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Introduction: The Depth and  
Breadth of Cognitive Behavior  

Group Therapy

As a graduate student in the 1980s in a psychology department known for its focus 
on individual psychodynamic therapy, I did not imagine eventually writing a book 
in which I shared my enthusiasm for cognitive behavioral group therapy (CBGT).

While I’m grateful for my psychodynamic training, I have come to appreciate the 
many benefits of cognitive behavioral therapy (CBT) including its shorter term 
duration making it more affordable, if individuals are paying themselves. Individual 
CBT and group CBT (CBGT) both offer specific interventions for specific prob-
lems, especially problems with mood and anxiety. Clinicians typically present CBT 
as a symptom or problem-focused psychological treatment with an emphasis on 
personal change in behaviors and patterns of thinking about oneself, other people, 
and one’s day to day living environment. CBT clinicians focus more on what main-
tains problems or disorders than on what causes them, and they help clients under-
stand and problem solve barriers to living their lives more fully. CBT always 
conveys deep respect and empathy for clients’ goals, needs, and unique personal 
histories. Indeed, CBT is credited with coining terms such as client-centred and 
client collaboration.

CBGT at its finest has much to offer. Not only are clients offered effective help for 
their fear of, let’s say, becoming contaminated and seriously ill by taking public transit. 
They also get to experience that they are not alone in their fears and, perhaps most 
importantly, that they are perceived by others as a wholesome human being and not 
just as an “OCD patient.” To witness clients undergo this transformation is one of the 
many benefits of CBGT for clients and therapists alike. Unlike individual CBT, CBGT 
gives clients an opportunity to connect meaningfully with society, however small the 
slice. It is an undisputed psychological fact that human beings benefit—they feel and 



2 Introduction

do better—when connected to a larger community. With increased levels of social 
isolation in many Western societies, in-person group CBT may indeed offer indi-
viduals far more than symptom relief.

Across mental health training in the Western world, we are seeing a renewed 
interest in promoting individuals’ well-being, resilience, and sense of purpose 
and meaning—the so-called positive psychology approach. Positive psychology 
proponents led by psychologist Martin Seligman and psychiatrist George 
Vailliant, among others, argue that psychology and psychiatry have for too long 
been too confined to working with all the negatives that come with pejorative 
diagnostic labels and debilitating symptoms, instead of taking a more holistic, 
strength-based view of our clients. I argue throughout this book that CBGT offers 
both effective symptom relief and promotion of positive individual resources, 
which are harder to bring about in individual therapy. CBGT also moves therapy 
from a concern with the individual to the societal and even global arena. CBGT 
embodies a democratic and communitarian feel given its vast opportunities for 
people struggling with mental health problems to break the isolation and stigma 
as they interact with and feel supported by peers in addition to mental health 
professionals.

In the earlier text, I deliberately used the phrase “group CBT at its finest” to imply 
that those moments are not the norm. The rewarding times are of course what keep 
us going as group therapists, but they also challenge us to ask why we do not experi-
ence them more often. As with any craft, some solid basic skills are imperative for 
the CBGT therapist, but equally important is openness to revisions and trying new 
ways without losing one’s foothold in and fidelity to CBT theory and principles. A 
helpful analogy may be a musical one where practicing scales is tedious but necessary 
for later improvising and playing with others in the same key—and in tune, including 
with one’s group cofacilitator!

I have written this book to help CBGT facilitators become more confident in 
leading their groups and more appreciative of the many ways groups can be strength-
ened and become even more effective. My own journey as a CBT group therapist has 
come a long way since conducting a first panic disorder group as an intern in 1994. 
Thinking back on this group, I feel embarrassed when remembering how we did the 
homework review go-round in the traditional CBT fashion dealing with one person 
at the time: “Thanks, next!” It’s sad to think of how much was lost by not tapping 
into the collective experience of the group on the difficulty of completing home 
practice and ways to overcome this common problem. I believe this introduction to 
group therapy installed some inflated self-confidence because, for some baffling 
reason, we did not have any dropouts. (I hasten to say that panic disorder may be a 
problem that requires the least process attention, thus it is a good “starter” group for 
CBGT novice therapists.) Our success made it seem so obvious that trapping eight 
people with anxiety in the same room for 2 hours during 8 weeks was the way to go 
in terms of human and financial efficiency. I was “converted” and have co-conducted 
four to six CBT groups weekly since.
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This guide is meant as a conversation with both beginner and experienced 
CBGT therapists. I find it helpful to think of myself as a conduit. I aim to share 
much of what we already know about CBGT based on academic and clinical 
research in addition to my experience over the past 20 years with developing, 
running, training, and evaluating CBT groups—and always talking to and learning 
from other group therapists. Unlike individual therapy, there is usually at least one 
other professional being a witness—and critic—to our work, something that took 
me a little while to get used to given how intensely private the individual therapy 
room feels. But CBGT presents a wonderful opportunity for peer feedback and con-
sultation, something many individual therapists often miss after their training is 
completed. The term “we” thus refers to my colleagues and trainees, primarily 
psychology and psychiatry students, but also students from occupational therapy, 
counseling, social work, and nursing. This book is similar to other books on this 
topic in that it covers most of the disorders for which CBGT has been shown to be 
especially helpful, namely the so-called common mental health problems of mood 
and anxiety disorders. It is different in that it also offers more discussion on how to 
troubleshoot problems in implementing and running CBT groups. In addition, it 
shows how to apply CBGT to problems and populations where the clinical research 
is limited but promising.

Readers will notice my bias for emphasizing the “B” in CBT when it comes to 
CBGT. In individual therapy, I tend to be more balanced in including both cognitive 
and behavioral interventions. My experience has unequivocally been that the more 
doing, in form of exposures and group activities, the better the cohesion in CBT 
groups becomes, which in turn positively influences motivation and outcomes for 
everyone. In addition to underlining behavioral interventions, three other themes 
recur throughout this book.

The first theme I emphasize is that CBGT offers a unique opportunity to promote 
the common good by offering access to high-quality, cost-attractive mental health 
care for the most prevalent mental ailments. Second, CBGT must take group process 
variables more seriously in order to become even more effective. Third, while it does 
not necessarily require several university degrees to be a CBGT leader, it does neces-
sitate a thoughtful approach to training, to the nature of cofacilitation, and to 
ongoing professional development in order to achieve and maintain basic and 
advanced skills.

The book is organized into three parts. Part 1 offers an introduction to basic 
principles, research, and theory related to CBGT. This part ends with two highly 
practical chapters on how to implement CBGT for depression, the most common 
mental health problem. In reading Part 1 experienced clinicians may enjoy having 
their CBGT skills validated and getting a new perspective or idea for consideration 
in their practice. 

Part 2 tackles practical, or how-to, questions facing clinicians and mental health 
program managers interested in developing and conducting viable CBGT programs. 
We will look at questions such as How much training is necessary in order to take the 
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lead in a CBT group? How homogeneous do groups need to be in order to be effective? 
How to prepare people for CBGT? How to prevent dropouts? And How to develop 
individual exposure hierarchies in a group? Part 2 discusses several challenges for 
successful implementation of CBGT as well as suggestions for solutions. In addition 
to drawing on my own experience, I refer to the literature when relevant. This is 
especially the case for Chapter 7 where I present a literature review of transdiagnos-
tic approaches to CBGT before offering practical examples.

Part 3 explores opportunities for CBGT in populations that have received less 
attention in the group therapy literature. These populations are included because 
they are likely to be new health care priorities, certainly within the public system. 
CBT, whether individual or in group, has traditionally been limited to a fairly 
narrow age range and presenting problems, usually anxiety and depression for peo-
ple between the ages of 18 and 65. Part 3 shows how CBGT is an effective interven-
tion for older adults, children, and cultural and language minorities, as well as for 
people with compulsive hoarding, addictions, and psychosis. Each chapter in this 
section will describe the population presented, including diagnostic criteria follow-
ing the American Psychiatric Association’s Diagnostic and Statistical Manual of 
Mental Disorders, fifth edition (DSM-5) approach, review the existing literature, as 
well as present an example of a CBGT protocol. I seek to strike a balance between 
literature reviews and practical examples. The reviews are meant to aid busy clini-
cians with getting a sense of the latest developments within the CBGT areas chosen 
for this book.

This guide is for clinicians running groups for people whose stress and symptoms 
have already reached a threshold of clinical significance—or just below, but who do 
not require hospitalization or day treatment. The CBGT programs described could 
be considered a secondary level of care. Typical clients will be referred by primary 
care level family physicians or community mental health clinic case managers, who 
recognize that more specialized treatment is needed. Clients referred to CBGT may 
have tried less intensive treatment such as self-help books, DVDs, or interactive 
mental health web sites, but found these insufficient. The focus of the book may 
seem mostly on groups run in outpatient community mental health settings, but the 
information applies equally to groups in private mental health care.

All clinical examples and dialogues presented in this book have been modified 
to protect client privacy and confidentiality. Therefore, illustrations are disguised 
to eliminate identifying information, or they represent composite descriptions, 
combining aspects and material from several clients. I use the terms group therapist 
and group facilitator entirely interchangeably. References in the chapters are listed at 
the end of each chapter with some listed under the heading “Recommended 
Readings for Clinicians.”

I hope this book will inspire everyone interested in group CBT to go further with 
this powerful intervention for common mental health problems.
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The Basics of Cognitive Behavioral 
Group Therapy

The first three chapters in Part 1 explain basic principles, research, and theory 
related to cognitive behavioral group therapy (CBGT). These opening chapters are 
sprinkled with clinical examples to illustrate how the principles of CBGT work in 
practice. Chapter  1 makes a case for extending individual cognitive behavioral 
therapy (CBT) to groups. Chapter 2 discusses why group CBT becomes more effec-
tive when clinicians are familiar with and actively engage with group process factors. 
Chapter 3 reviews research findings on CBGT for all the disorders covered in this 
book. This background information will provide a context for the last two more 
practical chapters of Part 1, which detail how to implement CBGT for depression.

Part 1





Cognitive Behavioral Group Therapy: Challenges and Opportunities, First Edition. Ingrid Söchting. 
© 2014 John Wiley & Sons, Ltd. Published 2014 by John Wiley & Sons, Ltd.

Extending CBT to Groups

Cognitive behavioral group therapy (CBGT) can play an important role in making 
effective therapy for mental health problems more accessible and less costly—
whether paid for by individual clients or governments. Within governmental mental 
health systems, CBGT offers significant cost savings and efficiencies without com-
promising effectiveness (Bennett-Levy, Richards, & Farrand, 2010). Groups run out 
of private offices or agencies are less expensive for clients because private group 
therapists do not charge the equivalent of an individual fee when they treat more 
than one person at the same time. This chapter provides an overview of how 
individual cognitive behavioral therapy (CBT) has gained momentum and why a 
group format is a logical extension of this success. Adapting an individual CBT pro-
tocol to a group setting is, however, not straightforward. A panic disorder group 
example illustrates some of these challenges. The chapter closes with a discussion of 
the unique therapeutic benefits offered by CBGT compared to individual CBT and 
how to be off to a good start with a CBT group.

Why CBT Is Increasingly Used for Common 
Mental Health Problems

The number of individuals who suffer from mental health problems is steadily 
increasing. Depression and anxiety disorders account for the majority of these 
mental health problems, with North American lifetime prevalence rates estimated at 
16% for adult depression and 28% for anxiety disorders (Kessler, Chiu, Demler, & 
Walters, 2005). There are several reasons for this upward trend. Some likely reflect 
increased awareness of mental health problems and treatment options. However, 
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even after taking better public education into consideration, rates of anxiety and 
depression are still on the rise. Larger socioeconomic trends may be operating, 
leading some health researchers to argue convincingly for a strong association bet-
ween higher rates of mental illness and socioeconomic inequality. Rates for almost 
all mental health problems, but especially anxiety disorders, increase as socioeco-
nomic status decreases, making poor mental health both a cause and consequence 
of poverty and inequality (White, 2010). Interestingly, inequality may also hurt the 
more affluent. In countries where the gap between rich and poor is large and wid-
ening, such as the United States (US), we see higher rates of depression and anxiety 
even among the financially comfortable members. Conversely, Japan has a relatively 
narrow income gap, and rates of mental illness across socioeconomic status are 
lower (Wilkinson & Pickett, 2010). Over and above socioeconomic factors, having a 
well-integrated family, friendship, and community network may be even more criti-
cal than previously thought for the psychological well-being of both men and women 
(Cable, Bartley, Chandola, & Sacker, 2013); conversely, any breakdown of family and 
community structure and support has been linked to increases in  mental health 
problems (Alexander, 2010).

Medication can be helpful for many kinds of anxiety and depression and is usually 
the first treatment offered when a person talks to their family doctor about feeling 
anxious or depressed. For depression, the advent of the selective serotonin reuptake 
inhibitors (SSRIs) antidepressant medication in the 1980s was welcomed by family 
physicians because of their milder side effects compared to the “older” types of anti- 
depressants, the tricyclics, such as imipramine. SSRIs are also routinely prescribed 
for anxiety. Research suggests that CBT and medication may be roughly equally 
effective for treating the acute phase of depression (DeRubeis, Siegle, & Hollon, 
2008) but that CBT is more likely to help people stay free of depression after discon-
tinuing treatment, whereas ceasing medication has a higher likelihood of relapse 
(Hollon, Stewart, & Strunk, 2006). A combination of medication and CBT may be 
especially helpful for depression. A recent randomized controlled trial involving 469 
United Kingdom (UK) patients treated for depression with medication by their 
family physicians showed that only when CBT was added to their usual care did 
patients begin to improve. At 6 months follow-up, 46% in the CBT group had 
responded well to treatment compared to only 22% in the care as usual. The treatment 
gains were maintained at 12 months follow-up (Wiles et al., 2013). It is our experi-
ence that people with more severe depression, who respond to antidepressant 
treatment, are in a better position to commit to regular group attendance. In 
particular, we notice that those group members benefit from better sleep regulation 
and increased levels of energy after starting medication and are therefore less likely 
to miss group sessions due to inertia and low motivation.

Still, regardless of effectiveness, many people prefer not to take medications for 
various reasons. For depressed people, antidepressants often include side effects 
such as weight gain and diminished sexual interest, which can lead to a further 
decrease in social and interpersonal confidence and well-being. For older people with 
depression, lower rates of metabolism create a necessity for lower dosages which may 
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not even be therapeutic. Others simply prefer to learn sustainable self-help skills 
rather than relying on external agents such as medication, which can also be costly 
(Cooper et al., 2007; Dwight-Johnson, Sherbourne, Liao, & Wells, 2000). For people 
who prefer to take a more active role in their own health, CBT is an attractive option. 
Clinicians present CBT as a symptom- or problem-focused psychological treatment 
with an emphasis on personal change in behaviors and patterns of thinking about 
oneself, other people, and one’s day-to-day living environment. Clients are informed 
that CBT is a shorter-term treatment, typically 8–16 weeks, and that a commitment 
to practice new skills between sessions is necessary if treatment gains are to be 
sustained over time.

CBT is available in most Western countries and increasingly also in other parts of 
the world such as China. Indeed, clinical guidelines in Canada, outlined by the 
Canadian Network for Mood and Anxiety Treatments (CANMAT), recommend 
CBT as a first-line treatment for both depression (Ravindran et al., 2009) and anxiety 
(Swinson et al., 2006) due to the steadily growing body of evidence supporting the 
effectiveness of CBT. In the United Kingdom the National Institute for Health and 
Clinical Excellence (NICE, 2009) also recommends CBT for anxiety and depression, 
including for people who may not meet all diagnostic criteria, that is, minor or sub 
threshold depression. Not only is CBT helping individuals enjoy a better quality of 
life, but it is also cost-effective. Before highlighting the cost-effectiveness of CBT,  
I briefly summarize what CBT is.

Principles of CBT

CBT as we know it today has evolved from the original behavioral therapies devel-
oped in the 1960s as a result of the experiments by B.F. Skinner, Joseph Wolpe, Hans 
Eysenck, and I.P. Pavlov among several other physiologists and medical scientists. 
These early behaviorists conceptualized psychopathology as simple learning 
processes either involving classical or operant conditioning (Hawton, Salkovskis, 
Kirk, & Clark, 1989). They reacted to the notion in psychodynamic theory, as for-
mulated by Sigmund Freud and his followers, of psychopathology being the result of 
unresolved intrapsychic conflict caused during the first 5 years of life. Instead of 
focusing on mind phenomena such as dreams, memories, and free associations, the 
early behavioral therapists focused exclusively on environmental determinants of 
behavior. They demonstrated that environmental factors lead to two basic forms of 
learning, classical conditioning and operant conditioning. We are all familiar with 
the classical conditioning of Pavlov’s dogs.

Initially, the dogs exhibited an unconditioned response of salivation to the smell 
of food (unconditioned stimulus). However, over time, the presentation of food was 
systematically paired with a bell. Simply hearing the sound of the bell therefore led 
the dogs to salivate even though no food was present. The bell (conditioned stim-
ulus) had thus produced a conditioned response. We see other versions of classical 
conditioning in the modern CBT office. A woman may show a strong anxiety 
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reaction to, and avoidance of, cats. She is puzzled because she is not afraid of cats per 
se. It becomes apparent that she had a first panic attack in a friend’s home where 
there were several cats around. Seeing a cat becomes a conditioned stimulus because 
of its association with the extreme unpleasantness of a panic attack. Avoiding cats as 
much as possible becomes the conditioned response. Treatment would in part 
involve exposure to cats and other places associated with panic attacks. Operant 
conditioning involves manipulation of environmental factors in order to shape a 
person’s behavior. For example, as will be reviewed in Chapter 17, people who receive 
treatment for an addiction may agree to receive vouchers that can be used to pur-
chase goods as rewards for decreased engagement with their addictions. The 
presence of a reward thus serves to positively reinforce the desired behavior.

By the 1970s, behavioral therapy working within the paradigm of classical and 
operant conditioning was widely used for treating a number of problems, mostly 
anxiety and specific phobias. However, observations from the cognitive sciences 
challenged the strict behavioral models of learning. CBT psychotherapist pioneers 
such as Albert Ellis (psychologist) and Aaron Beck (psychiatrist) emphasized 
the role of mediating cognitive factors. They found that specific thoughts or inter-
pretations of a stimulus influenced the person’s behavioral response (Hawton et al., 
1989). For example, the woman who avoids cats fearing she will have a panic attack 
in their presence will likely have powerful thoughts increasing her fear, thoughts 
such as “I cannot cope with a panic attack” or “having a panic attack means I’m 
going crazy.” For people with depression, the importance of self-critical and 
exaggerated thoughts in maintaining symptoms of depression (e.g., “everyone else is 
so smart, and I have nothing to say”) became a major focus for Beck. His ground-
breaking cognitive theory of depression continues to inform CBT for depression 
(Beck, Rush, Shaw, & Emery, 1979).

Most CBT practitioners vary their relative focus between environmental and 
cognitive determinants of behaviors. As we will see throughout this book, some 
mental health problems call for more behavioral interventions, others for more 
cognitive, and most for a mix of both. The key treatment principle in behavioral 
therapy is exposure (facing one’s fears), which always aims to extinguish the 
conditioned fear response through systematic desensitization. Central to cognitive 
therapy is cognitive restructuring (changing one’s thoughts and interpretations). 
Cognitive restructuring involves gently helping clients become more flexible in their 
thinking and not lock in to “the first” interpretation or understanding of what is 
happening around them (e.g., “I’m convinced my boss wants to fire me”) or within 
their bodies (e.g., “my racing heart means I’m having a heart attack”).

More recently, CBT has undergone another transformation often referred to as 
the third wave after the initial behavioral wave and, secondly, the cognitive. 
Mindfulness training and acceptance and commitment therapy (ACT) characterize 
this newest branch on the CBT tree. Mindfulness training can be described as a con-
tinual practice of awakening to the present-moment experience (Bishop et al., 2004). 
Mindfulness-based cognitive therapy (MBCT) differs from traditional CBT in that 
it is less concerned with the kinds of thoughts people have but more with the 


