaches—psychotherapeutic and psychopharmacological—to address each of the problem components, extending the duration of treatment.

· Understanding – Brief therapy tends to be most helpful for patients who have a clear understanding of their problems and a strong motivation to address these.  In situations where people’s readiness to change is low (Prochaska et al, 1994), they enter therapy denying the need for change, unclear about the changes they need to make, or ambivalent over the need for change.  As a result, they may require many weeks of exploratory therapy and self-discovery before they are ready to make a commitment to more action-oriented, short-term approaches.

· Social Support – Many clients enter therapy not only to make changes in their personal and interpersonal lives, but for ongoing social support.  This is particularly true of individuals who are socially isolated because of a lack of social skills and/or fears of rejection and abandonment.  While social support is a necessary and legitimate end of psychotherapy, situations requiring extensive support will necessarily preclude highly abbreviated courses of treatment.  Indeed, clients who are particularly sensitive to interpersonal loss may find it impossible to tolerate a therapy in which a working bond is quickly dissolved.

These six criteria, which form the acronym DISCUS, are a useful heuristic for trainees first learning the brief psychotherapies.  The presence of any single factor may not preclude short-term work, but often will require longer-term intervention within the range of treatments normally associated with brevity.  The presence of multiple DISCUS criteria at intake is almost certain to identify a situation in which highly abbreviated treatment will raise the odds of future relapse (Steenbarger 1994).  

That having been said, we are finding that brief therapeutic strategies are finding wide application to chronic populations, even as part of longer-term intervention.  Thanks to pioneering work on cognitive-behavioral therapy with borderline patients (Linehan et al 2001), there is increased interest in treating chronic, complex, and severe disorders with a series of targeted brief therapies, rather than single, ongoing long-term treatments.  In Linehan’s work, for instance, skills training for reducing suicidal behaviors and behaviors that interfere with therapy and quality of life may be followed by exposure-based strategies for reducing posttraumatic stress and cognitive work on resolving life problems and increasing self-respect.  By stringing together brief therapies with specific targets, each of which addresses a particular facet of a syndrome, short-term work becomes useful with even the most challenging patient populations.

Because the brief therapies require a high degree of activity for both parties, it is generally helpful to assess the ability and willingness of the patient to engage in such hands-on efforts at change.  Many brief modalities require individuals to re-experience their problems, even as they rehearse coping strategies.  This may be more than some can or wish to tolerate.  An initial set of experiential exercises and/or homework assignments is often an effective way of determining a client’s appropriateness for active, short-term work.  Successful and enthusiastic completion of an initial in-session or homework task is an excellent prognostic sign for compliance with the demands of short-term work.

So what can we say regarding the indications for brief therapy?  The briefest of the brief therapies—solution-focused and behavioral approaches—are often employed for focal problems of adjustment, anxiety, grief, and relationship conflicts.  Longer-standing and more pervasive concerns—depression and eating disorders, for example—are frequently addressed by the lengthier of the brief schools, such as cognitive restructuring and short-term dynamic therapy.  When brief methods are brought to bear on the most chronic and severe problems—including personality disorders—they are generally components of longer-term treatment or modules within overarching treatment and/or rehabilitation plans.  While not all problems can be solved briefly, it is difficult to find disorders for which short-term methods do not have value.

What Makes Brief Therapies Brief?


A major theme in this book, which we elaborate in our final chapter, is that brief therapies owe their brevity to an intensification of the elements that facilitate change in all psychotherapies (Steenbarger 1992; Steenbarger and Budman, 1998).  In other words, brief therapy is not wholly different from time-unlimited treatment, just as lightning chess is closely allied to its traditional counterpart.  For the therapist, however, doing brief work can feel quite different from undertaking longer-term therapy, much as the experience of driving laps in a racecar differs from normal open highway driving.


Perhaps the greatest shift of mindset that helps to abbreviate the change process is the therapist’s assumption of responsibility for making things happen in brief therapy.  Shorn of the luxury of time to work through client resistances and historical antecedents of current problems, the short-term clinician actively avoids resistance by maximizing the alliance, framing treatment approaches and goals in ways that can be readily assimilated by the client.  Moreover, once there is an agreement as to the means and ends of therapy, the brief therapist takes an active role in both evoking client patterns and introducing ways of interrupting and modifying these.  In a very important sense, nondirective brief therapy is an oxymoron.  At its best, short-term work is a co-piloting, with both client and clinician taking active roles in navigating change.


If brief therapy truly is an intensification of change processes found in all of the empirically supported therapies
, our first question becomes:  How do people change in any therapy?  


We have found a schematic of the change process, grounded in the process and outcome literatures of psychotherapy, to be especially helpful for trainees learning short-term work (Steenbarger 1992; Steenbarger and Budman 1998).  This schematic emphasizes three phases to therapeutic change:

1. Engagement – This opening phase of therapy features a development of a favorable working alliance between therapist and patient, a ventilation of client concerns and gathering of information by the clinician, a search for patterns among the presenting concerns, and a creation of a treatment plan to address these patterns.

2. Discrepancy – In therapy, as in chess, the opening moves tend to be highly circumscribed, giving way to a more freely flowing midgame.  In the middle phase of therapy, maladaptive client patterns that appear in their daily lives and/or in their therapy sessions become a focus for change.  The therapist aids in the discovery of new, constructive ways of thinking and behaving that are discrepant from these maladaptive patterns and encourages their exploration and possible adoption.

3. Consolidation – Once the client recognizes his or her maladaptive patterns and identifies promising new, discrepant modes of thinking, feeling, and interacting, the goal of therapy becomes a consolidation of these new patterns.  This can entail repeated application of the new insights, skills, and experiences to daily life situations, including situations encountered in the therapy office.  In “working through” past patterns and finding constructive replacements, the patient is able to internalize and maintain a new behavioral, interpersonal, and emotional repertoire.

As we shall see in the final chapter, what makes the different approaches to therapy unique is their implementation of these three phases.  Some focus more on the present; others on past and present.  Some emphasize interactions with the therapist as a primary locus of change efforts; others stress out-of-session experiences.  Some tend to define broader treatment goals; others more targeted, focal ones.

Identifying this common process underlying all therapies, however, helps us understand what brief therapists do to help abbreviate treatment:

1. Engagement – Short-term clinicians immediately screen clients for suitability for brief work, partly on the basis of their ability to rapidly engage the therapist and the change process.  The brief therapist is far more active in the opening session of therapy than in time-unlimited work, making special efforts to forge the alliance and rapidly gather information and identify focal patterns for change.  In short-term work, the means and ends of therapy are clearly enunciated and highly structured, with time as an explicit element in the treatment plan.  The goals of brief work tend to be more focused than those in longer-term treatment.  Instead of “We will help you feel better about yourself,” the goal might be framed as “We will help you overcome your fear of rejection in social situations.”

2. Discrepancy – Here is where brief therapy most clearly differs from its longer-term counterparts.  In short-term work, the therapist takes an active role in evoking maladaptive client patterns, bringing them to life with emotional immediacy within therapy sessions.  Talking about problems takes a back seat to re-experiencing these, whether the therapy is cognitive-behavioral, couples, or short-term psychodynamic.  Once the old patterns are evoked within the therapy, the therapist takes the lead in introducing tasks, skills, experiences, and insights that will challenge these patterns.  Brief therapy thus tends to be less exploratory and more action-oriented than time-unlimited work.  

3. Consolidation – Eschewing the role of neutral “blank screen”, the brief therapist is an advocate for change and for the client’s therapeutic goals.  Frequent prescription of homework exercises and/or in-session tasks, along with liberal feedback about what is working, is an essential element of this advocacy.  The brief therapist, mindful of the risks of relapse in any short-term intervention (Steenbarger 1994), takes responsibility for creating and exploiting opportunities for consolidation, aiding in the internalization of new, constructive patterns.

Brief therapy, it appears, takes advantage of the fact that learning under emotional circumstances is more enduring than learning tackled in ordinary states of experiencing (L.Greenberg et al1993).  By actively evoking problem patterns, brief therapists afflict the comfort of their clients, heightening their emotional experience.  Once in this heightened state, individuals are more open to processing new ways of thinking, feeling, behaving, and relating to others.  Indeed, we submit that the various schools of short-term work simply represent different means to the same end: accelerated learning in non-ordinary states of awareness (Steenbarger 2002).

This formulation helps to explain why brief work is not appropriate for some clients.  Individuals at risk for regression and decompensation in the face of stress may not tolerate the elicitation of symptoms that is key to brevity.  They may require supportive interventions that build defenses, not challenges to those already present.  A careful history at the outset of therapy is essential to discriminate between those clients who can benefit from an afflicting of their comfort, and those that require comfort from their afflictions.  Trial interventions under carefully controlled, in-session conditions, such as guided imagery exercises where a patient must evoke a recent troubling event, can be useful in ascertaining the degree to which brief work is likely to be helpful or harmful.   

Finally, we would be remiss if we did not point out that brief therapy is often brief precisely because of patient selection criteria that are typically employed.  Outcomes in any kind of therapy are most likely to be rapid and favorable if clients are motivated for change, actively engaged with their therapists, and free from chronic and severe symptoms that would interfere with the ability to sustain change efforts.  Prudent adherence to the indications and contraindications of brief work will ensure the best outcomes for all patients.

How Can Brief Therapy Be Learned?


A classic prescription for medical education is “see one, do one, teach one”.  In the case of acquiring competence in brief therapy, we might modify the formulation to “read one, see one, do one.”  In the chapters that follow, practitioners with considerable experience in training mental health professionals in brief work will take you through their favored approaches step by step.  You will be able to read about the therapies and why particular interventions are employed.  You will also be able to see how those approaches are implemented through illustrative case material.  The idea is to demonstrate not only what to do, but why to do it, so that you can start thinking like a brief therapist in your own work.


While individual chapters may not always provide enough read-one, see-one experience to jump in and do one, our hope is that they will provide a solid foundation for further training efforts: workshops, direct supervision, and specialized readings and videotapes.  In an important sense, the change process for therapists is no different than among patients.  We, too, come to our profession with patterns, and sometimes these prove limiting.  A good book on therapy—like good supervision—needs to provide elements of discrepancy and consolidation, challenging those old patterns and juxtaposing them with promising alternatives.  As you read through the various case histories and examples, try to think through how you would normally tackle such cases.  Then examine how the authors proceeded and how their work differs from your own.  The discrepancy may prove jarring at first, but it may also open the door to new ways of thinking about and responding to your clients.  


The advantage of a book that contains many approaches to short-term work is that it allows for ready comparison and contrast.  As editors, we have attempted to facilitate this process by providing a short introduction to each chapter to orient the reader and highlight the key elements of each approach.  We have also written a concluding chapter to synthesize the themes developed by the different authors.  Our hope is that this attempt at integration will allow you to determine which approaches best fit your particular style of working with people, and which might be most promising for the settings in which you work.  These will be the specific modalities in which you may elect specialized training.  While good books can teach you what to do and why, observing capable practitioners is the best way of illustrating the how-tos of therapy.  Audio and videotaping one’s sessions for supervision, direct observation of mentors, and co-therapy between experienced and novice practitioners are excellent tools for bringing book material to life.  


With enough exposure—book reading, observation, supervision—you will start to think differently about your clinical work.  Formerly foreign thoughts will creep into your mind, such as, “How can I make this happen?”  To be sure, therapy will always be a joint enterprise, requiring the consistent efforts of both parties.  To date, however, practitioners have relied perhaps too much on talking as a sole source of cure.  People change by doing things differently and by internalizing those experiences.  Recognition of the ways in which we can catalyze change has the potential to invigorate our work and extend our repertoire.  Brief treatment is not less of the same; it is a distillation and intensification of what has worked all along.  There is an art to working briefly, and there is a science.  We hope these chapters are a useful starting point in learning both.
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� In deference to the fact that people seeking therapeutic assistance do so in both medical and non-medical settings, the terms “patient” and “client” will be used interchangeably in this chapter.


� We would further submit that therapy itself is an intensification of the change processes encountered in everyday life.





