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Introduction

Mental health counselling to the adolescence involves talking about your problems with a trained counsellor or psychotherapist.Talking therapies can help you understand what may have caused
your problems and how to manage them. There are many different types of talking therapy that can help. These include:



Cognitive behavioural therapy (CBT)


This type of mental health counselling focuses on the 'here and now'. It aims to change negative patterns of thinking and behaving. Cognitive behavioural therapy living with a mental health problem can sometimes make it hard to know where to turn for support. If you are not comfortable talking to your friends and family, you may turn to a professional. Cognitive behavioural therapy is a talking therapy. It looks to help you manage problems by enabling you to recognise how your thoughts can affect your feelings and behaviour. CBT combines a cognitive approach (examining your thoughts) with a behavioural approach (the things you do). It aims to break overwhelming problems down into smaller parts, making them easier to manage. Cognitive behavioural therapy has become one of the most popular forms of talk therapy. It is recommended by the National Institute for Health and Care Excellence (NICE) for common mental health issues, such as depression and anxiety. During the treatment, your therapist will work with you and help you focus on the «here and now». They will help you recognise how past events may have shaped your thinking and behaviours [1-6].



a.	What is cognitive behavioural therapy?: Cognitive behavioural therapy (CBT) combines two different approaches for a practical and solution-focused therapy. The therapy is very active by nature, so you may be expected to take a proactive role within your treatment. This may include completing tasks at home. The idea behind CBT is that our thoughts and behaviours have an effect on each other. That by changing the way we think or behave in a situation, we can change the way we feel about life. The therapy examines learnt behaviours, habits and negative thought patterns with the view of adapting and turning them into a positive.


Unlike some other therapies, CBT is rooted in the present and looks to the future. While past events and experiences are considered during the sessions, the focus is more on current concerns. During a CBT session, your therapist will help you understand any negative thought patterns you have. You will learn how they affect you and most importantly, what can be done to change them. Cognitive behavioural therapy looks at how both cognitive and behavioural processes affect one another and aims to help you get out of negative cycles. The emphasis on behavioural or cognitive approaches will depend on the issue you are facing. For example, if you are suffering from anxiety or depression, the focus may be on the cognitive approach [7-12].



If you have a condition that causes unhelpful behaviour (such as obsessive compulsive disorder), the focus is likely to be the behavioural approach. This type of therapy is particularly helpful for those with specific issues. This is because it is very practical (rather than insight-based) and looks at solving the problem. Some of the people that may benefit from cognitive behavioural therapy include:



i.	Those who suffer from depression and/or anxiety.

ii.	People who are suffering from post-traumatic stress
disorder (PTSD).

iii.	Those who have an eating disorder.

iv.	Those who have an addiction.

v.	People who are experiencing sleeping problems, such as
insomnia.

vi.	People who have a fear or phobia.

vii.	Those who suffer from obsessive compulsive disorder.

viii.	Those who want to change their behaviour.


In some cases, CBT is used for those with long-standing health problems, such as chronic pain or irritable bowel syndrome (IBS). While the therapy cannot cure such physical ailments, it can help people cope emotionally with the symptoms and lower stress levels. CBT is also a popular treatment for conditions such as schizophrenia and psychosis. The aim is to identify any connections between your thoughts and feelings and how they affect the symptoms you are experiencing.



b.	CBT sessions: What to expect?: Cognitive behavioural therapy can be provided on a one-to-one basis, or as part of group therapy. Whichever format you choose, the relationship you have with your therapist should be a collaborative one. This means that you will take an active involvement in the therapy and have a voice when it comes to future progression. The issues you discuss with your therapist will be in confidence and without judgement to help you gain a new perspective. The course of CBT can be anywhere from six weeks to six months, depending on your individual circumstance. Usually you will attend one session a week, with each session lasting between 50 minutes to an hour. At the start of your therapy, you will meet your therapist and discuss why you are seeking treatment. Here you will have the opportunity to talk with the therapist. You will be able to outline what you hope to gain from CBT and set goals for the future [1-6].


Together with your therapist you will work on the content and structure of your sessions. Your therapist may also set you certain tasks to do after the sessions, at home. As your therapy progresses, you will take a more prominent role in the sessions. You will start to decide on the content and structure of the session, without the help of your therapist. The idea is that once your treatment is over, you should feel confident and comfortable enough to continue the work on your own.


c.	How does CBT work?: Cognitive behavioural therapy looks to help you make sense of what can feel like an overwhelming problem by breaking it down into more manageable parts. These smaller parts are your thoughts, feelings, actions and even physical sensations. These elements are interconnected and can often trap you in a negative spiral. For example, if your marriage or relationship has come to an end, you may think you have failed and that you are not capable of being in a functional relationship. These thoughts can result in you feeling lonely and lacking energy. When you feel like this, you are unlikely to want to socialise or go out and meet new people. This negative spiral can then trap you into feeling isolated and unhappy [13-16].


Rather than accepting the negative thought patterns, CBT aims to show you other ways of reacting so you can break out of negative cycles. Instead of thinking that you are a failure when a relationship ends, you can choose to learn from your mistakes and move on, feeling optimistic about the future. This new way of thinking may result in you feeling more energised and confident, helping you meet new people and one day, start a new relationship. While this is a simplified example, it does illustrate how easy it is to get trapped in negative cycles and how changing the way you think and behave can affect you in a significant way. In CBT, you will learn to recognise your thoughts, behaviours and feelings while learning other, potentially more helpful ways of thinking and behaving.


d.	Advantages and disadvantages: As well as identifying negative thought patterns, cognitive behavioural therapy can teach you the skills you need to help you deal with different problems. The hope is that once you are equipped with these coping skills, you will be able to turn to them in the future.


For example, if you have a phobia or suffer from anxiety, you may discover through therapy that avoiding certain situations can actually increase your fears. Confronting the fears in a gradual and manageable way can help you gain faith in your ability to cope. Perhaps you suffer from depression, your therapist may ask you to note down your thoughts so you can explore them in a more realistic way. This can help you gain perspective and start to break the negative cycle. Just like all psychological therapies, CBT may not be a suitable treatment for everyone. Speaking to a professional, such as a counsellor or doctor, will help you decide which therapy type is right for you and which approach to consider [17-21].


Cognitive behavioural therapy has been shown to be as effective as medication in treating many mental health conditions, including depression. CBT is highly structured and can be provided in a variety of formats. This may include group therapy or self-help, but you need to fully commit to the process in order to benefit from the therapy - including the homework tasks. While CBT is solution- focused, it is thought to be more beneficial to those with specific concerns, rather than more complex mental health issues. However, the skills you learn in CBT can be incorporated into everyday life. They can help you cope and manage situations after treatment has finished.


e.	“Is CBT for me?”: Now that you know a little more about the therapy, you should be in a better position to decide whether or not CBT is right for you. The therapy will be more useful to those who relate to the ideas behind it. This includes the solution-focused approach, the ideas about behaviour, thinking patterns and the importance of completing at-home tasks. Being committed and doing the assignments set for you is an integral part of CBT. While the sessions offer support and space to explore your concerns, it is the work you do outside of your sessions that is likely to have the most impact. By staying focused and completing assignments, you will help yourself progress quicker. This way you will hopefully start to develop a stronger sense of self-confidence and self-belief.


Cognitive analytical therapy (CAT)


Explores new ways for the client to cope with problems. Cognitive analytic therapy (or CAT) is a type of therapy that marries together ideas from analytic psychology with those from cognitive therapy. Looking at past events and experiences, the therapy aims to understand why a person feels/thinks/behaves the way they do, before helping them problem solve and develop new ways of coping. Each programme of therapy is tailored to the individual's needs, taking into account their current situation and problems they're dealing with. Considered a time-limited therapy, cognitive analytic therapy can last between four and 24 weeks depending on the nature of the problem being explored, but an average of 16 weeks is considered the norm [22-30].


a.	What is cognitive analytic therapy?: The foundations of cognitive analytic therapy rely on an empathetic relationship between the client and the therapist. The purpose of which is to help those seeking help make sense of their situation and uncover ways of making changes for the better. Forming a trusting relationship is key, as this will help you be more open about the way you feel during your sessions. Allowing you to work together as a team, cognitive analytic therapy has two elements - the analytic side and the cognitive side.


The analytic side of the therapy involves the exploration of previous events and experiences that could link to current issues being faced. The therapist will aim to help you understand why events from the past could be affecting you now, and why things may have gone wrong in the past. After your therapist helps you understand the implications of such experiences, they will look at the ways you currently cope with the problem. Investigating the effectiveness (or otherwise) of your current coping mechanisms, a CAT therapist will then use techniques from cognitive therapy to help you develop new tools to help you cope in a way that is healthy and beneficial to your well-being. In a similar vein to cognitive behavioural therapy, cognitive analytic therapy focuses on helping you develop tools so that you can better deal with any future psychological problems yourself [31,32].


b.	Origins of cognitive analytic therapy: Cognitive analytic therapy was developed in the early 1980s by Dr. Anthony Ryle at Guy's and St Thomas’ Hospital in London. The therapy was developed as a response to the mental health needs of a busy innerLondon city. Dr Ryle felt it was important to be able to offer a time- limited therapy within the health service that integrated the best of different approaches. The therapy was created with the view that it would continue to be researched and refined with the growing experience of therapists and clients-which has happened. It is also worth noting that the initial concern of equity and access to mental health support remains a core part of this therapy type.


c.	How does cognitive analytic therapy work?: Cognitive analytic therapy is considered a very active therapy type and one in which you as an individual ultimately have control. Inviting you to observe your life from an objective standpoint and take part in what needs change, the therapy allows you to have a say throughout every step of the process. The therapy works by investigating any learned behaviours or beliefs from your past and whether or not they are contributing to your current difficulties. Cognitive analytic therapy aims to show you how you can change such beliefs and help you focus on ways of making better choices in the future. The process also allows you to work with the therapist to devise ways of coping that will be suitable for you in your life. This collaborative effort will therefore require you to be honest with your therapist about what works and what doesn’t, so that together you can devise a strategy that will work for you [33-36].

d.	What are cognitive analytic therapies sessions like?: Your therapy sessions will be tailored to you and your individual needs, however there is a model of practice that most CAT therapists follow that may work in the following way:


i.	During your first few sessions, you will get the opportunity to talk openly and confidentially to your therapist about your personal history and life experiences. You will explore when things went wrong and also when things went right.


ii.	After this initial phase, your therapist may ask you to complete some questionnaires to establish mood shifts or symptoms. The purpose of these papers is to decipher what sort of thinking or behaving is contributing to the problem.

iii.	Once you and your therapist have developed an understanding of your problems and what brought you to therapy, your therapist may write what is known as a 'reformulation letter' to put these thoughts onto paper.


iv.	Next, your therapist will work with you to map out problem patterns on paper to help develop your capacity to understand why you may repeat certain patterns of thinking.

v.	The therapy will continue in an active nature, helping you to figure out ways of changing such negative patterns. Your therapist should be very upfront with you, telling you their thought processes as well as encouraging you to share your own.

vi.	Towards the end of your programme, your therapist will look back over at what you've learnt and achieved through therapy and how you can progress after the therapy sessions are over.

vii.	Your therapist may then invite you to a follow-up appointment two or three months after your sessions finish seeing how you are doing.



e.	What can cognitive analytic therapy help with?: Cognitive analytic therapy looks to focus on the issues that brought you to therapy and the underlying reasons, rather than traditional psychiatric terms or labels. The aim of this is to treat each person as an individual, rather than treating the condition. Issues that are often looked at within cognitive analytic therapy include:


i.	Addictions

ii.	Anxiety

iii.	Depression

iv.	Disordered eating

v.	Obsessions and compulsions

vi.	Phobias

vii.	Relationship issues

viii.	Self-harm

ix.	Stress.


If you think this type of therapy may work for you, speaking to a counsellor who offers CAT should be your next step. This way you can ask any further questions you may have and gain a clearer understanding of how the therapy could help you.


Creative Therapies


Art therapy and drama therapy can be used in counselling for mental health. Creative therapies explore ways of channelling emotions.


a.	Arts therapies: Creative expression plays an important role in our development and in many cases has been found to assist in the recovery of mental distress. Arts therapies employ creative arts in a therapeutic setting with a trained therapist, with the aim of encouraging individuals to draw on their inner creative resources and express their feelings without necessarily using words.


b.	Art therapy/Art psychotherapy: Art therapy or art psychotherapy is a form of psychotherapy that uses art materials such as paints, clay and paper. These tools are used to communicate issues, emotions and feelings and can provide an insight into any conflicts that may be present.


c.        Drama therapy:Drama therapy is a form of psychological therapy that applies acting and performance techniques within a therapeutic environment. The aim of drama therapy is to help those taking part to express themselves while helping to address difficult emotions.


d.	Music therapy: Music therapy is a type of creative therapy that harnesses the communicative power of music to foster positive change. Versatile by nature, music therapy can be used for a range of issues including autism, dementia and anxiety.


Family Intervention



Encourages the family to engage as a unit to solve problems that affect home life.


a.	Family/Systemic therapy: Family therapy, also referred to as systemic therapy, is an approach that works with families and those who are in close relationships to foster change. These changes are viewed in terms of the systems of interaction between each person in the family or relationship. It is understandable that families and those in relationships sometimes get into difficulties due to their differences, or feel the strain when loved ones have troubles. The aim of therapy is to work on these problems by encouraging family members and loved ones to help and empathise with each other. They are given the opportunity to understand and appreciate each other’s needs, build on family strengths and ultimately make useful changes in their lives and relationships.



b.	What is family/systemic therapy?: Systemic therapy is rooted in family therapy, a therapeutic adaptation of a larger interdisciplinary field known as systems theory. Systems theory is a study of the complex systems present in nature, science and society, and its framework investigates and describes any group of objects that work together to produce a result. This could be a single organism such as a plant or a single human, or it could apply to a large organisation or indeed a family. While the systems theory and systemic therapy can be applied to individuals, couples and in a variety of other settings, it is most commonly practiced in a family setting, as it doesn't seek to address people on an individual level and instead focuses on understanding problems in a contextual framework. On this page we will therefore be exploring the use of systemic therapy in a family setting.


c.	How can family therapy help?: Family therapy and systemic practice supports the notion that family relationships form a key part of the emotional health of each member within that family. This type of therapy can help people who care for each other find ways to cope collaboratively with any distress, misunderstanding and pain that is affecting their relationships and putting a strain on the family unit. Common problems that a family therapist will work with include stressful and traumatic life events such as: divorce and separation, illness or death of a loved one, and transitional stages of family development that can cause pain and upset. Work and school-related problems, psychosexual difficulties and parent-child conflict can also be explored through family therapy.


Family therapists may also work alongside health professionals to address specific conditions such as ADHD, eating disorders, addictions, depression, and any other conditions that may be having a damaging effect on family life. This makes family therapy useful for times of crisis and long-standing problems that are taking their toll on the family. Essentially, by evaluating these issues and providing support, family therapy can help families and individuals to:


i.	better understand how their family functions

ii.	identify strengths and weaknesses within the family
system

iii.	set goals and devise strategies to resolve problems

iv.	develop their communication skills

v.	Make the entire family unit stronger.

d.	Who can benefit from family therapy?: As well as addressing a range of problems and health conditions, family therapy is sensitive to diverse family forms and relationships, beliefs and cultures. It is also considerate of the needs and problems of each individual within a family unit and takes into account all other key relationships in people's lives. This makes it a useful approach for people of all ages and backgrounds. Families from socially and economically disadvantaged backgrounds may find family therapy particularly beneficial. This is because they are generally more vulnerable to external issues such as unemployment, which can negatively impact family life and relationships. Families who have children with behavioural issues may also find family therapy particularly valuable.



e. What does family therapy involve?: Family therapy will typically take place in the form of sessions in which individuals and their loved ones will be brought together with a family therapist to discuss the issues that are affecting their relationships. These sessions - and the family therapy techniques used - will be adapted according to the therapy goals and the ages, needs, resources and preferences of the individuals involved. Sessions involving children for example may include drawing and play exercises to help them express their emotions in a more creative and engaging manner. Most forms of family therapy will borrow from other approaches, such a systems theory - an integrated approach that explores behaviour patterns and human experience of individuals as part of a group or family. Other models of family therapy are based on experiential, cognitive-behavioural or psychodynamic approaches. Ultimately though, they are all designed to help families and loved ones overcome problems affecting their relationships and develop a deeper sense of connection to one another.


f.	What happens during a session?: Generally family therapists will aim to adopt an approach that does not take sides or blame individuals, but instead engages families in sharing understanding and views with each other - getting them to discuss the problems that are putting a strain on their relationships. By supporting this system of interaction, and giving everyone an opportunity to contribute to discussion, family therapy enables family members to explore ways forward that will work for them as a unit. The number of family members who attend each session can vary, depending on therapy goals. Sometimes a family therapist will offer individual sessions to supplement the family meetings. These can be particularly beneficial for those who want to meet with the therapist before a family session to decide on the best ways to express their thoughts and feelings with others.


In family therapy involving parents and children, therapists may wish to chat with parents separately following family sessions. Whilst some family therapists work individually, others will collaborate with a co-therapist or team. In some cases, these colleagues will observe sessions to monitor how the family therapist and clients interact. They will then be in a position to share reflections and explore possibilities to help resolve issues. Many families find this approach to complex issues very helpful.


g.	How many sessions will be needed?: Family therapy tends to be a solution-focused and short-term approach, and generally around six to 20 sessions are needed for families to realise their strengths and find ways forward. For families and loved ones who are experiencing more complex difficulties however, further sessions may be needed. Sessions can last from between 50 and 90 minutes, and intervals between each one could be several weeks at a time depending on various factors, such as the problems being addressed, the stage of treatment and the needs of family members. Ultimately all elements of family therapy, including the setting, family therapy techniques and length of sessions will result from a collaboration and mutual agreement between the therapist and family.


h.	Dialectical behaviour therapy (DBT): Teaches clients how to react normally to emotional triggers.


i.	Psychotherapy: Encourages clients to use their own insight to solve problems.


j. Counselling: Allows clients to talk freely without fear of criticism or judgement.
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