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Preface

The answer is all of the above. No one point of view represents a complete understanding of this
complex condition.

For twenty-five years, I have been offering educational and clinical trainings to a variety of service
providers. These range from family service agencies, to mental health centers, private psychotherapy
practices, correctional facilities and addiction treatment programs. A common denominator for all
providers has been the need to recognize and treat depression. Depression itself is a debilitating and
sometimes, life-costing illness. Yet it is immanently treatable.

My bias is that depression is a complex disease that is a combination of:

1. Disordered neurochemistry

2. Cognitive distortions

3. Unresolved loss and pain (unresolved situational grief or having been subject to a loss
condition, I.e. growing up with a raging, verbally abusive parent)

What is depression?
A psychological reaction to early life experiences

A leamed behavioral style

A biochemical disorder

A genetic behavioral trait

1

Typically, working with a client purely from a physiological, cognitive or affective orientation will not
result in long-term recovery from depression. Frequently, it is only once a client receives appropriate
medication that he or she can respond to a therapeutic process. Then, a combination of cognitive/
behavioral and affective interventions can be effective. I have also found it important to acknowledge
that what is missing in some clients' lives is a lack of spiritual meaning.

Depression is very common among spouses/partners of addicts and adult children raised in ad-
dicted families. In my many years of working with addicted clients and their family members, I have
observed how relapse is fueled and recovery is impeded by depression that is unrecognized and
untreated. I have treated clients with various types of depression. For some, the depression was a
primary disorder; for others, it was a co-occurring disorder. Depression is often a co-occurring or
subsequent disorder in the addicted client. Because of what I've learned from my experiences, I have
included material that will assist health care professionals in bridging a long time gap between the
mental health and addiction fields.

Preface
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This workbook is composed of six sections:

• Depression: An Overview

• Depression History Strategies

• Cognitive Strategies

• Affective Strategies

• Behavioral Strategies

• Conceptive Spiritual Strategies

In each of the six sections I offer modules to give you ideas for structured interventions derived from
the use of handouts. There is a variety of written exercises; graphs, checklists, sentence stems and
art activities. When completed, these handouts provide your clients with a tangible picture of their
disease and a roadmap for the recovery process.

These reproducible handouts and a compact disc, Imageries, are included in this workbook. The disc
contains four imageries: Relaxation Exercise, Inner Child Affirmation, Inner Source of Wisdom and
Letting Go and Receiving.

This is not a how-to-treat depression book. It is meant for use by the clinician already skilled in
identifying and treating depression; one who is vigilant in recognizing co-occurring disorders, both
psychiatric and addictive. This book was written trusting that the clinician has resources available,to
address the issue of indicated medications, the ability to assess and intervene if there is a possibility
of suicide, and will incorporate sound clinical judgment in the use and timing of these exercises.

It is my hope this book will be a valuable aid to the mental health practitioner or health care provider
who is working with clients experiencing depression. With the foundation of good client assessment
and intervention, this workbook, Depression Strategies, will be of great assistance.

Claudia Black, Ph.D.
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Types of Depression
"I am now the most miserable man living. If what I feel were equally distributed to the
whole human family, there would be not one cheerful face on earth. To remain as I am
is impossible; I must die or be better."

Those are the words of one of our most revered presidents, Abraham lincoln, speaking of his
depression.

Depression is a serious, life threatening chronic illness. It is also an intrinsically treatable illness.
Imagine depression as looking at the world through a pair of clouded lenses, magnifying life's imper-
fections and injustices.

At the age of seven, Tim loses his brother in an automobile accident. Within four years, his father
leaves without saying goodbye. At the age of eighteen, Tim begins a six year tour of duty in Viet Nam
with the army. In his late twenties, a year after marrying his wife, they lose a baby to a miscarriage.
By all outward appearances, Tim is a survivor. He has friends, a good job, and a lovely wife. He talks
about his personal history in a matter-of-fact way, and sums it up as "that's life." But the loss of his
unborn child begins the unraveling of a long-repressed pain. Gradually, he becomes more withdrawn
and isolated. At the age of 32, when his employer downsizes and he loses his job of six years, Tim
makes his first suicide attempt.

Jesse, raised in a physically abusive home, was a department manager in an engineering firm. She
was raising a family and keeping distant relationships with her two sisters and parents. The pain of
her childhood history had been locked away in some hidden corner of her heart. All of her life was
compartmentalized with no one part too connected to another. Then one day she lost her oldest
daughter in a car accident. Six months later, her father died. Jesse had no skills or any internal sup-
ports to help her deal with the intense pain of her daughter's death. While she did not feel close to
her father, his death unleashed all of the childhood pain she had so neatly and quietly tucked away.
When she wasn't sleeping she was crying. When she had begun to randomly sell her belongings, a
co-worker friend, concerned that Jesse was suicidal, intervened and insisted she seek help.

Josh, 28, had seen two family members die from their addictions yet here he was sitting at home
in seclusion, with curtains drawn, drinking himself into oblivion. He was beginning to miss work on a
regular basis. Fearful he would lose his job, he sought help. Three years sober, he found himself one
more time, at home in seclusion, with curtains pulled. Although he was not drinking, he was in ab-
solute despair. Once more, Josh would reach out for help. This time he would be treated for depres-
sion-depression that was present prior to getting sober but was not recognized.

What Tim, Jesse and Josh all have in common is that each is experiencing depression.

j
Depression: An Overview 5
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Low Mood Depression
The word depression can have many meanings. If asked, most people would say that they have felt
depressed. What most of them mean is that they have felt a mixture of sadness and helplessness
for a longer time than it felt comfortable. While feeling sad and helpless is not a clinical diagnosis,
you may want to think of this as "low mood."

When the confluence of sadness and helplessness corresponds to a recent trauma or loss, it can
be a completely normal response. For example, you have always paid your taxes but the Internal
Revenue Service insists you owe $30,000 from five years ago, and that represents 90 percent of
your personal savings. It would be abnormal if you did not feel a sense of despair and futility. You
might be agitated and want to isolate yourself. But the instinct to survive returns and you begin to
lick your wounds, and eventually strategize how you will cope with this reality.

If you lost your job, a job in which you felt you had always given 100 percent, and you were not sure
about your next move, you might experience emotional shutdown, despair, futility, or anger. But you,
too, lick your wounds and start to strategize how you will cope with the situation.

This low mood is situational and transient and it leaves within a relatively short period of time.

Major Depression
In major depression, one can only see and feel the bad side of everything. All experiences are flawed
and ultimately, disappointing. This is based on a genuinely pained perception of your self and the
world, and a feeling of absolute hopelessness. While one may still participate in essential life activi-
ties, the depression affects thinking, feeling and behavior.

Over a two-week period, a client with major depression will experience five or more of the following
symptoms throughout daily life:

Depressed mood

Diminished interest or pleasure in most activities

Weight and/or appetite disturbance

Insomnia or excessive sleep

Agitation

Fatigue or loss of energy

Feelings of worthlessness and/or excessive and inappropriate guilt

Indecisiveness

Inability to concentrate

Engaging in negative thinking

Recurrent thoughts of death, or recurrent suicidal thoughts, or a suicide attempt

I
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Bi-Polar Disorder
Bi-polar I illness is classic manic-depression, major mania cycling with major depression, character-
ized by severe and intense mood swings. It is rarely a one-for-one cycle. One "pole" or the other
usually predominates. One is severely depressed in the depressive episode while in the manic phase
one shows hyper excitement and energy. For some this includes grandiosity, intense paranoia, and
agitation. Men tend to experience more manic phases and fewer depressions. The converse, more
depression and less mania, is true for women. Generally, episodes of depression last longer than
manic phases. Long periods of time in which the client is asymptomatic may separate an episode
of any kind, and it is dUring these times that the person seems to feel all right. Switching from one
state or pole to the other, from depression to mania and back again is called cycling. The character-
istics of cycling vary from person to person. For some people, the cycles switch infrequently and last
for long periods. For others, the switching happens more frequently. This quick switching from one
emotional state to another is known as rapid cycling.

James is an example of someone with bi-polar I disorder. He is known as a "hyper person" who
suffers bouts of depression. In his more hyper times, he is gregarious and people focused. He
would work until the wee hours of the morning being very productive and quite creative. He survived
on very little sleep. People enjoyed his great sense of humor and his energy, and then, SUddenly
he would not be seen for a couple of months. He would make no contact with the outside world;
his work would cease as he isolated himself in his home in the depths of despair and frequently
contemplated suicide.

There are different types of bi-polar disorder. They vary in the frequency of the mood swing and in
the intensity of the mood. As a consequence, people who are bi-polar may be treated with a variety
of medications.

Bipolar II
Bi-polar II is a milder form of bi-polar disorder. The manic phase is referred to as hypomania, mean-
ing "low high." The hypomanic is in an extremely good mood, has a lot of energy, doesn't need a
lot of sleep, and is full of ideas, plans and enthusiasm. The high and low mood cycles are less well
defined and may depend on the accumulation of consequences. While everyone has mood shifts, in
bi-polar II disorder, one's jUdgment may be influenced. There could be bouts of compulsive shopping,
or one could make what appears to be an impetuous decision, such as quitting a job. These sudden
decisions are not realistically based as much as they are fueled by a surge of self-esteem.

Dysthymia
Certainly, the most common form of depression, dysthymia is a persistent milder depression. Aper-
son with dysthymia has a higher level of functioning than a person who has major depression. The
negative affect is less visible to the world although the dysthymic client often reports an absence of
joy in any area of life, and in his or her view, life is "dulled: The person with dysthymia is often re-
ferred to as one who has "closeted depression." While closeted depression is not a recognized clini-
cal diagnosis, the analogy allows people to better understand and describe their experiences.

)
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Closeted depression has its development in the fine ability to compartmentalize, seen predominantly
when someone has been raised in a highly troubled, or shame-based addictive family. This is the
phenomenon of saying to the world at a young age, "I am doing just fine, in spite ot.." In spite of
the yelling and arguing, in spite of the fear, in spite of the sadness. In the beginning, closeting is a
defense, but one that has to be practiced day in, day out for weeks, months and years. Ultimately,
it becomes a finely tuned skill that can permeate every aspect of life. The person maintains the ap-
pearance of "doing just fine outside while dying slowly on the inside." A false self is presented that
may not have the look of depression, while the true self, the emotional and spiritual self, experiences
great despair.

To keep depression hidden, people avoid sharing with others on an intimate level or avoid spending
time with friends who may recognize true feelings and intemal despair or emptiness. One relies on
defenses of "busyness" and accomplishing tasks. This person deliberately keeps the focus on other
things and other people, and appears very capable; yet he or she puts up an impenetrable force field
that warns, "Don't ask me about myself. Don't push me."

In adulthood, this person hits a wall he or she didn',!: see coming. The burden of hiding eventually
becomes too heavy, and then all the protecting and controlling mechanisms just stop working. The
ability to compartmentalize diminishes so that the depression can no longer be hidden. This may
also occur if the person enters recovery for an addiction and the addiction is no longer there to mask
feelings. By the time the obvious signs of depression are apparent, it is usually little more than the
final eruption of a long-term, chronic, closeted (hidden) depression.

Hannah described this well. "I didn't even know I was depressed until I was no longer depressed. I
had always lived like this. I functioned. I operated in the world. I had a good job, family. But I have
never felt joy. Oh, I am very socially skilled; no one knew how I felt over the years. Then one day, I
just couldn't keep up the pretenses. None of myoid defenses kept working. Depression was present
all of those years, like a silent intruder hidden away in the closet."

Anxious Depression
Anxious depression is depression co-occurring with an anxiety disorder. While depressed, this per-
son's anxiety will most likely be demonstrated by a constant state of apprehension. He or she has
both specific and generalized fears, and spends a lot of time worrying. The intensity and frequency of
the client's worry are always greater than the potential actuality of the feared possibilities.

Symptoms of anxiety are:

Being easily fatigued

Inability to relax

Agitation

Becoming easily overwhelmed

Inability to focus or concentrate

Having a sense of impending doom

•)
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Obsessive thoughts

Excessive worrying

Fear of "losing control"

Fear of not being able to cope

Fear of failure

Fear of rejection

Many of the exercises in this book will be very effective in use with this client. A clue to the clini-
cian that the client is anxious depressed is he or she has been referred to as "nervous." To describe
someone as "nervous" has become a culturally acceptable way of minimizing one's anxieties and
depression.

Causes of Depression
Depression may be the result of a client's:

• Disordered neurochemistry

• Pessimistic disordered view of the world

• Incomplete loss and grief

For many people depression is:

1. A biochemical imbalance or disordered neurochemistry. It is commonly accepted among
professionals that major depression tends to run in families which suggests there may be
a genetic predisposition.

For example, the stronger the family genetic connection (sister rather than cousin), the
greater the chance that another family member will have similar symptoms. But predisposi-
tion is not a given, just a predictor of a greater likelihood. In the majority of cases, biological
VUlnerability alone is not enough to bring about the disorder. It is the collision of inherited
vulnerability with psychological injury that put a person at risk. For some people the signs of
depressive episodes begin in childhood, for others the signs begin in adUlthood.

2. For many, depression is a consequence of a habitual pessimistic and disordered way of
viewing the world. Depressed people engage in what is referred to as cognitive distor-
tions-they view things from an all or nothing perspective, over-generalizing, catastroph-
izing, blaming, and operating from a lot of "shoulds."

Depression: An Overview 9



3. Depression may be the consequence of loss, and the inability to do the grief work nec-
essary to bring completion to feelings of sorrow. This may be thought of as pathological
grief. Inability to do grief work may be due to a lack of emotional skills, which is often a
result of growing up in a troubled family system. Or, it is possible that there has been an
accumulation of painful experiences before a person has had time between experiences
in which to grieve and heal. Sometimes it is both.

Depression is very common in people raised in troubled families where they have experienced in-
credible loss, emotional or physical abandonment, rage, or physical or sexual abuse. To be raised
with abandonment means there is loss and pain but there is no support in which to own or work
through that pain. As they move through adulthood, other losses are experienced such as a loss of
relationships, health problems, loss of job or career opportunities. Without having the skills to deal
with any loss, the pain is denied, but the pain accumulates and fuels depression. It is incomplete
grief work that most often stokes closeted depression. Underlying the depression is the impact of
trauma. Family of origin work is often crucial in the healing process.

In addition to pharmacological intervention, psychotherapy strategies include:

1. Cognitive therapy, changing negative and distorted thinking patterns

2. Behavioral therapy, changing negative behaviors or creating healthy behavioral skills

3. Affective therapy, attending to grief and loss issues

Treatment Considerations
Possible Mimickers
It is important when working with depressed clients to ascertain when they last had a complete
health care examination, and to require one if it has not been done recently. For some people, de-
pression is directly caused by physical illnesses. Depression may be an early clue to an impending
heart attack or the presence of cancer. Mononucleosis, infectious hepatitis, and autoimmune disor-
ders such as lupus are common mimickers of depression. Remember that substance abuse is the
most common mimicker.

Antidepressants
Both antidepressants and therapy are commonly recommended in the treatment of depression.
There are many different antidepressants available. New technology has made it possible for phy-
sicians to offer more target-specific antidepressants with fewer side effects. It is important that
clients not assume they know which antidepressant is best for them. A physician who understands
pharmacology is in the best position to assess the client and determine the appropriate medica-
tion and dosage.

}
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If a client is on medication, it is important for the clinician to understand as much about that medi-
cation as possible. As a clinician, you may not be making the assessment and medication recom-
mendation, but your perceptions of the client's thoughts and behaviors while he or she is on a
medication is crucial feedback for the prescribing physician. It is good practice to ask clients about
their use of medications inasmuch as they often begin to self-regulate the dosage, or even discontin-
ue use. While they may not initiate such a disclosure, if the question is asked they just might answer.

Not everyone responds well to medication and some people could have severe and adverse reac-
tions. Significant times for medication monitoring are: 1) at the initiation of the use; 2) when there
is a change in dosage or type of medication; and 3) if a medication is discontinued. Look for signs of
increased agitation, confusion, acute anxiety, mania, paranoia, or suicidal ideation.

Suicide and Safety
Do not work with people who have clinical depression unless you have had training in suicide preven-
tion. Question your client often about whether he or she has had thoughts of suicide so that you can
immediately initiate appropriate action to his or her response.

Prime risk factors for suicide are:

1. A history of previous attempts.

2. .A lethal suicide plan.

3. A family history of suicide.

4. Marital status. Those who have never married are at greatest risk, followed by widowed
people, then those separated, divorced, married with no children, and married with chil-
dren.

5. Health status. Those who have recently undergone major surgery and are in great physi-
cal pain, and those with a chronic or terminal illness have an additional risk.

6. Having recently survived a spouse or partner.

7. Failure at or loss of occupation.

8. Having an addiction.

The client at greatest risk for suicide is one who is beginning to emerge from a profound depression
and who has recovered sufficient energy to act on the deadly impulse.

There will be clients who will take their lives. While there may have been nothing that could have
been done to prevent this,.a clinician must always be vigilant.

Depression and Addiction
Winona hit her "bottom" after many years of drinking and using. She called a family member who
was in recovery and he took her to her first Twelve Step meeting. She remembers the laughter and
she identified with the feelings people shared. She was close to a year of being clean and sober
when she relapsed. After nine months, convinced she was a real alcoholic addict, she went back to

)
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her recovery program. The next year she established consistency and order in her life and she could
think much more clearly. Then she lost her teen-age son to a fatal overdose. In addition, within a few
months, she began to have childhood flashbacks of having been molested by her father.

Winona had a preexisting condition of depression that had not been noticeable to her friends and
family due to her newfound hope and early recovery skills. Her initial relapse was most likely fueled
by the inability to speak of her internal despair. With the death of her son she was no longer able to
repress memories of her past. Without the skills to cope with loss, she would go into a downward
emotional spiral. Post-traumatic stress disorder began to manifest and this time she sought help be-
fore she relapsed.

After ten years of being clean and sober, Ronnie recognized things weren't as they should be. He had
had a lot of shame-based secrets about money and sexual acting out. In the despair of losing his
sobriety and his marriage, he sought help. This time his multiple addictions, money disorders and sex
addiction were addressed in therapy, not just his substance abuse. But his depression was not as-
sessed or recognized. A few months in to his recovery, he manifested blatant depression.

Marie has struggled with anorexia and bulimia since her teenage years. Ultimately, she begins to use
cocaine and methamphetamines on a regular basis because using reinforces her ability to stay thin.
At age 27, in recovery for her eating disorders and drug addiction, she is compulsively shopping and
spending money. Marie is now going from one addiction to another and most likely she will continue
this behavior until her underlying depression is recognized and treated.

What Ronnie, Winona and Marie all have in common is that they are: 1) addicted to alcohol or drugs
or other behavior; 2) want recovery; 3) they reached out to ask for help; and 4) they have an ad-
ditional untreated diagnosis, they are depressed. They also have something in common with Bill
Wilson, the cofounder of Alcoholics Anonymous.

The following remarks are excerpted from a letter Bill Wilson wrote in 1958 to an early California AA member.

"I think that many oldsters who have put our AA booze cure to severe but successful tests still find
they often lack emotional sobriety. Peace and joy still eludes us. That is the place so many of us AA
oldsters have come to. It's a hell of a spot, literally. Last autumn, depression almost took me to the
cleaners. I began to be scared that I was in for another long chronic spell. Considering the grief I
have had with depressions, it wasn't a bright prospect."

Bill W. would also seek professional help for his depression.

It is not uncommon for newly sober alcoholics and drug addicts to experience low mood disorder for
the first few weeks in their recovery. This is when they are first confronted with the consequences of
their addictive behavior and with the physical cessation of usage. For some addicts, the early weeks
and months of recovery are a time of mourning and grief. Because grief in early recovery is acom-
mon response, clinicians may not recognize depression.

Depression is frequently masked by addictive disorders. Along with the obvious effects of drugs or
alcohol, one can also get uhigh" from the rush of physical violence, the applause of an aUdience, a
sexual conquest, or a "killing" in the stock market. In theory, an addictive relationship can be es-
tablished with just about anything, as long as the substance, the person, or the activity relieves the

\,
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threat of overt depression. The addictive substance or process, be it gambling, alcohol or drugs, sex,
relationships, work, etc., frequently transforms one's emotional state from shame to grandiosity,
from feelings of worthlessness to feelings of extraordinary worth. The addiction always pulls the per-
son from "less than" to "better than." Whatever the substance or behavior, it helps in the avoidance
of the pain and emptiness, the unworthiness, or emotional impoverishment that has been a constant
presence in one's life. When people become clean and sober from various addictions, there is often
a clinical depression strongly fueled by years of shame, pain and powerlessness.

In the movie, Prince of Tides, Nick Nolte says, "I don't know when my parents began their war
against each other, but when they did the only prisoners they took were their children. To escape we
developed a ritual, a silent soothing world, a world of no pain." That is the role that alcohol, drugs
and other addictive behaviors play for many people-a silent soothing world, without pain.

Some people are only looking for an escape from their pain, their shame, and depression. They seek
what are referred to as satiation drugs, such as alcohol, sedatives, or compulsive overeating. Within
the various addictions, there are both satiating and risk-taking arousal behaviors. Certain acts of
gambling are more sedating than others such as playing slot machines. Others are more arousing,
such as horse racing or day trading. Some sexual behaviors are acts of sedation while others involve
the arousal of risk.

Historically, the addiction field has treated addiction, neglecting depression while the mental health
and psychiatry fields have attempted to treat depression, often neglecting addiction. For the client to
experience recovery from either, we must recognize the possibility of this dual disorder.

Looking back on his addiction and depression history Alan said, "At age eleven, I had a hole in my
gut so big that only alcohol and drugs would fill it up."

Without recognizing and addressing depression in an addicted person, his or her depression wil be
a major contributor to a lack of recovery, to relapse, and even to suicide. If addiction in a depressed
person remains unrecognized, the addiction will be a major contributor to a lack of recovery, to
relapse and possibly to suicide. Ironically, depression and addiction are treatable illnesses. Today,
thousands of people recover from both.

In general, women are much more willing to accept a diagnosis of and treatment for depression,
rather than addiction. The opposite is true of men. They are more likely to accept the diagnosis and
treatment for addiction but they struggle greatly with the diagnosis and treatment for depression.

The socialization of men has them running from their own intemal distress, playing out our culture's
values about masculinity. As a society, we have more respect for the walking wounded, those who
deny their pain and difficulties. We push men toward arousal-type behaviors and they are expected
to engage in risk taking. But, this conditioning is always at the price of never experiencing vulnerabil-
ity or owning or showing those feelings. Men are not supposed to be vulnerable. Pain is something
they are supposed to rise above. It is no coincidence that men are four times more likely to commit
suicide than are women. In our society it has been considered unmanly to be depressed, and un-
womanly to be addicted. This makes it very difficult for the depressed man or the addicted woman to
get the help they very often need.

Depression: An Overview 13



Experiencing depression is like looking at the world through a pair of clouded lenses that magnify
life's imperfections and injustices. Ironically, a person living with an addiction also sees the world in a
negative and chaotic manner. Together, addiction and depression present a dim portrait.

Depression is a complex illness, and so is addiction. Certainly, ifthey co-exist, the complexity has
just increased. It is extremely important when working with either disorder for a clinician to be open
to seeking consultation and supervision regarding such clients. Also, recognize that if outpatient
therapy does not provide the safety you believe your client needs, or outpatient therapy has been
utilized but the client is not responding, a more thorough differential diagnosis or inpatient treatment
may be indicated.

Addiction Considerations
If someone is addicted and depressed alike, depression can only be effectively treated if one ab-
stains from alcohol, other drugs, and any other addictive behaviors. If the client is hiding a substance
abuse problem, be aware that the effectiveness of antidepressants is negated. It is self-defeating
behavior to continue use of alcohol or other drugs and take prescribed anti-anxiety or antidepressant
medications. There is no validity in the assumption that by addressing addiction, alone, any depres-
sion will lift.

It is true that with recovery from addiction, people's lives usually get better, and they are often far
less negative about the world. Unfortunately, assuming that recovery from addiction leads to long-
term recovery from depression has left many without any recovery at all, or contributed to relapse
and possibly, to suicide.

Nor can it be assumed that by addressing depression alone that addictive behavior will stop. People
say, "When I feel better about myself, I won't need to act out sexually, I won't need to drink alcohol."
While it may be true that the addictive behavior began as a distractor or medicator for depression,
addiction will ultimately take on a life of its own and so it needs to be seen as its own entity.

When addiction and depression are addressed as primary disorders that interact with each other, a
more complete healing and recovery can be expected.

As stated earlier, the use of antidepressants and therapy is often recommended. A physician who
understands addiction and phannacology will be in the best position to determine the appropriate
medication and dosage. People in recovery from addictions are very often afraid of taking any medi-
cation believing it will lead them back to their primary addiction or to a new addiction. There are hor-
ror stories of people who relapse after they have used cold medicines that contain alcohol, or took
pain medication after surgeries. There is no doubt that all addicts need to be Vigilant in the use of
any medication, but properly prescribed antidepressants may greatly aid recovery.

There are those who think one could get high or feel sedated when taking an antidepressant. In fact,
antidepressants will not cause any change in mentation if one is not depressed. Antidepressants will
not cause an emotional sedation or rush. It is important that one not confuse antidepressants with
tranquilizers or stimulants, they are not the same.

14 Depression: An Overview
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An analogy that recovering clients often find helpful is that of attempting to climb the mountain of
recovery with a iOO-pound sack on their back. With the help of an antidepressant, you get to take
the sack off your back but you still need to climb the mountain. The load is lighter but there is still
much work ahead.

Recognizing that antidepressants are often a part of treatment, therapy and recovery practices are
an essential element of healing and recovery. It is in therapy that one can learn to recognize cogni-
tive distortions and attend to grief and loss issues. If a client is a member of a Twelve Step program,
the steps are valuable tools to assist in behavioral and cognitive change and attending to loss. In re-
covery groups, one can learn a healthier way of viewing the world, and be in a safe place to learn the
skills to grieve the pain and losses of life.

Addicted persons in recovery are recognizing they are powerless over their addictions, and they also
need to understand they are powerless over their depression. Life has been unmanageable as a
result of both. When they surrender to both, and allow themselves to follow direction by those who
have been there before them, and from helping professionals who have expertise in treating coexist-
ing disorders, then they can experience the promises of recovery.

I..,r
Depression: An Overview 15
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Overview of
Depression History Strategies

This section offers a variety of discussion formats to assist the client and the clinician in depicting
a thorough representation of the client's depression. Frequently, clients generalize rather than of-
fer details regarding depression symptoms, diminishing the extent of the depression which results in
minimizing the impact depression has had in their lives. The following exercises and techniques will
lead the client to a more complete understanding of the many dynamics of depression and promote
the opportunity for strategic interventions. Exploring the avenues of depression history will help cli-
ents recognize that depression is a process and has a life of its own-it is a disease.

The Depression History Discussion may best be utilized as part of an interview. Hopefully, these
questions have been asked in a formal assessment, If not, this gives the clinician an opportunity to
key in on what may be significant but unanswered questions.

The Depression Index provides the clients the opportunity to view the signs of depression, and deter-
mine whether they have experienced them sporadically, chronically or are experiencing them today.

Portrayal of Depression History connects specific behavior to stimuli and enables the client to rec-
ognize the relationship of loss to depression. The alternative format (8) is offered if it is easier for the
client to respond to a tighter structure. This exercise could also offer a direction for grief intervention.

Identification of Depression-Related Behaviors offers the client an understanding that depres-
sion is more than negative thoughts and a lack of feeling, but it is behavioral as well. It will also fa-
cilitate a direction for behavioral intervention.

The Depression Graph is an exercise that when completed reveals a visual portrait of the process
of depression. This is helpfUl in recognizing the chronicity of the situation and breaking any denial.

The Triggers Exercise presents an opportunity to identify people, places, things or activities that
may lead to, or exacerbate, a depressed mood. Frequently, clients have failed to recognize their trig-
gers. The prospect of behavioral change can be empowering if triggers are identified and problem-
solVing strategies occur.

Portrait of Depression is an excellent tool for the client who has difficulty finding the words to de-
scribe his or her experience. Depending on the client, this picture can be expanded using the instruc-
tions on the handout.

Loss Module. Unresolved grief is a significant factor in many people'S depression. Tolerating and
repressing emotional pain feeds depression. To begin the process of grief work, the client needs to
be able to identify loss. The Loss module will initiate this process.

Portrayal of Addiction History (A) and (B). If you are working with a depressed client with addic-
tions, these exercises are meant for you to use to help the client better recognize the interplay of
both disorders. The handouts are means for reaching the same goal, that being a tangible recogni-
tion of one's addictive process.

Depression History Strategies 19
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Addiction History helps the client more fUlly explore his or her addiction(s). If a client is exploring
the possibility of more than one addiction, make a copy of the exercise and ask the client to respond
separately for the different addictions. This exercise is best utilized as a writing assignment. Writing
their responses forces clients to give more consideration to their answers and helps to break any de-
nial. The clinician needs to assess whether or not the client is fully capable of completing this ques-
tionnaire based upon the depth of the client's depression.

Addiction/Depression History Graph. Completion and sharing of this graph is a crucial session for
the client with a co-occurring disorder. It is vital that the clinician not lose sight of these dual disor-
ders and how they interact.

Family Tree Chart. Whether or not the client has a co-occurring disorder, the Family Tree chart is
a valuable exercise and a discussion of addiction needs to occur so the client has a better ability to
identify addiction within the family as well. Completing the Family Tree (or another genogram of the
clinician's preference) helps the client to see intergenerational patternsand repetitions.

20 Depression History Strategies
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Depression History
Client Objectives
To garner insight into depression history
To become aware of depression patterns and cycles--- ----.-----

The Depression History Discussion asks questions that are sometimes missed by the clinician in the
initial assessment of a client. While it is suggested that obtaining this information be a discussion, if
the client is high-functioning, the questions may be offered as a handout.

Only questions 19, 20 and 21 are specific to addiction, but substance abuse needs to be ruled out
as a contributor to or mimicker of depression. If addictions of any kind are present they need to be
identified so that the interaction of depression and addiction can be treated effectively. If your cli-
ent is living with addictive behavior, signs of depression are common. Co-dependency treatment
will be more efficacious than a traditional depression modality. Recognizing the relationship of co-
dependency to depression will shape the direction of treatment but does not mean the client is not
depressed.

It is suggested that the clinician select the exercises in this section that would provide the most de-
tailed information about the client. It is not intended that clinicians make use of all exercises, or use
this section as substitute for a formal assessment.

Depression History Strategies 21



Depression History Discussion
The following questions help identify specific patterns of depression, and the answers give the
clinician an accurate portrayal of the client's depression.

1. When did you first feel a sense of despair, persistent sadness, or hopelessness that
lasted for more than a week or two?

2. What was happening in your life when your depressed mood began?

3. List in detail what behaviors followed the feelings of despair, persistent sadness or
hopelessness. For example, where did you go during that time period? What did you
do? Did you spend time alone isolating yourself? Did you talk to anyone about your
thoughts and feelings?

4. If you isolated yourself, list when and how you isolated, and indicate whether the peri-
ods of isolation increased over time.

()
fJ
o
()

•
)

Have you ever experienced a surge of energy, Quick moving thoughts, restlessness, or
decreased sleep?

Yes No

Are there times of day, 'specific dates (holidays or anniversaries), or times of year when
your depressed mood or depressed behaviors seem to surface?

Yes No

If you experienced any of the above, did you also feel capable of accomplishing things
you had previously only dreamed of?

Yes No

5.
r

I 6.

Fi-

7.

I
8. Have you experienced periods of time in which you've begun several tasks or projects

at once and found it difficult to complete any or all of them?
Yes No

9. Have you experienced severe negative consequences from activities that seemed plea-
surable at the time? (Such as shopping and overspending, or getting seriously involved
with someone you just met.) Note when these events occurred.

Yes No

22 Depression History Strategies
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10. How have you tried to manage your depressive symptoms?

11. Have you previously received treatment for coping with depressed behavior?
Yes No

If yes, what? Where? When?

12. What medications have you tried? Name them and describe your experiences.

13. Are you currently using any medications?
Yes No

If yes, what is your experience?

14. If you have experienced periods without depression, please describe how frequently
they occurred and how long they lasted.

15. Has your mother, father, or other relatives experienced prolonged "blue moods·, peri·
ods of excessive irritability, periods of inactivity (such as staying in bed more than 8 or
9 hours in a 24 hour period), or attempted or completed suicide?

Yes No

16. Are the significant people currently in your life coping with their own depression?
Yes No

If yes, name them and indicate if they are receiving treatment.

17. Are the significant people in your life aware that you cope with depressed moods?
Yes No

If yes, name them and their responses.

Depression History Strategies 23
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18. What significant factors do you believe have contributed to your depressed mood?

19. Do you have any reason to believe you could have a problem with alcohol, drugs, gam-
bling, sex or money?

Yes No

20. Has anyone ever expressed concern about your use or behaviors?
Yes No

If yes, explain.

21. Do you have any reason to believe that your partner/spouse could have a problem with
alcohol, drugs, gambling, sex or money?

Yes No

22. What do you need in order for you to better manage your depressive symptoms?

23. Have you attended a support group for people dealing with depression?
Yes No

If yes, what was your experience with it?

24. Do you have a desire to manage the depression in your life?
Yes No

If yes, what benefits would you gain from doing so?

25. What difficulties do you expect might arise?

26. How would you like your life to look with effective management of depression?

Depression History Strategies
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DEPRESSION HISTORY STRATEGIES HANDOUT

Depression Index

Match symptoms with your age ranges.

Depression Index

Lack of motivation or drive

Helplessness ("I can't take it any more.")

Hopelessness ("Why bother? It won't get any better.")

o Child 0 Adolescent 0 Throughout Adulthood

Insomnia (inability to fall or stay asleep or early waking)

Disordered eating (overeating or lack of eating)

Isolation (avoiding others, limiting conversation)

)
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o Child

Fatigue / lethargy

o Child

o Child

o Child

Excessive sleep

o Child

Disturbances in sleep

o Child

o Child

o Child

o Adolescent 0 Throughout Adulthood

o Adolescent 0 Throughout Adulthood

o Adolescent 0 Throughout Adulthood

o Adolescent 0 Throughout Adulthood

o Adolescent 0 Throughout Adulthood

o Adolescent 0 Throughout Adulthood

o Adolescent 0 Throughout Adulthood

o Adolescent 0 Throughout Adulthood

o Presently

o Presently

o Presently

o Presently

o Presently

o Presently

o Presently

o Presently

o Presently

Depression History Strategies 25



Thoughts of suicide

DChild D Adolescent D Throughout Adulthood D Presently

)

Repetitive feelings of sadness or irritability

DChild D Adolescent D Throughout Adulthood D Presently

Difficulty concentrating or making decisions

D Child D Adolescent 0 Throughout Adulthood

Consistent feelings of guilt / worthlessness

D Presently

loss of interest or pleasure in hobbies or activities

DChild

Grandiose thoughts

DChild

Excessive talking

DChiid

DChiid

D Adolescent D Throughout Adulthood

D Adolescent D Throughout Adulthood

D Adolescent D Throughout Adulthood

D Adolescent D Throughout Adulthood

D Presently

D Presently

D Presently

D Presently

26 Depression History Strategies



) DEPRESSION HISTORYSTRATEGIES HANDOUT Portrayal ofDepression History (A)

)
Portrayal of Depression History (A)

In the left column, begin by noting the approximate age you experienced signs of depression. Then
describe what the signs or indicators were and the stimulus of the depression. Example is illustrated

) on the following page.
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Age Signs of Depression Stimulus

J
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Example would be:

Age i Signs of Depression I Stimulus

,
I
I

"JFelt excluded socially at school

Parents fighting frequently

Stayed home in t>e<troOm I spent a lot of
time on compUter /gOt loaded a lot15

!
14 I Started smoking marijuana

i

I 6 I Hid in the closet
I ,

ii;;;1Iitea in bedroom . :::',:" I didn't see fa!herfer.

- 10 I to isolate in bedroom-----I We moved to a newtown

i
: 16 : Fantasized being dead i Only friend moved away
I : i. '-Made SUI;i:' _ get a girlfrlend .

i ; I !
, 18 I Drank a lot of alcohol alone I No direction after high school I

r22

""
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DEPRESSION HISTORY STRATEGIES HANDOUT Portrayal of Depression History (B)

)
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Portrayal of Depression History (8)

Age: Depressed Behavior I Stimulus

0-10

11-17

18-25

; ) I
() 26-40

0
0 i

r,
) 41-60

)

t
}

60+

)
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DEPRESSION HISTORY STRATEGIES HANDOUT Identification of Depression-Related Behaviors

Identification of Depression-Related Behaviors

Check (.I) any of the following behaviors that you engage in while depressed.

()

€l
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)

Q
Q
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D
D
D
D
D

D
D
D
D
D
D
D
D

D
D

D
D
D
D

drawing shades or keeping lights low

unplugging the phone or not answering it

not answering the door

staying in bed past normal rising time

long periods of time (other than appropriate amount of sleep) spent in room
or away from others

avoidance of social events

avoidance of family events

avoidance of physical activity

avoidance of work, reading, or other activity that requires concentration

restricting your food intake

bingeing on "comfort" foods or on whatever food is available

listening to music or watching movies that cause you to be tearful,
sad or agitated

completing detailed tasks regarding your death (such as letter writing,
distribution of valuables, writing will)

spending impulsively, especially in amounts that you do not have readily available

beginning several consecutive projects or tasks without finishing previous
projects or tasks

staying up for excessive number of hours or even days

ignoring personal appearance and hygiene

talking excessively

behaving self-destructively Le., cutting, burning, slapping self, etc.

Describe:

D Other

Describe:

Depression History Strategies 31
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DEPRESSION HISTORY STRATEGIES HANDOUT

Depression Graph

Depression Graph

Consider the movement of depression through your life by your age. Using a large sheet of paper,
graph it from your earliest memory to present.

The following examples may be useful.

Tom, 34, indicates his depression began at approximately eight years of age. It escalated at about
14, then slowly and steadily increased to present day.

Lucia, 48, indicates no depression until a strong onset in her early twenties until she was about 27,
and then it disappeared until her mid-thirties when it recurred and began to elevate sharply in her
forties.
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Birth

Birth

Birth

8

Midlife

Midlife (17)

Midfife (24)

Today

Today

34

Today

48
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DEPRESSION HISTORY STRATEGIES HANDOUT

Triggers

Triggers

)

i)
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o
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Triggers are people, places, objects, thoughts, or activities, such as letter writing or watching a mov-
ie, that may lead to or exacerbate a depressed mood.

Example: Seeing an old boyfriend or girlfriend, driving past your old house, hearing a certain sad
song, being around someone who is angry or upset, talking about the future, seeing a dog that looks
like your dog that died.

List anything that triggers a depressive episode.

1. _

2. _

3. _

4. _

5. _

)
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DEPRESSION HISTORY STRATEGIES HANDOUT

Portrait of Depression

Portrait of Depression

)
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With colored pens, markers or crayons, draw a picture of your depression on a large piece of paper.

To expand upon this drawing:

• include in your picture any people who are connected to your depression

• include what triggers your depressive mood
• include any memories that connect you to depression

Depression History Strategies 37
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c="" Session
Loss

Client Objective
To identify loss or unresolved grief _._-----_._._------------

Clinician needs to explore with client the natural and unnatural losses in childhood and adulthood.
Judith Viorst's book, Unnecessary Losses, and The Grief Recovery Handbook by John James and
Russell Friedman, are excellent tools to expand this focus.

Natural childhood losses might include loss of grandparent(s), a pet, or changing schools.

Natural adult losses might include the death of a family member or a friend, moving (even
if the move is a positive decision), and loss of job.

Unnatural childhood losses mean the loss of childhood or innocence, such as when a
child is subject to abuse or is prematurely catapulted into adult responsibilities due to
family dysfunction. The death of a parent or sibling, or living with chronic diseases or ad-
dictions fuels a loss condition.

Unnatural adult losses your client may identify might be living with the addictive behaviors
of others, or the death of a child. (Do not confuse unnatural with uncommon.)

The handouts, Loss Events and Identifying Losses, present the client an opportunity to identify both
losses and coping mechanisms. Obtaining this information should offer the clinician direction regard-
ing needed grief and family of origin work.

Have clients complete handouts. In discussion, focus on the loss, but also focus on what they did
with their pain.

Did they deny it? Minimize it? Medicate it?

If so, how, or with what?
Work? Food? Alcohol?
Is this their pattern today?

The section, Affective Strategies, will facilitate further grief work. It will also help clients establish
emotional tolerance for further grief work.
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DEPRESSION HISTORY STRATEGIES HANDOUT

Loss Events

Loss Events

The following list of events that are often traumatic frequently fuel depression.

Note whether or not you experienced any of them and indicate your approximate age or age range.

D living with addiction Age_ Age Range__

'.) (atxtd, cilg5, Y.01<, sec)

€) D Living with mental illness Age_ Age Range__

0 D depression D schizophrenia D other

D Physical abuse Age_ Age Range__

f" (Iittig p.JShrg
,,)

• D Sexual abuse Age__ Age Range__

A D Emotional abuse Age__ Age Range__
",_.11 (being raged at, called names, left alone, being
,
) covertly sexually abused - not being touched -

but inappropriate nonetheless)

D Witnessing abuse of others in the family Age_ Age Range__
(physical, sexual, emotional)

\ D Accidents Age__ Age Range__· .J

(1 (auto, falls, fire, tornados, floods, etc.)

D Death of a pet Age__ Age Range__C) Your relationship to pet

C D Death of a loved one Age_ Age Range__
,..) Your relationship to this person

· .
) D Important separations (Describe) Age_ Age Range__

I D Significant moves (Describe) Age_ Age Range__

DHome

DSchool

f DWork

\

}

J
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DEPRESSION HISTORY STRATEGIES HANDOUT Identifying Losses

Identifying Losses

1. Identify three losses you experienced prior to the age of 10.

o 2. What did you do to cope with those losses? Be specific.

"()
(-"
I }".

• 3. Identify three losses you experienced between the ages of 11 and 18.

e

4. What did you do to cope with those losses? Be specific.

0
0
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--- }
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I
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5. Identify three losses you experienced in your adult life.

6. What did you do or have you done to cope with those losses? Be specific.
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Addiction History
Client Objective
To recognize the relationship of addiction and depression

Discuss how addiction and depression frequently co-exist and interact, and how treatment for each
is vital to recovery from both. Clinicians need to help their clients to begin to understand how some
people may use behaviors or substances to mask or medicate their depression. It is natural to keep
engaging in a behavior that allows one to escape from feelings of depression. Consequently, once
people stop addictive behavior they are overtly depressed.

People experiencing depression frequently engage in behaviors and use of substances to mask,
medicate, or distract from the depression. If someone finds that staying busy is a detractor from
emotional pain, this may feed work addiction. If another person finds feelings of worthlessness abat-
ed when he or she was under the influence of cocaine, continued use would be a natural response.
A gambler may find the rush of the potential win subdues his or her feelings of shame and inadequa-
cy. For many these behaviors result in an addiction.

Many clients have unconsciously attempted to treat their own depression through the use of an ad-
dictive process.

The following exercises will help the client and clinician alike to recognize any interplay between ad-
diction and depression, and reinforce the need for recovery in both areas.

The handouts, Portrayal of Addiction (A) and (6), are essentially the same exercise. Option (8) is
slightly more structured. For some clients, the more structure the easier it is to identify behaviors,
while for others greater structure may limit spontaneity.

Depression History Strategies 45
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DEPRESSION HISTORY STRATEGIES HANDOUT Portrayal of Addiction History (AJ

Portrayal of Addiction History (A)

In the left column, begin by noting the approximate age of your initial involvement in addictive behav-
ior. Then describe the progression of behaviors in the middle column.

When you have finished doing that, complete the column on the right by noting the negative conse-
quences of the addictive behavior as they would occur. Example is illustrated on the following page.
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Age Description of addictive behavior / substance Negative consequences
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Portrayal of Addiction History (A)

Example would be:

Age: Description of addictive behavior I substance I Negative consequences

I

! lost my sister's friendship Ii she stopped talking to me

:! husband (had come back)
! left again

took my first drink at a wedding

began to use marijuana / was stealing money
from my siblings to pay for it

went to treatment sporadically / went to AA for one year, was
drinking during that time, then stopped going to meetings

uSing cocaine and alcohol heavily again
until now (two more years)

' .." ,.'

.

stopped l,lSing cocaine for two years I kept
drinking heaviJy , - .. ..--

9

12

.
14

32

30

34

,.....
.' .'"10

,i job performance not good I
; job loss threatened

'------'--------------------------'--- ---

iI threw up on my new dressjsuspended from school fur '
smoking on campus :

1----+------------------------------ J

Isneaked alcohol from home and lied about it
!i parents found out and
i grounded me----·-·..--··------·--·--..

we,nt to drlnking -parties every weekend got reputation for being a lush .

1----+_--------------.----..---------..--..--., --.....------------.-..

I 16

22 cecalne I
__ ___. . . .__.__J . . .,
24 Ialcohol and cocaine use escalated I tried to i lost my boyfriend due toI stop drinking, only lasted 8 months i drinking and using
i----+------_----------------...,_-------.------'

Imy husband left me
_
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DEPRESSION HISTORY STRATEGIES HANDOUT Portrayal ofAddiction History (B)

Portrayal of Addiction History (B)

Describe Addictive Behavior Identify Negative Consequences

60 +

26 - 40

.-
I I! i
i

i 0 - 10
i I

- I ---<il,l
l

, I I
, 11- 17 1 I I

I ! II Ir----r---·--------- ,,----------------;
, .

! 18 - 25 I 1
I I
i I

:.. .._.._1 ... _. __._ ....._.. __ ....._...._._ _ i; -_ - .._---_._-,--._------_.
I
I
I
I

I , ! i
,---..--.: ---·-·----····-·-··-·····-------·--·-····---·t------· ----------\

i i II IIi'i 41- 60 ! , II

i I II ir················ -. ... '-'1
1

"--"""'" _.- .. -.. . - - -'-.-.- - ..-'-.. -.'--'----'--'---"1
I I !

I
I
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DEPRESSION HISTORY STRATEGIES HANDOUT Addiction History Exercise

,-.: \. /

Addiction History Exercise

This is an exercise to help you identify specific addiction patterns. Please answer as honestly as pos-
sible. Remember, there are no right or wrong answers, only your answers.

1. When did you first start engaging in your addictive behavior(s)?

2. List, in detail, what those behaviors were, noting frequency and amounts.

3. With whom did you engage in these behaviors?

4. What was happening in your life when you started these behaviors?

)

\..
)

.J

}

)
J

5. Were your parents/guardians aware of these behaviors?
If yes, what was their response?

Depression History Strategies

Yes No
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8. What addictive behaviors do you engage in today? Note frequency and amounts.

6. How did you attempt to hide these behaviors?

7. Did your mother, father, or guardians have addictive behaviors?
If yes, what were they?

9. With whom do you use or engage in specific behaviors?

Yes No

()
()

)

G

,
)

10. When, specifically, do you tend to use or engage in these behaviors?

11. Is your significant other, children, or family aware of your use?
If yes, what is their response?

12. How have you attempted to hide these behaviors from them?

Yes No

I
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13. How have you attempted to hide these behaviors from yourself?

15. Has anyone (family, friend, co-worker, physician, etc.) ever expressed concern about your use or
behaviors? Yes No

If yes, what were they?

14. Does your significant other or family member engage in addictive behaviors today?
If yes, what are they?

•
, )

'>

)

()
€)

c

16. Have you made efforts in the past to stop using?
If yes, what were they?

17. What is your longest period of sobriety?

Yes No

Yes No

\
"

\
, J

)

18. What significant factors do you believe contributed to your relapse?
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19. Have you attended Twelve Step programs in the past?

If yes, what was your experience with them?
Yes No

20. Do you have a desire to stop engaging in your addictive behaviors today?

If yes, what would the specific benefits be to sobriety?

21. What difficulties do you anticipate with sobriety?

Yes No

,..... ", )

v.,
)

22. If you were to achieve ongoing recovery and abstinence from your addictive behaviors, what do
you believe your life would be like? )

)

( "'J
o
(j
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DEPRESSION HISTORY STRATEGIES HANDOUT Addiction / Depression History Graph

Addiction / Depression History Graph

Examples:

Tom had begun to use alcohol by the age of 16 and as his depression escalated, so did his addic-
tion, or vice versa. Clearly, they co-existed.

Refer to the Depression Graph Handout that you completed earlier. As you did when you created
your depression graph, chart an overlay (using a different color pen or pencil) of any addictive pro-
cess you have such as alcohol or drugs, spending, eating, sexual, work, or relationships, etc. If you
have mUltiple addictions, use different colors for each addiction.

When you have completed this, discuss with your clinician any connections or patterns between your
depression and addiction histories.

TodayBirth)

1..:'\

o
@J

o
v•

Lucia has an eating disorder, bulimia nervosa, and she is a compulsive spender. She didn't connect
her addictive processes to her depression because they overrode her awareness of depression until
she was in recovery from her addictions.

}

)

)

r",...... Birth

8 Midlife (17) 34

'-''t• Midlife (24) 48

I

)
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DEPRESSION HISTORY STRATEGIES HANDOUT

Family Tree

Family Tree

To better understand the generational legacy of addictive or depressive disorders, it is often help-
ful to have a visual picture of your family history. To the best of your ability, fill in the names of your
family members. For many people this exercise reminds them of how little they know of their family
history. If you do not know or cannot remember the names, simply recognize the fact that there are
missing pieces to your history. What does that mean or imply to you? You may choose to seek others
out to assist you in filling in the blanks.

,
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Mother's Side
Matemal Grandparents

Grandmother/Grandfather

Aunts with Spouses

Depression History Strategies

Children

Family Tree

Father's Side
Paternal Grandparents

Grandmother/Grandfather

Aunts with Spouses

Children
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Uncles with Spouses

Children

Uncles with Spouses

Children

)

...

fD
E)
r''l. -'
V
0

i
J

)

}

')
i, ()I'•"l{
"t V

Ct,-
"--"t

I

I
J

58 Depression History Strategies



. DEPRESSION HISTORY STRATEGIES HANDOUT

PARENTS

Family Tree

o
o
Af;\

(j

U•
.,

Stepfathers

Sisters & Brothers
(include yourself)

MOM

Spouse

DAD

Children

Stepmothers

1. .. \\

f)

e
fZ)
}

.i

}

j

Write the word "addiction" next to the names of people you believe did experience or have experi-
enced alcohol and other drug problems.

Write the word "depression" next to the names of people who you believe have experienced depres-
sion. The term "depression" may not have been applied during that era but as you look back their
behavior indicates depression.

Write "abusive" next to the names of people who you believe were physical abusers or chronic ragers.

Write "sexual abuse" next to the names of people who you know or believe were sexual perpetrators.

Identify the people who you know experienced other dysfunctions and name the problem they had.

Circle the name of anyone who attempted or completed a suicide.
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Overview of
Cognitive Strategies

The Cognitive Strategies section is constructed so that the clinician may choose from a variety of ex-
ercises with the option of employing one module during a single session.

Distorted Thinking Styles yields a significant initial understanding of the negative thinking processes.

Cognitive Distortions help the client to take responsibility for changing negative thought patterns.

Interrupting Faulty Thinking will offer a strategy for stopping distorted cognitions.

Inner Critic affords the client an opportunity to develop a tangible outline in which to identify self-
focused critical thinking.

Uking Yourself and Stilted Success are helpful strategies to further counter negative cognitions.

Depression Self·Talk, about identifying and challenging depression self-talk from a cognitive distor-
tion view, can be quite effective because clients often blame themselves for their depression.

Creating and Utilizing Affirmations is effective in instructing how to counter negative self-talk.

Carried Beliefs and Feelings use the metaphor that throughout life people carry baggage com-
posed of beliefs and feelings. The exercises ask the clients to look inside their bags and identify and
take responsibility for what is being carried.

)
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Session .Ej

Distorted Thinking Styles
Client Objectives
To identify distorted thinking styles
To develop a rational response to replace the distorted thinking

The handout, Distorted Thinking Styles, describes eleven types of distorted thinking. Ask the clients
to identify two examples of each style, and with the use of a board, note the examples. When the cli-
ents have shared, ask each of them to identify the three types of distorted thinking they most utilize.
Then, with the examples they just gave, ask them to respond to the following questions. (It is helpful
to write these questions on a board so that the client can refer to them.)

• How did it feel when you used that distorted thinking?
• How has it caused conflict between you and others?
• What would be a rational comeback to replace that distorted thinking?
• What might the result be?

If you are working with a group, ask each person to identify an example of distorted thinking and
walk through the above questions with each example given. If certain distorted thinking styles are
not identified, the clinician will need to assist in offering examples.

You may also find it more time-expedient for the group participants to work in pairs, each pair select-
ing one style of distorted thinking that is frequently used and work through the points together. When
the full group is resumed, the group and clinician can offer additional feedback.

}

()

)
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COGNITIVE STRATEGIES HANDOUT Distorted Thinking Styles

Distorted Thinking Styles

Depression is often fueled by distorted styles of thinking. The following are common thought patterns
that create problems and generate negativity.

,:

.1

)

o••
•

Filtering Looking at only one part of a situation
to the exclusion of everything else.

IPolarized Thinking -- everything at the
I all-or-nothing thinking with no middle ground. '

.' '.Reaphin, a bf'oadge... neral1led..... conc'USion
,I,;,0':;,',;, ' .... on]ust one piece of 1Mdence.
I Mind-Reading Making assumptions and reaching conclusions -:I . based on what you believe others are thinking. I

-.. -..hl.. -.·.. -·------I. •tc,!i'6 . ,. •. expecting. the .worst-case scenario.
\',,:; t: J . "{,':.::'-:' ,".,

". .l">'·',
Interpreting everything around you in a way
that reflects on you and your self-worth. i

I

i--------+-----------·-----·-·---·--i

iPersonalization
I
Change Fallacy Assuming that other people will change to suit you

if you pressure them enough.
Fairness Fallacy

Global Labeling
4)

6\•E>

1--.•---- _--_ _..__ _ + --_.-._ .._ _ _ __ _ _ _... . ]
Falling into the trap of judging people's actions
by rules that you have concocted about
what is and what isn't fair.\--------+--------............------ .------------,
Making abroad judgment based on J

very little evKience. J

lBi;,;ing--·-----+-s-e-Jj....;.ev--.;n-g-that bad
I are someone else's fault. i

I
Shoulds Operating from a rigid set of indisputable rules

about how everyone, including yourself, should act.
) ----------'-----_._---------------'

)

)

Think of an example of a time you have used one of the distorted thinking styles listed above.

Identify the distortion.
How did it feel when you used that distorted thinking?
How has it caused conflict between you and others?
What would be a rational comeback to replace that distorted thinking?
What might the result be?
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Cognitive Distortions
Client Objectives
To be able to identify negative thinking
To begin to create counterthoughts to negative thinking

Introduce the concept of cognitive distortions: depression is about a negative view of the world.
Because negative thoughts are often pervasive, it is important to identify cognitive distortions when
they occur. Once they are identified, awareness is increased. This process of awareness is necessary
before any action or positive change may begin. It is critical that the clients identify when they are
bringing negative thinking into play before they can focus on counterthoughts.

To facilitate the process of increasing awareness, ask the client to identify an example of negative
thinking, and then a counterthought.

By listing examples of cognitive distortions in a visible place for the clients to easily see, develop-
ing awareness can be an ongoing process. When someone speaks or thinks a negative thought, the
thinker or the listener ring a bell (or similar device). This can literally be done in a therapy session.
It is a concrete, but fun manner to develop a user-friendly "stop thought" technique. Ask the person
who offered the thought to identify what he or she was doing, i.e., catastrophizing, blaming, etc.
Then you can assist your clients with counterthoughts.
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COGNITIVE STRATEGIES HANDOUT Cognitive Distortions

Cognitive Distortions

Distortion: Negative Thought I Counterthought

Good things may happen today.
I can startmy day over at any time.

She's late for dinner again. "m going
to ask her when she gets here why
she was late.

I will not expectMark to pay without talk-
Ing to him about It first.

I At times my husband isn't the best
listener, but he has other good
qualities.

It's 8:30 a.m. and I am late for work.
I've spilled coffee on my new suit and
put a run in my hosiery. This day is shot.

It's onlyfalr that Mark pays this biU
$ince I offered to pay and paid fQr our
last two lunches.

I Every time I talk to my husband aboutImy problems he tells me what to do.
; He's a bad husband.

Filtering

Overgeneralization

;,.",'

Polarized thinking

I
·Every time I drive on the freeway, some- There are lots of drivers who give me
one gets in my way and cuts me off. enough room to drive. I'll focus on them
I on the one who i

l--------,--,-.---,..-,..--,h--------------+-----,-.------------4;Mind r8ading She's late for dinner again and the food
Is eetting COld. She's probably mad at me
for being late to the movie last night. 111

i·; .betShe thinks Iwas late on purpose.I-'-'---------..........
Catastrophizing The repairman didn't come on time IThis isn't the end of the world. If the re-

. and that means I'll be late to pick up 'I' pairman is more than fifteen minutes late,
I the kids. Then dinner will be late, my , I'll call to reschedule. If the repair work
Ihusband will be mad at me and the kids 1takes too long, I'll ask a neighbor to pick
Iwill miss soccer practice. Then the kids ! up the kids. I can manage.
i will be mad at me, too. Sometimes I II'.Idon't know why I bother. Life is so
I complicated and things don't work out !

.••.• j
··i
Iwe would be closer to each other. more, only I can impact how I relate .
i to my mother.

)

J
)

t>••

)

)

G..•o
Q•

Global labeling

)

'.

I The people in that business are only I don't know all of those people (I onlyIinterested in making money. They have Iknow a few), therefore I can't possibly beIno regard for ethics. aware of everyone's motives.
r..,-S-Iamlng-.-.•...---,,----- I wouJdn't have lost my temper with the right to be angry, but not --.

had you come home in time for dinner. to rage. I am responsible, not others, for ;
my behavior. ,'-----------_._ _.. --_._._-_ __.-._ __.._.-..•..__.._ _._ _..- __ __.__ _ _ ___ -.-- - .. ,

Shoulds II should not ever have to be angry if I IEveryone gets angry at times. I can learn
! !Just handle things right. I to tolerate and express anger

L ' i in a way that feels okay. •___.__. . ._. .....L__. ..__. ._._._.. ... ........;

)
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Interrupting Faulty Thinking
Client Objective
To interrupt faulty thinking

There are a variety of ways to begin to change or eliminate thinking processes that are distorted,
negative, or faulty. Identifying the distorted thinking pattern is the first step. When the client is aware
that he or she is mired in a pattem, taking control and applying the STOP technique is a simple yet
effective process of eliminating faulty thinking.

After providing the two examples below, supply cognitive distortions the client can identify. Strategize
the thought-stopping techniques to the examples.

-EXAMPLE-

)

)

o••e

First Step:

Call STOP:

Identify the negative or faulty thinking.
never going to get any better."

Identify whether or not the thought Is helpful.
Does it reinforce helplessness? If it is not helpful or it
reinforces helplessness, call STOP again.

Describe the situation that fueled this thinking.
my husband said hurtful things to me, I spoke up,

but he didn't listen or apologize, he just left the house."

Refute the situation.
"I stood up for myself and that is good."

One cannot change another person's behavior. In this situation the goal begins with asserting oneself
and beginning to practice self-care.
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First Step:

Call STOP:

-EXAMPLE-

Identify the negative or faulty thinking.
"My son isn't home on time, he is probably in a car wreck and dead."

Identify whether or not the thought Is helpful.
"Not helpful."

Describe the situation that fueled this thinking.
"My son did not come home when he should have and lots of kids die on the road
when they are out late at night."

Refute the situation.
"I have no information to indicate there has been an accident or that my son is in-
volved in anything hurtful. I only know he is not home on time. There could be many
reasons why he isn't home yet. He could have had a flat tire, or maybe he's having

. fun and hasn't noticed the time."

)

o
e
o
()
.",)

•
)

I..
t""

To identify other possibilities moves the person out of the catastrophizing mentality. Once out of that
pattern, a healthier response and/or healthier problem-solving can take place.

This process of interrupting faulty thinking only works if it is practiced repeatedly. Have the client be-
gin to utilize this STOP technique with a situation that is easy for the client to identify. With practice,
the process will become automatic during those more subtle occasions when his or her thinking is
faUlty.
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Inner Critic
Client Objectives
To recognize the voice of the inner critic
To develop counterdialogue to the voice of the inner critic

The clinician needs to explain how people internalize messages about themselves and that they of-
ten have an inner voice known as the inner critic. People become accustomed to this inner criticism;
it has been an ever-present background music that they do not even recognize. To quiet the harsh
and negative aspects of the inner critic, one must first be able to hear its words.

After client has completed the handout, Inner Critic, you might ask these questions for discussion:

Where did those statements come from?

Whose voices do you hear?

How old were you when you began to believe this message?

With whom does the critic compare you?

Where are the critic's favorite resting places, e.g. the bathroom scale, the mirror?

What does your critic look like?

How does it sound?

What are its favorite noises or words?

Would you be so harsh with someone you cared for?

It can be helpful to the clients if they know that there are negative consequences to having a strong
inner critic because:

1. It stops you from taking risks.

2. It views your life as a series of mistakes waiting to happen.

3. It undermines your courage to change.

4. It compares you unfavorably with others and makes you feel "less than."

5. It is terrified of being shamed and so it monitors all your behavior to avoid this.

6. It causes you to suffer from low self-esteem and possibly depression because it tells you
that you are not good enough.
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7. It doesn't allow you to take in the good feelings that other people have toward you.

8. It makes you susceptible and often victim to the judgments of other people.

The only way to lose the voice of the inner critic is to, first, hear it. The Inner Critic exercise helps the
client to recognize its voice. The clue to identifying the voice of the inner critic is it speaks in abso-
lutes-'" am..." For healthier thinking, it is important to get out of the all-or-nothing, polarized think-
ing process.

After the client learns to recognize the voice of the inner critic, a thought-stopping dialogue can be
developed such as:

"I hear you but I don't accept what you say."

"Stop it, I'll handle this."

"It's not so true."

Alternate Format
An alternate avenue of making the inner critic more real to clients is to have them draw a picture, or
create a collage of their inner critic

A collage is made by selecting pictures, words and/or letters from magazines and making a personal
statement with them. Depending on the time you have, offer clients 20 to 30 minutes to create their
collages. Suggest that they begin by flipping through a magazine and being open and receptive to
what they see, rather than looking for specific words or pictures. Remind clients that this is his or her
collage. They will be the only ones to interpret their pictures and/or words. There is no right or wrong
way to complete a collage.
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COGNITIVE STRATEGIES HANDOUT Inner Critic

Inner Critic

This exercise may help you to recognize the words of your critical self. Complete the following
sentences:

The trouble with me is--------------------------
The trouble with me is--------------------------
The trouble with me is--------------------------
I am just so _

I am just so _

I am just so _

What I really don't like about myself is _

What I really don't like about myself is _

What I really don't like about myself is _

I hate it when 1 _

I hate it when 1 _

I hate it when 1 _

Most likely this negative self-talk is stated in absolutes, as if these were facts never to be disputed.
Refer to your statements and offer a more balanced statement that counters the thought.

uThe trouble with me is I am lazy."
Counter this with a time you showed initiative.

"I got out of bed this morning when the alarm went off."

UI am just so stupid."
Counterthought:

"At work, I had a helpful suggestion that was put into action."

UWhat I really don't like about myself is I am ugly."
Counter this with an acknowledgement of a physical trait you do
like about yourself, or a thought that counters uinner ugliness."

"I like my hands."
"I am a caring person."
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"I hate it when I don't listen to others."

Counterthought:
"My friend called with a problem and I didn't
make an excuse to hang up. "

Counterthoughts to your "the trouble with me is..."

Counterthoughts to your "I am just so..."

Counterthoughts to your "what I really don't like about myself is..."

Counterthoughts to your "I hate it when..."
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liking Yourself
Client Objectives
To identify any negative beliefs about positive self-messages
To identify counterbeliefs

The clinician needs to explore with the client messages he or she received as a child. Children in-
ternalize self-worth from the words and behaviors of significant others. If those messages that were
projected were hurtful, it will be valuable for the client to recognize he or she no longer has to carry
internalized beliefs that reflect more on the messenger than the target.

Questions to ask client:

Is it okay to feel good about yourself?
Is it okay to compliment yourself?

If you cannot quickly say, "Yes it is" and believe it in your heart, then you need to determine why you
hesitate or say "no."

Utilize the handout, Liking Yourself, for exploration and discussion. After discussion on countering
negative self-talk, focus on self-validation. Always have client verbalize counterthoughts.

The handout, Self Value, could be used as an extension for reinforcing self-validation.

)
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COGNITIVE STRATEGIES HANDOUT Liking Yourself

Liking Yourself

What messages did you hear growing up about liking yourself?
Message 1. _

Was it a supportive __ or hurtful __message?

Message 2 _

Was it a supportive __ or hurtful __message?

Message 3. _

Was it a supportive __ or hurtful __ message?

Message 4. _

Was it a supportive __ or hurtful __ message?

Note if you use these messages as a part of critical talk with yourself today.

Messages that were not supportive need to be countered. A countermessage might be:

"It's okay to like myself, to compliment myself."
"Liking myself does not hurt anyone else."

Add other countermessages that are relevant to you:
1. _

2. _

3. _

4. _
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COGNITIVE STRATEGIES HANDOUT Self-Value

)

0••f'
U•, )
)

)

""u'·-
)

"••f)
)

\
.1,
.;

" }"

Self-Value

Name three things you value about yourself. They can be qualities or behaviors such as:

I'm kind to animals
I'm a fast reader
I can do crossword puzzles
I am a caring person

1. _

2. _

3. _

Stay with the above thoughts and allow yourself to feel good about those traits or behaviors. Notice
whether or not you begin to minimize or discount this self-affirmation. "Yes, but..." is the phrase that
often begins a retraction. Tell your clinician what you value about yourself. Speak slowly, pause be-
tween your different statements, and then pause again when you are finished. Pauses help to stop
the negative message you may try to interject.

An alternative exercise:

Spell out your name, then attach a positive attribute that starts with each letter and describes you at
some time in your life.

Examples:

R risk taker S skilled F funny
0 open-minded H helpful R religious
B brave E eyes open A animal lover
E energetic l laughs N neat
R responsible I intelligent K kind
T thinker A assertive l likeable

I interesting
N nice

)
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Stilted Success
Client Objectives
To identify negative beliefs that interfere with feeling a sense of accomplishment
To identify counterbeliefs

Clinicians need to explain how a part of feeling good about oneself is being able to acknowledge and
enjoy personal and professional accomplishments. Frequently, people have difficulty recognizing or
enjoying accomplishments. These are people who reach an accomplished goal and, without a pause
for reflection or celebration, are focused on the next goal. There is a belief that "it's not enough,"
"there is more to do," or "it's not good enough."

Questions for discussion are:

• Do you have difficulty identifying accomplishments?

• Do you find it difficult to hold an accomplishment in positive regard, or do you quickly get
focused on another project?

• What messages do you tell yourself that make it difficult to feel good about your suc-
cesses and accomplishments?

The handout, Stilted Success, should offer helpful insight in how negative or faulty thinking is initially
created. It is best to conclude this exercise with the identification of more positive cognitions.

)
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Stilted Success

To feel good about yourself, you must be able to acknowledge and enjoy your accomplishments.
Reflect on what the word "success" means to you:

Success is:

This exercise will help you ascertain whether your inability to be accepting of success is connected to
your past. Finish the following sentences:

As a child, in order to succeed at home, I

As a child, in order to succeed at home, I

When I did accomplish something, I

When I did accomplish something, I
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Depression Self-Talk
Client Objective
To identify and counter faulty thinking related to depression

Negative beliefs help to create depression and then continue to reinforce it.

Ask client:

What do you tell yourself about being depressed?

Common responses are:

I just need to change my attitude.
I am in the pity pot.
It will always be like this.

These are shaming statements that reinforce depression. The first two are self-blaming and do not
acknowledge that depression is a disease. The third one is a cognitive distortion that reflects the
futility being experienced, but when it is said in an absolute, non-negotiable manner, it represents a
cognitive distortion.

After the client has shared self-talk statements, and identified the type of cognition he or she is us-
ing, assist the client in creating counterthoughts.

Examples:

Saying "I just need to change my attitude" (Cognition: Shoulds) may accurately be, "I am
frustrated with how long I have felt bad."

Saying "I am in the pity pot" (Cognition: (self) Blaming) may accurately be, "I am frus-
trated and don't know what to do and I want a qUick fix."

Saying "It will always be like this" (Cognition: Polarized Thinking) may accurately be, "I've
been feeling down for a couple of days, but I don't feel like this every day."
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Affirmations
Client Objective
To develop skills to counter negative self-talk

Affirmations are positive self-talk; they can be used to counter negative self-statements.

Offer the following guidelines and examples to the client.

Guidelines for an affirmation:

• Make it short and simple. "I am a creative person."
• Use present tense. "I am...."
• Avoid negative phraseology; instead of saying "I am no longer afraid to assert myself," try,
"I am assertive."

A helpful way to start the affirmation process is for the client to make a declaration of a positive
change that the client wants to make in his or her life. A declarative statement could start with

"I am learning "
"I am willing to "
"I am discovering "
"I am becoming "

Examples of positive change:

"I am learning to say no."
"I am willing to set limits."
"I am discovering I am courageous."
"I am becoming confident and secure."

More definitive affirmations would be:

"I am unique and a capable person just as I am."
"I am deserving of good things in my life."
"I take responsibility for me."
"I am setting limits for myself."

Two primary methods of reinforcing an affirmation, or any new pattern of thinking, are repetition and
feeling. Suggest that clients choose a setting and time of day during which they are most relaxed,
and then say the affirmation slowly, with feeling and a sense of conviction. Repeat it a second time,
just as slowly, with feeling and conviction. Repeat it a third, fourth and fifth time. Teach this process
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in a session. It is a wonderful way to close each session. It is affirming for the client and helps the
clinician recognize the need for further coaching.

Many people find that writing their affirmations down and having them accessible to read is helpful
in reminding them of their strengths. They often carry them in their pockets or wallets, post them
on their computers, bathroom mirrors, refrigerators, etc. Discuss with the clients whether or not it
would be helpful to write out their affirmations and keep them in a location that is easily accessible
or in view.
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Carried Beliefs and Feelings
Client Objective
To recognize the connection between depression and relapse

The Baggage Cart analogy can be an extremely valuable and fun tool to use to help the client iden-
tify the beliefs, feelings, and skills that contribute to depression and/or recovery from depression.

Ask client to think of life as a journey, a trip. Suggest that when people go on a trip they have a par-
ticular destination in mind. They think of where they are going, how they will get there, and what they
are taking with them. As we make our journey or trip, we carry some sort of luggage. These bags
contain beliefs, feelings, and skills.

If you were to describe your bags, what would they look like? Consider their size, their construction,
and the material.

For some, theirs is a brown paper bag that easily tears or disintegrates in the rain. For others, it is
sturdy hardback luggage or soft medium-sized luggage. That which shows itself to the world, the
shell of the bag, is just that, the exterior. That exterior represents defenses we built to protect, hide,
and contain our beliefs, feelings, and skills. Whatever the exterior, the beliefs, feelings, and skills
may be very similar to each other.

Our baggage contains the beliefs or attitudes we developed in our growing up years and our young
adulthood. These are the beliefs we have had about others, the world, and ourselves. These are feel-
ings that we have held on to because it wasn't safe to express them. Our baggage also contains the
skills that we developed to help us live with others, and to achieve our goals.

What I am asking you to do is to look at the bags you travel with. Unpack them and look inside.

What are you carrying in terms of beliefs, feelings, and skills?
How long have you been carrying them?
Who packed the bags? Often we are carrying bags packed by someone else, such as our
mother or father.
Do these bags still serve their purpose?

Let's look at the bags that carry your beliefs about you and the world. What beliefs are you carrying?
There are many possibilities.

I am strong, capable
I deserve to be happy
I deserve respect
I can take care of myself
I can ask for help if I need it

)

\J
6'
e
rJ
...,,)

•)

C
€
C

90 Cognitive Strategies



)

()
€>•()
•
)

)

)

)

)

People are trustworthy
I am trustworthy
It is okay to take risks
The world has many wonderful things to offer

Or, do your bags carry negative beliefs?
You can't trust other people; they will take advantage of you
No one will listen to me
Take what you need
The world is scary
It's not okay to make a mistake, something bad will happen
Good things only happen to others
I don't expect much from me
I'm inadequate, insufficient. I can't do anything right
I need someone to take care of me
If I show people who I am, they won't like me
The world owes me. I am entitled

What feelings do you carry with you?

Do you carry memories of laughter, happy times, and feeling good about yourself?
Do you feel loved? Loving?
Do you have so much fear in your life that you have one whole bag designated just for that?
How much anger or resentment are you carrying?
How large is your bag of hopelessness, disappointments, sadness, or guilts?

Other important questions to ask yourself are:

Do you find you are carrying other people's bags as well-your mother's or father's fears,
their guilt, their shame?
Do you take on your daughter's or son's disappointment or anger?

What we fail to recognize is, that in our luggage most of us are carrying a tool bag, a bag of skills.

In your bag of skills, do you have a variety of tools, or a limited number and type of tools? What are
they? We may carry these tools:

Ability to ask for what you need
Ability to listen
Problem-solving skills
Ability to see choices available
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Negotiation skills
Healthy expression of feelings
Ability to set limits
Clarity about what is important
Ability to make decisions
Self-care skills, eating adequately and in a healthy manner, cleanliness, basic hygiene
skills, appropriate clothing, proper rest, and exercise.
Our bags seem to grow as we travel on our life journey. We just keep picking up more un-
resolved feelings and creating new bags to contain them.
Today, our new bags often arrive because of divorce, being passed over for a promotion
at work, being arrested, experiencing a financial setback, past relapses, or the pain that
comes with addictive behaviors. The negative beliefs we have only become heavier and our
feelings become overwhelming.

This process happens over time and we don't even realize it is happening.

Gradually, we develop a tolerance for the pain and we are able to function for a period of time. Then,
through no fault of our own, our tolerance lessens and we feel the heaviness. We need help to carry
our baggage. So we seek a baggage cart of some sort to help us continue to carry the luggage.

Those carts can be many things. Your cart could be an eating disorder, other addictions, or depres-
sion. Everything that is contained in a person's bags has accumulated until he or she feels despair
and hopelessness. Your cart is whatever you have come to rely on-relationships, sex, work, gam-
bling, etc.

Our carts do make things seem better for a while. We don't seem to feel the weight as we once did.
We are numb, and that just allows us to pile on more baggage. The load gets heavier, and eventually
we need a bigger and bigger cart. Or, we simply get more carts.

Allow client to do the first two pages of The Baggage Cart Handout, then discuss it.

Have client complete Your Cart Handout and discuss.

Alternate Format
Claudia Black's 30-minute video, The Baggage Cart, can be used as an alternate format, and it is to
be followed by the handouts and discussion for this session. See page 247 to learn how to acquire
this video.
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Think about the baggage that you have been carrying in life. The exterior is constructed to protect,
hide, and contain feelings, beliefs, and skills. What does your baggage look like? Circle those which
describe your baggage.
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COGNITIVE STRATEGIES HANDOUT

a knapsack
a trunk

an overnight bag
a paper bag

hardcover shell
other

The Baggage Cart

BAGGAGE

softcover shell
tattered
colorful
faded color
with wheels (easier to pull)

The Baggage Cart
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FEELINGS
What are you carrying inside your bags?

Check the feelings you are carrying and describe the source of the feelings.

DAnger D Resentments o Embarrassments

DGuilt o Sadnesses Fears

o Love for o Pride about o Satisfaction with

o Other
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BELIEFS - Positive
Check those you carry in your bags:

o It is okay to take risks
o I can ask for help if I need it
o I deserve to be happy
o The world has many wonderful things to offer
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BELIEFS - Negative
Check those you carry in your bags:

o Others are more important than me
o I need someone to take care of
o You can't trust other people
o If people really knew me, they would not like me

o I am not important
o Good things only happen to others
o The world owes me
o I am boring
o I am unlovable
o Other'--------------------------------

o People are trustworthy
o I can take care of myself
o My feelings are important
o I deserve respect
o Other-----------------------------

TOOLS
Describe your bag of skills:

o Small

o Seldom used

I

o Large

o Frequently used

o Other'--------------------------------
Do you have a variety of tools or are they limited in type? What tools do you carry?

Check those you carry in your bags:

o Ability to ask for what you need 0 Ability to care for others
o Ability to listen 0 Problem-solving skills
o Ability to see choices available 0 Negotiation skills
o Healthy expression of feelings 0 Ability to set limits
o Respect for others' limits 0 Clarity about what is important
o Ability to make decisions
o Self-care skills:
o Basic hygiene skills 0 Appropriate clothing 0 Proper rest 0 Exercise
o Abstinence from addictive behaviors or chemicals
o Other: Be specific-----------------------

)
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Your Cart

We use a cart to carry our bags when they get too heavy.
While not everyone has a cart, consider the possibility:

what might your cart be?

Your Cart

Reflecting on your responses to The Baggage Cart Handout, complete the following questionnaire.

1. What feelings do you need to let go of?

()
e>•€J
o•

o Depression
o Compulsive work
o Alcohol and/or other drugs
o Love and relationships
o Gambling
o Control
o Other

o Food
o Compulsive spending
DAnger
o Sex
o Eating disorder
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2. What feelings would you prefer to be carrying with you?

3. What do you need to do to make that happen?

4. What beliefs do you need to let go of?
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5. Identify beliefs that would support you to think in a more constructive manner.

6. What tools are you carrying that are useful to keep?

7) Do you need to acquire some new tools that you have never had before?

If so, identify.

1
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Overview of
Affective Strategies

A depressed person frequently feels persistent sadness, or experiences a lack of any feelings. Many
people report hidden feelings of anger and often experience despair and futility, but these are distin-
guished as thoughts, rather than feelings. Too often, professionals attempt to push clients to share
their feelings only to be met with resistance owing to the client's belief system and fear of feelings.
The Affective Strategies modules will facilitate identifying and breaking barriers to emotional safety
and aid the client in the identification and healthy expression of feelings, as well 'as address faulty
beliefs about emotions.

Developing awareness and the sharing of feelings will frequently create an uncomfortable vulner-
ability for the client. While a goal is to learn to be able to tolerate uncomfortable feelings, it is also
important not to wallow in pain, disappointment or fear.

At the same time it is important that clients learn to identify their feelings when they are experienc-
ing them so that they can use the knowledge of what they are feeling as an indicator of what they
might need. The next step is to find constructive ways to get their needs met and actualize healthy
self-care in the midst of feelings that may be uncomfortable.

In the course of completing the exercises in this section, the clinician will find it helpful to periodically
ask the client what he or she is experiencing as the client shares feelings: Does your client need any-
thing (validation, support, a drink of water, to stop discussion, etc.) at the moment? This helps them
to be able to tolerate affect and not be triggered into a downward spiral of shame or depression.

Because emotions can be such serious triggers, the exercises in this section should not be assign-
ments. They need to be completed within the safety of a therapy session. The clinician needs to use
professional judgment regarding 1) the timing and utilization of an exercise and, 2) the pacing within
an exercise.

The Feelings module has an initial discussion and a handout that will assist clients in identifying be-
liefs and feelings. It may easily be split into two sessions.

Picture of Feelings includes an exercise that allows clients to express themselves in a nonverbal
capacity. This is a great opportunity for the clients to express themselves in a manner in which they
will be less defended. Their unconscious thoughts and feelings become more accessible.

Defenses and Feelings.exercise helps clients identify common defenses. By doing so, they can be
more accountable for owning feelings.

My House offers two exercises that further discussion about emotional safety in one's physical
environment.
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Anger is a pervasive distorted feeling for the depressed client. You will find several anger-related
modules to assist the client in a healthier identification, tolerance and expression of the feeling.

Depressed people frequently identify with being in a victim role. Recipient of Unjust Anger
empowers the client to move out of the victim position.

Often the depressed client is chronically fearful and/or sad. There are several modules focusing on
these specific feelings.

A discussion about secrets is offered since it is common for the depressed client to have shame-
laden secrets that create and reinforce depression.
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Feelings

Now, lead a discussion about what they did with those feelings; e.g., "What did you do with your
disappointment when you came home from the school event and there was no one at home for you
to vent your frustration to, or to share in your excitement?" "What did you do with your fear as you
listened to your mother and her boyfriend arguing heatedly in the bedroom for such a long time?"

Client Objectives
To recognize the relationship between avoidance of feelings and depression
To identify beliefs that fuel avoidance of feelings
To identify specific feelings

The ability to express feelings and feel safe with feelings is something that is usually impeded very
early in life. Many depressed people grew up in dysfunctional or abusive homes where it was not
safe to express their feelings. As a result, they lived with much fear, disappointment, sadness, and
embarrassment. They witnessed anger, pain, and rage. It was a very lonely time for them. If they
showed any feelings at all, they often experienced rejection. They were frequently given such sham-
ing messages as, "Big boys (or girls) don't cry". "Don't be such a sissy", or "I'll really give you some-
thing to cry about". To show feelings was met with disapproval, rejection, or even punishment. The
message, whether delivered overtly or covertly, was very clear: "It is not okay to be your own person
with individual feelings, desires, or needs". They learned that feelings need to be avoided at all costs.

Recovery is the ability to tolerate feelings without needing to medicate them. (This line is so impor-
tant; I suggest it be written on a board where it can be visualized.)

Ask clients what type of messages they heard-verbal or nonverbal-about specific feelings in their
growing up years. Those messages came from both the family and the culture.

List the messages on a board.

On the board, separate female from male-oriented messages, and put the messages common to
both in the middle.

MaleBoth SexesFemale
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The messages they received were delivered so clearly that today even as adults, people still avoid
their feelings. In addition to their many past and present feelings, they will also be experiencing feel-
ings related to their depression.

Shame about years in depression.

Sadness for what they have lost in their disease.
Sadness for being where they are in their lives.

with self for not being able to take control
of their lives. Anger with what has happened
to them. Anger with others for not understand-
ing the difficulties of depression.

Fear about facing the world. Financial and job fears.
Fear of repercussions for their behaviors when
they were in the throes of depression. Fear of
recouping things they once had.

Guilt about lying, cheating and dishonesty.
Guilt about how they have treated others.

Discuss what feelings clients are experiencing that are related to their depression.

Depending on the element of time, clinician may ask clients to complete the handout, Formative
Years, and then lead a discussion or use that handout for the follow-up session.
Looking at the completed handout, you the clinician, will be looking for chronic patterns as well as
patterns of extreme. For example, should shame be high on the scale in any two periods, it is very
likely a stronger connection to the underpinnings of depression. If shame is only high on the scale
in present day versus childhood and adulthood, that would indicate to you that shame is more situ-
ational and most likely not as critical to the underpinnings of depression. Patterns of the other feel-
ings can be interpreted similarly.

Ask the client to identify the feeling that is the most threatening to his or her recovery, and to identify
an immediate self-care plan.
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AffectIve StrategIes

Formative Years
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Picture of Feelings
Client Objective
To be able to talk more openly about one's feelings

Creating a collage is a wonderful form of art therapy that taps into the client's non-verbal awareness.
It gives the client who has difficulty expressing him or herself, and the verbose client a way to be less
defensive and more honest. It can also be fun.

Collage materials for each client: Three to five magazines (almost any magazine can be used; it is
suggested that there be an assortment), a 14" x 17" piece of paper, scotch tape, scissors.

Collage Direction
A collage is made by selecting pictures, words and/or letters from magazines and creating a personal
statement with them. Depending on the time you have, offer clients 20 to 30 minutes to create their
collages. Suggest that they begin by flipping through a magazine and being open and receptive to
what they see, rather than looking for specific words or pictures. Remind clients that this is his or her
collage. They will be the only ones to interpret their pictures and/or words. There is no right or wrong
way to complete a collage.

The clients can do a generic feelings collage. A generic collage is one that portrays their feelings
from their growing up years through today. A slight variation that may be more meaningful is one in
which they use both the front and back of the paper. The front portrays feelings that others see; the
back represents feelings they have kept hidden from most others.

The following are suggestions regarding specific feelings. Be as creative as you want to be so that
this exercise is most beneficial to your clients.

Picture of Fear
Create a collage that represents your fear. Your fear may be from your past and present experiences.

-EXAMPLES-
A picture of...

1. a person of the opposite sex may represent to you that you are afraid of the opposite sex.
2. the word "no" might represent how difficult you find it to say no.
3. a hand may represent getting hit.
4. a cartoon of a person walking on a tightrope could represent how fearful life is for you.
5. a black eye may represent the fear you feel as memories of an abusive childhood are

triggered.

)
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Picture of Sadness
Create a collage that represents your sadness. Your sadness may be from your past and present
experiences.

-EXAMPLES-

A picture of...

1. a smiling person may represent what you did to mask your sadness as a child.

2. the word "blue" may represent a color tone to your sadness.

3. a cloud may represent an intense amount of sadness and tears within you.

4. a woman may represent your mother, who reminds you, of your greatest source
of sadness.

5. a smiling family may represent the sadness you felt regarding the lack of family
closeness.

Picture of Guilt
Create a collage that represents your guilt. Your guilt may be from your past and present experi-
ences, false or true guilt.

-EXAMPLES-

A picture of...

1. an obese person eating a multitude of sugars may represent what you do with gUilt.

2. a child in leg braces may represent guilt you carry for your child's disability.

3. a bottle of liquor may represent gUilt related to addiction.

4. a car racing down the road may represent you speeding through life, trying to make up
for your inadequacies.

5. a couple may represent the gUilt you feel for having an affair.
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Picture of Anger
Create a collage that represents your anger. Your anger may be from your past and present experiences.

-EXAMPLES-
A picture of...

1. a volcano may represent how explosive and frightening you perceive your anger.
2. a bottle of alcohol may represent that you often drink to get rid of your anger.
3. a dog may represent anger toward your dad for giving your dog away when you were a child.
4. a car may represent a form of escape when you are angry.
5. a roller coaster may represent your major mood swings.

Picture of Loneliness
Create a collage that represents your loneliness. Your loneliness may be from your past and present
experiences.

-EXAMPLES-

A picture of...

1. an empty house may represent how alone you felt in the house you grew up in.
2. a single person may represent your isolation.
3. a pet may represent your only friend.
4. a razor may represent your thoughts of suicide.
5. a rainfall may represent the gloom of your loneliness.

Picture of Shame
Create a collage that represents your shame. Your shame may be from your past and present experiences.

-EXAMPLES-
A picture of...

1. a couple may represent your knowledge of a parent having an affair.
2. a student may represent the night your parent showed up intoxicated at a school event

and made a scene.
3. a checkbook may represent stealing from family members.
4. a cracked mirror may represent how you see yourself to be ugly, damaged.
5. a bottle and pills may represent a suicide attempt.
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When the clients are finished, reconvene and discuss their feelings and insights.

1.

2.

r 3.
4.
5.

Picture of Happiness
Create a collage that represents your happiness. Your happiness may be from your past and present
experiences.

-EXAMPLES-
A picture ot. ..

a forest may represent the feelings of peace and solitude you felt walking through
the forest as a teenager.
a group of people singing may represent a feeling of belonging that you experienced with
certain friends. (It doesn't have to have anything to do with singing.)
a family in a car may represent a positive family time.
books may represent when you are involved in learning something.
a small child may represent your child.

Alternate Format
Clients may draw a picture that represents their specific feelings.

Materials needed:

• large-sized paper
• colored pens and pencils, or finger paints

An excellent way to facilitate this exercise is to have the clients use their non-dominant hand to draw
specific feelings. By using the non-dominant hand to draw, the right (creative) side of the brain is ac-
cessed. This helps the clients to access their feelings on a deeper level and move away from trying
to think their way through this exercise. There are clients who have spent many years trying to think
and not to feel.

Another tool to facilitate feeling and expression is to have the clients finger-paint their feelings.
Again, this encourages creativity, and makes for a more primitive form of expression, a form which
allows feelings to flow freely without the editing and judgment that often occur when the "adult" is in
charge of feelings.

When the clients are finished, reconvene and discuss their feelings and insights.

)
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Defenses and Feelings
Client Objective
To identify defenses used to separate people from their feelings

Culture and family often teach us that feelings are something to be feared and avoided. When fright-
ened of feelings, it is extremely natural to find ways in which to defend against the feelings. This
ultimately interferes with the ability to identify feelings. By knowing the defenses, one is in a better
position to identify the feelings when they occur.

Common ways people defend are by using humor or sarcasm, isolating, or intellectualizing. Defenses
can be characterized behaviorally by the rolling of eyes, maintaining silence, changing the subject or
focus, and crossing arms.

Ask the clients what defenses they use when they feel vulnerable and try to defend. If they have dif-
fiCUlty with this, offer them the Masks Handout.

By recognizing what we do to mask our feelings, we are in a much better position to identify our
more hidden feelings. For example, if we acknowledge that we use sarcasm, isolation, or food to
mask various feelings, we can become more astute in recognizing which feelings we are trying to
avoid when we notice ourselves engaging in those particular behaviors.

Ask clients to complete the handout, Defenses as a Mask, and then discuss it, making certain that
every one shares.

Now, have each client own his or her fear of showing the difficult feelings. This will lead to a discus-
sion about how realistic that fear is today, and how painful it is to have had a reality that such a fear
of a feeling was created. More often than not, the fear has its basis in history rather than present
day realities. Should your client's fears be based in present day experiences, then discuss what
needs to occur for those fears to be lessened.
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Masks

Check (./) the behaviors that you use as a mask against feelings.

o Isolating

o Sarcasm

o Humor / Laughter

o Smiling

o Changing the subject

o Silence

o Intellectualizing

o Rollingeyes

o Crossing arms

o Procrastinating

o Other
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Defenses as aMask

Defenses as aMask
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1) What one or two feelings are the easiest for you to express in front of other people?

2) What are the one or two most difficult feelings for you to express in front of other people?

3) Take one of the difficult feelings you just identified. When you begin to experience it, what do you
do to mask or defend against it?

4) Taking one of these feelings, which is difficult to share, what do you fear should you show this
feeling? Do not edit your thoughts. The fear comes from your own personal history. For you, the fear
is real. It is only by acknowledging the fear that you can put it to rest.

)
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c- Session <'j

My House
Client Objectives
To recognize how growing up years influence different feelings of emotional safety
To recognize how physical locale may represent issues of emotional safety

The My House Handout will offer a portrait of the client's sense of emotional safety related to his or
her physical living environll.lent. In essence, it renders a microcosm of the safety of his or her "physi-
cal container" during this time in life. Your clients need to have established some level of tolerance
for their emotions because as valuable as this exercise is, it can be emotionally laden for them.

The Safe Places Handout may evoke less emotion, as it is less detailed. Clinicians can use it as an
alternative or as an addition to My House.

Two goals of discussion are:

1. To assist the client in discerning appropriate places of both physical and
emotional safety.

2. To discern the difference between safe places and isolation. If a client
needs to physically retreat to a place where he or she is isolated, a crucial
discussion for this client should focus on what the client can do to avoid
emotionally disconnecting from others.
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AFFECTIVE STRATEGIES HANDOUT

My House

My House
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Sit back into a relaxed position. Take a deep breath in and out. Do it again, more slowly. Now, in
your memory, go back in time, back through the years to your growing up years. What community do
you see? Picture the home you most remember from those years. How old were you when you lived
there? Who lived in the home with you? On a large piece of paper, draw a floor plan of the house
that came into your memory.

Label all of the rooms.

Consider the following questions and note your responses on your floor plan:

Which rooms were the rooms that you liked?

Which rooms were the rooms that you diCln't like?

Where did you go when you wanted to be alone?

Where did you go when you were angry?

Where did you go when you were sad?

With whom did you tend to spend the most time in your house?

With whom did you tend to spend the least time in your house?

Was being in your house different on weekends versus weekdays?

If yes, how was it different?

Has that pattern repeated itself in your adulthood? If yes, how?

Now, using a second large piece of paper, repeat the same exercise by drawing a picture of the
house you live in today.
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Safe Places

Safe Places
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Sometimes we found a particular place at home to go for a sense of safety-in a closet, under the
bed, up in a tree house, under the porch. Did you have any such place? Write about this place-
where it was, and the security you felt when you were there:
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c="" Session -=")

Expression of Anger
Client Objectives
To recognize different expressions of anger
To identify and acknowledge patterns of anger

Begin the session by having clients complete the Scale of Anger Handout, discuss it and then broad-
en the discussion by posing these questions.

When you were growing up, how was anger expressed in your family?
How did your mother express anger?
How did your father express anger?
What did you do when they were angry?
How did your sibling(s) express anger?

In place of this initial discussion, you may choose to use the handout, Anger Sentence Stem. In a
sentence stem exercise, sentences are often repeated to see if the client may have more than one
response to the same sentence.

Both of these answers are reflective of the experience:

When my dad got angry I got scared.
When my dad got angry I knew someone would get hit.

After completion of the handout, discuss client awareness.
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AFFECTIVE STRATEGIES HANDOUT

Scale of Anger

Scale ofAnger
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Indicate with a horizontal line the degree to which you believe you seldom show anger or often show anger.

Scale of 1 to 10
X1

(Seldom show anger)

x10
(Often show anger)

If your line tends to be closer to one end of the Scale than the other, complete the sentence
I seldom show anger because _

-or-

I often show anger because _
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AFFECTIVE STRATEGIES HANDOUT

Anger Sentence Stem

Complete the following sentences.

) Thinking back about my growing up years:

Anger Sentence Stem

•
)

.)

When my dad got angry he _

When my dad got angry he _

When my dad got angry' _

When my dad got angry' _

When my mom got angry she _

When my mom got angry she _

When my mom got angry , _

When my mom got angry , _

When I got angry at my mom she _

When' got angry at my mom she _

When I got angry at my dad he _

When' got angry at my dad he _

Today when' get angry , _

Today when' get angry , _
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Anger Patterns
Client Objective
To recognize patterns of anger

Anger is frequently manifested as depression. Unresolved grief, pain, shame, trauma, and abuse is-
sues can result in tremendous anger, which turned inward is depression. It is much safer and more
socially acceptable to present a depressed mood to society than an angry mood.

Depressed people have negative experiences with the expression of their own anger or that of others.

Unhealthy anger can present itself in a variety of ways.

1. Anger can be overtly expressed by yelling, or making shaming statements.

2. Anger can be covertly expressed. Anger expressed covertly often is passive aggressive
in nature. Passive-aggressive behavior is often thought of as "sideways" anger because
rather than being expressed directly, it comes out sideways when it is directed toward a
person, or emerges in a specific situation. It may often involve procrastination or being
late, and in the use of sarcasm and demeaning comments toward others. Family mem-
bers who have unresolved issues between each other often make fun of the other family
member. While on the surface, the content may be delivered in a joking manner, under-
neath it is anger.

3. Another form of anger is retaliatory anger. This happens when one finds a way to "settle
the score." The person often keeps a mental log of who has wronged him or her and
seeks a way to get even.

4. Anger masked as isolation is another way that anger may present itself. "I don't like peo-
ple, they don't like me and that is just fine. I don't need people." The angry person does
not need anything from anybody at any time.

5. Anger, which is a feeling, can evolve into rage, which is a behavior. Many times people
say that if they get in touch with their anger, they will "lose it." It is important to ask them
what that means. Does it mean raising their voices, calling someone names, hitting
someone, or hurting themselves? People need to identify their fears to be able to put
them into a realistic perspective. The fears may be historically based. They fear that they
will repeat their history. Putting their new skills in to practice, their fears begin to subside.
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6. Yet for many other clients, anger avoidance is the key issue. People have probably
learned from a very early age that they need to quickly diffuse their anger to avoid pos-
sible negative consequences. Adults who have internalized this model avoid anger to keep
themselves safe. They avoid anger because anger may have a variety of emotional issues
attached to it. Perhaps they saw a parent whose anger was consistently forceful. They
would now want to avoid expressing their own anger so as not to not be like their par-
ent. There may be a variety of personal beliefs that preclude expressing anger. They may
believe: I am ashamed of myself if I am angry; proper people don't get angry; if I express
my anger I will be shamed and blamed by others. For them, being angry may mean losing
control or being a bad person.

Ask clients how they identify with the material presented and ask them to give examples.

Ask clients to complete Anger Line Handout. This exercise may be done in session or as an assign-
ment. Minimum time suggested for handout completion is thirty minutes. Reconvene to discuss in-
sights and feelings that were elicited by the exercise.

Materials needed for each client:

• a large piece of paper 11" x 14" or 14" x 17"
• colored pens or pencils

Alternate Format
Have clients create collages that depict their anger, or depict how they have denied their anger.

Collage materials for each client: Three to five magazines (almost any magazine can be used; it is
suggested that there be an assortment), a 14" x 17" piece of paper, scotch tape, scissors.
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AFFECTIVE STRATEGIES HANDOUT

Anger Line

Anger Line

Make an Anger Line lengthwise on an 11" x 14" or 14" x 17" piece of paper.

Above the line: Note situations or events that angered you, and the approximate age you were at
those times. When you are done, go back through the events and note what you did with the anger.

Birth Today

•(j

)

)

)

Below the line: Note your approximate age and the events or situations in which you had cause for
anger, but for whatever reasons (e.g., to protect self, sense of futility, etc.), you discounted, mini-
mized or denied your anger. When you are done, go back through the events and note what you did,
or told yourself to do to mask the feeling of anger.
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Beliefs That Deny Anger
Client Objectives
To identify faulty beliefs that reinforce anger avoidance
To recognize faulty beliefs that stem from antiquated belief system
To reframe beliefs that can fuel a healthy expression of anger

Frequently, depressed people are anger avoidant, fearful of conflict or rejection, or they connect an-
ger to abuse.

Using the handout, Beliefs That Deny Anger, ask clients to identify which beliefs fuel denial or mini-
mize anger. Then ask them to reflect on how they think this belief originated.

Go through each belief on the handout asking the clients to share the ones they identified with and
discuss their belief's original source. Ask them to identify negative consequences for this belief.

For example: "No one is going to listen to me." Identify a significant time when you believe you were
not heard, no one was listening to you. Often the fear or sadness can be so painful that a belief is
created that is meant to be self-protective.

Help clients recognize how the gross generalization of a belief is not valid, Le. "Anger hurts people."
Ask them to generate ideas of situations in which anger did not hurt someone but in fact was con-
structive. With the use of a board, list the many examples that will come forth.

These questions, specific to the belief "anger hurts people", may facilitate thoughts and ideas:

Who have they seen get angry and handle it appropriately?
When did they experience an irritation or frustration and not hurt themselves or another?
In what ways have they seen anger be constructive?

Continue to reinforce the negative consequences they are paying for their minimized anger and how
their denial of anger is directly related to their belief system. As they identify where their belief sys-
tem originated it may be especially appropriate to validate their experience.

Assist them in recognizing the pattern of all-or-nothing thinking.

Ask clients to review the handout and rewrite the belief(s) they are willing to change. They will re-
frame this belief to one that is more constructive, e.g. "Anger hurts people" rewritten is "Anger, when
expressed without blame can create greater intimacy."

)
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AFFECTIVE STRATEGIES HANDOUT

Beliefs That Deny Anger

Beliefs That Deny Anger

Identify beliefs that would counter the faulty beliefs you have that fuel denying anger.

1. _

2. _

3. _

What are the beliefs you hold that deny your anger? You need to identify those beliefs and ascertain
if each belief is hurtful or helpful to how you want to live your life today. This means taking ownership
of your own belief system.

The following beliefs are common ones that help to minimize or discount anger. Check (.I) those you
identify with, and add others to that list. On the right, for those you checked, indicate what factor(s)
helped to create the belief. Be specific-give names. Describe the earliest situation you remember
that fueled this thought. You may need more paper.,)

IfJrl
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BELIEFS

0 I am a bad person if I am angry.

0 Being angry means being out of
control.

0 It is my fault, therefore I have no
reason to be angry.

0 Nice people don't get angry.

0 Bad things happen when people
get angry.

0 No one is going to listen to me.

0 If I show my anger, the conse-
quences will be worse.

0 Other(s)

Affective Strategies

WHERE DID THIS BELIEF COME FROM?
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Session -S)

Beliefs That Fuel Anger
Client Objectives
To identify negative beliefs that fuel the inappropriate expression of anger
To recognize negative beliefs which stem from antiquated belief systems
To reframe beliefs in a positive way that will lessen angry attitudes

While anger avoidance is more commonly recognized in a depressed person, many depressed clients
inappropriately express anger which reinforces low self-esteem and further reinforces depression.

Using the handout, Beliefs That Fuel Anger, ask clients to identify which beliefs fuel their negative
expression of anger. Then ask them to reflect on how they think this belief originated.

Go through each belief on the handout and ask the clients to share the ones they identified with and
discuss their belief's original source. Ask them to identify negative consequences for this belief.

For example, "I won't trust anyone. People are not trustworthy." Identify a time when you really
wanted to rely on someone and that person didn't come through. Often the disappointment or em-
barrassment can be so painful that a belief is created that is meant to be self-protective.

Help clients recognize how the gross generalization of a belief is not valid, i.e. "You can't trust any-
one." Ask them to generate ideas of situations in which they did trust someone. With the use of a
board, list the many examples that will come forth.

These questions, specific to the belief "you can't trust anyone", may facilitate thoughts and ideas:

Who can they trust to provide transportation to work when their car breaks down?
Who do they trust has the ability to fix it?
Who can they trust to loan them ten dollars when they ask?
Who do they trust that they can tell a particular problem to?

Continue to reinforce the negative consequences they are paying for their misplaced anger and how
their anger is directly related to their belief system. As they identify where their belief system origi-
nated, it may be especially appropriate to validate their experience.

Assist them in recognizing the pattern of all-or-nothing thinking.

Ask clients to review the handout and rewrite the belief(s) they are willing to change. They will re-
frame this belief to one that is more constructive, e.g. "Anger never hurt anybody," rewritten is
"Anger, expressed wrong, hurts many people."
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AFFECTIVE STRATEGIES HANDOUT

Beliefs That Fuel Anger

Beliefs That Fuel Anger

What are the beliefs you hold that fuel your anger? You need to identify those beliefs and ascertain
if each belief is hurtful or helpful to how you want to live your life today. It means taking ownership of
your own belief system.

The following beliefs are common anger-fueling beliefs. Check (.I> those you identify with, and add
others to that list. On the right, for those you checked, indicate what factor(s) helped to create that
belief. You may need more paper.•••

•o
o•••

BEUEFS

o People are out to get me.

o You can't trust anyone.

o Take advantage of others before
they take advantage of you.

o They don't really like me.

o They are just being nice because
they have to.

o I am not responsible, someone
else is. It is his or her fault.

o I can't do anything about my anger.
It is just me.

o Anger never hurt anybody.

o I am just an angry person.

o Other(s) _

WHERE DID THIS BEUEF COME FROM?

Identify beliefs that would counter the faulty beliefs you have that fuel anger.
1. _

2. _

3. _
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c:=--Session

Recipient of Unjust Anger
and/or Inappropriate Behavior

Client Objective
To identify how client has been recipient of inappropriate behavior or unjust anger
To identify inappropriate or unjust anger behavior

Tolerating unjust anger and/or inappropriate behavior fuels depressive thinking and feeling. A high
tolerance for inappropriate behavior is common in someone who was raised by, or is in a relation-
ship with, someone who is extremely critical, verbally abusive, dishonest, and/or a person who is not
accountable for his or her own behavior. In their depression, people either succumb to a victim posi-
tion, and/or they repeat inappropriate and hurtful anger behavior.

Ask clients to complete the handout, Inappropriate Behavior, and discuss it. As they identify tolerat-
ing hurtful behaviors in adulthood, ask them what they felt or thought at that time. What behavior
followed their thinking? What did they do with their feelings?

It is also helpful to identify beliefs that engender a victim response.

Common victim responses are:

No one cares.
I hate it when this happens.
I never get what I want.
I just didn't do it right. I will do better next time.

Ask the clients if they can identify any thoughts that they put to use when they are being tolerant of
hurtful behavior. What are the words or language that reinforce this tolerance?

Once they know how certain thoughts they have help to keep them in the role of victim, they are in a
position to develop counterthoughts to call up when they hear themselves being a victim. This is an
opportunity to suggest possible future situations and to role-play alternative thinking and behavior.
It is important to help the client see the role he or she plays in no longer tolerating hurtful behavior,
and recognizing how faUlty thinking and behavior reinforces being the victim.

It is also helpful to ascertain whether the clients respond to inappropriate behavior or unjust anger
with retaliatory anger. Do the clients do things to get back at the person they are rightfully angry with
because they are unable to be direct with their anger?
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Example: "I found out my husband has just had an affair, so I went on a major spending/shopping
spree. I'll show him!" This "sideways" anger doesn't meet their needs and, ultimately, it will refuel a
position of shame and powerlessness, which in turn fuels depression. Clients need to be able to es-
tablish healthy boundaries and speak directly about their thoughts and feelings.

The ability to recognize unjust anger and inappropriate behavior provides a strong opportunity for
problem-solving in future situations.

•••
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•••
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AFFECTIVE STRATEGIES HANDOUT

Inappropriate Behavior

Inappropriate Behavior

•••
•o
o•••

People develop a tolerance for inappropriate behavior when they have been subjected to situa-
tions such as lying, drunkenness, verbal abuse, not having their privacy respected, etc. The most
common response to this is to take on a victim stance in life. High tolerance leads to denial and
the inability to recognize inappropriate and hurtful behavior. The troubled family rules, "Don't
Talk," "Don't Trust," "Don't Feel," "Don't Think," and "Don't Question," fuel this ongoing tolerance.
Tolerance fuels depression.

List examples of situations you experienced in your growing up years in which someone else's
behavior was inappropriate, crazy, or hurtful, and when no one said anything or he or she acted
as if it were not happening. List four examples:

1. _

2.

3.

4.

List examples of situations you have experienced as an adult in which someone's behavior was inap-
propriate, crazy, or hurtful, and you didn't say anything:

1. _

2.

3.

4.
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Expression of Fear
Client Objectives
To recognize different expressions of fear
To identify family patterns of fear

Begin the session by having clients complete the Scale of Fear Handout. Discuss it, and then broad-
en the discussion with the following questions:

When you were growing up, how was fear expressed in your family?
How did your mother express fear?
How did your father express fear?
What did you do when they were afraid?
How did your sibling(s) express fear?

In place of this initial discussion, you may choose to use the handout, Fear Sentence Stem. In a
sentence stem exercise, sentences are often repeated to see if the client may have more than one
response to the same sentence.

Both of these answers are reflective of the experience.

When my dad was afraid I would hide in my room.
When my dad was afraid I felt sick inside.

After completion of the handout, discuss client awareness.

Additional Session
Ask clients to complete Fear Line Handout. This exercise may be done in session or as an assign-
ment. Minimum time suggested for handout completion is thirty minutes. Reconvene to discuss in-
sights and feelings that were elicited by the exercise.

Materials needed for each client:

• large piece of paper 11" x 14" or 14" x 17"
• colored pens or pencils

Alternate Format
Have clients create collages that depict their fear, or depict how they have denied their fear.

Collage materials for each client: Three to five magazines (almost any magazine can be used; it is
suggested that there be an assortment), a 14" x 17" piece of paper, scotch tape, scissors.
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AFFECTIVE STRATEGIES HANDOUT

Scale of Fear

Scale of Fear

•••
•(j
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Indicate with a horizontal line the degree to which you believe you seldom show fear or often show fear.

Scale of 1 to 10
X1

(Seldom show fear)

x10

(Often show fear)

If your line tends to be closer to one end of the Scale than the other, complete the sentence

I seldom show fear because _

-or-

I often show fear because _
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AFFECTIVE STRATEGIES HANDOUT

Fear Sentence Stem

Complete the following sentences.

Thinking back about my growing up years:

Fear Sentence Stem

•••
•

•••

When my dad was afraid he _

When my dad was afraid he _

When my dad was afraid I felt _

When my dad was afraid I felt _

When my mom was afraid she _

When my mom was afraid she _

When my mom was afraid I felt _

When my mom was afraid I felt _

When I was afraid my mom _

When I was afraid my mom _

When I was afraid my dad _

When I was afraid my dad _

Today when I'm afraid 1 _

Today when I'm afraid 1 _
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AFFECTIVE STRATEGIES HANDOUT

Fear Line

Fear Line

Make a Fear line lengthwise on an 11" x 14" or 14" x 17" piece of paper.

Above the line: Note situations or events that frightened you and the approximate age you were at
those times. When you are done, go back through the events and note what you did with the fear.

Below the line: Note your approximate age and the events or situations in which you had cause for
fear but for whatever reasons (e.g., to protect self, sense of futility, etc.), you discounted, minimized
or denied your fear. When you are done, go back through the events and note what you did, or told
yourself to do, to mask the feeling of fear.

•••o•o

•••

Birth
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Expression of Sadness
Client Objectives
To recognize different expressions of sadness
To identify family patterns of sadness

Begin the session by having the clients complete the Scale of Sadness Handout. Discuss it and then
broaden the discussion by posing the following questions:

When you were growing up, how was sadness expressed in your family?
How did your mother express sadness?
How did your father express sadness?
What did you do when they were sad?
How did your sibling(s) express sadness?

In place of this initial discussion, you may choose to use the handout, Sadness Sentence Stem. In a
sentence stem exercise, sentences are often repeated to see if the client may have more than one
response to the same sentence.

Both of these answers are reflective of the experience.
When my dad was sad I felt like it was my fault.
When my dad was sad I would cry.

After completion of the handout, discuss client awareness.

Additional Session
Ask clients to complete Sadness Line Handout. This exercise may be done in session or as an as-
signment. Minimum time suggested for handout completion is thirty minutes. Reconvene to discuss
insights and feelings that were elicited by the exercise.

Materials needed for each client:

• large piece of paper 11" x 14" or 14" x 17"
• colored pens or pencils

Alternate Format
Have clients create collages that depict their sadness, or depict how they have denied their sadness.

Collage materials for each client: three to five magazines (almost any magazine can be used; it is
suggested that there be an assortment), a 14" x 17" piece of paper, scotch tape, scissors.
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AFFECTIVE STRATEGIES HANDOUT

Scale of Sadness

Scale of Sadness

•••
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Indicate with a horizontal line the degree to which you believe you seldom show sadness or often show
sadness.

Scale of 1 to 10
X1

(Seldom show sadness)

x10
(Often show sadness)

If your line tends to be closer to one end of the Scale than the other, complete the sentence

I seldom show sadness because _

-or-

I often show sadness because-----------------------
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AFFECTIVE STRATEGIES HANDOUT Sadness Sentence Stem

•••o•

•••

Sadness Sentence Stem

Complete the following sentences.

Thinking back about my growing up years:

When my dad was sad he _

When my dad was sad he _

When my dad was sad I felt _

When my dad was sad I felt _

When my mom was sad she _

When my mom was sad she _

When my mom was sad I felt _

When my mom was sad I felt _

When I was sad my mom _

When I was sad my mom _

When Iwas sad my dad
When I was sad my dad _

Today when I'm sad 1 _

Today when I'm sad 1 _

Affective Strategies 155



156 Affective Strategies

)

)

J

•••
•o

•••



)

)

AFFECTIVE STRATEGIES HANDOUT

Sadness Line

Sadness Line

Make a Sadness Line lengthwise on an 11" x 14" or 14" x 17" piece of paper.

Above the line: Note situations or events that saddened you and the approximate age you were at
those times. When you are done, go back through the events and note what you did with the sadness.

•••
Birth Today

•e
o•••

Below the line: Note your approximate age and the events or situations in which you had cause for
sadness but, for whatever reasons (e.g., to protect self, sense of futility, etc.), you discounted, mini-
mized or denied your sadness. When you are done, go back through the events and note what you
did, or told yourself to do, to mask the feeling of sadness.
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(S> Session

Secrets
Client Objectives
To recognize the relationship of secrets and depression
To facilitate sharing of shame-based secrets

Secrets are common to people who have a history of depression. The tendency not to share with
others is a natural aspect of depression. It is the shame associated with a secret that often fuels
depression.

It is important that the clients hear "they are not their secret." That means the secret does not de-
fine one's worth or value, it is not one's identity.

Validate that it is normal for children to leam what secrets are and how to keep them. They often
learn that secrets are fun to keep and they can feel special and important with the knowledge of a
secret. But for many people, having secrets keeps them emotionally, and possibly socially isolated.
Secrets can fuel shame. There are fewer strategies for problem-solving when something is a secret.

Ask clients to name examples of secrets and note them on a board. This is intended to be a brain-
storm session. They are not to own the examples as their own secrets, they are only suggestions of
things that people keep secret.

Examples might be:

Share with clients how secrets wield a great deal of power and control. Some individuals from cer-
tain family systems are confronted with the content of a secret and have to keep the secret from
family members, friends, or society. Carrying a secret is a tremendous burden. There is a great deal
of shame inherent in having to keep secrets. As the keepers of the secret(s), we feel shame regard-
ing the family member we are keeping the secret about, and ourselves.

Many people hold on to secrets from their past for an extended period of time to avoid shame and
possible social or legal consequences. By keeping these secrets, we are reinforcing our inner core of
shame. Shame is the belief that one has little or no value as a person. Having a shame core means
that we feel at the very core of our existence, that we are worthless.

Ask for discussion about what has been shared. Then, discuss with clients the benefit of sharing secrets.

•••
an addiction
adoption
rape

Affective Strategies

legal problems
a child out of wedlock
sexual orientation

a miscarriage
sexual affairs
physical or sexual abuse history
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There are reasons people reveal secrets:

To relieve a burden
To allow one to be true to self
To prevent surprise discovery
To enable more honest relationships
To stimulate family change
To make a plea for help

Discuss the concept of healthy boundaries with your clients and how the sharing of secrets is also
about being able to discriminate with whom they share the information. Clinicians must inform cli-
ents of legal issues in the event that thoughts or behaviors related to abuse, suicide or homicide are
revealed. Confidentiality needs to be clarified.

It is the sharing of that which is most intimate (by the fact that it is secretive) that often leads to a
beginning of recovery.

)

)

)

•••
•

•••
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Overview of
Behavioral Strategies

The changing of behavior alone will create a shift in both thoughts and feelings and is an essential
part of intervening with depression. One does not need to feel better before one acts differently.
The Behavioral Strategies section offers a variety of behavioral techniques that will aid your clients
in overcoming their depression.

There is an old adage that is worth remembering as we work with clients on behavioral strategies.
"It takes thirty days to break a habit and ninety days to create a new one."

As you work with the client to create behavioral change, it is important to reinforce the letting go of
old behaviors and the creation of new ones. Practicing new behaviors repeatedly is vital for clients
since repetition is the key to change.

Redirecting Depression Behaviors offers concrete ways of shifting behavior that then shift think-
ing, which in turn shifts feelings.

Accepting the Positive is a simple but powerful technique for internalizing compliments.

Stress Reduction techniques are vital because clients seldom register what they experience as
stress. By practicing specific behavioral techniques they will be able to respond more constructively
to stressful stimuli. This reduces negative thinking.

Nutrition and Physical Activity are discussion opportunities to help your clients determine and es-
tablish healthy eating patterns and include exercise essential to their ongoing recovery.

Personal Choices offers clients an opportunity to recognize and change their common routines to
those that will lessen depression and enhance greater health.

Identifying Triggers and Warning Signs and having a plan of action are about being accountable
for one's own health.

Healing and Recovery Tools is a good reminder that healthy daily practices result in healing and
recovery.

Relapse Indicators offers the client the opportunity to identify potential relapse behaviors and con-
sequently, to act constructively prior to a relapse.

Taking Risks will help clients recognize they have garnered the courage and willingness to take risks
in the past, and now they have the internal strength and the skills to take the risks needed for their
ongoing recovery.

Portrait of Action Against Depression is meant to reinforce positive behaviors.

Timeline of Accomplishments is a reflective exercise in acknowledging accomplishments as well as
an opportunity for clients to identify what has meaning for them presently and in the future.
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Redirecting Depression Behaviors
Client Objective
To identify behaviors that are reflective of depression and also perpetuate depression

People behave in specific ways because they feel depressed. They also feel depressed as a result of
what they do or do not do. It can be helpful to use the handout, Identification of Depression-Related
Behaviors, as an avenue of awareness to lessen behaviors that fuel depression.

After the client has completed the handout, ask him or her to share behaviors, giving concrete
examples.

Then, ask the client to identify the top three behaviors he or she could most readily change. Explore
with the client the benefits of change and assist with problem-solving if there are any barriers. Ask
the client for a verbal commitment to change one of these behaviors between now and your next
contact. As the client expresses readiness, ask again for a verbal commitment to change additional
behaviors. Do not overwhelm the client with expectations. Be realistic. Change occurs slowly.

Clinician will neeCl to personalize the problem-solving to fashion a strategy that will help assure suc-
cess. Encourage client to be specific about what the change looks like, i.e., if they stay in bed past
normal rising time you will need to ascertain normal rising time. Then you can establish a realistic
goal for the upcoming week. What will help them get out of bed earlier? An alarm clock?going to
bed earlier? constructive self-talk?

Another example would be if someone avoids social events, ask him or her to identify the social
events that are available in the next week. Then you can strategize recognizing fears or ambivalence
and howit is possible to engage in an event, such as arriving at the beginning, and staying for only
thirty minutes, rather than trying to stay for the entire event.

Clinician will need to review the maintenance of new behaviors and help clients affirm the accom-
plishment of these "micro" successes. If client is forming new constructive habits, ask the client to
identify additional behaviors that he or she is ready to target for change. This process will bean on-
going effort.

)

)

•••
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•••
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BEHAVIORAL STRATEGIES HANDOUT Identification ofDepression-Related Behaviors

talking excessively
behaving self-destructively i.e., cutting, burning, slapping self, etc.
Describe: -------------------------

avoidance of family events
avoidance of physical activity
avoidance of work, reading or other activity that requires concentration
restricting your food intake
bingeing on "comfort" foods or on whatever food is available
listening to music or watching movies that cause you to be tearful, sad or agitated
completing detailed tasks regarding your death (such as letter writing, distributing
your valuables, writing a will)
spending impulsively, especially in amounts that you do not have readily available
ignoring personal appearance and hygiene
beginning several consecutive projects or tasks without finishing previous projects
or tasks

)

•••
•e
o•••

Identification of Depression-Related Behaviors

You will gain awareness of the behaviors that keep you in a depressed or manic state by identifying
them. Check (./) any of the following behaviors that you engage in while you are depressed.

D drawing the shades or keeping the lights low
D unplugging the phone or not answering it
D not answering the door
D staying in bed past normal rising time
D long periods of time (other than what is an appropriate amount of sleep) spent in

room or away from others
D avoidance of social events

D
D
D
D
D
D
D
D
D
D
D
D

D Other
Describe: _

Circle the top three behaviors that you believe you could most readily change.
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c=-- Session
Accepting the Positive

Client Objective
To internalize compliments

It is very easy for people to reject compliments. The depressed client is usually very skilled at push-
ing away and not intemalizing extemal validation. The technique, Accepting the Positive, is a simple
but powerful antidote to negative self-talk.

Accepting the Positive
When you have difficulty receiving or accepting compliments, here is a plan for becoming more open
to yourself:

When you are complimented, pause for 10 seconds.
After the pause say "thank you." (Do this out of courtesy if for no other reason.)
Then, pause again for another 10 seconds.

Pausing like that allows you time to accept compliments. It gives you less time to reject them or say
"yes, but..."

At first, receiving praise may feel awkward, but with practice it will become more and more pleasurable.

Clinician should practice this technique with clients. This exercise is one that can be employed natu-
rally and reinforced in each session.
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Stress Reduction

Client Objectives
To practice relaxation techniques
To reduce internal stress

Materials Needed
• CD Player
• Imageries CD by Claudia Black

Relaxation techniques are very helpful for reducing stress and anxiety. An extensive relaxation exer-
cise is beneficial, but a simple brief sigh, or remembering to breathe, are behaviors that can easily
and frequently be incorporated in someone's life.

RelaXing Sigh
A sigh is often preceded by a sense that things are not quite as they should be and by a feeling of ten-
sion. Because sighing releases some of that tension, it can be used at any time as a means of relaxing.

Ask clients to:

1. Sit or stand up straight.

2. Sigh deeply, letting out a sound of deep relief as the air rushes out of your' lungs.

3. Don't think about inhaling-just let the air come in naturally.

4. Repeat this procedure 8 to 12 times and experience the feeling of relaxation it provides.

Breathe
Another rela}(ation technique applies to breathing. Ask your client to take a deep breath in, and slow-
ly let the air out. Repeat that slowly several times. (You need to model this by doing the exercise as
you instruct.) Remind the client to uncross legs and arms. Again, repeat the breathing. With deeper
breathing the client is less able to adopt a defensive stance and more able to be honest with his or
her self.

:>
)

)

•••
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•••
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Connecting to Needs
Explain how we are a fast-food, fast-solution society. We don't take time out in the course of the day
to register our wants and feelings, and then we often end up overreacting to a situation. Encourage
the client to pick a few times each day, to simply stop and repeat the above exercise, and after hav-
ing done so ask, "What do I need right now?"

Much of the time our needs are about basic self-care:

"Do I need to take time to eat?"
"Do I need to use the restroom?"
"Do I need to go in and ask my co-worker something I am worried about instead of as-
suming I know what she meant?"
"What am I feeling?"
"What is underneath that feeling?"
"Where has this come from?"
"What do I need to do with this?"

Explain that there are times when we need to find a constructive way to express our feelings, and
there are times when we merely need to acknOWledge our feelings to ourselves. We don't always
need to do something because we are having a feeling.

Muscle Relaxation
Progressive Muscle Relaxation is a more extensive stress reduction exercise. You can keep the cli-
ents in chairs, with lights on, with eyes open if they are uncomfortable and you need to lessen its full
impact.

If you have done imagery and visualization with clients, you know that the addition of music influ-
ences the experience. Music can make them more vulnerable which they may interpret as being out
of control; therefore they react negatively. Again, the timing is important. You need to gauge how
pent-up your client is. Progressive Muscle Relaxation exercise is less likely to create vulnerability than
some types of visualization or imagery. Remember, for the angry client, relaxing is about letting go of
control. You need to pace your client and do the exercise in a manner that is most safe for the indi-
vidual client.

If it is appropriate, allow 20 minutes to do the Progressive Muscle Relaxation exercise.

After they do a relaxation exercise, have clients discuss their experiences.

Ask clients to identify opportunities that come up during the day when they could do a mini-relax-
ation exercise on their own. Suggest that they incorporate relaxation techniques into their daily life.
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BEHAVIORAL STRATEGIES HANDOUT

Progressive Muscle Relaxation

Progressive Muscle Relaxation

1.

2.

3.

• 4.•• 5.

6.

•••
•e

Progressive muscle relaxation involves tensing and relaxing, in succession, different muscle groups
of the body. The idea is to tense each muscle group hard for about 10 seconds and then to let go
of it suddenly. Then, give yourself 15-20 seconds to relax. Notice how the muscle groups feel when
relaxed, in contrast to how they felt when tensed, before going on to the next group of muscles.

You may want to say to yourself, "I am relaxing, letting go," or any other relaxing phrase during each
relaxation period between successive muscle groups. Throughout the exercise, maintain your focus
on your muscles. If your attention wanders, bring it back to the particular muscle group you are
working on.

Find a quiet location to practice. Assume a comfortable position. Your entire body, including your
head, should be supported. Lying down on a sofa or bed, or sitting in a reclining chair are two ways
you can support your body most completely. When lying down, a pillow beneath your knees offers
further support. Sitting up is preferable to lying down if you're feeling tired and sleepy. Loosen any
tight clothing and remove your shoes, watch, glasses, contact lenses, jewelry and so on.

Make the decision not to worry about anything. Give yourself permission to put aside the concerns of
the day.

Once you are comfortable, follow these instructions in detail:

To begin, take three deep abdominal breaths, exhaling slowly each time. As you exhale,
imagine the tension throughout your body begin to flow away.

Clench your fists. Hold for 7-10 seconds, then release for 15-30 seconds. (Use these
same time intervals for all other muscle groups.)

Tighten your biceps by drawing your forearms up toward your shoulders and "make a
muscle" with both arms. Hold, and then relax.

Tighten the triceps, the muscles on the undersides of your upper arms, by extending your
arms straight out and locking your elbows. Hold, and then relax.

Tense the muscles in your forehead by raising your eyebrows as high as you can. Hold,
and then relax. Imagine your forehead muscles becoming smooth and limp as they relax.

Tense the muscles around your eyes by tightly clenching your eyelids shut. Hold, and
then relax. Imagine the sensation of deep relaxation spreading all around the area of your
eyes.

7. Tighten your jaw by opening your mouth so widely that you stretch the muscles around
the hinges of your jaw. Hold, and then relax. Let your lips part and allow your jaw to hang
loose.

8. Tighten the muscles in the back of your neck by pulling your head way back as if you were
going to touch your head to your back (be gentle to avoid injury). Focus only on tensing
the muscles in your neck. Hold, and then relax.
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9. Take a few deep breaths while you focus on the weight of your head as it sinks into what-
ever it is resting on.

10. Raise your shoulders as if you were going to touch them to your ears. Hold, and then relax.

11. Tighten the muscles around your shoulder blades by pushing your shoulder blades back,
as if you were going to touch them together. Hold the tension in your shoulder blades and
then relax.

12. Tighten the muscles of your chest by taking in a deep breath. Hold for up to 10 seconds,
and then release slowly. Imagine any excess tension in your chest flowing away with the
exhalation.

13. Tighten your abdominal muscles by sucking in your abdomen. Hold, and then release.

14. Tighten your lower back by arching it up. (Omit this step if you have lower back pain.)
Hold, and then relax.

15. Tighten your buttocks by clenching them together. Hold, and then relax. Imagine the mus-
cles in your hips going loose and limp.

16. Squeeze the muscles in your thighs all the way down to your knees. Hold, and then relax.

17. Tighten your calf muscles by pulling your toes up toward you. Hold, and then relax.

18.. Tighten the muscles in your feet by curling your toes downward. Hold, and then relax.

19. Mentally scan your body for any residual tension. If a particular area remains tense, re-
peat one or two cycles for that group of muscles.

20. Now, imagine a wave of relaxation spreading throughout your body, starting at your head
and gradually penetrating every muscle group all the way down to your toes.

Behavioral Strategies
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Nutrition
Client Objectives
To identify healthy and unhealthy eating patterns
To reinforce healthy eating patterns and disrupt unhealthy eating patterns

Eating healthy is crucial for physical and mental health. When a person is depressed, eating well is
often not a common practice.

Questions for discussion
What do you eat for breakfast? When and where do you eat it?
What do you eat for lunch? When and where do you eat it?
What do you eat for dinner? When and where do you eat it?
Do you eat after 8 p.m. and if so, what do you eat?
How much water do you drink during the day?
What is your daily intake of caffeine (coffee, chocolate, sodas)?
How much sugar do you eat daily?
Do you read food labels?
What do you believe you need to eat more or less of to have a healthy diet?

Discussthe Basic Food Pyramid of bread, cereal, rice and pasta - vegetables and fruits - milk,
yogurt, and cheese - meat, poultry, fish, dry beans, eggs and nuts - fats, oils and sweets. Explore
with clients whether or not they eat appropriately sized portions and balanced meals. The amount of
sugar and caffeine consumed is significant because both can contribute to mood changes that exac-
erbate low mood and agitation, and therefore, both should be avoided as much as possible. Reading
product labels is helpful before choosing processed and canned foods that often contain sugar (corn
syrup, fructose), and usually caffeine is present in sodas and all foods with chocolate.

Making a grocery list and shopping when not hungry are helpful strategies to healthier eating.

Depressed people often view food as a source of comfort. Explore the possibility of food as a com-
fort and identify the self-talk that reinforces this thinking, such as:

"It won't make a difference, I'm already fat."
"Who cares? No one cares about me."
"Nothing really matters, so why should I care about what I eat?"
"I don't have any pleasure in my life, so chocolate is my treat."
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Challenge this type of thinking and assist the client in labeling his or her faulty beliefs and creating
counterthoughts and positive self-talk. (See Cognitive Distortions)

Examine the behaviors that support unhealthy nutrition. If someone doesn't get out of bed until
noon, one may rationalize eating a huge meal to satisfy the need for both breakfast and lunch. If
they aren't willing to walk four blocks to a supermarket rather than one block to a convenience store,
they are more likely to purchase processed foods instead of fruits, vegetables, dairy products, meat
and fish.

Assist the client in identifying behaviors that support healthier nutrition.

Have clients identify a goal for the next week. Keep the goal realistic and simple such as eating one
fruit serving at breakfast each day, or eating one vegetable serving at lunch or dinner each day, or
eating breakfast no later than 9 a.m., reducing caffeine intake, or reading food labels.

Continue with weekly reports and support and, as clients are ready, increase goals.

It is not uncommon for a depressed person to also have an eating disorder. Frequently, the compul-
sive overeater has found that starches and sugars are a major source of comfort. The depression
fuels the disorder. Or, it may have been the eating disorder that fueled the depression. Either way, a
food disorder and depression could be co-occurring disorders and they both need to be addressed.

The bulimic who starves and purges often suffers from very low self-esteem. This person strives for
perfection but operates from a negative belief system that she or he is not good enough.

The anorexic has severely distorted and negative cognitions about self as well. Anorexia can reflect
a need for invisibility, power and control, which is usually a fight they wage against toxic shame and
powerlessness.

The clinician needs to be vigilant to the possibility of an eating disorder and if suspected, make the
necessary referral for assessment.

)
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BEHAVIORAL STRATEGIES HANDOUT

Fats, Oils &Sweets
USE SPARINGLY

Milk, Yogurt &
Cheese Group
2-3 SERVINGS

Basic Food Pyramid

Basic Food Pyramid

KEY IC Fat (naturally occurring and added)
g Sugars (added) I
These symbols show fats and added sugars in foods I

Meat, Poultry, Fish, Dry Beans,
Eggs &Nuts Group

2-3 SERVINGS

Fruit Group
2-4 SERVINGS

Bread, Cereal,
Rice & Pasta

Group
6-11

SERVINGS

Most of the standard servings are not large. For example, one serving from the bread, cereal, rice
and pasta group is one slice of bread, one ounce of cereal, a half-cup of cooked rice or pasta, or
half of a bagel or hamburger bun.
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Session 4Sj

Physical Activity
Client Objective
To increase level of physical activity

Depressed people are customarily physically inactive. They feel lethargic, have difficulty being self-
motivated, and use negative self-talk to reinforce any initiative for physical activity or exercise. The
exception is the anorexic or bulimic who compulsively exercises as a ritual in the addiction.

Not only is physical activity and exercise important to one's physical health, but they are important
for mental health as well. Physical activity lessens anxiety, relieves tension, is a distractor from nega-
tive thinking, and refocuses thoughts and energy.

Ask clients to rate their physical activity in the course of a week on a scale of one to ten, one being
the least active and ten being most active. Discuss their responses.

An exercise to further this discussion is the handout, How Active Are You?

Explore the faulty thinking and self-talk that reinforces physical inactivity.

"I couldn't walk four blocks if I tried."
"What's the use, I'm no athlete."

Challenge this type of thinking and assist the client in labeling his or her faulty beliefs and creating
counterthoughts and positive self-talk. (See Cognitive Distortions)

Examine behaviors that reinforce physical inactivity. If someone works ten to twelve hours a day it
is easy to rationalize that there is no time for exercise. If they change into pajamas the minute they
get home from work, they are telling themselves it is time to rest and not time to engage in physical
activity.

Assist the client in identifying behaviors that support physical activity.

Examples:

Walk the dog in the morning
Take stairs instead of elevator

After making a list of possibilities, discuss three realistic goals that would improve the client's physi-
cal activity level. Keep the goals simple.

Have clients do a check-in of their goals at the beginning of each session. Discuss any barriers and
support the accomplishments. Encourage them to applaud self for this new behavior.
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BEHAVIORAL STRATEGIES HANDOUT

How Active Are You?

How Active Are You?

•••o•o

How much physical activity do you perform in an average day? List the ways you are active during
the regular course of a day.

Examples:

I go up two flights of stairs to get to my office.
I mow the grass once a week.
I water the flowers twice a week.

My daily activities include:

How important is it for me to be physically active?

Make a list of the advantages and disadvantages of becoming more physically active.

•••
Advantages to me

Behavioral Strategies

Disadvantages to me
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Personal Choices
Clie"t Objective
To identify whether or not personal choices support recovery

It is important for the client to be conscious of the decisions he or she makes on a daily basis that
will support healing and recovery and improve the depressive illness. The handout, Personal Choices,
offers questions for consideration and discussion.

As you explore these questions with clients, include a discussion about when it is that they engage in
the behavior. Do they watch television news prior to going to bed? Would they sleep better by listen-
ing to a meditation recording? Do they know the titles of books that are less tension filled, and if not,
how would they go about choosing books that would be entertaining but not stress-provoking?

If the client is in need of more involvement with supportive people, you may need to problem-solve
how to increase interaction with such persons.
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,) BEHAVIORAL STRATEGIES HANDOUT Personal Choices

Personal Choices

Questions for consideration and discussion:

1. How would you describe the music you listen to?
(Circle the words that best describe it)

Is this music supportive or unsupportive of your healing and recovery process?

2. How would you describe the videos, movies, or TV shows you watch?
(Circle the words that best describe them)

inspiring

other _

uplifting

energizing

funny

soothing

frightening

sad

Unsupportive

tension-filled

violent lyricsloud

violent

other----
Are these programs supportive or unsupportive of your healing and recovery process?

Supportive
Describe _

•o

•••
UnsupportiveSupportive

Describe _

3. How would you describe the books or magazines you read?
(Circle the words that best describe them)

romanticfantasyviolenthumorous

Unsupportive

inspirationaleducational

other----
Are these materials supportive or unsupportive of your healing and recovery process?

Supportive
Describe _

•••
4. How would you describe the people you allow In your life?

intrusive hurtful shaming respectful caring loving playful

other---
Are they supportive or unsupportive of your healing and recovery process?

UnsupportiveSupportive

Describe------------------------------
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c> Session -'=)

Triggers
Client Objective
To identify potential depression triggers and develop appropriate plan of intervention

Triggers are specific memories, situations, and behaviors that jeopardize recovery from depression.
Pulling the trigger on a gun signals that a bullet is about to be fired. For people coping with depres-
sion, triggers may lead the way to a downward spiral of hopelessness and despair.

Jonathan describes triggers to his depression. "It's been a year since I last saw Katie, but I still drive
by her old apartment sometimes. Every time I do, I get a knot in the pit of my stomach. I remember
all the good times we had and I cry for a while. I always end up feeling worse when I see her old
place, but I drive by anyway."

For Jonathan, a significant trigger to his depression is environmental; the sight of his former girl-
friend's apartment. His distorted thinking leads him to believe that he'll feel better after driving by
Katie's old place, but instead he feels worse.

Iris describes triggers to her depression this way. "I was out at a restaurant with friends having an
okay time when they played a song about being in love. My friends were all talking about their hus-
bands and kids and I don't even have a boyfriend. No matter how I tried, I couldn't stop thinking
about the hopelessness of my life and how things never seem to work out for me. After listening to
their stories and fighting back tears for twenty minutes, I told my friends I had to leave. I went home
and cried."

Iris's trigger is social and situational. It occurs spontaneously as a result of ordinary activity.
Iris's distorted thinking leads her to believe that her situation will never change, thus she feels
more depressed.

Kathleen's triggers are young, beautiful women. After 30 years of marriage, her husband divorced
her and married a 25-year-old woman. He was having affairs with women considerably younger than
he was throughout their marriage. Hence, being around young women quickly fuels Kathleen's nega-
tive thinking patterns.

It is important to learn to assess for potential high-risk situations and triggers in our clients. Triggers
can be nearly any thing ranging from places: certain rooms in a house, the cemetery, a specific res-
taurant, to some thing: a movie, the computer, a picture, to a situation: a wedding, office gathering,
or holiday ritual.

Ask clients to complete the handout, Assess Potential Triggers, and then discuss it.
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BEHAVIORAL STRATEGIES HANDOUT Assess Potential Depression Triggers
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Assess Potential Depression Triggers

Do you have significant triggers that you are aware of?

1. _

2.

3. _

In what situations do you feel most triggered?

1. -..,- _

2. _

3. _

Identify healthy cognitions (thoughts) that will help you with your most significant triggers.

1. _

2. _

3. _

Identify behaviors that will help you with your most significant triggers.

1. _

2. _

3. _
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Session -"=)

Healing and Recovery Tools
Client Objective
To identify and reinforce use of available tools for recovery and healing

Review the list on the Recovery Tools Handout on the next two pages and have client add other
known tools to the list. The tools need to be specific to the client.

Have clients circle the recovery tools they already practice consistently and check those they would
like to incorporate or practice more consistently.

Then, have clients identify one to three recovery tools they will commit to using in the next day and/
or week. Do not overwhelm the client with expectations. Be realistic. Change occurs slowly. If clients
could readily make changes, they would. Therefore, you will need to discuss in detail which tools they
will use. (Clinician needs to use personal judgment as to the number of new tools appropriate to uti-
lize.) Problem-solve their concerns, etc. Slowly build the use of more and more of these tools in their
daily lives.

Have the clients complete the handout and then discuss it. This is a helpful exercise to have client
complete as a form of self-monitoring and reporting to the clinician on a regular basis.
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BEHAVIORAL STRATEGIES HANDOUT Recovery Tools

Recovery Tools

Circle the behavior(s) you practice consistently.

Check (./) the behavior(s) you are willing to incorporate into your daily life or practice more consistently.

Keep this handout with you and circle the day(s) of the week that you use each recovery tool.

o Practice positive thinking Sun Mon Tues Wed Thurs Fri Sat

• o Utilize affirmations Sun Mon Tues Wed Thurs Fri Sat

• o Utilize relaxation techniques Sun Mon Tues Wed Thurs Fri Sat• o Practice counterthoughts to negative thinking Sun Mon Tues Wed Thurs Fri Sat
()

• o Be physically active Sun Mon Tues Wed Thurs Fri Sat

o Take my medication Sun Mon Tues Wed Thurs Fri Sat

o Pray, meditate, or call upon my Higher Power Sun Mon Tues Wed Thurs Fri Sat

oWrite in my journal Sun Mon Tues Wed Thurs Fri Sat

0 o Share with another in my social support system Sun Mon Tues Wed Thurs Fri Sat

• o Attend support group Sun Mon Tues Wed Thurs Fri Sat

• o Eat healthy Sun Mon Tues Wed Thurs Fri Sat• o Participate in fun activity Sun Mon Tues Wed Thurs Fri Sat

o Set appropriate limits and/or boundaries Sun Mon Tues Wed Thurs Fri Sat

DSayves Sun Mon Tues Wed Thurs Fri Sat

o Say No Sun Mon Tues Wed Thurs Fri Sat
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c:- Session

Relapse Indicators
Client Objective
To identify potential relapse thinking and behaviors

In working with the addicted client, we often ask him or her to identify potential relapse thinking and
behaviors. By being able to identify potential relapse thoughts and behaviors ahead of time, it is
more likely one will recognize these thoughts and behaviors for what they are when they occur, and
be able to respond constructively. This is just as applicable in the treatment of the depressed client.

With the use of the Relapse Indicators Handout, explore potential relapse indicators. Then discuss
what your client is willing to do should he or she notice a negative change of personal daily routine,
behavior, mood or attitude.
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BEHAVIORAL STRATEGIES HANDOUT

Relapse Indicators

Relapse Indicators

•••o•o

•••

The following are examples of potential relapse thoughts and behaviors. Check (./) those that have
been true for you in the past and which ones you think you might be more prone to engage in.

Changes in daily routine:

D My appetite increased or decreased significantly.

D I quit exercising.

D I began sleeping much more or less than usual.

D I made no phone contact with others.

D Other:.-- _

Changes in behavior:

D I changed the dosage of my medication or discontinued my
medication without consulting my clinician or physician.

D I stopped going to my support groups.

D I withdrew from others, and found excuses not to see others.

D Other:.-- _

Changes in mood:

D I felt increasingly anxious, nervous, and agitated.

D I found myself quick to anger.

D I felt as if nothing in life were important.

D Other:....- _

Changes in attitudes and thoughts:

D I found myself missing my highs (the mania).

D I became negative toward the many people who have been
trying to help me.

D I began to think I could drink a little.

D Other, _
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c=-- Session

Warning Signs
Client Objective
To identify indicators of relapse behavior and develop a strategy to intervene

Imagine pilots preparing a plane for takeoff. They perform a rigorous check of the plane and go
through a pre-flight checklist to ensure overall safety. Should anything problematic be found, they
have specific procedures in place to address the situation. Recovery is much the same. By having a
warning signs checklist, you are able to monitor whether any depression behaviors and patterns, or
signs of relapse are occurring. Sponsors and significant others can also be excellent sources of feed-
back in helping you monitor this behavior. This does not mean that they are responsible for your re-
covery. It means that perhaps they have a more objective approach and they can see things in your
behavior that you are unable to.

The handout, Warning Signs Checklist, will help clients and those around them to monitor behavior.
Should problematic behaviors start to occur, they will have a specific plan of how to address the
warning signs.

Have the clients complete the handout and then discuss it. This is a helpful exercise for the client to
complete as a form of self-monitoring and reporting to the clinician on a regular basis.
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BEHAVIORAL STRATEGIES HANDOUT Warning Signs Checklist

Warning Signs Checklist

It is important in recovery to develop a warning signs checklist. This will help you and those around
you monitor your behavior. Should problematic behaviors start to occur, you will have a specific plan

) of how to address the warning signs.

Imagine pilots preparing a plane for takeoff. They perform a rigorous check of the plane and go
through a pre-flight checklist to ensure overall safety. Should anything problematic be found, they
have specific procedures in place to address the situation. Recovery is much the same. By having
a warning signs checklist, you are able to monitor whether any addictive behaviors and patterns, or• signs of relapse are occurring. Sponsors and significant others can also be excellent sources of feed-

• back in helping you to monitor this behavior. This does not mean that they are responsible for your
recovery. It means that perhaps they have a more objective approach and they can see things in• your behavior that you are unable to.

0
Please fill out the following Warning Signs Checklist. Circle the number that applies to you today. On
a scale of one to ten, one means you least identify with the statement, ten means you most identify.• I have no interest in doing things 1 2 3 4 5 6 7 8 9 10

I have no interest in the way I look 1 2 3 4 5 6 7 8 9 10

I am discouraged about the future 1 2 3 4 5 6 7 8 9 10

I"have trouble sleeping 1 2 3 4 5 6 7 8 9 10

I rarely see my friends 1 2 3 4 5 6 7 8 9 10

• I eat very little or I binge on food 1 2 3 4 5 6 7 8 9 10

• I am distant from my family/friends 1 2 3 4 5 6 7 8 9 10

• I don't enjoy activities 1 2 3 4 5 6 7 8 9 10

I believe I could use socially 1 2 3 4 5 6 7 8 9 10

I get irritated or aggravated easily 1 2 3 4 5 6 7 8 9 10

I feel like I need to control things 1 2 3 4 5 6 7 8 9 10

I don't like to listen to others 1 2 3 4 5 6 7 8 9 10

I feel resentful 1 2 3 4 5 6 7 8 9 10

I have a lot of secrets 1 2 3 4 5 6 7 8 9 10
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I feel ashamed 1 2 3 4 5 6 7 8 9 10 )

I feel worthless 1 2 3 4 5 6 7 8 9 10 )

My relationships are hurtful 1 2 3 4 5 6 7 8 9 10
)

I have few things to talk about 1 2 3 4 5 6 7 8 9 10

I rarely go to Twelve Step meetings 1 2 3 4 5 6 7 8 9 10

I rarely see my sponsor 1 2 3 4 5 6 7 8 9 10 •
Now that you have completed this checklist, what do you see? ••

•
Are there specific patterns in your behaviors?

•••
Discuss this with your therapist and develop specific plans for when you answered 6 or higher to
these statements.
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Session -"=)

Taking Risks
Client Objectives
To recognize the ability to push through fears to take necessary risks in life
To identify valued risks
To identify beliefs that would support healthy risk-taking

Clients are courageous people who are taking risks by allowing themselves to reach out and ask for
help. As clinicians we need to validate their courage and their positive risk-taking. Our clients are
people with insights and skills, and when their insights and skills are acknowledged in a specific
manner they are more able to internalize their strengths. Hearing validation from someone they value
and trust is an important step in their healing.

The next step in healing is for the client to become self-validating. The Taking Risks Handout will help
them see that they have the ability to act even when in fear, and that they are able to take the risks
that are important to their own healing.

In discussion, help clients to be realistic in pursuing new risks. Considering the five risks they have
listed on the handout as those they would like to take, use problem solving in a realistic and work-
able sequence to then encourage the clients to take one risk at a time.

Healthy risks are taken in baby steps, not by leaps and bounds.
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BEHAVIORAL STRATEGIES HANDOUT

Taking Risks

Taking Risks
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List five risks you have taken in the past that you feel good about. They could be risks at work, in your
family or as a part of a love relationship. Some risks are intellectual, physical, spiritual or emotional.

1. Name the risk. _

What did you fear? _

What did you do to push through or lessen the fear? What did you think, say, or do to get yourself to
take the risk?

2. Name the risk, _

What did you fear? _

What did you do to push through or lessen the fear? What did you think, say, or do to get yourself to
take the risk?

3. Name the risk----------------------------
What did you fear? _

What did you do to push through or lessen the fear? What did you think, say, or do to get yourself to
take the risk?
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4. Name the risk _

What did you fear? _

What did you do to push through or lessen the fear? What did you think, say, or do to get yourself to
take the risk?

5. Name the risk _

What did you fear? _

What did you do to push through or lessen the fear? What did you think, say, or do to get yourself to
take the risk?

Now name five risks you want to take in your life. The risk may allow you to move closer to overall
wellness, to clear up an area of conflict or confusion, or to pursue an alternative to a specific prob-
lem. Identify those risks and then repeat the same questions.

1. Name the risk _

What do you fear? _

What thoughts or behaviors will support you in taking the risk?

2. Name the risk _

What do you fear? _

What thoughts or behaviors will support you in taking the risk?

)

)
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3. Name the risk _

What do you fear? _

What thoughts or behaviors will support you in taking the risk?

4. Name the risk, _

What do you fear? _

What thoughts or behaviors will support you in taking the risk?

5. Name the risk, _

What do you fe;:lr? _

What thoughts or behaviors will support you in taking the risk?
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Portrait of Action Against Depression
Client Objective
To reinforce action steps

A visual portrait of behaviors that leads to recovery may have a stronger impact on a client than
merely naming those behaviors. Capitalizing on the value of art therapy, ask your client to draw a pic-
ture of a series of steps he or she might take to intervene and take action against depression.

Examples might be:

• getting out of bed in the morning
• having breakfast
• sleeping in nightclothes, not dayclothes
• exercising

This could be an ongoing objective that the client works on every week either on his or her own at
home, or by simply taking a few minutes of each session to draw another vignette: Clients could then
view their drawings as a filmstrip. This process is derived from a solution-based modality where cli-
ents visually objectify their recovery.
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BEHAVIORAL STRATEGIES HANDOUT Portrait ofAction Against Depression
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Portrait of Action Against Depression

Using the space below, draw a picture of steps you might take to intervene and to take action
against depression.
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c=""'Session

Timeline of Accomplishments
Client Objectives
To recognize accomplishments
To identify goals

The primary purpose of the handout, Timeline of Accomplishments, is to offer the clients an oppor-
tunity to identify accomplishments and to internalize a measure of success. The last part of the ex-
ercise helps the client to foresee a meaning in his or her future. Once the handout is completed, you
and your clients can problem-solve what needs to occur for their hopes and goals to be realized.
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BEHAVIORAL STRATEGIES HANDOUT

Timeline of Accomplishments

Timeline ofAccomplishments
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This is an opportunity to create your own timeline of accomplishments. Place a blank piece of paper
(12x18 or larger) lengthwise to draw a horizontal line. Note on the left end the date you were born.
Then, note where you presently are in age. The folloWing is an example of someone born in 1961,
42 years of age and who sees herself to be in midlife:

1961---------------42--------------Future

Then, from your birth to today note your accomplishments. Recognize accomplishments that are
both internal and external. They could be: .

learning to walk
learning to ride a bicycle
learning to read
graduating high school
divorcing
raising a healthy and fun child
becoming competent on the computer
being a victim no longer
sobriety

This can be fun and very meaningful if you take time to do this. You can even use pictures to portray
accomplishments, or draw symbols.

When you are done, give thought to the latter part of your life. Note:
What would you like to witness before you die?
What would you like to learn?
What would you like to see?
What would you like to be a part of?

Some examples might be:

traveling
seeing my grandson has finances to go to college
taking piano lessons
spending time walking in the woods
having a better relationship with my daughter
participating in animal rights advocacy
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Overview of
Conceptive Spiritual Strategies

While a client's spirituality is often a part of life that is therapeutically ignored, it may be a crucial as-
pect of a client's recovery. This is an area the clinician would want to ask about to determine wheth-
er or not the client would like to address this facet of life. If the client has been subjected to religious
abuse, then it is critical. Having faith in a concept of a Higher Power, or in a loving spiritual power
provides the sustenance that endows the client an ongoing commitment to the therapeutic process.
Sometimes clinicians have more conflict in this area than their clients. Jt is important that we (clini-
cians) address our personal biases and issues so we do not interfere with the potential that greater
spiritual practice may offer the depressed person.

Being strongly influenced by Twelve Step programs, this author believes that the act of surrender is
pivotal for the addicted person. The First Step allows people to accept that addiction is an illness
that cannot be self-treated. "I can't handle it. I can't control this. I surrender." This can be an impor-
tant concept for the depressed client. When clients genuinely see the powerlessness and unman-
ageability of their depression, they are more willing to accept help, to follow direction, and to actively
participate in recovery. The act of surrender is the beginning of a letting go process. It is in this let-
ting go process that people frequently are receptive to a loving Higher Power (spiritual presence) in
their lives.

The Powerlessness module is meant to aid the client in accepting his or her powerlessness as it
relates to having a disease and trusting in a Higher Power.

Reinforcing the First Step helps clients to accept their powerlessness over their disease while, at
the same time, acknowledges the power they have in practicing recovery.

Description of a Higher Power will help the client gamer clarity about his or her concept of a
Higher Power.

Spirituality and Religious History will be valuable in assisting the client in recognizing that one's
childhood introduction to religion may influence one's concept of spirituality. .

Practicing Spirituality offers an opportunity for the client to better understand the variety of spiri-
tual practices and identify those that would be personally meaningful.

Faith Inspirations can be very meaningfUl in the practice of spirituality. Several common passages
from which to garner meaning can be found in the material for this session.
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c=-- Session
Powerlessness

Client Objective
To further recognition of powerlessness over depression

Materials Needed
Collage materials, three to five magazines (almost any magazine can be used; it is suggested that
there be an assortment), 14" x 17" pieces of paper, scotch tape, scissors.

Introduce the Serenity Prayer
God grant me the SERENITY to accept the things I cannot change,
COURAGE to change the things I can, and WISDOM to know the difference.

For the depressed person, his or her disease is not an issue of willpower or self.control. Depression,
be it dysthymic, major, or bi·polar, is a chemical disorder often fueled by distorted cognitions and
unresolved pain. Power lies in the acts of recovery, and recovery begins with acceptance of power-
lessness over the disease.

Have the client make a collage that portrays the powerlessness of his or her depression.

Collage Direction
A collage is made by cutting pictures, words, and/or letters from magazines and making your own
statement with them. .Depending on time, offer clients 20 to 30 minutes to create their collages.
Suggest they begin their collages by flipping through magazines and be open and receptive to what
they see rather than look for specific words or pictures.

Examples
A picture of...

the face of a person with food smeared all across it may represent the use of food to
soothe one's emotional pain.
cars, clothes and boats may represent buying sprees the depressed person goes on in an
attempt to feel good about him or herself.
a lock on a door may represent feeling trapped in one's depression.
an empty house may reflect the loneliness of depression.

Remind clients that these are their collages. They will be the only ones to interpret the pictures and/
or words. There is no right or wrong way to complete a collage.

Have clients describe their collages, discussing insights and feelings.
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Reinforcing the First Step
Client Objectives
To further recognition of powerlessness over the disease
To further recognition ofwhere power lies in recovery

In the field of addictions the first step in Twelve Step recovery is "We admitted we were powerless
over alcohol and that our lives had become unmanageable." Without that surrender, addicts try to
control and manage their lives without accepting the insidiousness and validity of their disease.
Admitting one is powerless over the disease of depression, and that life has become unmanage-
able is very helpful for the depressed person in becoming more accepting of treatment for depres-
sion. Recognizing how they have tried to control their depression and how those behaviors have not
worked is an important insight.

Ask your clients to identify the ways in which they have attempted to manage or control their disease
that were ultimately hurtful to themselves. Clients might answer:

Discontinued medications without discussion with a physician.
Went to a family doctor, not a physician who specializes in depression.
Did not tell therapist the extent of my abuse history.
Told myself to just handle things, this is life.
Medicated myself with drugs, spending, eating or other compulsive behaviors.

The act of surrendering involves letting go of negative thoughts and behaviors. The Serenity Prayer,
God grant me the SERENITY to accept the things I cannot change, COURAGE to change the things
I can, and WISDOM to know the difference, can be a useful tool in helping clients accept the word
"powerlessness."

Assist clients in distinguishing what they have the power to change. "I am powerless over the dis-
ease, but I have the power to affect my recovery."

The power to affect recovery lies in the willingness to do things differently. Spiritually, power lies in
allowing others, including a Higher Power, to be a part of the recovery process. It resides in having
faith in a positive outcome with the willingness to take action.
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Description of a Higher Power
Client Objectives
To clarify image of a Higher Power
To create a vision of a Higher Power

Depression may be thought of as a sickness of the soul, or a spiritual ailment. Depressed individuals
often express thoughts or awareness of a "Higher Power" but nonetheless feel out of touch or dis-
connected from a spiritual presence.

For clients who are spiritually inclined, it is important to explore their understanding of a Higher
Power as well as methods to employ to deepen their understanding and connection. Most people
who feel a sense of connection to a Higher Power feel a greater connection to self and feel more at
peace. They are less apt to live with fear or shame. They have an increased ability to effectively cope
with depression.

The Spiritual History Discussion and the following two handouts, Description of My Higher Power, and
Creating a Vision of My Higher Power, will offer a framework for discussion of the client's spiritual ex-
periences, beliefs and thoughts.

An alternate exercise is to ask clients to draw a picture of how they experience or perceive their
Higher Power.
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Spiritual History Discussion
The following questions may help you (the clinician) to identify any spiritual or religious influences
clients may have had or have in their lives and whether it is relevant to explore these with them as a
clinical issue. Ask clients:

1. To give a short history of their religious involvement-with whatever denomi-
nation, religious tradition or religious family experience from childhood until
the present.

2. What were the major influences on their religious and spiritual development
as a child and adolescent, as an adult? (Who were the significant persons,
including parents, who influenced their spirituality? What were the important
books, institutions, situations, events, etc.?)

3. To describe any unpleasant experiences or feelings related to religion or belief
in God either in their family or religious community. Ask them to be as specific
as possible.

4. To describe any notable crisis points in spiritual development, other than those
they may have mentioned when they answered question number three.

5. What is their present belief about God or a Higher Power in their life? Do they
feel "connected" to God or a Higher Power? If so, what helps them to feel this
way? Do they feel separated from God or a Higher Power? If so, what is caus-
ing this separation?

6. What is the most positive feature of their spiritual life at present?

7. Do they believe spirituality, as they understand it, fits into their treatment or
recovery journey? How?

8. What do they think would help them most to deepen and enhance their spiri-
tual journey?
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CONCEPTIVE SPIRITUAL STRATEGIES HANDOUT Description ofMy Higher Power
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Description of My Higher Power

The following attributes will help you to clarify the image and experiences of your relationship with a
Higher Power. Check (.I) the boxes that are reflective of your relationship.

I experience my Higher Power as:

D Male D Female 0 An entity (God, BUddha, etc.) 0 Existing within nature D Other

D Loving

D Punishing

D Distant

D Approachable

D Connected

D Angry

D Fearful

D Ambivalent

D Shameful

D Sad

D Other _
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CONCEPTIVE SPIRITUAL STRATEGIES HANDOUT Creating aVision of My Higher Power
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Creating aVision of My Higher Power

Ideally, a Higher Power should be someone or something that you can trust and know to be available.

Identify five qualities or characteristics you would look for in a Higher Power.
1. _

2. _

3. _

4. _

5. _

Write a want ad for the Higher Power you would like to have in your life.
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Spirituality and Religious History
Client Objective
To explore how childhood introduction to religion may influence spirituality

Religion and spirituality are not necessarily one and the same, therefore it may be helpful for the
client to explore how childhood experiences with religion may be influencing his or her concept of
spirituality.

Questions to explore with clients:
1. Were you forced to attend church (synagogue) as a child, or participate otherwise in

religious practices?

2. If your involvement in your church or synagogue ended, what made you stop?

3. If you didn't attend any type of church, how was that decision made?

4. If you were involved in a church or a religious group, describe your experience.
Fun? Scary? Boring? Hopeful? Meaningful? Other?

5. Were there any particular rituals or ceremonies that you especially valued or that held
significance for you? What were they?

Thoughts for Discussion
Unfortunately, our clients' experiences with religion have very likely created inner conflicts for them
that interfere with their openness to a spiritual path. All too often they feel very alone and confused,
seemingly betrayed by the only Higher Power they have ever known. For many people, that Higher
Power was steeped in the definition of a particular religion that was exclusive, rather than inclusive,
which often led them to believe that their particular religion was the only way to have a meaningful
relationship with a Higher Power. Based on that religion, people were taught the Golden Rule "Do
unto others as you would have them do unto you." Be loving. Respect your parents. Be honest. Do
not lie.

In many families, however, children lived a contradiction between the religious teachings they were
taught and what happened in their daily lives. Instead of respect, they heard verbal abuse. Instead
of loving behavior, they saw one parent cause another intense anger or sadness. Instead of honesty,
they witnessed their parents lie, or they were even told to lie for a family member under the guise of
"protection." Did they get all dressed up, go to church, put on a smile, and then lie about Why Mom
or Dad was not there? How many times did they go home from church to neglect, abuse, or addic-
tion kept hidden from the outside world?
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Most children truly believed in a Higher Power, as it was portrayed in their house of worship, but the
contradiction of the religious messages within their family lives was too great for their continued
commitment. Ask your client:

When you were growing up, how many times did you pray asking ...

• for Dad to come home, but he didn't
• for Mom to be on time, but she was always late
• for Dad to stop hitting Mom, but he wouldn't
• for Dad to leave and never come back, but he stayed
• for Mom to protect you, but she didn't
• for Mom and Dad to be happy, but they never were
• to take away the abuse, the neglect, the illnesses, the hurts, and disappointments,
but they continued

After being abandoned by parents, thinking that God had not answered their prayers was, for many,
the ultimate abandonment experience.

Spiritual pessimism and spiritual abuse are often created by religions that try to control by generating
fear that one is evil or bad, and may lose one's soul. Great numbers of unsuspecting trusting people
have experienced spiritual abuse in the form of harmful beliefs couched in a religious framework.
These were beliefs that fueled fear, unworthiness, guilt, and shame.

Dialogue about whether or not your clients' religious beliefs were spiritually nourishing or spiritually
abusive.

There are even more extreme situations of parents using their religious beliefs or practices as a way
to directly, or indirectly, control their children.

An example of an extreme is:

Phyllis had to deal with the pain associated with her father always being away
from home, attending to his "flock," while she and five other children were left
home alone with their mother who was a raging alcoholic. When Phyllis was
angry, periodically she yelled at her father in an effort to bring his attention to
the pain going on at home and to the fact he was needed at home by his chil-
dren. Not willing to hear his daughter's pleas for help, he would tell her to pray
for forgiveness to the Almighty. Being angry was perceived as a sin. All painful
feelings, particularly anger, were seen as being separate from God. To express
that anger at an authority was a greater sin. To put your needs ahead of others
(Dad's parishioners) was a higher sin.

In Phyllis's case, religious beliefs were used to induce guilt and shame, and in so doing, indirectly
controlled her life.
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Another example is:

Randy was forced to read the Old Testament repeatedly and then was quizzed
by either his mother or his father before being able to spend time with friends.
Randy was told it was the Bible that would dispense rewards. As a consequence,
it was the Bible that was to become his punishing stick. In Randy's experience,
the issue of control was very direct.

These cases of abuse associated with religion were not actual religious practices advocated by a
church's doctrine. These were abuses by very hurtful, frightened, shameful, controlling adults who
used aspects of their religion to control and manipulate young children. Yet, when these same
children become adults, it is often the religious doctrine they are angry with, not the people who
framed it to suit their purpose. These dynamics within the family of origin often create extreme dis-
like, distrust, and ambivalence for anything related to the word "religious." Thus many clients spend
much of their adult lives avoiding religion, while on a deeper level, they search for spiritual connec-
tion and fulfillment.

It is important to sort out "the messenger from the message" to develop a relationship with a doctrine
whose tenets don't foster shame or mete out punishment. No one deserves to live in fear of a wrathful
and punishing God. Everyone deserves to believe in the good of all, and that includes one's self.

Conceptive Spiritual Strategies 229



Practicing Spirituality
Client Objectives
To introduce the concept of spiritual practice
To explain the concept of spiritual practice

Ask clients to describe their personal orientation toward spiritual practice.

Are there spiritual practices they would like to explore? What are they?
What do you need to support these spiritual practices?
Are any of your behaviors or thoughts interfering with making a daily qommitment
to a spiritual life?

Thoughts for Discussion
To grow spiritually one must "walk the walk." Practicing spirituality means that one will:

• do the footwork
• be present, be in the here and now
• stay attuned to inner guidance
• be authentic
• let go of the attachment to results
• believe in divine guidance and the choice it offers

Spirituality is lived, practiced consistently, and acted on consciously.

The practice of spirituality embraces gratitude as an attitude that brings a measure of happiness and
a reminder to find happiness. It is being grateful for what one has, instead of regretting what one
does not have. One learns tolerance and acceptance of both likenesses and differences. It recog-
nizes and understands that all people struggle with fears and sorrows, and do the best they can with
what they have.

Ask clients to complete the handout, Gratitude List, and suggest that they include this exercise as
part of a daily ritual.

Practicing spirituality finds one taking time daily to honor the humanness of others and one's self,
to appreciate the universe, and to give and share with others. Selfless service is a spiritual practice
and it must be distinguished from the guilty need to rescue. Selfless service, or service from the self,
is born of compassion and it is not performed out of its server's need. In spiritual practice, what is
offered to others is given freely and spontaneously. It comes from the heart, without expectation of
return. In service, there is a feeling of the truth that "to give is to receive." Spirituality is the ability to

•••o•o
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accept love, as well as the capacity to give love. It is an instinctive empathy, an act of kindness, gen-
erosity, and intuitive thoughtfulness.

One's true self cannot be discovered from the outside. One's being can only be discovered in the si-
lence of inner life. One's authentic identity is revealed when the mind becomes quiet and one is fully
conscious and present in the moment. The world is filled with noise and distractions, from television
to social chatter to unbidden thoughts. It is important to develop a process of turning off the external
noise and tuning in the internal voice, the still quiet voice within.

There is no one right way to practice solitude. You might find that setting aside time at sunset to
watch the changing colors, to feel the changing atmosphere, to hear the sounds at dusk and breathe
in tune with the experience will take you right into that quiet place inside where you commune with
that which is holy.

Spirituality is a process of going inward to the part of yourself that connects to the larger context.
Some of the spiritual practices that connect you with your inner life are:

• prayer
• meditation
• the practice of silence/quietness
• guided imagery
• liVing a "thought"-fuillife

As you engage in spiritual practice, the location, the sounds, the time, and the use of materials
often become significant and meaningful parts of your ritual. Many people include rituals involving
deep breathing and relaxation. By definition, "spirituality" is derived from the Latin word spiritus,
which means "the act of breathing." Breathing allows you to be open within your own body, to
go "inside." Once your physical body is relaxed, it is necessary to relax your mind and let go of
thoughts and worries.

Prayer is common in the church, the ashram, or the temple. It is also an important part of spiritual
practice throughout the day. Some people have a favorite meditation book and include a reading
from it during times of prayer. Some people get on their knees; others have a sitting area where they
are surrounded by favorite objects, photographs, and plants. Prayer and/or meditation is something
you can do while sitting inthe living room, lying in bed, walking along the beach, or Jogging in the
park. Both prayer and meditation are practices that nurture and develop the connection to self and
spirit. Prayer is an act that puts one in touch with a power greater than all else.

For many people, particularly those who have used keeping busy as a form of self-protection, the
concept of meditation is particularly frightening. The idea of doing what appears to be "nothing", or
"just being" is difficult to comprehend. Yet, it is meditation that allows one to completely stop, to let
go of thoughts about the immediate past or future, and simply focus on being in the here and now.

There are many books and classes on meditation. You may want to suggest a source for your clients.
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CONCEPTIVE SPIRITUAL STRATEGIES HANDOUT

Gratitude List

Gratitude list

Today I am grateful for _

•••o Today I am grateful for _

•o

•
• Today I am grateful for _•
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Faith Inspirations
Client Objective
To find meaning in spiritual messages

Spiritual messages and prayers have brought meaning to many. On the next several pages you will
find a selectio,n of some from which to choose. Share one or more of these with your clients and dis-
cuss them.

What speaks to them in these messages?
When might this message have been heard and valued in their recent history?
Do they have a particular piece in which they find solace and meaning?

As an assignment, clients could be asked to bring a particular writing or an object that symbolically
offers them spiritual meaning.

Another assignment is to ask clients to construct their own message or to paraphrase an existing
message that has significant meaning for them and is one they would want to call upon to help them
stay "present," "in tune," or to lessen stress. Examples might be, "Slow down, you're going too fast,"
"God be with me," "I am okay just as I am." Or, in the words of Patricia Sun, "May the power of love
shine within me and radiate from me, and as me."
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CONCEPTIVE SPIRITUAL STRATEGIES HANDOUT

Desiderata
(something desired as essential)

Go placidly amid the noise and the haste, and remember what peace there
may be in silence. As far as possible, without surrender, be on good terms
with all persons. Speak your truth quietly and clearly; and listen to the dull
and ignorant; they too have their story. Avoid loud and aggressive persons;
they are vexations to the spirit. If you compare yourself with others, you may
become vain or bitter, for always there will be greater and lesser persons than
yourself. Enjoy your achievements as well as your plans. Keep interested in
your career, however humble; it is a real possession in the changing fortunes
of time. Exercise caution in your business affairs for the world is full of trick-
ery. But let this not blind you to what virtue there is; many persons strive for
high ideals and everywhere life is full of heroism. Be yourself. Especially do not
feign affection. Neither be cynical about love; for in the face of all aridity and
disenchantment, it is as perennial as the grass. Take kindly the counsel of the
years, gracefully surrendering the things of youth. Nurture strength of spirit to
shield you in sudden misfortune. But do not distress yourself with imaginings.
Many fears are born of fatigue and loneliness. Beyond a wholesome discipline
be gentle to yourself. You are a child of the universe, no less than the trees
and the stars and you have a right to be here. And whether or not it is clear
to you, no doubt the universe is unfolding as it should. Therefore, be at peace
with God, whatever you conceive Him to be. And whatever your labors and
aspirations, in the noisy confusion of life, keep peace with your soul. With all
its sham, drudgery and broken dreams, it is still a beautiful world. Be cheerful.
Strive to be happy.

Max Ehrmann, 1927 © Robert L. Bell
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Faith Inspirations

God grant me the SERENITY to accept .the things I cannot change
COURAGE to change the things I can,
and WISDOM to know the difference.

Reinhold Niebuhr, 1892-1971

Ah! Your very being is the perfect teacher.
Recognizing your nature, take this to heart.
For all those who have not realized this, arouse compassion,
To help them find this pure and holy space.

Buddhist Invocation

The seed of the Blessed One is planted in us, but we have trouble accepting
this reality. Our deepest fear is not that we are inadequate. Our deepest fear
is that we are powerful beyond measure. It is our light, not our darkness, that
most frightens us. We ask ourselves, who am I to be brilliant, gorgeous, tal-
ented and fabulous? Actually, who are you not to be? You are a child of God.

Marianne Williamson

I am a stag of seven times.
I am a wild flood on the plain.
I am a wind on the deep waters.
I am a tear the sun lets fall.
I am a hawk above the cliff.
I am a salmon in the pool.
I am a battle-waging spear.
I am a wave of the sea.
Who but I knows the mystery of the unhewn man?

From The Song ofAmergin, Celtic Traditional
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CONCEPTIVE SPIRITUAL STRATEGIES HANDOUT

Footprints

One night a man had a dream. He dreamed he was walking along the beach
with the Lord. Across the sky flashed scenes from his life. For each scene, he
noticed two sets of prints on the sand; one belonged to him and the other to
the Lord. When the last scene of his life flashed before him, he looked back
at the footprints in the sand. He noticed that many times along the path of his
life there was only one set of footprints. He also noticed that it happened at the
very lowest and saddest times in his life. This really bothered him and he ques-
tioned the Lord about it.

"Lord ... you said that once I decided to follow you, you'd walk with me all
the way. But I have noticed that during the most troublesome times in my
life there is only one set of footprints. I don't understand why you'd leave me
when I needed you most."

The Lord replied, "My precious, precious child, I love you and I would never
leave you. During your times of trial and suffering, when you see only one set
of footprints, it was then I carried you."

Author Unknown
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CONCEPTIVE SPIRITUAL STRATEGIES HANDOUT

Praise to the Eternal Light

Praise to the Eternal Light
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Praise to the refuge of all.
Praise to the Most Merciful.
Praise to him who is eternal purity.
Praise to the spotless One.
Praise to the Destroyer of sin.
Praise to the Protector of the just.
Praise to the Remover of ignorance.
Praise to the divine Ught.
Praise to the true Light.
Praise to the Light of life.
Praise to the Light of the world.
Praise to the Light of the self.
Praise to the inner Light.

Eternal Light, shining beyond the heavens, radiant Sun, illuminating all regions,
above, below, and across, true Light enlightening every person coming into the
world, dispel the darkness of our hearts and enlighten us with the splendor of
your glory. Amen

Adapted from the Indian liturgy
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CONCEPTIVE SPIRITUAL STRATEGIES HANDOUT

Native American Prayer

Native American Prayer
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o Great Spirit, whose voice I hear in the winds,
and whose breath gives life to all the world, hear me.
I am small and weak. I need your strength and wisdom.

Let me walk in beauty and make my eyes ever behold
the red and purple sunset.

Make my hands respect the things you have made.
Make my ears sharp to hear your voice.
Make me wise so that I may understand
the tl)ings you have taught your people.

Let me learn the lessons you have hidden
in every leaf and rock.

I seek strength, not to be greater than my brother,
but to fight my greatest enemy-myself.

Make me always ready to come to you
with clean hands and straight eyes.

So when life fades, as the fading sunset,
my spirit may come to you without shame.

Conceptive Spiritual Strategies 245



246

)

)

•••
•e

•••



o•••o•o

•••

c:- Also by Claudia Black, Ph.D.

Books
AHole in the Sidewalk

Anger Guide
Changing Course

It Will Never Happen To Me
It's Never Too Late To Have A Happy Childhood
My DadLoves Me, My Dad Has A Disease

Repeat AfterMe
Relapse Toolkit

Videos
Anger

Addiction in the Family
The Baggage Cart
Breaking the Silence

Children ofDenial (Revised)
Double Jeopardy: Addiction &Depression
Healing from Childhood Sexual Abuse

The History ofAddiction
The Legacy ofAddiction
Process ofRecovery

Relapse: Illusion of Immunity
Relationship Series

Roles
Shame

CDs
Imageries

Letting Go Imageries
A Time for Healing

Putting the Past Behind

Books, videos and audios available through
MAC Publishing

PMB 346
321 High School Road N.E.
Bainbridge Island, WA 98110

206.842.6303 Voice • 206.842.6235 Fax
Online Catalog at www.claudiablack.com
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