CHAPTER 16

100 MCQ Answers

1) Answer: (d). Biological treatments make direct changes to the nervous system and are typically used by psychiatrists or other medically qualified practitioners in a hospital or outpatient setting. They include invasive surgical techniques, electroconvulsive therapy, and a range of drugs designed to control or moderate the severity of symptoms experienced.

2) Answer: (a). Psychological treatments include a variety of psychotherapies administered by numerous professionals (e.g., psychologists, psychiatrists, social workers) whose qualifications are regulated by the country in which they live. The main types of psychotherapy are psychodynamic, behavioural, cognitive, humanistic and family- or couple-oriented therapy. Of course, we have to find a way to assess the impact and effectiveness of each type of therapy, and this too is covered.

3) Answer: (a). A lobotomy (or leucotomy) is a surgical operation in which white nerve fibres connecting the frontal lobes with other parts of the brain are severed. In a cingulotomy surgical procedure, neurosurgeons make lesions in the cingulate gyrus, a section of the brain connecting the prefrontal cortex to the limbic system. Trepanning is the removal of a part of the skull to allow evil spirits out of the body. Electroconvulsive therapy (ECT) is a treatment for severe depression in which two electrodes are placed on the scalp and a moderately intense electric current is passed between them for about half a second and does not involve any surgery.

4) Answer: (b). Until the late 18th century, people suffering from psychological disorders were thought to be possessed by demons or evil spirits. Treatments were designed to alter the body in order to let out the evil spirits or make it an inhospitable habitat for them. Until the advent of the late twentieth century, medical treatments were little different and were equally unsuccessful.

5) Answer: (c). Numerous unpleasant biological assaults on the afflicted included bloodletting, beatings, purgatives, and immersion in water until drowning. Until the advent of the late twentieth century, these medical treatments in some form or another were still used and were equally unsuccessful. Lobotomy is still used today, though rarely, in the form of cingulotomy.

6) Answer: (a). The use of psychosurgery was triggered by research on chimpanzees that demonstrated the role of the temporal and frontal cortex in the control of emotional behaviour and aggression. It estimated that fewer than 25 psychosurgeries occur annually in Britain and the US. Only people with very severe disabling psychological disorders that resist other forms of treatment are even considered for psychosurgery today.

7) Answer: (a). A lobotomy (or leucotomy) is a surgical operation in which white nerve fibres connecting the frontal lobes with other parts of the brain are severed. In a cingulotomy surgical procedure, neurosurgeons make lesions in the cingulate gyrus, a section of the brain connecting the prefrontal cortex to the limbic system.

8) Answer: (c). The prefrontal lobotomy became particularly popular in the USA, where a simple technique (ice-pick surgery) was administered during an out-patient visit. As a result, over 50,000 lobotomies were performed in the US by the 1950s.

9) Answer: (c). The lobotomy has been replaced by the cingulotomy, which removes the section of the brain connecting the prefrontal cortex to the limbic system (brain structures involved in some emotion and behaviour). Research has found that the procedure has few side-effects, and successfully decreases anxiety and obsessive behaviour, but only in about 1/3 of patients.

10) Answer: (b). Electroconvulsive therapy (ECT) is a treatment for severe depression in which two electrodes are placed on the scalp and a moderately intense electric current is passed between them for about half a second. ECT was initiated in the 1930s to treat schizophrenia, in the mistaken belief that epilepsy and schizophrenia are incompatible. It proved to be an ineffective treatment for schizophrenia but is now widely believed to be effective in treating severe depression (Royal College of Psychiatrists, 1995).
11) Answer: (c). Electroconvulsive therapy is a widely used and controversial treatment. Today, short-acting anaesthetics and muscle relaxants are given prior to ECT, reducing the seizure to a few visible twitches. The usual course involves between four and 12 treatments over a one- or two-week period.

12) Answer: (d). ECT is often used to treat depressed people who have not responded to antidepressant medication, cannot take medication because of risk of suicide or other medical considerations, or risk of death from refusal to eat.

13) Answer: (d). Relapse rates for ECT are high. But this might not be due to the failure of ECT as a treatment. ECT is rarely incorporated into a broader, on-going therapeutic strategy, possibly because its dramatic, rapid impact on depressive symptoms obscures the need for follow-up care. This failure to address the sociological or psychological stresses that might have initiated or exacerbated the depression could equally explain the high relapse rates for ECT.

14) Answer: (c). ECT is now often administered to the right hemisphere only in order to minimize its impact on verbal memories, although this does not eliminate these side-effects. In addition, up to 33% of patients describe ECT as ‘a very distressing experience.’ In contrast the Royal College of Psychiatrists views ECT as among the safest medical treatments under general anaesthesia, ensuring its continued use.

15) Answers: (a), (b), and (d). Despite claims of ‘marked improvement . . . in 80% to 90% of patients’ (Silver, Yudovsky & Hurwitz, 1994, p. 983), the case for ECT is far from clear-cut. The consensus from clinical practice is that it can have beneficial effects, but research shows that the effects are relatively short term. Relapse rates for ECT are high. But this might not be due to the failure of ECT as a treatment. ECT is rarely incorporated into a broader, on-going therapeutic strategy, possibly because its dramatic, rapid impact on depressive symptoms obscures the need for follow-up care. This failure to address the sociological or psychological stresses that might have initiated or exacerbated the depression could equally explain the high relapse rates for ECT. Criticisms include temporary disorientation following ECT, and memory loss that can last for months (indeed, it has been suggested that memory loss is one of the reasons why ECT ‘works’). ECT is now often administered to the right hemisphere only in order to minimize its impact on verbal memories. Up to 33% of patients describe ECT as ‘a very distressing experience’ (Johnstone, 2003, p. 239). There are claims that ECT causes brain damage (Breggin, 1997), although there is no compelling evidence for this.

16) Answer: (b). Psychotropics is a loosely defined grouping of drugs that have effects on psychological function. The first psychotropic drugs introduced in the 1950s were anti-psychotics, which have come to dominate the treatment of schizophrenia. Unfortunately there are several side-effects associated with anti-psychotics, and it is because they can mimic neurological disease that they are sometimes referred to as neuroleptics.
17) Answer: (d). An estimated 90% of patients who see a psychiatrist are prescribed drugs, and general practitioners also frequently prescribe drugs. So, although psychologists cannot prescribe drugs, they will most likely have clients that are taking medications. This is why knowledge of effective medications, indications of their use, and insight into their side-effects is critical for practicing clinical psychologists.

18) Answer: (c). Antipsychotics have come to dominate the treatment of schizophrenia. Typical antipsychotics, such as chlorpromazine and haloperidol, reduce positive symptoms of schizophrenia, apparently by blocking dopamine receptors in certain brain systems.

19) Answer: (b). Atypical antipsychotics include chlorpromazine and haloperidol, and reduce both positive and negative (appropriate affect, and motivation) symptoms of schizophrenia, apparently by blocking both dopamine and serotonin receptors in certain brain systems. This implies a dopamine-serotonin interaction in schizophrenia.

20) Answer: (a). The first controlled studies of antipsychotic drugs show that they were more effective than placebos for improving psychotic symptoms, and for preventing relapse. But antipsychotics neither cure nor alter the progress of schizophrenia, and they have potent side-effects.

21) Answer: (b). Side effects for antipsychotics include constipation, blurred vision, restlessness, akathisia, cardiac arrhythmia, diminished spontaneity, and akinesia. Prolonged treatment can result in rabbit syndrome (rabbit movement of the lips), pseudo-parkinsonism and tardive dyskinesia (a serious movement disorder).

22) Answer: (c). Particularly troubling is that antipsychotics interfere with dopamine systems that control movement. Prolonged treatment can result in rabbit syndrome (rabbit movement of the lips), pseudo-parkinsonism (tremors, drooling, slow movement, muscular rigidity, difficulty breathing and micrographia) and tardive dyskinesia (involuntary movements of the trunk, face or extremities).

23) Answer: (d). As a consequence of the side-effects of antipsychotic drugs, many schizophrenics do not take their medications reliably, resulting in periodic worsening of symptoms and rehospitalizations. In fact, it is not uncommon for patients suffering from schizophrenia to become ‘revolving door patients.’

24) Answer: (b). Unfortunately there are several side-effects associated with anti-psychotics, and it is because they can mimic neurological disease that they are sometimes referred to as neuroleptics.

25) Answer: (c). Two classes of drugs for the treatment of depression were introduced in the late 1950s, tricyclic anti-depressants (so-called because of their three-ring chemical structure) and monamine oxidase inhibitors (MAOIs). Drug treatment of depression changed dramatically in 1988 with the introduction of the first ‘designer drug’ (Kramer, 1993). Prozac (designed to have a minimal effect on norephinephrine and a maximal effect on serotonin) marked the development of a new class of anti-depressants called selective serotonin re-uptake inhibitors (SSRIs). Anti-convulsant drugs are typically used to treat epilepsy and depressive episodes in bipolar disorder.
26) Answer: (c). Two classes of drugs for the treatment of depression were introduced in the late 1950s, tricyclic anti-depressants and monamine oxidase inhibitors which increase the availability of catecholamine neurotransmitters (norepinephrine and serotonin). Prozac (designed to have a minimal effect on norepinephrine and a maximal effect on serotonin) marked the development of a new class of anti-depressants called selective serotonin re-uptake inhibitors (SSRIs).

26) Answer: (a). The first anti-manic used was lithium carbonate, which remains the treatment of choice for preventing both manic and depressive episodes in bipolar disorder. Two newer anti-manics are anti-convulsant drugs that have been used to treat epilepsy. These drugs – carbamazepine and valproate – often work for bipolar patients who have not responded to lithium. MAOIs and SSRIs are anti-depressants.
27) Answer: (d). The tricyclics were more widely used than MAOIs, because strict dietary restrictions must be followed when using MAOIs. While relatively safe, tricyclics have many side effects, including weight gain, increased pulse, dry mouth, dizziness, concentration difficulties and sexual dysfunction.

28) Answer: (c). Designer drugs (like SSRIs) changed the treatment of depression dramatically. Designer anti-depressants had fewer side effects and were much safer to use. An overdose of SSRIs is not as lethal as one involving tricyclics, with MAOIs falling somewhere between the two.

29) Answer: (b). Prozac (designed to have a minimal effect on norepinephrine and a maximal effect on serotonin) marked the development of a new class of anti-depressants called selective serotonin re-uptake inhibitors (SSRIs).

30) Answer: (a). Approximately 70% of patients respond favourably to antidepressants, with declines in symptoms apparent in 1-3 weeks for MAOIs, 2-4 weeks for SSRIs, and 2-6 weeks with tricyclics. Patients may do better on one type than another, and sound clinical judgment is needed to control for these individual differences. If a patient does not respond to a standard antidepressant, then the depression is said to be refractory, and treatment will most likely be with two antidepressants simultaneously.

31) Answer: (c). Dual-action antidepressants block both serotonin receptors and inhibit reuptakes. Besides treating depression, this medication has been proven useful in treating panic disorder, eating disorders like bulimia, migraine headaches and OCD.

32) Answer: (b). Anti-depressants and anti-manics are both treatments for mood disorders: the former for depression and the latter for bipolar disorder. Anxiolytics, popularly known as tranquillizers, are used to treat anxiety disorders, producing sedation and reducing anxiety.

33) Answer: (d). Despite their name, antimanics help to prevent depressive episodes in bipolar disorder. Lithium carbonate is the antimanic treatment of choice. Acute manic episodes respond to lithium within seven to fourteen days. Because acute mania has the potential to seriously disrupt patients’ lives, a supplemental medication, usually an antipsychotic, is administered.

34) Answer: (c). Commonly occurring side-effects of lithium treatment include nausea, diarrhea, excessive urine production, fine hand tremor and fatigue. However, it is a risky treatment because lithium is toxic at high levels which could enable suicide attempts. Patients taking lithium are required to have their blood levels checked regularly.

35) Answer: (b). Benzodiazepines (like Valium, Librium and Xanax) slow nerve cell electrical activity by augmenting the affect of GABA, an inhibitory neurotransmitter. They are fast acting and can affect anxiety following a single dose. Although useful in treating anxiety disorder, insomnia, PTSD and panic disorder, they are highly addictive, interact dangerously with alcohol and impair psychomotor performance.

36) Answer: (a). Busiprone, a newer generation anxiolytic, is chemically distinct from other anxiolytics. It also has a slow onset action and full therapeutic action takes weeks, making it unsuitable for treating transient and acute anxiety.

37) Answer: (b). Busiprone, a newer generation anxiolytic, is chemically distinct from other anxiolytics, is not addictive and does not interact with alcohol or impair psychomotor performance. They are as effective as the benzodiazepines at treating generalized anxiety disorder, but less so for panic disorder.

38) Answer: (b). Anti-depressants and anti-manics are both treatments for mood disorders: the former for depression and the latter for bipolar disorder. Anxiolytics, popularly known as tranquillizers, are used to treat anxiety disorders, producing sedation and reducing anxiety.

39) Answer: (d). The pre-post treatment design seems sensible, but it has many weaknesses. It ignores the possibility of spontaneous remittance of symptoms, and neglects the fact that symptoms of several disorders fluctuate over time. Also, research has shown that up to 70% of patients actually show some real functional improvement after being treated with an inert substance (a placebo). So, in a pre-post treatment design improvement in the condition may reflect these changes rather than any actual drug effect.

40) Answer: (c). The placebo effect is a widely documented phenomenon in the treatment of various diseases from flu to heart disease. It has been shown that up to 70% of patients actually show real functional improvement after being treated with a sugar pill. Interestingly, practitioners often make use of the placebo effect in treating patients. Only introducing a control placebo can cause methodological problems. A randomized clinical trial (RCT) combined with the double-blind procedure is a more powerful experimental technique.

41) Answer: (b). Both the single-blind procedure and the double-blind procedure are used to evaluate the effect of a therapy. In the single-blind procedure, the patient is kept uninformed (blind) as to the true nature of the treatment, while in the double-blind procedure, the patient and all staff having contact with the patient remain uninformed.

42) Answer: (b). While using a randomized, double-blind placebo trial will account for spontaneous remission of the disorder, the side effects can make it apparent who is receiving the experimental drug. Also, it is unethical to withhold treatment to administer a placebo. So many RCTs compare the impact of a new drug to treatment as usual and look for relative efficacy.

43) Answer: (a). A randomized clinical trial (RCT) is a random assignment of patients to treatment conditions in order to evaluate the efficacy of a treatment. Combined with the double-blind procedure, this is a very powerful experimental technique.

44) Answer: (d). To judge the efficacy of a treatment, we usually look at patient reports and, where possible, ratings by hospital or clinic staff. Assessments by psychologists and medical tests may also be used.

45) Answer: (d). If a new drug is equivalent, or maybe even slightly less effective than existing treatment, then the new drug may be preferred because of lower costs or fewer side-effects. For example, among antidepressants newer drugs are not preferred because they are more effective, but because they have fewer side-effects.

46) Answer: (c). How we decide if a change caused by treatment is clinically meaningful can dramatically alter the inferences we draw about a treatments efficacy. One way to address this issue is to test whether patients no longer fall within a disordered range of scores. A further criterion that is increasingly emphasized is the cost-effectiveness of a treatment. In economically difficult times, care is sometimes subordinated for cost, making cheap and fast acting drugs appealing regardless of long-term benefits and costs for the patient.

47) Answer: (a). There is no doubt that modern psychotropic drugs have revolutionized the treatment of psychological disorders and restored the lives of many sufferers. However, drug treatments have some obvious limits:

1. Not everyone responds to the drug.

2. Side-effects may preclude their use for some patients, and may lead others to discontinue their use – a particularly important consideration for treatments like anti-psychotics and anti-manics, when on-going maintenance doses are needed to control symptoms effectively.

3. Drug treatment does nothing to help patients learn how to cope with life experiences that may have contributed to the disorder in the first place.

48) Answer: (b). There is no doubt that modern psychotropic drugs have revolutionized the treatment of psychological disorders and restored the lives of many sufferers. However, the use of psychotropic drugs is controversial with some asserting that the benefits are limited, there is a possibility of overuse, abuse and addiction, and their impact largely reflects a placebo effect.

49) Answer: (a). Psychotherapy is treatments that use psychological methods rather than direct changes to the body. Treatment is always by a trained therapist with expertise in handling psychological disorders (though good communication and relationship-building skills, self-awareness and self-monitoring help), and the clients enter into a professional relationship with the therapist to alleviate the disorder. In many countries, people with minimal or no training may call themselves ‘psychotherapists’, so it is essential to exercise good judgment when seeking psychotherapy.

50) Answer: (b). Training in psychotherapy generally involves the completion of an advanced degree and supervised treatment experience, but its exact nature depends on the disciplinary background of the therapist (psychiatry, psychology, social worker, psychiatric nurse), and so may not include the development of good communication and relationship-building skills.

51) Answer: (c). Recover of repressed memories is facilitated by the method of free association, in which clients say whatever comes to mind without editing or censorship. This is a difficult procedure that rarely reveals memories clearly. Resistance is seen as a sign that a repressed memory is about to be recovered.
52) Answer: (d). According to the traditional view, the analyst has to piece together patterns of association while dealing with the patient’s resistance. To be able to ‘stand in’ for significant others in the patient’s early life, it is important for the analyst to remain neutral. They must not allow counter-transference (i.e. their own unconscious feelings towards the patient) to distort the process.

53) Answer: (b). Transference is central to psychoanalysis, and is the notion that the client projects (transfers) onto the analyst characteristics that are unconsciously associated with parents and other important interpersonal figures from the client’s past. Using the transference-charged relationship, the analyst effectively holds up a mirror, allowing the client to see how he reacts to important people in his life. Through many experiences like this, it is argued that the patient’s symptoms gradually diminish. To be able to ‘stand in’ for significant others in the patient’s early life, it is important for the analyst to remain neutral. They must not allow counter-transference (i.e. their own unconscious feelings towards the patient) to distort the process. Not surprisingly, trainees must undergo psychoanalysis themselves before qualifying as a psychoanalyst. 

54) Answer: (c). The now stereotypical analytic couch is foregone in favour of chairs and face-to-face interaction. Here the goal is more pragmatic, to help clients cope with a current problem or crisis in 20 sessions or less. Therapists are usually more active and may refer clients to self-help groups, ask clients to do homework between sessions, and use other procedures not typically associated with psychoanalysis.

55) Answer: (b). Classical psychoanalysis focused on what happens during analysis, so the patient’s life outside the consultation room needed to remain stable until analysis was complete. Contemporary psychodynamic therapists use a model of abnormal behaviour that involves not only intrapsychic conflict relating to early childhood, but also current interpersonal relationships. They therefore pay close attention to the links between what goes on during therapy and the client’s life between sessions.

56) Answer: (a). A major limitation of psychodynamic therapies is that they seem best suited to verbal, intelligent people with mild psychological problems who are motivated to spend a substantial amount of time trying to uncover unconscious conflicts. Psychoanalysis is also expensive and requires the ability to afford private practice.

57) Answer: (b). Behaviour therapy is concerned with what the person does that causes distress. The problematic behaviour is seen as learned, just like any other behaviour, and the therapist uses techniques based on the principles of learning to change the maladaptive behaviour. Behaviour therapy is highly pragmatic and focuses on the here and now rather than early experiences. However, it would be a mistake to conclude that it is a mechanistic and impersonal procedure. Behaviour therapists emphasize the need for a strong supportive therapeutic relationship.

58) Answer: (c). Systematic de-sensitization and contingency management are examples of treatment in the behavioural model of psychotherapy. Possible examples of treatment in the other three models above include:

· in the biological model, psychosurgery and medication;

· in the family and couples model, behavioural marital therapy and strategic family therapy; and

· in the cognitive model, cognitive therapy and rational-emotive therapy.

59) Answer: (d). Personal growth, self-acceptance and self-actualization are goals of treatment in the humanistic model of psychotherapy. Possible goals of treatment in the other three models above include:

· in the psychoanalytic model, psychosexual maturity via insight and strengthening ego functions;

· in the cognitive model, changing cognitive processing of events; and

· in the family and couples model, changing the interpersonal context of psychological disorder.

60) Answer: (c). Psychotherapy may take place in outpatient or inpatient settings. Either way, the psychotherapeutic relationship is a purposeful, nurturant alliance.

61) Answer: (d). The goals of classical psychoanalysis are to help the person gain insight into the ‘true’ (usually unconscious) reasons for their maladaptive behaviour, to work through their implications and associated feelings, and to strengthen the ego’s control over the id and superego.

62) Answer: (c). Systematic desensitization is when the ability of a stimulus to evoke anxiety is loosened as a response antagonistic to anxiety is made to occur in the presence of the stimuli. This gradual process of letting go of anxiety and fear would be one way to possibly rid oneself of a fear of spiders.

63) Answers: (a) and (c). The most widely used exposure technique is systematic de-sensitization, developed in laboratory studies of cats by the South African psychiatrist Joseph Wolpe. Wolpe reasoned that, ‘If a response antagonistic to anxiety can be made to occur in the presence of the anxiety-evoking stimuli so that it is accompanied by a complete or partial suppression of the anxiety responses, the bond between these stimuli and anxiety responses will be weakened’ (1958). When this principle of reciprocal inhibition (counter-conditioning) is applied to humans, muscle relaxation is usually used to inhibit anxiety. An alternative to the brief/graduated exposure used in systematic de-sensitization is flooding – a technique that involves prolonged exposure to highly threatening events. The client’s anxiety response diminishes through habituation and eventually disappears completely. Covert sensitization is a form of aversion therapy in which the client imagines a problem behaviour followed by an aversive stimulus.

64) Answer: (a). Operant, or instrumental, conditioning occurs when behaviour is governed by the consequences that immediately follow it. A family of therapeutic techniques has emerged from this type of conditioning, generically termed ‘contingency management’. One example is the token economy – in a controlled environment (such as a psychiatric ward or classroom), tokens are used to increase the likelihood of targeted behaviours. The tokens can be exchanged for desired items or activities (e.g. snacks, TV), much as we use money in everyday life. Time out is a form of contingency management that can reduce the frequency of an undesirable behaviour by removing the person from the situation in which the behaviour is reinforced. Another punishment contingency is response cost, which involves loss of a reward following a behaviour that we seek to change (such as smoking, aggression or self-abuse). Flooding is an exposure technique used in behaviour therapy that involves exposing the patient to highly threatening events for a prolonged period of time.

65) Answer: (d). Token economy uses ‘tokens’ in a controlled environment to increase the likelihood of targeted behaviours. In the context of a warm, supportive relationship with a client, a behaviour therapist uses social reinforcers (tokens), such as nods, smiles and approval to help bring about behaviour change.

66) Answer: (c). In covert sensitization, a client imagines both the problem behaviour and the aversive stimulus. Surprisingly, in many patients a nauseous response to alcohol can be induced in this way.

67) Answer: (d). Aversion therapy can draw on the principles of both classical and operant conditioning. When based on classical conditioning, a problem behaviour is paired with exposure to an aversive unconditioned stimulus in an attempt to establish an aversive response to the behaviour (e.g. fear or disgust). When based on operant conditioning, the aversive stimulus acts as a punishment and is delivered immediately after the problematic behaviour. Aversion therapy has been used to treat a variety of problems, including alcoholism, smoking, overeating, compulsive gambling, self-injurious behaviour and some sexual deviations such as exhibitionism. One of the drawbacks, however, is that it does not teach alternative behaviours to replace the problem activities. A more acceptable and less intrusive form of aversion therapy is covert sensitization. Here the client imagines both the problem behaviour and the aversive stimulus. Perhaps surprisingly, in many patients a nauseous response to alcohol, for instance, can be induced in this way.

68) Answer: (b). Aversion therapy has been used to treat a variety of problems, including alcoholism, smoking, overeating, compulsive gambling, self-injurious behaviour and some sexual deviations such as exhibitionism. One of the drawbacks, however, is that it does not teach alternative behaviours to replace the problem activities. There are also serious ethical problems with exposing people to purposefully harmful events. Therefore, it tends to be used for acute behaviours that threaten the client’s or others well-being.

69) Answer: (d). Modelling is most effective when the model is similar to the client, has high status, and is reinforced for acting appropriately in feared situations. Similarity between the client and the model can be increased by having the model initially display fear before successfully performing the desired behaviour.

70) Answer: (a). A lack of social skills can exacerbate or account for some psychological disorders, so behaviour therapists include social skills training in the treatment of depression, anxiety disorders, and schizophrenia. It begins with determining skill deficits in concrete terms (avoiding eye contact, speaking softly) before developing appropriate behaviour through modelling and social reinforcement. Assertiveness training is widely used, especially when the inability to express personal needs appropriately leads to depression or aggression. It has been expanded in recent years to promote a broader array of skills, like making conversation and interpersonal problem solving.

71) Answer: (b). Cognitive therapy is a relatively short-term treatment (about 20 sessions) designed to get clients thinking about events in their life – including the symptoms of their disorder – in new ways. Sessions focus on concrete problems and help clients to challenge their beliefs about the problem. Although the cognitive therapist engages the client in behavioural tasks, cognitive therapy differs from behaviour therapy in focusing on the patient’s internal (cognitive and affective) experiences.

72) Answer: (b). Critics of behaviour therapy argue that it is superficial and deals with symptoms instead of root causes. Some argue that this will lead to symptom substitution, but there has been no support for this theory. A second criticism is that behaviour therapy does not attend to thought processes that might support problem behaviour.

73) Answer: (c). Automatic thoughts are spontaneously generated thoughts associated with a specific mood or situation. These cognitive distortions can take many forms including dichotomous thinking (I’m either a success or a failure), arbitrary inference (He glanced over my shoulder while talking to me. I’m a social failure), magnification (Missing this test question shows I’m an idiot who doesn’t belong at university), and overgeneralization (Whatever I say just shows how stupid I am).

74) Answer: (d). Whatever form the cognitive distortions take, a primary goal in cognitive therapy is to help the client identify automatic thoughts and evaluate them. The therapist also formulates a hypothesis regarding the automatic thoughts and invites the client to test the validity of the hypothesis in a systematic way, a process called collaborative empiricism. Breaking down ‘resistance’ with free recall is the role of a psychoanalyst.

75) Answer: (c). The cognitive therapist engages the client in behavioural tasks however it also focuses on internal (cognitive and affective) experiences. To change dysfunctional schemas the therapist focuses on the here and now, and does not offer interpretations of the unconscious origins of the problem. Although initially formulated to treat depression, cognitive therapy has been applied to the treatment of anxiety disorders, personality disorders, eating disorders and as a complement to antipsychotic drugs in schizophrenia. Numerous controlled studies have showed that it is effective for depression, producing acute symptomatic relief and lower relapse rates than drug treatments.

76) Answer: (b). Two criticisms of cognitive therapies are that the linear causality on which it is based is too simple, and that it emphasizes internal events at the expense of contextual events. Also, critics argue that the utility of beliefs needs to be taken into account when we decide on rationality. A client’s irrational belief can be desirable and rational beliefs can be maladaptive in certain situations. Finally, critics question whether the positive effects may reflect something specific to cognitive therapy, or to some mechanism that it shares with other psychotherapies.

77) Answer: (b). According to Ellis (1973), when an emotional consequence (C) follows an activating event (A), it is not A that causes C but the individual’s beliefs (B).

78) Answer: (b). Humanistic therapies focus on the phenomenology (conscious experience) of the client and view psychological problems as disturbances in awareness or undue restrictions on existence. According to this framework, a client’s problems can be understood only when viewed from his or her own point of view. The aims of humanistic therapies (also called experiential or phenomenological therapies) are to help people get in touch with their feelings, experience their ‘true selves’ and develop meaning in their life. This is done through the nature of the therapeutic relationship and the client’s tendency to grow as a unique individual (a process known as self-actualization).

79) Answer: (a). The aims of humanistic therapies (also called experiential or phenomenological therapies) are to help people get in touch with their feelings, experience their ‘true selves’ and develop meaning in their life. This is done through the nature of the therapeutic relationship and the client’s tendency to grow as a unique individual (a process known as self-actualization). Changing patterns of negative thinking is the goal of cognitive therapies

80) Answer: (c). Developed by Fritz Perls, Gestalt therapy reflects the view that people often control their own thoughts, behaviours and feelings too much, losing touch with their emotions and authentic selves. The Gestalt therapist aims to enhance the client’s awareness of herself, which helps the client to grow (Perls, 1969). According to this viewpoint, talking about the past or future obstructs therapy, as it is an escape from the reality of the ‘here and now’, which is of paramount importance in Gestalt therapy. Awareness in the here and now supposedly leads to change. It is in Carl Rogers’s system of client-centred (or person-centred) therapy that the client determines what to talk about and when to do so, without direction, judgement or interpretation by the therapist.

81) Answer: (b). Gestalt therapy reflects the view that people often control their own thoughts, behaviours and feelings too much, losing touch with their emotions and authentic selves. According to this viewpoint, talking about the past or future obstructs therapy, as it is an escape from the reality of the ‘here and now’, which is of paramount importance in Gestalt therapy. Consistent with the Gestalt principle of holism, the goal is to help the client to integrate polarities (e.g. feminine and masculine sides of personality) and achieve a whole sense of self. Gestalt therapists may often be quite confrontational in forcing the client to focus on the here and now and deal honestly with his feelings.

82) Answer: (c). ‘The Gestalt therapist places more value in action than in words, in experience than in thoughts in therapeutic interaction, and the inner change resulting thereby, than in influencing beliefs’ (Naranjo, 1970, p. 47).

83) Answer: (d). Unconditional positive regard conveys that the therapist cares about the client, accepts the client, and trusts in the client’s ability to change. It does not mean that the therapist must agree with or approve of what the client says. Client-centred therapists do not offer advise, since to do so would imply that the client is not competent.

84) Answer: (c). Empathy is an emotional understanding of what the client is experiencing by seeing things from his point of view. Empathy is conveyed by active listening and the use of reflection, a paraphrasing what the client has said, which identifies feelings and meanings underlying statements.

85) Answer: (b). Genuineness means that there is congruence between the therapist’s actions and feelings. For example, a therapist who is experiencing fatigue would mention it because the therapist is not trying to cover up any real feeling. Mentioning it may reduce or eliminate the fatigue and restore the therapist to a fully attending and empathic state.

86) Answer: (a). Humanistic therapies have been criticized for emphasizing awareness when distressed individuals are over-aware already. Gestalt therapy is also sometimes said to border on game playing, while there is little data to substantiate the effectiveness of client-centred therapy. However, while client-centred therapy focuses on progress responses, this observation does not invalidate client-centred therapy; it merely shows the power of social reinforcers in influencing behaviour.

87) Answer: (a). Bateson and colleagues (1956) offered a radical new perspective on psychological disorders by focusing on the interaction taking place when the behaviour occurs and moved away from considering individual behaviour isolated from an interpersonal context.

88) Answer: (b). The goal of family therapy is to change dysfunctional patterns of interaction. Structural family therapy does this by focusing on the organization of the family and uses direct interventions to disrupt dysfunctional interactions. However, this is a family therapy and does not simply concentrate on parental relationships.

89) Answer: (c). Various types of couple’'eft oneequivalent degree'





































































































s therapy are practised in an attempt to change interactional patterns, and are used with homosexual, and married and non-married heterosexual couples. Negative reciprocity refers to the tendency for one partner to respond with negative behaviour when the other partner behaves negatively, resulting in long chains of escalating negative interaction. In such cases, the goal of therapy is to help couples develop communication and problem-solving skills that will allow them to avoid such cycles, and to break out of them should they occur.

90) Answer: (d). Because many family and couple’s therapies have been developed by highly skilled, charismatic therapists, some critics argue that these therapies may reflect little more than the charisma of the therapist. This concern is reinforced by the relative lack of research of many of these therapies. Nevertheless, it has been reported that these therapies produce beneficial outcomes for about 2/3s of cases in 20 sessions or fewer, and these treatments are probably as effective or even more effective than many individual treatments for problems relating to family or relationship conflict.

91) Answer: (c). Negative reciprocity refers to the tendency for one partner to respond with negative behaviour when the other partner behaves negatively, resulting in long chains of escalating negative interaction. In such cases, the goal of therapy is to help couples develop communication and problem-solving skills that will allow them to avoid such cycles, and to break out of them should they occur. This form of therapy therefore tends to focus on changing behaviour, and so is really a form of behaviour therapy.

92) Answer: (d). In their analysis of 475 studies involving 25,000 patients treated by a variety of psychotherapies, Smith, Glass and Miller (1980) accumulated substantial data on the effectiveness of psychotherapy.

93) Answer: (d). In the end the Consumer Reports survey was dismissed as uninterpretable for several reasons including the minimal response rate (1.9% of the original sample responded), the unknown nature and the metric of the outcome variable (what constitutes ‘helped’ and what is the scale used by clients), and the self-selected nature of the sample.

94) Answer: (c). The treatment–etiology fallacy is a logical error in which treatment mode is assumed to imply the cause of the disorder. After all, very few people would wish to argue that because aspirin relieves headache, headache is actually due to the lack of aspirin in the body. So even though an anti-depressant medication regulates neurotransmitters in the brain, it is quite possible that a psychological event gave rise to the neurotransmitter changes in the first place. How then, for example, do we choose between biological and psychological treatments? In trying to answer this question we must watch out for another logical error, similia similibus curantur – like is cured by like (a principle used in homeopathy). In fact, psychotherapy can be used to treat biologically caused psychological disorders and vice versa, although treatment of bipolar disorder, schizophrenia and other psychotic disorders without medication would be irresponsible.

95) Answer: (c). The first difficulty is one of sheer magnitude as there are over 400 therapies. Another problem is the difficulty of creating a control group. For example, an attention placebo involving regular meetings with inert therapeutic content may not be a placebo when the experimental treatment is based on the therapeutic value of a human relationship. Also, it is impossible to use double-blind procedures. Finally, clients choose whether to seek psychotherapy, the type of psychotherapy and the duration of treatment creating a self-selection bias.

96) Answer: (b). These meta-analyses have found that the average client who received treatment was better off than 80% of the clients who went untreated. Also, 50% of clients show beneficial effects after about 6-8 sessions of psychotherapy, and that 75% who show improvement do so by the 26th session.

97) Answer: (d). It is estimated that about 5-10% of clients deteriorate after psychotherapy, but the causes of such change are poorly understood. In addition to a bad therapist-client relationship and therapist incompetence, it is also possible that for some clients psychotherapy disrupted a stable pattern of functioning without offering a clear substitute.

98) Answer: (c). Psychotherapy can be used to treat biologically caused disorders and vice versa. For anxiety disorders and depression, neither biological nor psychological treatment appears to be clearly superior. Drug treatment effects appeared sooner and were more effective for the treatment of severe depression. 

99) Answer: (a). Surprisingly, studies that address this issue have found that concurrent, joint use of medication and psychotherapy produces little additional advantage (Elkin, 1994; Hollon, Shelton & Loosen, 1991). But it does appear that combined treatment can be more effective for some disorders, including attention deficit hyperactivity disorder in children, alcoholism, panic disorder and obsessive-compulsive disorder (e.g. DeBeurs et al., 1995; Engeland, 1993). Recent evidence suggests that combining treatments sequentially may be helpful, especially in preventing relapse. A combined treatment approach is particularly valuable with clients who may initially be too depressed or anxious to participate fully in psychotherapy. In these cases, symptomatic relief through drug therapy may be adequate, but if it is not, the drugs will most likely alleviate the symptoms sufficiently to allow the person to participate in, and benefit from, psychotherapy. An alternative, conservative approach would be to treat the patient with psychotherapy first (as it usually has no major side-effects) and to add or change to medication only when it becomes apparent that the psychotherapy is not producing results. However, such an approach may be risky when there is perceived to be significant risk of suicide.

100) Answer: (d). Determining disorders and conditions under which biological and psychological interventions are best used alone or combined, and either concurrently or sequentially, presents a challenge for future research. Currently, the best course of action is to evaluate the needs of the individual and the course of the disorder before making a decision.

