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INTRODUCTION

Cognitive analytic therapy (CAT) emerged as a promising integrative psychotherapy in the early 
1980s, pioneered by Dr. Anthony Ryle in the United Kingdom.[1] Th is therapeutic approach 
combines elements from cognitive therapy, object relations theory, and social development theory 
within a unifi ed framework, featuring a well-developed methodology and structured theory to 
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identify and address maladaptive behavioral and interpersonal 
patterns.[2] Much research has been done in the last 20 years 
that supports the use of CAT in clinical practice for several 
mental disorders.[3] CAT is widely used in the UK and several 
other countries, both in the National Health Service (NHS) 
and private sectors, particularly for clients with personality 
disorders.[4,5] Th is narrative review aims to provide clinical 
psychologists with a comprehensive yet easy-to-understand 
guide on incorporating CAT into their therapeutic repertoire. 
It examines the theoretical foundations, describes the 
therapeutic process, and reviews the real-world results 
of studies published in peer-reviewed journals. Clinical 
psychologists increasingly encounter clients with complex 
personality structures and persistent interpersonal diffi  culties, 
requesting integrative therapeutic approaches like CAT.
[6] CAT’s integrative narrative methodology allows these 
clinicians to address symptomatology and reformulate deep-
seated relational dynamics.[7] Th e primary objective of this 
article is to provide healthcare professionals with a robust 
framework that integrates theory and practice, including using 
current evidence to demonstrate its eff ectiveness. It closely 
examines issues such as the duration of therapy sessions, the 
collaborative approach between therapists and clients, and 
strategies for promoting cultural sensitivity in clinical practice.

Aim and objectives

Th e goal of this review article is to provide detailed guidelines 
for clinical psychologists conducting sessions based on CAT. 
Th e review has the following objectives: 

• To present a clear exposition of the theoretical 
foundations underlying CAT, including the 
conceptualization of “problem procedures” and 
“reciprocal roles” as they relate to early relational 
experiences.[2,8]

• To outline the systematic stages of the CAT process, 
highlighting the phases of reformulation, recognition, 
and revision.[8-10]

• To summarize the empirical evidence supporting CAT’s 
eff ectiveness in treating complex conditions such as 
personality disorders, chronic pain, and psychosis.[2,11-13]

• To off er practical clinical guidelines regarding 
treatment duration, session structure, therapist–client 
collaboration, and cultural adaptations.[9,12]

• To propose future directions for research and practice, 
emphasizing strengthening the evidence base through 
rigorous study designs.[2,12]

Th eoretical foundations of cognitive analytic therapy

CAT is distinct from traditional cognitive behavioral therapy 
(CBT) since it uses an integrated framework that combines 

cognitive, relational, and developmental theories.  CBT, on 
the other hand, primarily focuses on cognitive distortions 
and behavioral patterns.[13] CAT's focus on "reciprocal 
roles" and "problem processes" connects past relationships 
to current problems and gives us a deeper look at how 
people interact with each other.[2] CAT's collaborative tools, 
like the reformulation letter and sequential diagrammatic 
reformulation (SDR), help clients understand and get 
involved, which makes it especially useful for conditions 
with complicated relationships, like borderline personality 
disorder.[5] CBT is very structured and based on research, yet 
it may not be the best way to deal with long-standing patterns 
of behavior amongst people.  CAT's fl exible approach, which 
lasts for 16 to 24 sessions, strikes a balance between depth 
and practicality. Th is is helpful in places like the NHS where 
resources are restricted.[2] Fundamentally, CAT is based on 
the idea that maladaptive thought, emotion, and behavior 
patterns, which the therapy refers to as "problem procedures", 
cause psychological distress.[14] Th ese are ingrained methods 
of interacting with oneself and others, shaped by early 
life experiences and internalized through key relational 
interactions.[15] According to CAT's theoretical model, these 
problematic patterns appear as "reciprocal roles," in which 
people unintentionally reproduce dysfunctional dynamics 
that originate from formative relationships.[16] According 
to this model, early negative experiences frequently lead to 
infl exible interpersonal roles that, if left  unchanged, prolong 
psychological suff ering into adulthood. CAT provides 
a structured framework that enables clinicians to work 
collaboratively with clients, mapping recurring patterns and 
fostering insight into the relational context underlying the 
client's current diffi  culties.[17] By emphasizing interpersonal 
patterns and internal cognitive processes, CAT eff ectively 
integrates relational and developmental theories with 
cognitive therapy.[1] A more thorough comprehension of 
a client's challenges is made possible by incorporating 
relational and cognitive approaches into CAT.[18] For example, 
when applied to personality disorders or cases involving 
complex trauma, the therapy aids in identifying how deeply 
ingrained relational patterns exacerbate symptoms.[5,2,19] By 
collaboratively working through these patterns, clinicians 
and clients can explore alternative ways of relating that might 
reduce distress and promote adaptive functioning.[20]

Problem procedures and reciprocal roles

A distinguishing feature of CAT is its emphasis on “problem 
procedures”.[21] Th ese refer to established but maladaptive 
ways of thinking, feeling, and behaving acquired early in 
development.[22] Th e individual’s internal narrative oft en 
maintains problem procedures and is deeply intertwined 
with expectations about self and others. Th e concept of 
“reciprocal roles” further elaborates on this by positing that 
individuals adopt fi xed roles within their interpersonal 
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relationships.[23] Th ese roles are templates formed in response 
to early interactions and continue to infl uence behavior long 
into adulthood.[1] Recognizing these reciprocal roles in a 
client’s relational history is a critical step in CAT. Th rough 
a collaboratively constructed reformulation, clinicians help 
clients identify the dysfunctional patterns that may have 
served as protective mechanisms but now contribute to 
distress. As clients become more aware of these patterns, they 
are empowered to challenge and alter them.[24]

Collaborative reformulation and the therapeutic process

Collaborative reformulation is a central component of the 
CAT methodology.[25] Th is process involves creating a shared 
understanding or “map” of the client’s problem procedures 
and their origins. Th rough this dialogue, the therapist and 
client identify the stages in which maladaptive patterns were 
formed and understand how these infl uences continue to 
shape current relationships.[25-27] Th is collaborative process 
builds insight and forms the basis for subsequent therapeutic 
intervention. Th e process of reformulation in CAT is typically 
followed by the stages of recognition and revision, which 
will be discussed in greater detail in the upcoming section 
on therapeutic stages.[27] Together, these phases ensure that 
the client gains insight and practical strategies for change. 
In so doing, CAT contributes to sustained improvements in 
psychological well-being.[25]

Stages of therapy in cognitive analytic therapy

CAT is characterized by its structured yet fl exible therapeutic 
process. Th e treatment generally contains three primary 
stages, each designed to build progressively upon the 
previous phase: reformulation, recognition, and revision.[2,25]

• Reformulation stage

When a patient and therapist work together to write or 
diagrammatically summarize the person's challenges, this 
is known as reformulation.[28] By off ering a concise and 
well-organized narrative that connects previous relational 
experiences to present-day ideas, emotions, and behaviors, 
this reformulation helps make sense of the patient's 
experiences. Th e goal of the reformulation phase, the fi rst 
stage of CAT[29], is to establish a clear, mutual understanding 
of the client's problems. At this point, the client and therapist 
collaborate to create a narrative that illustrates the client's 
approach to resolving issues and the respective roles each 
party plays in the relationship. Th e therapist prepares for a 
more thorough examination of the underlying relational 
dynamics by fusing the client's past with present issues. 
Th is phase typically occurs early in CAT, usually within 
the fi rst three to six sessions of a typical course of therapy 
that lasts sixteen to twenty-four sessions.[1,12] Th e primary 

purpose is to help the client and the therapist develop a 
shared understanding of the client's emotional diffi  culties, 
relationships, and recurrent behavioral patterns.[30,7] Th e goal 
of this structured and cooperative stage is to provide the 
client with a clear, nonjudgmental account of their struggles, 
which will serve as a guide for the remainder of the therapy.
[7,31,32] To put it another way, the reformulation oft en takes 
the form of a CAT diagram, which visually represents the 
patient's coping mechanisms and relational patterns. As a 
tool for introspection and self-awareness, this diagram helps 
patients understand how their challenges have arisen and 
how they can begin to confront and address them.[1,33]

Purpose of the reformulation stage 

• Clarify patterns: Identify and describe the client’s 
disturbed patterns of thinking, emotional dysregulation, 
and behavior, particularly those that are repetitive and 
self-defeating.[3,1]

• Build a collaborative alliance: Th is will create a shared 
language and understanding between therapist and 
client, strengthening the therapeutic relationship.[13]

• Provide insight: Help the client see how their early 
experiences shape current behaviors and relationships 
through the lens of reciprocal roles and procedures.[1]

• Set goals: Establish a focus for therapy by highlighting 
specifi c patterns (target problem procedures) to work on 
and potential “exits” (healthier alternatives).[3,1]

• Empower the client: Off er a compassionate, non-
blaming narrative that validates the client’s experiences 
and fosters hope for change.[1,34]

Key components of the reformulation stage

Th e reformulation stage involves several structured activities 
and tools that are developed collaboratively between the 
therapist and the client. Th ese include:

• Gathering information

Th e therapist conducts a thorough psychotherapeutic 
assessment by asking open-ended questions, reviewing the 
client's case history, and discussing current problems and 
distortions. Th is involves examining childhood experiences, 
relationships, and signifi cant life events to determine the 
origins of bad habits.[1]  Th e client completes a structured 
questionnaire to gather information, prompting refl ection on 
personal history, relationships, and recurring diffi  culties. Th e 
questionnaire helps identify traps, dilemmas, and snags. Th e 
therapist also includes the clients’ verbal and written accounts 
of their lives, challenges, and goals during sessions.[5,35]

• Identifying reciprocal roles
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Reciprocal roles (RRs) are patterns of interaction learned 
early in life, oft en from relationships with caregivers or 
signifi cant others, that shape how the client relates to 
themselves and others.[5] Th e therapist and client identify 
these roles by exploring how early experiences (e.g., being 
criticized or neglected) have led to internalized patterns that 
persist in adulthood. For example, a client who experienced 
a critical parent may adopt a “critical–criticized” role, 
where they either blister themselves or expect criticism 
from others.Reciprocal roles help explain why clients repeat 
unhelpful relationship patterns and provide a framework for 
understanding emotional triggers and behaviors.[4,5]

• Mapping target problem procedures (TPPs)

Target problem procedures are repetitive, unhelpful patterns 
of behavior, thoughts, or emotions that maintain the client’s 
diffi  culties. Th ese are sequences (e.g., “If I feel rejected, I 
withdraw, which leads to more isolation”).[1,34]

• Sequential diagrammatic reformulation (SDR)

Th e SDR, also called a “map” or “diagram,” visually represents 
the client’s reciprocal roles and procedures. It illustrates 
how early experiences lead to specifi c roles, manifesting 
as problematic adult behaviors.[35,36] During therapy,the 
therapist draws a diagram with the client, linking reciprocal 
roles to specifi c behaviors, emotions, and outcomes. Th e SDR 
provides a visual tool that clients can refer to throughout 
therapy to understand and track their patterns. It is oft en 
revisited and refi ned as therapy progresses.[37,38]

• Reformulation letter

Th e reformulation letter is a written narrative, typically 
draft ed by the therapist and shared with the client around 
sessions 4–6. It summarizes the client’s life story, key 
reciprocal roles, target problem procedures, and therapy 
goals in a compassionate, nonjudgmental tone.[39]

Process of the reformulation stage

Initial sessions (1–3): 

Th e therapist builds rapport, gathers information through 
discussion and the psychotherapy fi le, and begins identifying 
reciprocal roles and procedures. Th e client is encouraged to 
share their story, focusing on relationships, challenges, and 
emotional patterns.[40,41]

Collaborative analysis: 

Th e therapist and client work together to identify and 
describe key patterns, utilising CAT concepts such as traps, 

dilemmas, and snags. Th e SDR is oft en developed as a rough 
sketch and refi ned over sessions.[40,1]

Draft ing and sharing the reformulation letter: 

Around sessions 4–6, the therapist presents the reformulation 
letter, synthesising the client’s history and patterns. Th e 
client’s feedback is incorporated to ensure accuracy and 
alignment.[1,32,40,42,]

Setting the stage for therapy: 

Th e reformulation provides a shared framework for the 
rest of the therapy, guiding interventions like recognizing 
patterns in real-time, practising exits, and addressing 
relational dynamics (e.g., transference).[40] Th e reformulation 
stage is unique to CAT because it integrates the client’s 
personal history, current behaviors, and relational patterns 
into a cohesive framework using specifi c tools, such as the 
reformulation letter, SDR, and identifi cation of reciprocal 
roles and procedures.[41,43] It promotes insight, validates 
the client's experiences, and sets a foundation for targeted 
therapeutic work. A well-articulated reformulation is 
important because it serves as a therapeutic blueprint for 
eff ective treatment.[1,32] Th is stage's map illustrates the 
primary patterns that require attention and serves as a guide 
for tracking progress during therapy. Th is process is also 
collaborative, which helps build a strong therapeutic alliance, 
a crucial step for the subsequent stages of treatment.[1]

Recognition stage

Building on the reformulated narrative, the recognition 
stage involves assisting the client in identifying when and 
how these problematic patterns arise in everyday life. In this 
phase, the patient starts to recognize how their relational 
patterns and coping strategies contribute to their current 
diffi  culties.[3,21,44] During this phase, the CAT diagram is a 
vital tool that provides patients with a visual representation 
of their behavior and helps them recognize when they are 
slipping into harmful patterns. Th e client must understand 
the relational and cognitive cues that trigger dysfunctional 
reactions in order to progress through this phase. To promote 
this understanding, clinicians frequently employ refl ective 
exercises and self-monitoring.[44]

Th e recognition phase is pivotal because it shift s insight from 
a conceptual understanding to a practical, lived experience. 
Clients learn to notice early signs of maladaptive patterns, 
including automatic thoughts, emotional responses, or 
specifi c interpersonal behaviors. Enhanced awareness in this 
stage empowers clients to intervene before these patterns 
intensify and become overwhelming.[32,44]

Th e recognition stage in CAT is a critical phase that follows 
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the reformulation stage and typically occurs around the 
middle sessions of a standard 16–24 session CAT course, 
approximately sessions 6–12.[40] Th is stage builds on the 
shared understanding established during reformulation, 
focusing on helping the client recognize, in real-time, the 
unhelpful patterns (reciprocal roles and target problem 
procedures) identifi ed earlier.[11,45]

Th e goal is to increase the client’s self-awareness and ability 
to notice when they enact these patterns in their thoughts, 
emotions, behaviors, or relationships, paving the way for 
change in the subsequent revision stage.[43,44,46] Below is 
a detailed description of the recognition stage, including 
its purpose, process, components, and signifi cance. Th e 
recognition stage involves helping the client develop the 
ability to observe and identify problematic patterns in their 
everyday life, both within and outside the therapy room.[40]

It shift s the focus from understanding the origins of these 
patterns (established in reformulation) to actively noticing 
them in the present.[19] Th is stage is collaborative, with the 
therapist and client working together to monitor and refl ect on 
instances where reciprocal roles or target problem procedures 
(TPPs) are activated.[44] Tools like the SDR and reformulation 
letter are frequently revisited to guide this process. Th e 
recognition stage is essential because it empowers clients to 
take a dynamic role in therapy by becoming more conscious 
of their automatic behaviors and emotional triggers. Th is 
increased self-awareness is a prerequisite for making 
intentional changes in the revision stage.[2,44]

Purpose of the recognition stage 

Enhance self-awareness: Assist clients in identifying when 
they are engaging in unhelpful patterns (e.g., traps, dilemmas, 
or snags) in real-time, both in their daily lives and within the 
therapeutic relationship.[40]

Link past to present: Reinforce the connection between 
early experiences (captured in reciprocal roles) and current 
behaviors, making the reformulation framework more 
tangible.[2,44]

Strengthen the therapeutic alliance: Encourage clients to 
actively observe and discuss their patterns with the therapist 
to foster a collaborative approach.[44]

Prepare for change: Help clients recognize opportunities 
to interrupt or modify problematic patterns (i.e., identify 
potential “exits”) to build the foundation for the revision 
stage.[2]

Reduce automaticity: Decrease the automatic, unconscious 
enactment of unhelpful patterns by making them more 
conscious and manageable.[40]

Monitoring and self-observation

Clients are encouraged to actively monitor their thoughts, 
emotions, and behaviors outside therapy sessions, using the 
reformulation framework as a guide. Th ey may be asked to 
keep a diary or note instances where they notice their patterns 
(e.g., “I avoided a social event because I feared rejection”).[6]

Techniques: 

• Self-monitoring exercises: Clients track specifi c 
situations where TPPs (traps, dilemmas, or snags) are 
triggered, noting the context, emotions, and outcomes.[16]

• Rating sheets: Clients may use structured forms to rate 
the frequency or intensity of specifi c patterns, helping 
them quantify and refl ect on their behaviors.[2]

• In-session refl ection: Th e therapist facilitates discussions 
about recent events, helping the client relate them to the 
SDR or reformulation letter.[6,2]

Revision stage:

In this stage, the patient makes a concerted eff ort to alter 
unhealthy behaviors by creating healthier substitutes. 
Together, the patient and the therapist create new, more 
adaptive, and goal-aligned ways of feeling, thinking, and 
acting. Th is may involve learning new coping mechanisms, 
exploring various approaches to managing challenging 
situations, and fostering more positive interpersonal 
dynamics.[47,48]

Termination stage:

Since it allows patients to consolidate their progress and 
prepare for life aft er therapy, the termination stage of CAT 
is an essential component of the therapeutic process. In 
this phase, the patient and therapist review the completed 
work, consider modifi cations, and discuss how the patient 
can apply the knowledge and skills they have acquired.[48]

Th e ending phase oft en involves a discussion of endings 
in general, as CAT recognises that many individuals have 
diffi  culty with endings due to past relational experiences. 
Th is phase provides an opportunity to explore any feelings of 
loss, anxiety, or uncertainty that may arise as therapy comes 
to a close and to work through these emotions in a supportive 
environment.[2] In this stage, Patients leave with a clear 
understanding of their progress, tools for self-management, 
and resources for ongoing support.[13]

Empirical evidence supporting cognitive analytic therapy’s 
eff ectiveness

CAT has gotten more and more scientifi c evidence for how 
well it works to address complex mental health issues like 
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personality disorders, chronic pain, and psychosis. A key 
randomised controlled trial (RCT) by researchers[49] showed 
that CAT worked better than treatment as usual for borderline 
personality disorder (BPD), with signifi cant improvements 
in social functioning and fewer symptoms.  Th e study 
demonstrated that CAT can modify long-standing patterns 
of behavioral and relationships through its collaborative 
reformulation process, which promotes insight and behavioral 
change.[5] Some researchers[50] also combine much clinical 
evidence to show that CAT's structured but fl exible framework 
is perfect for personality disorders, because harmful roles 
keep people in distress. Th eir work shows how CAT's 
integrative approach combines cognitive and relational factors 
to get long-lasting therapeutic results. Some psychotherapists 
did a preliminary study of short CAT therapies for chronic 
pain and found that they signifi cantly reduced pain-related 
suff ering and improved psychological well-being in people.[51]

Th is study demonstrates that CAT's focus on mapping 
social dynamics and issue procedures helps clients reframe 
their pain experience, addressing both psychological and 
interpersonal elements.[13] Some researchers did a case study 
on psychosis that showed that CAT works to lessen psychotic 
symptoms and improve how people get along with each 
other. CAT helped clients fi nd and change harmful patterns 
related to psychotic experiences by employing SDR.[52]

Th is is a promising alternative to traditional CBT for 
psychosis.[11] Some psychotherapists examined how CAT may 
be used in diff erent situations and found that it worked well 
for treating complex trauma and personality disorders using a 
time-limited, relational approach.[52] Th is adds to the evidence 
that CAT is fl exible. Recent research, such as a case series by 
some researchers, supports these fi ndings by showing that 
CAT can help people with severe mental health problems 
by helping them understand themselves and their problems 
better.[43] Research in 2014 points out that these studies have 
several limitations, such as small sample sizes and the need for 
larger-scale RCTs. However, taken together, this evidence base 
shows that CAT is eff ective at treating complex conditions by 
using its integrative, collaborative framework. More rigorous 
studies are needed to strengthen its empirical foundation.[33]

Use of CAT in diff erent clinical conditions

CAT works well for complicated mental illnesses that cause 
many problems with relationships and social interactions, 
primarily when they are based on early experiences.  Some 
important conditions are: 

• BPD: CAT signifi cantly improves interpersonal functioning 
and reduces symptoms in BPD, off ering a time-limited (16–
24 sessions) alternative to therapies like dialectical behavior 
therapy (DBT) by focusing on relational narratives.[2,43,49]

• Eating disorders: CAT addresses relational triggers in 

anorexia and bulimia, improving symptom management 
compared to CBT’s symptom-focused approach.[34,2]

• Chronic pain: CAT reduces pain-related distress and 
enhances coping by reframing emotional responses, 
complementing traditional pain management.[13]

• Psychosis: CAT helps manage psychosis by integrating 
fragmented experiences and addressing relational 
triggers, off ering advantages over CBT for psychosis.[11]

Guidelines for clinical psychologists about when to choose 
CAT

CAT works exceptionally well for individuals whose unhealthy 
ways of interacting with others are deeply ingrained from their 
early childhood. Th ese patterns oft en show up as harmful, 
repeating behaviors in relationships. For example, a client with an 
emotionally unstable personality disorder, BPD type, who keeps 
getting into "critical–criticized" dynamics.  Th e reformulation 
stage of CAT, which uses tools like the reformulation letter and 
SDR, makes these roles clear and helps clients see how their 
early relationships aff ect how they interact with others now.[2]

CAT's organized 16–24 session model is great for places with 
limited resources, like the UK's NHS public health system. 
Its short length makes it possible to provide deep yet quick 
therapeutic intervention, striking a balance between depth 
and usefulness.[49]

Clients who react well to treatment that focuses on working 
together and gaining insight are a good fi t for CAT.  Th e 
reformulation letter and SDR create a shared story that 
validates clients' experiences and helps them gain a deeper 
understanding of themselves [Table 1]. Th is renders 
it appealing to people who value understanding over 
prescriptive solutions.[40]

Table 1: Comparison of CAT with CBT and DBT
CBT DBT CAT
Targets cognitive 
distortions 
and behavior 
modifi cation. 
Eff ective for specifi c 
symptoms but 
less focused on 
relational dynamics

Designed for BPD, 
focuses on emotion 
regulation and 
distress tolerance. 
Resource-intensive 
and longer-term.

Integrates cognitive, 
object relations, 
and social theories, 
using reformulation 
letters and SDR to 
address relational 
patterns. Shorter 
(16-24 sessions), 
ideal for insight-
oriented therapy in 
resource-limited 
settings.[12,13,39]

CBT: Cognitive behavioral therapy, DBT: Dialectical behavior therapy, 
CAT: Cognitive analytic therapy, BPD: Borderline personality disorder
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Th e relational focus of CAT is helpful for more than just BPD. It 
can also help with chronic pain, psychosis, or eating disorders, 
when problems with relationships make symptoms worse. CAT 
is diff erent from previous therapies because it looks at how 
relationships aff ect the way symptoms show up.[11,13]

Considerations for choosing CAT

Client suitability: CAT is most eff ective for clients who 
are psychologically minded, capable of refl ecting on 
relationships, and motivated for time-limited work. Th ose 
with severe emotional dysregulation may still require DBT’s 
skills focus initially [Table 1].[13]

Th erapist expertise: CAT requires training in its specifi c tools 
(e.g., SDR, reformulation letters), so clinician competency is 
critical.[40]

Contextual factors: In settings with fewer resources or 
shorter treatment windows, CAT’s structured brevity is a 
practical advantage. However, in cases requiring intensive, 
long-term support (e.g., severe BPD with self-harm), DBT 
may be more appropriate.[13,42]

Future directions

Even though CAT is still an eff ective clinical intervention, 
some areas still need more study. First, more RCTs are 
required to provide higher-quality evidence across a variety 
of clinical conditions and populations. Th e methodological 
rigor of recent studies varies, despite the encouraging results; 
therefore, more research with larger sample sizes and more 
robust designs is required.[45]

Examining how well CAT works in conjunction with other 
therapeutic modalities may demonstrate the benefi ts of 
integrative care. To treat patients with severe or chronic 
mental health disorders, for example, it may be helpful 
to look at how CAT interacts with medication or other 
psychotherapeutic approaches.[48]

To guarantee CAT's worldwide applicability, its cultural 
adaptations must be further developed. Future research 
could examine cross-cultural comparisons to evaluate how 
changes to the therapeutic process improve results in various 
social contexts. Th e maintenance and advancement of 
clinical expertise ultimately depend on continuous training 
and supervision in CAT techniques. Integrating an evidence-
grading system into clinical training programs will help 
clinicians make well-informed treatment decisions based 
on the best available research, as more empirical evidence 
becomes available.[43,51]

CONCLUSION

CAT is an integrative, evidence-based approach practical for 

complex mental health conditions like borderline personality 
disorder, eating disorders, chronic pain, and psychosis. It is 
an organized yet adjustable framework that tackles cognitive 
and interpersonal processes, backed by methods like SDR. 
Th is review demonstrates the utility of CAT in clinical 
settings, but also highlights the need for additional rigorous 
studies and cultural adaptations, particularly in regions 
such as India. Future research should enhance CAT’s global 
applicability.
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