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basis, mechanism of change, and research support for each UP-A
principle will be presented, along with an illustrative verbal ex-
change between a client and therapist1 that occurred in the use of
UP-A, highlighting the clinical process when using flexible tech-
niques associated with each principle.

Principle One: Reappraising Antecedent Cognitions

This UP-A principle involves addressing negativistic or threat-
related cognitions before engaging in an emotionally evocative
experience. The theoretical basis for this principle comes from
Beck’s (1972) “cognitive triad” in which depressed individuals
maintain negative beliefs about their own self, the world, and the
future. Similarly, clients maintain anxiety due to the influence of
internal sensations and emotions on cognition. Importantly, this
principle differs from other cognitive restructuring strategies as it
emphasizes use of such techniques in the antecedent condition.
There is evidence to suggest that reappraisal before an emotional
event can reduce the subjective, negative emotion later (e.g., Sloan
& Telch, 2002). Thus, the mechanism of change is such that if the
client can reappraise thoughts before the emotional event, he or she
has a greater ability to alter thoughts and modify subsequent
emotional responding. Techniques consistent with this principle
include identifying “thinking traps” or core beliefs and conducting
“detective thinking,” which largely invoke the overall use of
flexibility in evaluating negative or threat-related cognitions,
rather than dogged adherence to initial, automatic thoughts. These
strategies involve helping the client identify cognitive errors (i.e.,
ignoring the positive, thinking the worst, jumping to conclusions)
that may be subjective, unrealistic, or inaccurate and guiding the
client in gathering evidence regarding the realistic nature of their
cognitions.

The clinical process for this principle must be flexible, as it is
dependent on the number of and specific thinking traps expressed
by the adolescent, the style of “gathering evidence,” and the
adolescent’s ability to explore cognitions. Thus, as the process
unfolds, a therapist makes clinical decisions such as whether to
expand the number of sessions needed or the way in which he or
she guides the client to develop evidence. Therapists may ask the
adolescent directly to come up with evidence in a simple straight-
forward dialogue. However, additional questions can be asked to
help the client gather evidence, such as in the conversation below
between the UP-A therapist and a 16-year-old male with general-
ized anxiety disorder:

T: One way to get out of “thinking traps” is to use detective
thinking. So, what does a detective do?

C: Umm . . . solves mysteries and finds out what happened in a
situation.

T: Yeah, they solve mysteries. They gather evidence and look for
clues. Sometimes we can think of our thinking traps as mysteries.
We can use detective strategies like gathering evidence to work
through that thinking trap.

C: Okay.
T: So, we will practice detective thinking in session and I’ll have

you practice it for homework. But, it’s really important that we use
detective thinking before you get in the situation when the emotion
gets too big and before we get really into the thinking trap. Why do
you think that is?

C: Because it might be harder to like, find reason if you are
sucked into the trap. Once you are in the trap, I don’t want to say
you are panicking, but you have all these negative thoughts and
it’s hard to think positive or reasonably.

T: Right, when we are in the height of the emotion, we have
automatic thinking and the emotion we are experiencing can color
the way we think. If we can use detective thinking before the
emotion, we will be better at applying the detective skills. I know
emotional experiences will happen that you can’t predict and you
will need to use it during or after. But let’s break it down now so
that in the future, you are better prepared to get out of the thinking
trap when it happens. Okay, so let’s give this a try. Let’s think of
a thinking trap you’ve had this week.

C: Umm. (Pauses). Probably . . . magical thinking.
T: So, what’s the thought?
C: Well, I guess my thought is that if I don’t text my mom, she

can get hurt in a car accident.
T: Okay. So, now let’s try to gather some information, or clues,

about how accurate this thought is. Do you know for 100%
certainty that your mom will get in an accident if you don’t text
her?

C: No.
T: Okay and what is the evidence you have for this fear?
C: Well, one in five people get into car accidents.
T: So, you have some statistics about the chance that car

accidents can happen. All right, let’s try to get more information.
Let’s look at the past. What has happened in the past? Have you
ever wanted to text your mom but couldn’t?

C: Yeah.
T: And did she get in an accident? What happened in those

situations?
C: Well . . . actually . . . my mom was completely fine. Nothing

happened, no car accidents.
T: That’s good to know. There is some additional evidence.

Well, how can you be sure you know the answer of what will
happen to your mom?

C: Well, I mean . . . no one can predict it.
T: And how much do you feel that your mom will get into an

accident if you don’t text? What is the likelihood that this will
happen?

C: I mean, it feels like it will definitely happen, but it’s actually
not that much of a chance . . . I guess it seems like a low percent-
age.

T: Well, you said earlier that one in every five people get in a
car accident, but that is sometime in their life, right? That is not
the statistic for every individual each time he or she goes driving.

C: Yeah, I guess you’re right. Otherwise, I would see every fifth
car in an accident!

T: Right . . . that would be scary! Driving would be very dan-
gerous if that were true. Knowing that the true likelihood if you
don’t call is very low, then what is the most realistic outcome?

1 We have adhered to the American Psychological Association’s ethical
standards in the treatment of clients. All clients have been de-identified and
have provided informed consent for their clinical interactions to be used for
this purpose.
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(pause) . . . and then release it out. Any tension you feel, I imagine
you are just breathing it out. (Therapist remains quiet for 3 min).

T: Whenever you are ready, open your eyes and bring your
attention back to us.

C: Wow, oh gosh, I’m tired.
T: How was it? What was that like for you?
C: That was nice, it was very relaxing.
T: Did your attention wander at any point?
C: Yeah. I tried to focus on breathing but I did hear people

talking and then I also had thoughts that my breathing feels weird.
T: That happens. Just notice that you are having a thought or

hearing a conversation. It’s okay to acknowledge that and then
bring the attention back to the present breathing or whatever you
have chosen to focus on. Remember you don’t want to judge the
thoughts. Fully experience what you think or feel in the moment.
Okay, let’s practice again.



T: Yeah. Sometimes when our emotion is at its highest, we feel
the only way to make it go down is to get rid of what is scary or
avoid it or even distract ourselves. But is that the only way to make
it go down?

C: Uh no . . . I guess not. I guess, become friends with the fear?
T: Yes, that’s one way of saying it. Sometimes I call it riding the
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