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Cognitive–analytic therapy (CAT) is a brief focal
therapy informed by cognitive therapy, psychodynamic psychotherapy and certain developments
in cognitive psychology. It was developed by
Anthony Ryle specifically in response to the needs
of the National Health Service (NHS) for treatment
approaches of short duration. However, it has
advanced far beyond its initial aims and is now a
well-developed self-contained methodology backed
by a fully structured theory of mental functioning
and therapeutic change.
Initially, CAT concerned itself with the treatment
of neurotic disorders, and it was in this context that
the early theoretical and technical elements were
established (Ryle, 1990, 1995a). For the past 10 years
CAT has turned its attention to the treatment of
personality disorders, specifically borderline
personality disorder. The need to understand and
treat people with this disorder has had a major
impact on the theory and practice of CAT (Ryle,
1997). In particular, CAT incorporated ideas derived
from both object relations theory and the work of
Vygotsky (the Russian psychologist who founded
activity theory (Ryle, 1991)).

Basic CAT theory
Two main theoretical structures form the basis of
CAT. The first of these is the procedural sequence

model, which is an attempt to understand aimdirected action. This model supposes that all aimdirected activity is the consequence of ordered
sequences of aim generation, environmental
evaluation, plan formation, action, evaluation of
consequences and, if necessary, remedial procedural
revision (Fig. 1).
Procedural sequences are developed on the basis
of experience, and the crucial check step at the end
of a sequence means that it is revised if it is not
effective. Procedural sequences are therefore usually
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This is the first in a series of papers in APT to be devoted
to innovative cognitive psychotherapies. Future papers
will discuss very brief dynamic therapy (Aveline, 2001),
problem-solving therapy (Mynors-Wallis, 2001) and
dialectical behavioural therapy (Palmer, 2001).
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Fig. 1 A procedural sequence
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Fig. 2 The depressed-thinking trap

effective and adaptive. However, some procedural
sequences are faulty and they are repeatedly
deployed without revision. These cause the
repetitive difficulties that characterise some
psychological disorders. Procedural sequences
include cognitive, motivational, affective and
behavioural elements, and Ryle argued that one
reason why all psychotherapies have roughly
equivalent efficacies is that, for any particular
condition, different kinds of psychotherapy may act
on different aspects of procedural sequences, but
they all beneficially alter a common underlying
faulty procedure.

Unrevised faulty procedures
From a review of case notes Ryle described three
main kinds of faulty procedure. The first, ‘traps’,

៑

represent repetitive cycles of behaviour in which the
consequences of the behaviour feed back into its
perpetuation. The depressed-thinking trap is a good
example of this (Fig. 2). Feeling depressed, the subject
acts in ways that make failure and defeat more likely,
so that when he or she evaluates the results of the
behaviour these are objectively depressing in him
or herself. Similar traps describe phobic avoidance,
social isolation and other problems.
The second kind of faulty procedure is the
‘dilemma’, which involves the presentation of false
choices or of unduly narrowed options. In dilemmas
the check step operates but immediately switches
the individual to an opposing and equally maladaptive procedure, the check step of which in turn
switches back to the first procedure. The placation
trap will serve as an example here (Fig. 3). Fearing
the consequences of aggression, the individual
placates others and allows them to take advantage
of him or her; he or she consequently grows more
and more cross and eventually switches to an alternative overaggressive procedure with an outburst
of anger (often misplaced). The rage, particularly if
it is misplaced, often has consequences that are
negative or read as negative and the check step
switches the individual back to the inappropriate
placatory behaviour of the dilemma.
The final kind of maladaptive procedural sequence
that Ryle described is the ‘snag’: the subtle negative
aspect of goals. Snags are anticipations of the future
consequences of actions that are so negative that
they are capable of halting a procedure before it ever
runs. Then, because the procedure is halted it is never
subjected to checks. An example might be a gay man
who is frightened to come out to his family because
he thinks “If I tell my mother it will kill her.”
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៑
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back to original
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៑
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furious

៑
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resentments
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៑
៑

៑
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Check step switches to
equally unrealistic
‘angry’ procedure

Fig. 3 A dilemma of placation
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Restricted repertoire of procedures
So, CAT supposes that neurotic difficulty results
from the operation of unrevised maladaptive
procedural sequences. It was soon recognised that
a second cause of difficulty was undue restriction
in the procedural repertoire. Causes of procedural
restriction include: impoverished environmental
opportunities for learning new procedures, for
example in cases of emotional deprivation and
neglect; deliberate attempts by caregivers to restrict
procedural repertoires, for example by injunctions
to secrecy in cases of sexual abuse; and difficulty in
new emotional learning owing to previously learned
faulty procedures, as exemplified in case vignette 1.
Case vignette 1
Jenny (18) had spent her entire life in a children’s
home. She presented with a complaint of compulsive
promiscuity, and at the first interview her intense
loneliness was also apparent. She had few friends,
only acquaintances. The interpersonal procedural
sequences that had served her well in the home,
where staff often came and went, favoured both rapid
and relatively non-discriminating attachment and
equally rapid detachment. Indeed, she was actively
discouraged from making close friendships with
members of staff. Now, in ‘normal’ life, she continued
to deploy these procedural sequences and, ironically,
by deploying them she subjected herself to the same
experience of loneliness among a shifting population
of uncaring others that she had experienced as a child.

Borderline personality
disorder
While the original formulation of CAT proved effective for a variety of neurotic disorders, more severe
personality disorders did not respond well to the
piecemeal approach of defining and trying to mediate
individual maladaptive procedural sequences.
Patients displayed bewilderingly diverse states of
mind and induced powerful mental states in their
therapists. To improve CAT’s capacity to deal with
these patients the theory of reciprocal roles was
developed.
Ryle described how our early learning about the
social world is stored in the form of internalised
templates of reciprocal roles. These consist of a role
for self, a role for other and a paradigm for their
relationship. Reciprocal roles may be benign and
functional or harsh and dysfunctional. Examples
include caregiver/care receiver, bully/victim,
admiring/admired and abuser/abused. In general,
reciprocal roles are commonly shared templates.
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Therefore, when an individual takes up one pole of
a reciprocal-role pairing, the person with whom he
or she is relating feels pressure to adopt the
congruent pole. When the roles in use are moderate
and socially congruent this pressure to reciprocate
remains largely unnoticed and is generally appropriate. However, in the therapeutic situation, where
fewer environmental cues guide role choices and
where the patient’s own reciprocal-role repertoire
is both unusually harsh and emotionally extreme,
the therapist can feel a strong pressure to reciprocate
in ego-alien ways. This has been explained in
psychoanalytic theory by the concepts of countertransference and projective identification. Ryle
(1994a) has argued that although these concepts lock
on to important phenomena, the explanations associated with them are unduly mystifying. He believes
that the theory of reciprocal roles offers a less
complicated, more complete and more transparent
explanation of the pressure involved.

Levels of deformity
In its theory of personality disorders, and borderline
personality disorder in particular, CAT suggests
typical deformities of the internalised reciprocal-role
structure. Ryle (1997) allocates these to three levels.
The first level is the reciprocal-role repertoire. In
normal individuals a wide range of flexible and
adaptive reciprocal-role templates is deployed as
needed. In people with borderline personality
disorder only a small number of highly maladaptive
reciprocal roles are available for deployment. This
means that within any social situation these people
have only limited and often inappropriate templates
to call on when planning action.
The second level is that of switching between
reciprocal roles and their graceful deployment. In
normal individuals there are smooth transitions
between roles, for example, in a teacher ’s relationship to children in the classroom and to colleagues
in the staffroom. In borderline disorder, people are
poor at switching between states and often show an
oversensitive (‘hair-trigger ’) response to small
stimuli, resulting in unwarranted state changes. One
patient left a psychotherapy session apparently in
a reasonable state of mind. However, on her way
home the bus took her past a graveyard; seeing it,
she at once felt suicidally depressed and was later
found wandering along railway track.
On Ryle’s third level are our capacities for
conscious self-reflection and self-control. These
capacities allow us to act intelligently in unfamiliar
situations and also deliberately to revise ways of
acting that have proved unprofitable. Unsurprisingly, self-reflection is the main point of action for
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psychotherapeutic intervention. It is linked with
abilities such as narrative competence and reflective
self-functioning, which are increasingly thought to
be important in borderline states (Fonagy & Target,
1997).
In normal individuals, self-reflective functioning
can be employed with reasonable ease and frequency.
In people with borderline personality disorder, it
may be entirely absent. The reasons for this are not
difficult to see. Self-reflective capacities are acquired
in childhood and reinforced by later development.
Self-reflection is learnt chiefly in social interaction
with others: the child experiences him- or herself as
being reflected upon by others and observes others
as they reflect upon themselves. For many adults
with the most severe borderline disorder, abuse of
various kinds in childhood, combined perhaps with
constitutional difficulties in self-soothing that made
achieving a calm state of mind more problematic
than for normal children, deprived them of the key
emotional and social learning experiences that
would have laid down strong level-three capacities.
Deficiencies in levels two and three result in the
emotional instability, irritability and unpredictability typical of borderline personality disorder, while
deformities of the underlying repertoire of reciprocalrole templates result in many of the emotional
features of the disorder such as extreme guilt and
self-loathing, rage and hatred, abusive behaviour
and idealised overattachment. The therapist’s
experience of being dragged through a bewildering
and intense emotional minefield results from the
successive induction of emotionally intense (often
exceedingly dysphoric) reciprocal-role states in the
therapist as the patient moves in an uncontrolled
and unreflective way through his or her own
disastrous reciprocal-role repertoire.
Case vignette 2
Paul (32) consulted in a blankly suicidal state of mind
after his girlfriend left him when he assalted her
yet again. He had set a date to die and was, in effect,
challenging the assessor to talk him out of it. The
assessor felt cross but overrode her feelings and
tried to continue the assessment. In the middle of the
interview Paul noticed a book on the shelf, The Severe
Personality Disorders. He suddenly became tearful,
saying “That’s what I am, isn’t it? A disorder.” After a
moment of genuine grief, Paul became angry and
contemptuous of the ‘pathetic’ help being offered.
This snippet of Paul’s interview illustrates the rollercoaster emotions he experienced. The assessor
formulated the reciprocal roles successively enacted
as: rebellious and defiant in relation to challenged
authority, followed by miserable and dependent in
relation to a (probably) uncaring other, and finishing
up with furious and contemptuous in relation to a
contemptible and interfering other.
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Less severely disorganised
personalities and neurotic
conditions
The practice of CAT has been shaped by two
fundamental considerations. The first is the necessity
for therapies to be applicable to the large number of
patients who could potentially benefit. To that end,
CAT was especially developed with the NHS in
mind. As a result, the therapy is brief, focal and
relatively easy to teach (at least at a basic level). Also
there are very few exclusion criteria and interest
among CAT therapists has always centred on
treating more severely ill patients. A second consideration has been CAT’s self-avowed educational
perspective on the process of change in therapy
(Ryle, 1994b). CAT therapists see their part as the
creation, with the patient, of shared tools for selfreflection, which are then used to understand the
patient’s difficulties and to make beneficial changes.
The key notion therefore is the idea that patient and
therapist collaborate in a joint venture in which both
bring specialist knowledge to a shared arena. In
taking this stance, CAT tried to move away from
what it saw as the authoritarian position of
psychoanalysis, in which the analyst appears to
know the content of the patient’s mind and makes
interpretations based on a logic that is not necessarily revealed to the patient. At first glance, CAT’s
educational approach makes it look very like
cognitive–behavioural therapies (CBTs), but Ryle is
critical of these for being too prescriptive. In fact,
CBT practice in relation to the flexibility and type of
conceptualisations offered varies. Some CBT
therapists offer their patients standard models for
anxiety or depression – a practice Ryle would
criticise. Others, in the schema-focused tradition,
offer conceptualisations very similar to those used
by CAT therapists. Ryle’s criticisms would be less
applicable to these latter variants although,
ironically, they share with CAT a lack of empirical
validation.

Scaffolding
The work of Vygotsky and the school of activity
theory (e.g. see Engestrom et al, 1999) has been
extremely important in the development of CAT’s
approach to therapeutic change. Vygotsky proposed
the notion of scaffolding, by which he intended to
convey the provision by the teacher of just sufficient
support to allow students to do with the teacher
what they cannot yet do alone. Vygotsky’s scaffolding

Cognitive–analytic therapy

consists in the provision of theoretical knowledge,
which the student assimilates by repeated application in practical situations. In CAT, the shared tools
for self-reflection that therapist and patient create
are the theoretical scaffolding and are unique to each
patient. From a CAT point of view, CBT runs the risk
of using scaffolding that is too constrictive, while
psychoanalytic therapy provides insufficient
scaffolding.
Another element of the scaffolding provided for
therapist and patient in CAT is the timetable of
therapy.

The timetable of therapy
In the first session, as with most therapies, the
therapist concentrates on three key tasks. First, a
therapeutic alliance must be built in which the
patient is helped to feel that work in therapy will be
beneficial and worthwhile and that the therapist
can be trusted. Next, the patient’s story must be
gathered. The final task is to give the patient an
understanding of the nature, mechanism of action
and process of CAT. CAT therapists use open
questioning, descriptive reframing and any other
methods that seem appropriate to gather history.
They give an open account of the nature of therapy
and they tend to check the state of the working
alliance by asking what the patient thinks and feels
about the session as it progresses. At the end of the
first session the therapist is very likely to set
homework. This will often involve filling in a
questionnaire, known as the psychotherapy file, that
describes common maladaptive procedures. It may
also involve a number of further tasks (such as the
drawing up of a life line) designed to flesh out the
patient’s history.
In the second session, the therapist continues to
gather the patient’s history, but also begins to work
with the patient on constructing a list of the main
problems (known as target problems) that the patient
is experiencing. A homework commonly set at the
end of the second session is the keeping of a diary
that monitors the target problems and looks in particular at behaviours and feelings that trigger them.
By the third session, the gathering of the history
should have begun to allow the patient and therapist
to gain a sense of the main repetitive maladaptive
cycles of thinking and acting that the patient gets
into and of the main reciprocal roles that the patient
deploys. To the extent that this has been possible,
the third session can be spent jointly constructing a
reformulation of the patient’s difficulties.
In the time between the third and fourth sessions
the therapist writes a letter to the patient, called a
reformulation, which sets out the patient’s difficulties
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as described to the therapist and the understanding
of those difficulties that patient and therapist have
reached.

The reformulation letter
The reformulation letter most often begins with a
narrative account of the patient’s life story, because
this account makes clear the developmental origins
of repetitive patterns. It moves on to outline the
current situation, the main problems and the
repetitive maladaptive procedures that underlie
them. Many reformulation letters also contain a
diagram that lays out the repertoire of reciprocal
roles used by the patient, the procedural sequences
that they deployed around those roles and the
symptomatic consequences of those sequences.
Patients respond to reformulation letters in a wide
variety of ways, which are often related to their
underlying problems. Very many of them find the
experience of being written and thought about in
this way both arresting and moving. They are,
without exception, encouraged to annotate, improve,
alter and interact with the reformulation letter in
negotiation with the therapist until it can become
the basis for the rest of therapy.
The following are extracts from the reformulation
letter written to Jenny.
Dear Jenny, you came to therapy complaining that
you find yourself having sex with people who you
did not want to be having a relationship with. You
told me you had no close friends and we agreed that
you were very lonely. The home you were brought
up in must have been a terrible experience for you.
With no one secure that you could turn to it is clear
that you grew up very fast and you learnt to get
support and love wherever it was available. [...]
We have talked about a pattern you learnt of
clinging on to anyone who seems to show you
affection and then of dumping them quickly as soon
as it looked as though they might leave. I think that
this pattern, which served you when you were a child,
is now a problem for you. As soon as a man seems
attracted to you, you cling on and end up having sex.
Sometimes you part because neither of you has any
great interest in a relationship. Other times (as with
Simon) you leave something which could have been
promising because of a slight disappointment. [...]

Changing maladaptive procedural
sequences
Once a reformulation has been established the task
of therapy changes. Now the aim is for the patient,
at first with the therapist’s help but later independently, to become able to recognise the operation of
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maladaptive procedural sequences or reciprocal
roles as they occur in everyday life. A useful feature
of maladaptive procedural sequences is that they
are frequently employed in a wide range of situations and can therefore be recognised in both major
and minor guises. For example, given that most
patients present with interpersonal problems it is
not surprising that maladaptive procedural sequences come to be operative within the interpersonal
setting of the therapy session. CAT therapists try to
predict, on the basis of the reformulation letter, the
likely transference and countertransference feelings
and enactments that will become active during
sessions. When accurately anticipated and identified, maladaptive procedures that operate within
the session can be used as occasions for learning
and change, and the possibility that they will
interfere with therapy can be reduced.
Jenny’s therapist was a woman, but even so she
anticipated that she would be come a figure of both
anticipation and disappointment to her patient. She
was meticulous about inquiring how Jenny felt about
breaks in the therapy and was exceedingly careful
to discuss at length the end of therapy and feelings
it might arouse in Jenny. Initially, Jenny tended to
dismiss this sort of inquiry as “therapy stuff”, but
after the therapist cancelled a session owing to illness it was possible to explore feelings of disappointment and a wish to leave therapy and not come back.
As patients improve their ability to recognise the
operation of their maladaptive procedural sequences
and reciprocal roles, they often spontaneously begin
to try out new ways of behaving. The therapist can
assist this process by positively encouraging change,
using active role-play techniques or brainstorming
solutions with the patient. The procedural understanding of the patient’s difficulties often suggests
‘exits’ in general terms, and the patient and therapist
work together to develop these into particular lived
out solutions.
By now, therapy is nearing its end (CAT is traditionally 16 or 24 sessions long). As with all brief
therapies, termination has been explicitly discussed
since the very first session, and CAT therapists
handle termination issues in much the same way as
other brief therapists. However, the reformulation
provides CAT therapists with a major tool for
anticipating the likely reactions of the patient to the
loss of therapy, and patient and therapist can talk
through these anticipated reactions at appropriate
points during therapy, as was the case with Jenny.

The goodbye letter
In the penultimate session the therapist gives the
patient another letter, known as the goodbye letter.
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This briefly outlines the reason the patient came to
treatment and recounts the story of the therapy. It
tries to give an account of what has been achieved
during therapy and also to mention things that have
not yet been achieved. The letter outlines the
therapist’s hopes and fears for the patient in the
future, sketching out ways that understandings
reached in therapy might be used helpfully. Many
patients choose to give the therapist a goodbye letter
of their own. A follow-up session is booked,
generally for 3 months hence. This allows evaluation of the effects of therapy. There is often evidence
of continued improvement during that period.

Severe borderline personality
disorder
Practising CAT as described above is suitable for
less severely disorganised personalities and neurotic
conditions. However, when the patient suffers from
borderline personality disorder a piecemeal
approach to individual maladaptive procedures
becomes ineffective. This is because as each
procedural sequence is tackled the patient takes
flight into different reciprocal-role structures; in
effect, patient and therapist chase each other around
the patient’s diagram.
Nevertheless, these diagrams are particularly
useful in adapting CAT for use with patients who
have borderline personality disorder. With such
patients, the focus should be integration and the
therapeutic aim should be to enable patients to gain
an overview of the wildly discontinuous self-states
they can find themselves occupying. CAT therapists
conceptualise this aim as the development of an
‘observing I’, who is concerned and involved but
neither overwhelmed nor silenced.
Probably a key therapeutic technique in helping
the development of an observing I is modelling. By
watching as the therapist (more or less successfully)
continues to describe what is going on for the patient
without becoming drawn into enacting any of the
patient’s reciprocal role patterns and by trying to
do this him- or herself, the patient builds up an inner
state that embodies this stance. This technique of
involved non-collusion is similar to a range of
therapeutic modalities for borderline personality
disorder. But CAT is distinctive in its use of the
diagram as a guide for patient and therapist about
what is going on in a session. CAT is also distinctive
in combining elements of interpersonal and object
relations theory in its understanding of the patient
with a frank and educative model that supposes
that the patient, at least in part, can be an active and
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Lost, ignored,
a ‘disorder ’
។
៓
Ignoring,
neglecting

Contemptible

Victim

។

។

៓

៓
Demanding,
bullying

Contemptuous

Fig. 4 Fragment of Paul’s diagram, showing
paired reciprocal roles

cooperating partner rather than a consciously or
unconsciously motivated opponent.
Let us return to Paul (case vignette 2). Despite
misgivings, Paul was offered therapy. In order to
help Paul’s therapist, at the very first meeting the
assessor drew a sketch of a tentative diagram of
reciprocal roles known as a sequential diagramatic
reformulation (SDR). There had not been time in the
assessment to share this with Paul, but it became
immediately relevant in the first therapy session
when Paul, upset at seeing a different person from
his assessor, began to denigrate and devalue the
therapist. After the therapist had shared her version
of the diagram, Paul was able to admit that he was
frightened of coming to therapy because he thought
the therapist would be sneering at him (Fig. 4).

Comparing CAT with other
therapies
As its name implies, CAT shares elements of both
cognitive and psychoanalytical psychotherapies.
Psychoanalytical concepts, particularly those
drawn from the independent group, have been
central to the phase of CAT marked by the development of the SDR. The theory of reciprocal roles and
of reciprocal-role induction allows CAT to conceptualise the psychoanalytical concepts of transference,
countertransference and projective identification in
ways that Ryle claims are less mystifying and more
practically useful (Ryle, 1994b, 1998). CAT therapists
regard transference phenomena and their countertransferential responses as useful sources of information about the patient’s reciprocal-role procedures.
Importantly, the reformulation’s specification of
reciprocal-role procedures can also be used to
predict the likely development of the transference–
countertransference relationship and hence to
anticipate difficulties and developments in therapy.
Another strand in CAT’s relationship with
psychoanalysis is Ryle’s critical struggle with
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psychoanalytical thinking, especially of the Kleinian
school, which has resulted in a key series of papers
that engage with both Kleinian technique and theory
(Ryle, 1992, 1993, 1995b). Ryle’s principal argument
with Kleinian theory lies in his view that in severe
cases such as borderline personality disorder the
symptomatic experiences and behaviours of patients
are consequent on psychic “unintegration” and the
formation of multiple-self states. This contrasts with
the Klein/Bion perspective, in which borderline
states are associated with psychic disintegration
and attacks on linking (Bion, 1967). Ryle levels a
similar set of criticisms at Fonagy’s theory of a mindbased conceptualisation of borderline personality
disorder (Fonagy, 1991). In this theory, the self turns
on its own mental functions to obliterate the horror
of acknowledging that the mind of the abuser
conceived of and carried out abusive acts (Ryle,
1998).
In recent years, CAT theorists have shown
reduced interest in the less severe psychological
conditions. CAT’s chief causal explanation for such
conditions appeals to procedural sequences that are
malformed and not revised. There is a considerable
body of theory within CAT that seeks for reasons
why these procedures, which are set up to be selfcorrecting, are not revised for the better. However,
signally absent among these reasons is any appeal
to defence against unconscious conflict. It is CAT’s
resolute rejection of defence as a major mechanism
in symptom formation that marks it out from
psychoanalytic perspectives.
To these theoretical differences must be added
some strong views about technical issues. In relation
to psychoanalytical practice, Ryle regards the long
intense treatments practised by an ‘invisible’ and
studiedly neutral analyst as likely to generate abnormal phenomena, which themselves become the
spurious basis for theory-making. A good example
of these views appears in Ryle (1996), where he also
sets out a key CAT distinction between interpretation
and description. For Ryle, psychoanalytical interpretation risks involving the interpreter in claiming
special knowledge about the interpreted that is not
accessible to direct test by the interpreted subject.
Description, on the other hand, he conceives of as a
joint process, in which the close inspection of what
is available to consciousness can reveal more and
more of what is not so easily available. CAT
therapists therefore characterise their activities as
descriptive rather than interpretive.
CAT shares with cognitive therapy a stress on the
detailed analysis of the conscious antecedents and
consequences of symptoms, the production and
sharing of a detailed descriptive formulation with
the patient, the setting of homework and a focus on,
and problem-solving approach to, difficulties. Ryle
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deliberately drew on Kelly’s personal construct
psychology (Kelly, 1955) and his concept of the
individual as scientist actively construing the world.
This concept chimes well with the setting of
behavioural experiments used in CBT. Marzillier &
Butler ’s (1995) review of commonalities and
differences between CAT and CBT identifies these
similarities among others. They show CAT’s
commonalities both with schema-focused CBT
(Young, 1990) and with Teasdale & Barnard’s (1993)
interacting cognitive subsystems (ICS) model. They
find few differences other than ones of emphasis in
relation to these models, so that their overview of
CAT is in favour of classifying it as one of the
cognitive therapies.
However, Marzillier & Butler’s cognitivist reading
of CAT would not be shared by a significant number
of CAT therapists. Ryle himself, presented with the
ICS model, is sharply critical. He regards it as being
far too focused on intra-individual interactions
between internal automata, and in consequence
inclined to neglect the crucial importance of the
external world, particularly the social world, in
structuring experience. Thus, for Ryle, CAT is different from CBT, and particularly the ICS model is
different from CAT, because the latter emphasises
social interaction rather than individual processes
as the primary unit of analysis. However, this criticism of the ICS model may not be entirely warranted.
There are powerful points of similarity between
schema-focused CBT and CAT, and it is probably
more fair to characterise their differences as ones of
emphasis. I have explored these differences with a
colleague (Allison & Denman, 2001). To my eye the
key differences between the two lie in the consistent
CAT emphasis on interaction and on social interaction, embodied in the notion of a reciprocal role that
is a block of procedural knowledge about how to
‘do’ a particular kind of relationship and what to
expect from it. This can certainly be viewed as a
kind of schema, although it is more complex in
internal structure than a normal CBT schema.
Interestingly, in an early paper Young (1986)
suggested schema clusters that look very like
reciprocal roles but does not seem to have followed
this up in later work.
Cognitive therapists who work in the schemafocused tradition often find much to agree with in
CAT. A not infrequent comment is that CAT therapists
should therefore just get on with doing CBT, which
is better validated – although the validation of
schema-focused models is debatable. CAT therapists,
however, continue to feel that the CAT perspective
offers approaches to interpersonal and motivational
issues that are better developed and more subtly
nuanced than those used by CBT. This certainly
would be Ryle’s view, as expressed in his review of
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cognitive approaches to borderline personality
disorder (Ryle, 1998).

Who is suitable for CAT?
Traditionally, CAT therapists have taken on a very
wide range of patients. As a result, CAT has been
tried for many conditions, including anxiety disorders and depression, deliberate self-harm, abnormal
illness behaviour (particularly in diabetes) and, most
particularly, the personality disorders (Cowmeadow,
1994; Fosbury, 1994; Ryle, 1997). With all these conditions there has been some success. One contraindication is current drug or alcohol use to the point of
active intoxication (Ryle, 1997: p. 86). This is to some
extent a matter of degree, the main issue being the
difficulty of conducting sessions with an intoxicated
patient. Poor or absent motivation, resulting in
failure to attend sessions, may be another contraindication, because in a brief therapy missing too many
sessions nullifies any effect. Even so, it is often worth
seeing whether the reformulation stage of CAT draws
the patient in sufficiently to make therapy viable.

The evidence base
There is a growing, but still far from adequate,
evidence base in CAT. The current situation is well
summarised by Margison (2000), who highlights the
lack of randomised controlled trials (RCTs) validating CAT. Nevertheless, some studies do exist. An
early paper (Brockman et al, 1987) showed that CAT
conducted by trainees was as effective as Mann’s
brief psychotherapy (Mann & Goldman, 1982).
Since then the predominantly NHS base of CAT has
made funding for formal trials difficult to obtain.
However, a number of promising results have been
published (summarised in Ryle, 1995a), and recent
uncontrolled series obtained at the United Medical
and Dental Schools of Guy’s King’s and St Thomas’
(UMDS) and at Addenbrookes using both CATspecific and other measures are encouraging in
relation to both borderline personality disorder and
more general practice in a psychotherapy department. Any current assessment of the status of the
evidential basis for CAT must depend on an evaluation of descriptive studies and uncontrolled series.
Supporters of RCT methodologies in psychological
treatments tend to be less convinced by uncontrolled
studies than those who are more sceptical about the
unique value RCT research methodology in psychotherapy. A good description of some of the limitations
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of RCT methodologies can be found in Bateman &
Fonagy (2000).

Training and development
Although there are quite severe complexities in some
aspects of CAT theory, practising psychotherapists,
especially those with experience in both cognitive
and psychodynamic approaches, should find much
that is familiar. They may be able to acheive a usable
level of competence in CAT by reading the key texts
and having some supervision. For those with less
experience of psychotherapy, formal training
programmes exist. Such formal training is usually
necessary for anyone wishing to become a member
of the Association of Cognitive Analytic Therapists
(ACAT), which exists to promote training in and
standards of CAT.

References
Allison, D. & Denman, C. (2001) Comparing models in
cognitive therapy and cognitive analytical therapy. In
Evidence in the Psychological Therapies: A Critical Guide for
Practitioners (eds C. Mace, S. Moorey & B. Roberts).
Philadelphia, PA: Routledge.
Aveline, M. (2001) Very brief dynamic therapy. Advances in
Psychiatric Treatment, in press.
Bateman, A. W. & Fonagy, P. (2000) Effectiveness of
psychotherapeutic treatment of personality disorder.
British Journal of Psychiatry, 177, 138–143.
Bion, W. R. (1967) Attacks on linking. In Second Thoughts:
Selected Papers on Psycho-Analysis, pp. 93–109. London:
Maresfield Library.
Brockman, B., Poynton, A., Ryle, A., et al (1987) Effectiveness
of time-limited therapy carried out by trainees. Comparison
of two methods. British Journal of Psychiatry, 151, 602–610.
Cowmeadow, P. (1994) Deliberate self harm and cognitive
analytic therapy. International Journal of Short Term
Psychotherapy, 9, 135–150.
Engestrom, Y., Miettinen, R. & Punamaki, R. (eds) (1999)
Perspectives on Activity Theory. Cambridge: Cambridge
University Press.
Fonagy, P. (1991) Thinking about thinking: some clinical and
theoretical considerations in the treatment of a borderline
patient. International Journal of Psychoanalysis, 72, 639–
656.
––– & Target, M. (1997) Attachment and reflective function:
their role in self-organization. Development and Psychopathology, 9, 679–700.
Fosbury, J. A. (1994) Cognitive analytic therapy with poorly
controlled insulin-dependent diabetic patients. In
Psychology and Diabetes Care (ed. C. Coles). Chichester:
PMH Production.
Kelly, G. A. (1955) The Psychology of Personal Constructs. New
York: Norton.
Mann, J. & Goldman, R. (1982) A Case book in Time-Limited
Psychotherapy. New York: McGraw-Hill.
Margison, F. (2000) Cognitive analytic therapy: a case study
in treatment development (editorial). British Journal of
Medical Psychology, 73, 145–149.
Marzillier, J. & Butler, G. (1995) CAT in relation to cognitive
therapy. In Cognitive Analytic Therapy: Developments in

APT (2001), vol. 7, p. 251

Theory and Practice (ed. A. Ryle), pp. 121–138. Chichester:
John Wiley & Sons.
Minors-Wallis, L. (2001) Problem-solving treatment in general
practice. Advances in Psychiatric Treatment, in press.
Palmer, R. (2001) Dialectical behaviour therapy. Advances in
Psychiatric Treatment, in press.
Ryle, A. (1990) Cognitive Analytic Therapy: Active Participation
in Change. Chichester: John Wiley & Sons.
––– (1991) Object relations theory and activity theory: a
proposed link by way of the procedural sequence model.
British Journal of Medical Psychology, 64, 307–316.
––– (1992) Critique of a Kleinian case presentation. British
Journal of Medical Psychology, 65, 309–317.
––– (1993) Addiction to the death instinct? A critical review
of Joseph’s paper ‘Addiction to near death’. British Journal
of Psychotherapy, 10, 88–92.
––– (1994a) Projective identification: a particular form of
reciprocal role procedure. British Journal of Medical
Psychology, 67, 107–114.
––– (1994b) Persuasion or education: the role of reformulation
in CAT. International Journal of Short Term Psychotherapy, 9,
111–118.
––– (1995a) Research relating to CAT. In Cognitive Analytic
Therapy: Developments in Theory and Practice (ed. A. Ryle),
pp. 174–189. Chichester: John Wiley & Sons.
––– (1995b) Defensive organizations or collusive interpretations? A further critique of Kleinian theory and practice.
British Journal of Psychotherapy, 12, 60–68.
––– (1996) Ogden’s autistic-contiguous position and the
role of interpretation in analytic theory building. British
Journal of Medical Psychology, 69, 129–138.
––– (1997) Cognitive Analytic Therapy for Borderline Personality
Disorder: The Model and the Method. Chichester: John Wiley
& Sons.
––– (1998) Transferences and countertransferences: the cognitive
analytic therapy perspective. British Journal of Psychotherapy,
14, 303–309.
Teasdale, J. D. & Barnard, P. J. (1993) Affect, Cognition and Change
in Remodelling Depressive Thought. Hove: Lawrence Erlbaum.
Young, J. E. (1986) A cognitive-behavioural approach to friendship disorders. In Friendship and Social Interaction (eds V. J.
Derlega & B. A. Winstead), pp. 247–276. New York: Springer.
––– (1990) Cognitive Therapy for Personality Disorders: A Schema
Focused Approach. Sarasota, FL: Professional Resource
Exchange.

Multiple choice questions
1. Procedural sequences:
a. were developed in an attempt to understand
aim-directed action
b. involve only feeling and acting
c. contain a check step
d. are always revised for the better if faulty
e. if faulty are in the form of snags, traps
and dilemmas.
2. Procedural sequences remain unrevised because:
a. the check step has been avoided in some way
b. the alternatives are equally unacceptable
c. the procedure is never enacted
d. opportunities for learning new procedures
have been too plentiful
e. caregivers have given injunctions that restrict
procedural learning.
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3. In borderline personality disorder:
a. level-one states are more numerous than in
normal behaviour
b. level-two switching displays a ‘hair-trigger’
response
c. level-three self-reflection is often weak or
absent
d. level-one and level-two difficulties explain
much of the changeability characteristic of
the disorder
e. CAT has no distinctive explanation for the
affective features.
4. In CAT:
a. treatment usually lasts either 16 or 24
sessions
b. the therapist gives the patient a reformulation
letter at about the fourth session
c. the therapist avoids mentioning termination
d. therapist and patient exchange goodbye letters
at the end of therapy
e. follow-up sessions are discouraged.
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5. CAT:
a. is suitable only for a small range of patient
problems
b. is contraindicated if the patient is actively
intoxicated
c. should never be attempted where motivation
is poor or absent
d. has a small evidence base and urgently
needs randomised controlled trials
e. is administered by an organisation called ACAT.

MCQ answers
1
a
b
c
d
e

T
F
T
F
F

2
a
b
c
d
e

T
T
T
F
T

3
a
b
c
d
e

F
T
T
T
F

4
a
b
c
d
e

T
T
F
T
F

5
a
b
c
d
e

F
T
F
T
T

Commentary
Peter Whewell
The burden of patients with borderline personality
disorder on mental health services is now recognised
to be considerable (e.g., Oxfordshire Mental
Healthcare NHS Trust, 1998), so that the importance
of developing a potentially effective brief therapy
for this difficult-to-treat population can hardly be
overstated. A recent cohort study of 27 patients with
the disorder treated with cognitive–analytic therapy
(CAT) showed improvement at 18 months for 14
patients (Ryle & Golynkina, 2000). Five-year followups are not yet available nor, crucially, has there yet
been a randomised control trial of CAT (Margison,
2000). Ideally, a comprehensive service for patients
with borderline personality disorder should include
facilities for brief hospitalisation (to manage suicidal

crises), for partial hospitalisation (for short-term
containment of dangerous or very disturbed
behaviour), for brief therapies of up to 6 months’
duration (to stabilise impulsive behaviours and
increase psychological mindedness) and for longerterm therapies (of 2 to 5 years, to allow personality
change and growth) (Gunderson et al, 1997). CAT
provides an option for brief therapy, while most longterm therapies are psychodynamically based.
Coming from a psychodynamic background, the
creator of CAT, Anthony Ryle, has used psychodynamic concepts to underpin it, so that most
analytically trained therapists will feel familiar with
CAT theory. For instance, the important CAT concept
of role reciprocity is a clear exposition of projective
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identification (Klein, 1946) and role responsiveness
(Sandler, 1976). However, the omission of the idea
of defence against intrapsychic conflict (including
both repression and splitting), the minimisation of
destructive attacks by the self on knowledge and
linking and the lack of place afforded the unconscious would place CAT outside the usual arena of
psychodynamic theory. Along a continuum of
psychological views about the importance of drives
v. cumulative trauma, Ryle would perhaps sit at the
extreme traumagenic end of the spectrum. However,
his attacks on the drive end of the spectrum (Ryle,
1993, 1995a), as represented by Kleinian theory and
its drive-related formulation of aggression, echo
views expressed by Sutherland (1983).
Taking into account the mental set and the
practical procedures of CAT, most analytically
trained therapists would not see it as belonging to
the spectrum of analytical therapies (Ryle, 1995b),
and perhaps there are a number of reasons for this.
First, although both CAT and analytical psychotherapy would aim to increase insight, CAT is also
aiming at specific symptom change. Concentration
on symptom change would, in the view of many
analytical patients, take the therapist out of a state
of analytical neutrality. This would in turn reduce
the ability of the therapist to make an accurate
transference interpretation, which would be thought
to be the main mutative agent in analytical therapy.
The mutative agent in CAT seems to be an increase
in self-reflection; this is a cognitive function, which
contrasts with the transference interpretation as an
experience. Transference interpretations may occur
at crucial times in CAT, but they are not a primary
feature of the therapy. It should be noted that
analytical neutrality does not equate with a bland,
opaque or unresponsive therapist; analytical
therapists strive for a neutrality that is equidistant
from points of conflict (Kernberg, 1984) in the
patient.
Second, analytical therapists operate optimally
using two perspectives, described by Bion (1974) as
binocular vision, whereby one eye views the patient
and his or her material through theory, the other
operating “without memory or desire”. Too strong a
concentration on theory may interfere with the
evenly hovering reverie needed for the state of being
without memory and desire, which has been
described as follows:
“Whilst the analyst (actively) tries to remember what
the patient told him in the previous session (memory)
or to think of what the patient will do at the end of
sessions or of next weekend, or of his wish for the
patient to improve and be “cured” (desire), he lessens
the possibility of observing and perceiving new facts
which are evolving in the session at the moment.”
(Grinberg et al, 1975, pp. 78)
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It is clear that in CAT the therapist is very busy
forging a therapeutic relationship with the patient,
a busyness that reduces the space for reflection. The
need of the CAT therapist to spot certain prescribed
role relationships may blind the therapist to what is
unique about the patient in the room. In a state of
viewing without memory or desire, the therapist is
thrown back on his or her own internal world, which
will include identification with his or her personal
therapist and supervisors. For a therapist without a
depth analytical training, such a situation may be
quite frightening and may lead to counterprojective
identification on to the patient. The ‘scaffolding’ of
the therapy and activity of the therapist in CAT may
allow CAT therapists to function adequately in this
model without depth training.
Third, there may be, among analytical therapists,
scepticism about what is internalised as a result of
a brief therapy that has no guarantee of progress
into a longer therapy. A core feature of borderline
disorder is patients’ intolerance of being alone
(Gunderson, 1996), and coming into any therapy
they seek a containing relationship. A brief therapy
(even if this is explained at the beginning) may be a
teasing, frustrating experience for a patient, with
the therapist taking on the role of Fairbairn’s
exciting, rejecting bad object (Fairbairn, 1952) and
the patient feeling (in a mental state that may be
split off from an ongoing alliance-seeking state)
retraumatised. Successful interpretations of a
negative transference of an exciting, rejecting
persecutory figure can be made only if the patient
actually feels held, psychologically, by the therapist
over time. Thus, in the case vignettes cited by
Denman (2001, this issue), when Jenny, with a
background of being abandoned as a child, explores
feelings of disappointment at not being held in a longterm frame by her therapist, is the disappointing
therapist internalised? When Paul, at assessment,
sets a date to die, is this a retaliatory response to the
therapist informing him that the therapy had a date
to end? Could his changing states (of rebellion and
defiance; then misery and dependence in relation to
an uncaring other; then being furious and contemptuous of help offered) be understandable concomitants of the here-and-now recognition of relational
disappointment? The transference link is apparently
not made by the therapist, so is what is internalised
at this point an actual uncaring, unthinking
therapist?
Fourth, an analytical therapist might be afraid both
of the use of suggestion and of closure in making a
written formulation early on in a therapy. Patients
with borderline personality disorder may identify
with the content of a formulation (Fonaghy, 1995)
without identifying with the ability to think about
it. This may lead to a concrete closure around the
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formulation, preventing rather than promoting
further psychic growth.
Some of these reservations may be resolved with
more precise outcome studies, but it may also be
that those most at home as CAT therapists will be
those coming straight into the therapy, rather than
those with a psychodynamic background.
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Commentary
David Kingdon
Over the past 25 years, cognitive–behavioural
therapy (CBT) and cognitive–analytic therapy
(CAT) have discretely jostled for position in the
competition for scientific respectability and, perhaps
more important, funding. In this sibling rivalry, the
slightly younger brother (CAT) has, so far, been less
effective, at least in securing funding. There are
concerns about its evidence base and this may
underlie the reluctance of clinicians and managers
to expand its availability. Ryle (2000) has described
how he has recently unsuccessfully applied for

research and development funding for a large-scale
24-session randomised controlled trial (RCT) of
CAT with a group of patients with borderline
personality disorder. There are numerous smallscale studies of CAT where successful outcomes
have been achieved, but this seems to be the first
attempt to substantially evaluate it. Is it unfair to
ask why this has not been done before? Psychodynamic psychotherapy has eschewed such forms
of scientific evaluation in the past, although some
practitioners are now accepting the need for them.
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CAT practitioners certainly seem to accept that
need. As Denman (2001, this issue) states, one of
the two main theoretical structures forming the
basis of CAT deals with “aim-directed action”
including “evaluation of consequences and […]
remedial procedural revision”, subjecting the
therapy itself to the same procedures seems to
follow. Research funding is an issue, but small
pilots can be run using individuals’ research or
personal time. These make the case for definitive
research (e.g. Turkington & Kingdon, 2000) and
there are now many published controlled studies
of CBT.
How similar is the practice of CAT and CBT and
how do they differ? Both are used as mediumterm therapies and are rarely long term. For both
modalities, any long-term treatment is mainly for
support, with relatively infrequent sessions offered.
CBT is being developed increasingly for very shortterm use, e.g. six-session interventions. Both CBT
and CAT are structured interventions, although
CAT is arguably less so. Its practitioners do not
use treatment manuals, although valuable texts
are available, and fidelity questionnaires (e.g. the
CBT scale of Young and Beck) are not widely
used as in CBT training and research. There are
similarities in form and content of therapy: both
emphasise homework, diary-keeping and agendasetting. Collaborative development of formulations is central to both, based on understanding
predisposing, precipitating and perpetuating
factors. The regular use of letters early in and at
the end of therapy is specified in CAT and has much
to commend it.
Cognitive–behavioural therapy has demonstrated
effectiveness in anxiety, depression, bulimia, chronic
fatigue and psychosis. CAT has identified complex
and very important problem areas where it could
potentially have an impact. Personality disorder is
certainly such an area, especially the borderline
group as currently identified by Ryle. Could there
also be a place for it in work with dependent,
obsessional and even dyssocial types? On the basis
of one small RCT (Linehan, 1993), CBT practitioners
claim some success in borderline personality
disorder using dialectic behaviour therapy; success
is also claimed using schema-based therapies
(Young, 1980; Beck et al, 1990), although no RCT
evidence currently exists. CAT has much in common
with schema-focused CBT, and both types of therapy
need to be evaluated for their effectiveness. CBT
should work with formulating current feelings,
thoughts and behaviour in terms of past and
present experiences. The methods used in CAT
may also be effective ways of doing this, but
comparison is vital to finding out who benefits
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from the differing approaches and what the essential
ingredients are.
Both CAT and CBT use unhelpful jargon. Are
terms such as ‘procedural sequence model’,
‘dilemma’ (described by Denman as the “presentation of false choices or of unduly narrowed
options”), ‘snags’ (subtle negative aspect of goals)
and ‘placation trap’ clarifying or confusing? The
first sounds remarkably like problem-solving.
Redefining a commonly used term such as dilemma
(defined in the Concise Oxford Dictionary of Current
English as “an argument forcing an opponent to
choose two alternatives both unfavourable to him”
(Watson et al, 1976)) may not be helpful. And is
not falling into a placation trap simply being
unassertive? CBT also has its confusing examples, such as ‘arbitrary inference’ and ‘selective
abstraction’ – more simply, getting things out of
proportion and getting them out of context. ‘Schema’
has also been appropriated and narrowed in
meaning compared to the way it is used generally
in psychology.
Is CAT a way of developing psychoanalytical
concepts for shorter-term therapy? Can it be used
as an effective treatment for complex problems?
It promises much but the evidence is currently
lacking. CAT certainly has advantages over CBT
practised, inappropriately, in a rigidly technical
manner neglecting attention to emotions and
relationships. But when CBT is practised in the
holistic manner developed by its founder, Aaron
Beck (Beck et al, 1979) and subsequently developed
by others, as a cognitive behaviour therapist, I
have to ask what added benefit can CAT offer my
patients?
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Author’s response
Chess Denman

It is gratifying to find both analytical and cognitive
therapists engaging with and responding to
cognitive–analytic therapy (CAT), even if it is
unsurprising to find them taking it to task for being
insufficiently analytical or cognitive respectively.
Some points made by Dr Whewell and Professor
Kingdon do need a response.
Dr Whewell is supportive of CAT, but criticises
the therapist’s “busyness” in building an alliance,
which he claims “reduces the space for reflection”.
This space, he says, is one of “viewing without
memory or desire”. From a CAT perspective, therapy
involves two active people in a mutual interpersonal
engagement, and the withdrawal of one into “his or
her own internal world” is not felt to be conducive
to that engagement. CAT therapists are fiercely
critical of analytical pretentions to an independent
viewpoint obtained by distancing (often literal) and
the interpretation of theorised internal structures,
which are thought to be in principle unknowable
by the patient. A measure of CAT’s critique of
analytical thought of this kind is that, for CAT, a
person who strove to be without memory (of others)
and desire (in relation to others) would be striving
to cease to exist.
Dr Whewell’s comments on the case vignettes are
perceptive. Obviously, the patients may take from
discussions of the ending of the therapy messages
of disappointment and deprivation. However, by the
same token, long-term treatment must not be
idealised. The indefinite open-ended offer of longterm therapy may provoke fantasies of ideal care
and of omnipotence. Furthermore, in this setting, a
major side-effect of long-term treatment in patients
with borderline personality disorder is malignant
regression, in which over-idealised hopes turn to
angry dependent disappointment and regressed
demand.
Many trainee therapists, particularly those from
analytical backgrounds, are terrified of the fixity they
suppose will ensue from a reformulation letter. But
their terror is not justified, and they soon discover
that the letter, which both when it is given and

throughout therapy remains a negotiable document,
is one of the most powerful aspects of the therapy.
From a CAT perspective treatments that do not have
an early stress, it is unvoiced and acknowledged
theoretical assumptions which may inform treatments which do not have an early stress on clear
formulation often contain unacknowledged assumptions which are prejudicial to a patient’s treatment
and to clear thinking.
Professor Kingdon rightly identifies outcome
research as a key need for CAT and he is unimpressed
by accounts of difficulty in obtaining funding. He
argues that small-scale unfunded pilots make the
case for definitive research funding, implying that
CAT has not done such pilots. In fact, Ryle’s failed
bid for funding was based on just such a pilot.
Professor Kingdon’s call for such pilots also, in my
view, fails to take into account the differential
difficulty of doing research with patients whose
main problems are personality difficulties as against
those who have Axis I conditions.
Professor Kingdon also questions what CAT will
add to CBT practised in an empathic and flexible
manner. This and other elements of his comments
tend to suggest that CAT is fundamentally warmed
up and a bit woolly CBT. Such a reading of CAT
theory and practice ignores major areas of differential theoretical emphasis. CAT is far more
interpersonal in its theorising than CBT, and its
theory of learning and procedural revision is derived
from Vygotsky and stresses social processes rather
than from the behaviourist or cognitivist views of
learning, which are more individualistic. CAT
therapists believe these theoretical differences are
important and allow CAT to describe interpersonal
processes more accurately even than close CBT
neighbours such as schema-focused therapy.
I agree that evidence of effectiveness is crucial for
CAT’s future. For me though, CAT has powerful
appeal as a psychology that allows me to understand the phenomena patients describe with more
clarity than the psychodynamic model and more
inclusiveness than CBT.
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