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emphasis on establishing psychological distance from emotions. Cognition and
emotion are two aspects of mental processes, and irrational demands are processed
through rational deliberation. Using mental imaging techniques and acceptance
strategies (to accept oneself and the world as imperfect), avoiding catastrophic
interpretations and acknowledging emotions are also included among such practices.
Methods: We will explore the use of values across CBT, acceptance and
commitment therapy (ACT), and radically open dialectical behavioral therapy (RO
DBT) to clarify their use of values.

Results: In this framework, values are conceptualized as life-orienting principles and
are now widely used across CBTs, such as acceptance and commitment therapy and
radically open dialectical behavioral therapy. In recent years, the development of
CBT has involved a renewed relationship with philosophy through the use of values,
interest in dialectics and development of self-questioning practices reminiscent of
classical Socratic principles. This movement from applied clinical psychology toward
philosophical skills has also encouraged the recent emergence of philosophical
health considerations. The opposition between psychological and philosophical
health can be questioned, and the fundamental issue of philosophical skills
implemented in psychiatric treatment (and not solely as practices of enhancement

for the sane) needs to be considered.
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1 | INTRODUCTION

In every care service, some values are commonly thought to structure
both the workplace and the workers. In the psychiatric field, we have a
‘kind treatment’ (bientraitance) movement comparable to the ‘care’

t12 and the most recent trend is the autonomization

movemen
(autonomisation) of the patient in psychiatric care.>* Medical doctors
adopt ethical notions and values at the beginning of their careers with
their commitment to the Hippocratic Oath, engaging themselves to the
‘not harming’ and ‘never do injustice’ principles. Moreover, the ethical
code of conduct of psychologists deals with strong value-laden concepts
such as respect, autonomy, anonymity, confidentiality and nonharming.
The values of psychiatric professionals do not prevent the recurrent
emergence of specific ethical issues (e.g., about compulsory care,
adolescent consent and forensic care) and strong debate regarding
discrepancies in the underlying values of certain therapeutic interven-
tions. One such debate concerns child treatment procedures where a
certain evidence-based treatment can be deemed harmful by some
practitioners and the right treatment by others (e.g., ABA therapy or
behavioral therapy for autistic children).® In a globalized world, a WHO
fact sheet reminds us of the core values we should all keep in mind: trust,
fairness and justice, safety, evidence-based treatment and autonomy.
The field of psychiatry has repeatedly faced ethical issues about
values that support decision-making. The topic of mental illness often
comes with questions about autonomy and responsibility and even legal
issues where professional, societal, and stakeholder values are at stake
(e.g., forensic care and compulsory care).®” Even though psychiatry
looks like a field that focuses on avoiding negative values, it is also a field
where we can find emancipatory processes as well as values that
empower users and support their development toward upholding new
positive values. In recent years, users' perspectives have been
increasingly incorporated, influencing a shift toward autonomy, reduced
discrimination and the inclusion of society in promoting positive change.
In psychiatry, several well-known efforts have been made to counteract
discrimination, for example, the depathologizing of homosexuality and
attention to transgender issues,?® increased attention to traumatic
amnesia issues, and rejecting the iatrogenic theory of ‘false memories’.”
When moving toward more medical treatments and evidence-based
applied clinical psychology (e.g., cognitive behavioral therapy, CBT), the
values underlying the treatment have tended to be disguised and erased,;
the roots of certain therapeutic practices have been severed to make
these practices ‘accessible’ to any public and to allow caregivers to defend
themselves against any proselytism” concerns.® One of the most relevant
examples in the CBT field is the implementation of mindfulness-based
cognitive therapy (MBCT), where meditation techniques have been extra-
cted from their Buddhist tradition via a ‘clarification’ process, detaching
exercises from their roots in ancient spiritual approaches that were
already called ‘training the mind’. MBCT and mindfulness-based stress
reduction (MBSR) have been created from ancestral practices associated

with strong underlying values and processes, such as compassion and

*To induce someone to convert to one's faith.
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equanimity.1"2 The general impression is that, in a process of medicali-
zation, clinical psychology has left out the humanities and philosophy, and
the shift toward evidence-based and CBT sealed the change.

However, philosophy and ethical values have not been totally erased
from CBT. Ancient therapeutic practices have influenced the develop-
ment of CBT theories such as Albert Ellis's rational emotive behavioral
therapy and Aaron Beck's cognitive therapy. These eminent, pioneering
psychologists made no secret of being inspired by Socratic question-
ing'**> and Socratic philosophy,'® and they acknowledged the impor-
tance of philosophy in human mental health. They were also inspired by
Stoicism, one goal of which is to establish psychological distance from
emotions, treating cognition and emotion as two aspects of mental
processes and treating irrational demands as negotiable through rational
deliberation. Using mental imaging techniques and acceptance strategies
(to accept oneself and the world as imperfect), avoiding catastrophic
interpretations and acknowledging emotions were already included in
Stoicism. Together with so-called third-wave CBT techniques and the
development on manualized therapy to treat ‘hard-to-treat’ disorders,
most such therapies included a philosophical component and returned to
a more holistic approach inspired by bio-psycho-social models that
position mental health at the conjunction of biological, psychological, and
social-relational health.)” One of the best representatives of this
tendency is dialectical and behavioral therapy. To treat borderline
personality disorder (BPD) patients, ‘dialectics’, as theorized in philoso-
phy,*8 is used to support the skill training meant to encourage a balanced
state between opposites, creating a now acceptable tension in the
patient. To bring the opposites together, participants are trained in both
acceptance and change, in both over-regulating and under-regulating,
improving their adaptability.'? As BPD is characterized by intense
emotional, behavioral and relational dichotomization (i.e., everything
being extremely good or right can switch to everything being bad or
wrong), teaching its sufferers dialectics, offering potential for mitigation,
was a revolution. This revolution is still expanding to new applications
such as aggressive behavior, suicidal behavior, depression, eating
disorders and anxiety (see Delaquis et al.?).

In the recent development of CBT, skill training techniques increasin-
gly use values to address patients' motivation and self-centered orienta-
tion. For example, in acceptance and commitment therapy (ACT)?*%? and
radically open dialectical behavioral therapy (RO DBT)>>?* values are
used to improve change implementation and maintain motivation in
psychotherapy. This emphasis on values that are sometimes patients'
values, and sometimes the values of society or therapists, can be mis-
leading and confusing. Nevertheless, we think that philosophical attention

to values can enlighten clinical psychology and guide its practices.

2 | A STEP FURTHER WITH THE USE OF
VALUES IN CBT

21 | ACT

|.25

ACT was created by Hayes et al.“> and introduced value clarification,

value-oriented actions and the value-based evaluation of change; for
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FIGURE 1 The hexaflex model in ACT.

examples of value clarification exercises, see the online supplementary
material 1 of Russ Harris?® and Steven Hayes.?”?® ACT rates the
importance of values based on their implications for different domains
of life, such as relationships, health and well-being, work/career,
education and personal growth, leisure, spirituality and community.
People can work on ‘committed actions’ (i.e., value-oriented actions) in

different areas of their lives??*°

and create a ‘life compass’ that can used
to orient their actions toward a value-impregnated life.3* According to
the ‘hexaflex’ presentation (see Figure 1), the main aim of the treatment
is to encourage psychological flexibility by fostering committed action,
presence in the moment, seeing the self as context, cognitive defusion,t
acceptance and values.3® The aim is to help the patient move toward
internal coherence, building a pragmatic and integrative world
conceptualization.>* The patient will then be able to orient themselves
and direct their actions toward a value-based life that brings meaning to
experience and inhibits the patient's avoidance tendencies.®>*¢

Villatte (in Wilson®”PP30-3%) defined values as ‘sources of over-
arching, intrinsic and positive reinforcement’, explaining that values
support a global and independent reinforcement process. This
reinforcement does not happen through just a few selected actions,
but through all kinds of actions, big and small, that embed meaning that
can represent one's engaged living by putting one's values into action.
For example, a person who values curiosity can engage their values by
trying to add a new ingredient to a cake recipe and watching the

outcome, or engage in a research field as a scientist. Experiencing values

TThe process of learning how not to get caught up in thoughts and cognitive content that are
interrelated with emotions. ‘Defusion (fusion): it is the process of distancing from the literal
products of language and cognitions (thoughts, beliefs, memories, words, judgments, etc.),
learned through defusion techniques (metaphors, paradoxes and experiential exercises), to
see them for what they are and not as unquestionable truths and reasons for action or
inaction; the aim is to bring the person's behavior back to the control of direct contingencies

(the five senses) rather than of language’.>>P4%¢

et et pacics [EE-W1LEY—
in everyday life can then be easier, and ACT suggests specific exercises
to do that (i.e., matrix, life compass and value clarification exercises),
making meaning available at any time and in any place. These values will
act as a pole star helping the patient orient toward a meaningful life, and
they will become a strong motivational tool, making change accessible
and integrating it in the patient's life. Villatte wrote: ‘Intrinsic
reinforcement means that reinforcement doesn't depend on the
outcomes of actions but is instead inside the action. Doing the action
per se is reinforcing, because it is symbolically related to a value’ (Villatte,
quoted by Levin et al.*®P3%). One can understand that this can offer
autonomy and independence from actions based on emotions,
community morals and family history. On the other hand, it can be
difficult to explain to patients what these ‘independent’ values are. In the
clarification process, some patients may feel that they can only find
themselves reflected in ‘good’ or ‘moral’ values as commonly understood.
It can be difficult to claim values that are not socially positively valued
(e.g., excitement, fun, industriousness and power). It is not easy to detach
oneself from the hedonic approach to value even though the theoretical
background explains it as follows: ‘Feeling good or bad as a result of
doing the action is not relevant to its meaningful quality. How other
people judge this action, and what it produces as a consequence is not
relevant either in the context of valued living. Of course, people generally
desire and find satisfaction from pleasant feelings, social approval and
positive outcomes; but values provide a layer of reinforcement that is
more stable, less sensitive to contextual variations and thus more
liberating’ (Villatte, quoted by Levin et al.*8P37). This explanation can be
too complex and clinicians may be forced to simplify their explanations
of values by stating that ‘values’ give meaning and direction to one's life
and actions, whereas ‘objectives’ are only goals that, when reached, do
not create a sense of accomplishment but, on the contrary, can create a
moment of despair when they are finally attained (‘And now what?’).

A classical illustration entails comparing the realizing of an
objective-related action with realizing a value-based action. For
example, we think of pursuing objectives, believing that realizing them
will make us feel ‘fulfilled’, accomplished and ‘happy’, even after
considering the list of objectives commonly expected to be realized
(e.g., ‘get your license’, ‘find a good job', ‘get a spouse’, ‘buy a house’,
‘get a dog’ ...). However, most people experience deception, a kind of
despair when facing reality: they do not feel persistent satisfaction
from realizing objectives. Success simply fades. In ACT we illustrate
this using the objective ‘going to Beijing’, as in ‘| want to go to Beijing'.
The patients will save money for the trip, dedicate themselves to
learning Chinese and spend hours planning their visit. When they
arrive there, they enjoy themselves a lot, but what do they experience
when returning home? They feel empty, purposeless again and will
usually just jump to another ‘final goal’, but this never-ending pursuit is
tiring and leads to helplessness and depression. Whereas if one
pursues one's values, it is like following a path: one always finds
contentment in each little action and step, no matter the goal, feeling
that one is heading in the right direction. Similarly, if one wants to
travel east, one will never feel disappointed: as one will focus on the
direction and never actually reach the destination ‘east’, there will be

no end to the learning process. One will always have a way to renew
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one's motivation, always find little actions that can lead one ‘east’

(representing a life orientation based on living according to core
values). The final assessment of living and acting within one's values is
that one feels better; in the context of treating psychiatric disorders,
such a value orientation improves one's depression and releases one's
stress. Using values in such a way superficially recalls a hedonic view of
mental health (i.e., following what makes one feel content), but the

latest developments in CBT techniques offer a less obvious approach.

2.2 | RO DBT: Dialectics and valued goals

In a recent CBT development to address overcontrol disorders (in which
perfectionism, rigidity and rule-oriented behavior are common), the
option of relying on hedonic values can even have iatrogenic effects, as
the population with such disorders has biologically based difficulties
accessing body-emotion signals,® relies too much on planning and rule-
governed behavior and can use their ‘values’ to rationalize their rigid and
‘moral’ rules. Psychotherapy then needs to emphasize values that
promote in the patient a moral need to strive for improvement. In this
approach, the definition of value is simplified as a person's belief as to
what constitutes good character traits, such as ‘being ethical, ‘being
open-minded’, ‘cultivating healthy self-doubt’ and ‘loving and being
loved’ (see Supporting Information: Appendix 1). This can seem like an
egocentric perspective, but the values are all oriented toward
developing better intimacy and improved significant relationships. This
use of values should be seen from the perspective of the previously
mentioned use of values based on the hedonic perspective. In RO DBT,
the use of values is dedicated to a guidance/motivational purpose as in
ACT,° but the overall skill training focuses on nonemotional (i.e.,
nonhedonic) pursuits. The focus is on putting oneself ‘at one's edge’,
connecting to one's ‘ultimate limits’, putting oneself in a position of
discomfort where the learning can occur. Values are connected to other
skills training relating to self-exploration (e.g., self-enquiry, healthy self-
doubt and self-revelation practices), which is not necessarily soothing
but can use discomfort to guide change. For example, patients are
trained to be at ease with their ‘edge’®*; they are trained to come to a
place where change can occur and to recognize this from the discomfort
they experience when starting to step out of their own rule-governed
behavior, going just a little out of their comfort zone. The general focus
cannot be on feeling serenity, peace or comfort (as in ACT), due to the
specificity of the population. The reinforcement must be based on the
sense of relief from one's edge and on refraining from finding a solution,
from controlling everything. CBT seeks to develop a wide range of such
value-related skills. Here is where the potential for value work in clinical

psychology relates to philosophy.
2.3 | Values work: Why detach values from their
philosophical meaning?

Values are life-orienting principles helping people find their life
directions, giving them a sense of how to set up meaningful goals for
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themselves.2* Recent psychotherapy research indicates that the process
of psychotherapy can lead to changes in value-based outcomes for
mental health patients and could, as such, significantly explain people's
quality of life, over and above symptom reduction.*! Value engagement
influences therapeutic change to promote mental health and increase
the quality of life.*? Research indicates that value-based change can
even help with hard-to-treat disorders such as BPD, where value-based
work improves symptoms associated with hopelessness, BPD symp-
tomatology, psychological flexibility and emotional issues.*>**

Values, then, motivate action and help individuals find meaning in
their lives and actions, but are these values different from, or do they
need to be differentiated from, philosophical engagements with values
and ethics? Philosophy has a long history of emphasizing values to orient
human decision-making and behavior. The classical distinction of intrinsic
versus extrinsic values, for example, could be of great use to help
patients gain autonomy and responsibility outside their own culturally
related morals, which could be debilitating and create guilt or shame.*®
Intrinsic values refer to the fact that something is good in ‘itself’ or ‘as
such’, and this intrinsic nature of certain values is difficult to identify and
communicate without referring to the philosophical tradition.

The exclusion of normative considerations to turn ‘values’ into
‘evidence-based’ skills (and only that) could be considered fruitless (as
the ethical dimensions of the concepts of virtue and character appear
in the research of behavioral scientists despite attempts to eliminate
them) and problematic (interesting and important psychological
questions remain unaddressed because they are obviously and
inevitably ethical). As a dogma wearing the mantle of ‘science’, the
exclusion of virtue and character from the behavioral sciences*®
appears inadequate but could reflect the stigmatization of philosoph-
ical reasoning as practically unusable. In recent years, psychothera-
pies have even evolved toward single-value focused work, as in
compassion-focused therapy,*” which comes from ‘oriental’ (includ-
ing Sufic) and Asian traditions and practices of self-compassion and
loving-kindness. Altruism, compassion and kindness have been
studied for centuries in philosophy and have informed ethics.*®*°
Recent developments of a philosophical approach in psychotherapy,
counter-balancing the general tendency to avoid philosophically
inspired practices in healthcare (Loughlin, in prep.), offer another
vision. This is coherent with the notion of ‘well-being therapy’,>°

which could strengthen or complement CBT approaches.

2.4 | Philosophical counseling should more often
be integrated in CBT

In recent years, a new type of mental distress has been studied as a form
of ‘moral suffering’ in healthcare staff, social workers and police officers
who daily are confronted with the shock of experiencing their values

rt,>17>2 creating compassion fatigue and mental distress.

being torn apa
This underlines the importance of integrating values and respect to
prevent mental disorder. In another area, climate change, we find mental
disorders that seem to be brought about by disrespect of values, creating

concern in young adults such as solastalgia* and eco-anxiety.”*°> These
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are new disorders that create another level of conceptualization: here
the fear is not exaggerated, the depression is not about the loss of any
symbolic element, but is all about experiences of dramatic changes that
call into question core beliefs, core values and central motivations of
humanity more generally and not only in individuals. The CBT therapy
field is therefore assessing the best way to address these issues and the
need to return to methods that involve philosophical reasoning and
philosophical skill training.>®

An interesting response to the need to integrate values into
psychotherapy and to respond to profoundly human ethical concerns
today could be philosophical health.?” > The definition of philosophical
health refers to the possibility that there could be a field of counseling
envisioned as ‘therapy for the sane’, which could bring a person to ‘new
health’ in which one can find coherence between one's experience (e.g.,
behavior, emotion and psychological stability) and ‘a certain idea of
what the collective and holistic good of humans and all beings on earth
might be’.>”*8P92 psychological health could seem distinct from
philosophical health, but their interrelation is not difficult to see. It
has previously been claimed that philosophy can bring peace of mind.¢°
Wittgenstein spoke of therapies in philosophy, of treating a philosophi-
cal problem as an illness and of philosophical work as work on oneself,
on how one sees them and what one demands of them. Another
philosopher has pointed out that ‘good health also includes a feeling
that one's behavior is in rhythm with one's basic values. This feeling may
also include a sense that life has a meaning and is worthwhile’ 4?7 The
core maxims of Kantf®>—that is, (1) think for oneself; (2) think into the
place of the other; (3) always think consistently with oneself’—could be
relevant as CBT principles of bio-psycho-social theorization'” in which
mental health is thought to depend not only on self-equilibrium but also
on social context, harmonized relationships and metacognitive abilities
(i.e., reflection on one's own thinking, the ability to put oneself in
someone else's shoes). Recent evidence-based therapies such as RO
DBT?® even aim to treat hard-to-treat disorders (e.g., ASD, anorexia and
resistant depression) based on self enquiry and social ability restoration,
avoiding the previous focus of most CBT psychotherapy on emotions as
well as the hedonic approach. With the appearance of the philosophical

health movement,”>8

a possibility opened to go beyond the use of
dialectics (as employed in dialectical and behavioral therapy with CBT)
and broaden the integration of philosophy into psychotherapy. Recently
developed practices in CBT (e.g., RO DBT) use skills comparable with
deep listening and emphasize the recurrent instruction ‘Ask, don't tell’,
which curbs the therapist's desire to correct patients' beliefs,
interpretations, or ways of thinking.

An example of the renewed relationship between psychotherapy
and philosophy is the clarification and use of values in ACT, which
connects to the notion of ‘deep orientation’ (i.e., the second principle

h>7:58). The concept of deep orientation refers to

of philosophical healt
Hadot's notion of ‘profound orientation’, which is meant to support the
efforts of philosophical health to ‘guide the person via concepts, ideas

or beliefs made explicit, so that her engagement with life is coherent

*Distress experienced by a person in the face of losses or changes in their immediate
environment due to climate change.
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with her engagement with ideas and works'.>”*8P72 |n addition, the
time-related approach in deep orientation, which offers both active
care toward the future and informed use of the past, stands for a
broadened use of values in ACT, which mostly directs patients toward
the future. Implementing philosophical skills in clinical applied
psychology, not only for ‘healthy’ individuals but including those with

psychiatric disorder symptoms, needs to be tested.

3 | DISCUSSION

Attempts have been made to apply psychological methods originally
intended for ‘healthy’ people with certain problems to psychiatrically ill
patients. Positive psychology, for example, which has a strong

6465 was claimed to be an effective add-on to

philosophical basis,
psychiatric intervention, as it was designed to strengthen positive
attitudes, reinforce and maintain positive emotions and have a strong
motivational effect.®*” This approach had a strong preventive effect
but had some iatrogenic effects on psychiatric patients.’®¢° For
example, the approach could create shame in some patients for failing
to ‘feel good’, or put pressure on them to have ‘good feelings’ and to
idealize a state of joy or a ‘positive attitude’. An attempt was made to
assess its effectiveness through meta-analysis, but the approach stayed
in the small effect range and most of the interventions were based on
self-help approaches mostly not directed to psychiatric samples (only
four of 40 included studies were in hospital settings’®). Specific
disorders with high inflexibility may even perceive ‘happiness value’ as a
danger, pointing to the shortcomings of working with hedonic rather
than value-based approaches to happiness.”* Depending on personality
traits, individual values may not lead to weII-being,72 which indicates
that the use of values in CBT should be more carefully and extensively
studied. An extensive dialogue between philosophical health specialists
and CBT experts could lead to better understanding of the proper use
of value-based work and to more thoughtful recommendations
regarding CBT treatment for psychiatric populations.

This research has several limitations. First, the author has no
expertise in the field of philosophical health. More dialogue across
disciplines, from philosophy to clinical psychology and psychiatry,
must be carried out to develop the proposed arguments. Another
limitation is that this article is based on a scoping review and not on a
systematic literature review. Further research is needed to develop a
more systematic overview of the use of value-based approaches
within the CBT field and psychiatric research. Finally, this research
mainly includes research from Western European countries, which

will bias the analysis of the arguments on a more global level.

4 | CONCLUSION

The so-called third wave”®”* developed CBT in the direction of mind-
training techniques (e.g., mindfulness, metacognition, and insight
therapy), which made the connection with philosophy, ethics, and
values more obvious. Philosophical health opens up a new path that
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takes us beyond the somatic and psychological health paradigm. This
path could complement CBT development through its focus on
techniques that support flexibility and self-inquiry (asking questions
about one's personal limits without rushing to find answers) and
meditative methods (e.g., loving-kindness and compassion practices).
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