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Examining the Variables That Are Common to
Most Therapies

It is not that we do not have enough ideas about the best way to help people
to change; we have too many. The prevailing movement in the field today is
toward reconciling the differences between diverse approaches and finding
their common factors. This trend has been shaped by several phenomena: (1)
research findings indicating that a few core elements are at work, (2) a
proliferation of eclectic points of view, and (3) sociopolitical pressures to
develop a unified professional discipline (Goldfried, 1982b; Wogan and
Norcross, 1985).

In spite of pressures both within and outside our profession to show a
unified front, it is surprisingly difficult to find agreement about what effective
therapy should be like. In a survey of therapists’ beliefs about what
constitutes good practices, there were only 2 items out of 83 in which there
was agreement by more than 50 percent of respondents: that it is all right to
break confidentiality if a client is homicidal, and that offering or accepting a
handshake is appropriate (Pope, Tabachnick, and Keith-Spiegel, 1988).
Although the focus of the study was on ethical rather than technical practices,
it nevertheless points out the difficulty we have in coming to a consensus

about anything.

A Consensus on Critical Moments
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There is optimism for the future that we are getting closer to a
consensus regarding what are “good” and “bad” moments in therapy. Lazarus
(1986, p. 167), believes that the hope in our profession lies in the integration
of all the disciplines and theories into a technical eclecticism that draws on
universal principles of what works consistently: “All effective therapists must
straddle the fence between science and art. In a patient with bipolar affective
disorder in a florid manic phase, psychopharmacologists have demonstrated
that lithium carbonate, alone or combined with neuroleptics, is strongly
indicated. The art consists of persuading the patient to comply with the
medical prescription, as well as addressing intrapersonal factors or

interpersonal networks that might require attention.”

Indeed the scientific and artistic foundations for psychotherapy come
together not in theoretical structures, but in a consensus of certain practices.
In a survey of therapist beliefs about optimal professional practice, Mahoney,
Norcross, Prochaska, and Missar (1989) found a convergence of perspectives.
Although the 500 psychologists who participated in the study represented the
full range of theoretical perspectives (approximately 25 percent
psychoanalytic, 15 percent behavioral, 10 percent humanistic, 13 percent
cognitive, 32 percent eclectic), there was some agreement about what
interventions consistently facilitate client change. According to the
participants, all effective therapists foster hope in their clients’ expectations,

provide support and encouragement, and clarify feelings, thoughts, issues,
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and themes.

As much as we might disagree with one another over philosophical
issues, most therapists do follow customary procedures when confronted
with certain specific situations. For example, the process for completing a
mental status exam has become virtually standardized, as have assessment
procedures for determining suicidal risk. Therapists of virtually all

allegiances share a common belief in the utility of certain testing materials.

There are also certain events or moments in therapy that would be
considered significant by almost all practitioners. They may be viewed as
especially meaningful because of their relationship to successful outcomes, or
because they are turning points in the direction that therapy takes. Usually
there is some agreement between client and therapist that indeed something
important has happened. It can be a “felt sense” that something has changed.
There may also be behavioral evidence, characterized by increased intensity
in vocal quality, accelerated activity, energy, expressiveness, and involvement
(Rice and Wagstaff, 1967). These are magic moments. They are events in

which things forever seem transformed.

From research and from many theoretical approaches, Mahrer and
Nadler (1986) synthesized a list of “good moments” in therapy that are found

in the work of most practitioners. These include the following themes, which
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are illustrated with representative client statements:

1. Revealing significant material about self. “I've never really told
anyone before about the way my father would act when he
got drunk. Even now, when my family gets together, we

pretend like it never happened.”

2. Sharing personal and meaningful feelings. “I know it doesn’t make
sense that I would be so devastated, but ever since I got the
report about my low sperm count I just can’t pull myself
together. It means I'll never be able to have a part of me
living in my child. It's so damn unfair after everything else

I've been through! I feel so angry I could explode!”

3. Exploring issues that have previously been warded off. “When you
pointed out a few weeks ago how self-obsessed I was, that I
couldn’t get out of my stuff long enough to appreciate
anyone else’s position, I felt hurt and misunderstood. But I
think you are absolutely correct: I have been reluctant to

look at how self-centered I am .”

4. Demonstrating a degree of insight into the meaning and implications
of behavior. “I've been blaming my parents for me being late
to school — as if it’s their job to wake me up every morning
and get me ready. The truth is that I use them as an excuse
for my troubles in a lot of areas we have been looking at. Yes,
they fight a lot. Yes, they don’t set limits with me the way
they probably should. But it's my problem, and only I can do

something about it.”
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5. Being highly expressive and vibrant in communications. “I can’t
believe he called me. ME! I never thought he even noticed me.
But he called — Can you believe it? This is so incredible! I
just want to hug you, I feel so happy.”

6. Sharing strong positive feelings toward the therapist and the way
things are progressing. “You've helped me so much. I can
finally stand up to people like never before. I don’t feel like
anyone can push me around anymore — not my kids, my ex-
husband, or my boss. And yet you've helped me to retain the
softness and sensitivity that is so important to me. I can’t
thank you enough.”

As I read over this list of “good moments” in therapy, I feel a little
wistful: they do not happen often enough. We wait weeks, sometimes months,
before we see evidence of these signals that things are progressing. And for
every good moment in therapy to which we could agree, there are also some
perfectly awful moments as well — when silence drags on forever, when a
client becomes abusive, when appointments are canceled without

explanation.

If we can agree on which manifestations of client behavior are generally
good or bad, the next task is to try to identify what is likely to facilitate
desired goals. In a review of factors across all therapies that account for
significant client progress, Lambert (1986) calculated the percentage of

improvement that is a function of each variable. The most important single

The Compleat Therapist 9



variable, accounting for 40 percent of significant growth, Lambert labeled
“spontaneous remission.” This includes all those factors that are part of the
client’s natural functioning, ego strength, developmental and homeostatic
mechanisms, and social support. Another 15 percent of improvement results
from placebo effects, which Lambert prefers to call “expectancy controls”
because of their specific rather than nonspecific influence. So far, then, we
have over half of generic psychotherapy’s positive effects accounted for by
client variables that are encouraged and facilitated by the clinician:

expectations, resources, and developmental processes.

Once we get into the actual psychotherapy, about 30 percent of its
effects are the result of common factors — such universal mechanisms as
catharsis, empathy, trust, insight, modeling, warmth, and risk taking. Finally,
only 15 percent of improvement is attributable to any specific interventions
or techniques that are part of a particular treatment modality. This, therefore,
helps to explain why the specifics of what we do seem less important than the
more general principles we follow that are common to most therapeutic

systems.

Karasu (1986) has conceptualized the specific techniques of different
schools of therapy as belonging to one of three general change agents that are

shared by all models:

www.freepsychotherapybooks.org 10



Affective Experiencing. Whether it is called catharsis, emotional arousal,
experiential activities, or the expression of feelings, all therapies deal with
and process emotions. Behavior therapists would use flooding techniques.
Psychoanalysts would use free association. Shared dialogue, role playing,
bioenergetics, or any one of a hundred other techniques would also access the
same material and accomplish similar goals: the identification, clarification,

and expression of feelings.

Cognitive Mastery. There is also an intellectual insight component to
most therapies in which clients explore the reasons and motives underlying
their difficulties. There is great diversity, of course, in the way this area is
addressed, with psychoanalysts using interpretation, behavior therapists
preferring thought-stopping, existentialists exploring personal meaning, and
cognitive therapists attacking the belief systems directly. Nevertheless,
almost all therapists give some attention to what and how clients think about
themselves and their life predicaments. Almost all therapies try to alter

clients’ perceptions of self and the world.

Behavioral Regulation. The third change agent is not within the
exclusive province of behavior therapy alone. Any focus on behavior — giving
direct feedback, identifying problem areas, selectively reinforcing desirable
responses (even if they are only shared feelings) — are examples of how even

a client-centered clinician would deal with behavioral dimensions.
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These three general points of agreement among most effective
therapists are only the beginning of what may be considered a consensus. The
balance of this chapter is devoted to addressing more specifically many other
factors that are common to the work of most effective therapists. While
hardly an exhaustive treatment, this discussion does represent a summary of
those factors that we can be reasonably sure most practitioners would agree
are significant. These include supportive elements within the context of the
therapeutic relationship, processes that lead to self-awareness and
exploration, and variables that all ow the therapist to influence the client’s

perceptions and behavior.

The Therapeutic Relationship

Of all the elements we might name, none receives more attention —
both in theory and in practice — than the alliance between client and
therapist. It is the glue that binds everything we do and the context for every
intervention. A productive, open, and trusting relationship is, quite simply,
the single most necessary prerequisite for effective psychotherapy (as we

currently know and understand it) to take place.

The Relationship as the Basis for All Effective Therapy. The existential or
humanistic therapist places primary emphasis on a relationship with the

client that is supportive, authentic, nurturing, caring, accepting, trusting, and
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honest. All other types of clinicians — regardless of their espoused
allegiances or belief systems — also spend some time developing a
relationship that they consider to be necessary for anything else they might
do. Most contemporary psychoanalysts, for example, no longer maintain the
strict neutrality that was originally advocated by Freud, but rather seek to
establish a more authentic encounter (Messer, 1988). And even those
orthodox practitioners who do believe in maintaining a degree of distance so
that transference feelings are not compromised still believe that their
relationship with a client is central to the analytic work that follows. Behavior
and cognitive therapists will also now readily acknowledge that their
interventions are likely to be more effective if implemented within the
context of a relationship that is trusting and open (Wolpe and Lazarus, 1966;
Goldfried and Davidson, 1976; Arnkoff, 1983; Linehan, 1988). I recall at
ending one of Albert Ellis’s “road shows” during the 1970s and listening to his
very strident presentation on the values of rational-emotive techniques while
ridiculing Carl Rogers’s emphasis on the therapeutic relationship, which he
considered mostly a waste of time. He told us that therapy should be
businesslike, direct, rational, and logical, concentrating on incisive

confrontations of irrational beliefs.

When I volunteered to be a “client” for demonstration purposes, I
discovered that although I felt better after my therapeutic experience, it was

not, as Ellis promised, because of his rational-emotive interventions. What
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helped me more than anything in dealing with the impending death of my
mother was Ellis’s caring and warmth. Ellis — a caring and warm clinician?
He had always seemed so cold and analytic to me from afar. But even before
an audience of hundreds on a stage, I could feel that, for those few minutes, I
was the most important person in the world to him. I could feel his support

and his acceptance.

Yes, he quibbled about the language [ was using to describe my plight.
And yes, 1 did find his different perception of what I was experiencing helpful
— but those techniques had a lot less impact than he thought they did. It was
because I felt close to him, because I felt he cared about me, that I was
motivated to listen to whatever he had to say to me, and [ was willing to try

thinking differently about my mother’s death.

Qualities of Effective Therapeutic Relationships. The therapeutic
relationship in rational-emotive, psychoanalytic, behavioral, or humanistic
psychotherapy includes many of the same characteristics identified by Rogers
(1957) in his influential paper on the subject — that is, a degree of
acceptance, respect, and caring. From their review and analysis of the
literature related to process variables that operate in therapy, Orlinsky and
Howard (1986) further specified the qualities of the therapeutic bond
between client and clinician. They found that the relationship is most helpful

when it consists of the following: (1) an intense investment of energy by both
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client and therapist that is unrelated to any specific techniques or activities
employed; (2) a reliance on roles in which the client demonstrates evidence
of self-expressive attachment to the therapist and the therapist demonstrates
an active collaboration in the process; (3) good personal contact, including a
degree of mutual comfort, mutual trust, an absence of defensiveness,
spontaneity, and reciprocal understanding; (4) sufficient support and
goodwill to permit challenges and confrontation without jeopardizing the

stability of the relationship.

Orlinsky and Howard (1986, p. 336) summarize their findings with the
observation that the personal chemistry between therapy participants is not
unlike the world of molecules — in which some are attracted to one another,
some are repel ed, and some form a bond, depending on their properties:
“Our conception of the therapeutic bond is intended to be analogous to a
chemical bond. Some elements form very strong and stable combinations;
others react with explosive energy; others do little more than prevent each

other from occupying the same space at the same time.”

Moustakas (1986) has described the essence of effective therapeutic
relationships as consisting of three facets: Being In, Being For, and Being
With. The first process, Being In, is synonymous with pure empathy: it is the
experience of entering into another’s body and mind, knowing and feeling

what is going on inside the other. It is being open and responsive to whatever
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pours forth from the client, with a complete absence of judgment, evaluation,
or analysis. It is the therapist’s presence experienced by the client as all-

embracing and accepting.

Being For is, on the other hand, not a neutral posture — for the client
clearly feels the therapist’s presence as an ally and advocate. With this
support for him or her as a person, even if not for a particularly dysfunctional
aspect of self, the client feels the impetus to pursue the arduous path that lies

ahead, knowing there is an experienced guide along for the journey.

Being With encompasses the two previous processes, but involves
recognition of the intrinsic separateness between two people. That is, while
the therapist can try to understand, to enter the client’s world as a companion
and promoter, he or she will always retain part of his or her own identity. It is
client and therapist fully engaged with one another — sharing and exploring
together — but sometimes seeing things quite differently. “Being With
certainly means listening and hearing the other’s feelings, thoughts,
objectives, but it also means offering my own perceptions and views”

(Moustakas, 1986, p. 102).

Reciprocal Bonds. In their evolutionary theory of psychotherapy, Glantz
and Pearce (1989) have made the compelling argument that the reason why

all therapy works is because it satisfies a basic need for human contact and
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engagement. We are a species of tribespeople who, for thousands of
generations, clung together in bands — roaming the earth, camping out on
the plains, living in caves, creating settlements. We are biologically equipped
and naturally endowed to function in a world in which each person lives as
part of his or her tribe, takes care of everyone else, and is in turn nurtured by

all other members of the group.

Psychotherapy was born at precisely the time in human history when
our tribes were disbanded, its members scattered across the globe. No longer
do most people live where they were born, surrounded by their extended
families and those who have been interconnected to their heritage. With
these bonds disintegrated, with people separated from their kin, with families
and tribes broken up through recent “inventions” of divorce, job relocation,
and transportation that makes migration so easy, many, if not most people,

hunger for closer affiliations to others.

The basis for all therapy is the establishment of a relationship that
satisfies the client’s need for nurturance, affiliation, and closeness to another.
This is true not only for traditional individual psychotherapy but for the
innumerable derivatives that evolved into various support groups. In the
United States alone, each week over fifteen million people at end 500,000
different groups for alcoholics, overeaters, sexual addicts, abused children,

disease sufferers, single parents, gamblers, women, men, and cross-dressers.
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“All of a sudden, people are pouring back into churches and synagogues with
a fervor that hasn’t been seen since the '50s. It appears that a great religious
revival is sweeping the land — until you examine the situation a little more
closely. Then you’ll notice the biggest crowds today often arrive in midweek.
And instead of filing into the pews, these people head for the basement,
where they immediately sit down and begin talking about their deepest

secrets, darkest fears and strangest cravings” (Leerhsen, 1990, p. 50).

In their essence, all support groups and forms of therapy create a
surrogate environment that resembles the nurturing, supportive alliances of
our heritage. They satisfy the millions of years of genetic programming that
motivates us to survive based on the ability to form reciprocal bonds with
others. Born without fangs, claws, or great speed or strength, humans have to
rely on their wits and their sense of community. We are thus born with the
intense drive to inspire trust and find it in others, even if, now separated from

our tribes, we are doomed to frustration.

The great majority of clients, in addition to their presenting complaints,
suffer from this need to connect with others. Once the supportive bond has
been established between therapist and client, any number of different

methodologies that follow are likely to be useful.

Self-Exploration Processes
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Catharsis

When Freud and Breuer first collaborated in the 1890s on their new
procedure called the cathartic method, little did they realize they were onto
one of the greatest discoveries ever made about human nature. After Freud
relinquished hypnosis in favor of his “talking cure,” he learned that by simply
allowing people to talk about what is disturbing them, they felt better after

releasing repressed psychic energy.

Freud, as a neurologist, was fond of biological metaphors to explain
psychological phenomena. Thus the notion of catharsis, or the release of
psychic energy, comes from observations related to organic physics. Einstein
pointed out that even inorganic matter is a form of radiant energy that is
released as heat and light when there are small differences in mass (Zukav,
1979). Translated into human metabolic functioning, this means that the
body maintains a precise energy balance. When energy input (food sources)
is greater than energy output (exercise), body weight increases. The surplus
energy available must be dissipated in some way, even if it is in the
production of fat cells. This analogy of dissipating surplus emotional tension

is the basis for understanding the cathartic process.

Now, all practitioners today may not agree with Freud’s explanation for
why catharsis processes work, but they would certainly not dispute the value

of allowing clients to relate their stories with all associated pent-up

The Compleat Therapist 19



memories, feelings, dreams, images, and ideas. Regardless of whether a
practitioner believes in the existence of the unconscious, the libido, or the
mechanisms of repression, there is, nevertheless, a fairly universal
endorsement of allowing clients to express themselves freely, to share their
feelings about their experiences and perceptions, to blow off steam, as it
were. And apart from any other interventions that are employed — that is,
despite what is actually done with the material elicited during catharsis — all

therapies share the view that it is helpful to facilitate emotional release.

It is therefore a common strategy of most practitioners to encourage
clients to tell their stories about how they got them selves into their present
predicament. As a primary or secondary component of this process, clients
are also stimulated to share their thoughts and feelings about what has
occurred. And as a result, several things are likely to happen: (1) they
experience emotional arousal, (2) they become aware of thoughts and
feelings that were previously buried, (3) they feel better as a result of
releasing tension, (4) if they are permit ed to tell their story without detecting
critical judgment in the listener, (5) they feel less shame and more self-
acceptance about what transpired, and (6) they feel closer to the person they

have confided in.

The value of catharsis is one of the few operative variables in therapy on

which almost all of us can agree. Some clinicians use catharsis explicitly as the
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core of their work, facilitating the revelation of disguised as well as conscious
material. Other therapists have enough respect for what this process can do
not to interfere with its natural progression in sessions. We all allow our
clients to talk, to speak whatever is on their minds without fear of ridicule or
condemnation. And we are thus all witnesses to that magical transformation
that takes place in which the client, on unburdening himself or herself, walks

out of our office with a lighter step.

Consciousness Raising

Prochaska and DiClemente (1984b) identify consciousness raising as
the most frequently applied process of change that is used in some form by
virtually every therapeutic system. That is, the object of some part of the
work is to increase the client’s level of awareness about some dimension,
whether this is done through feedback, guidance, or education. This
information is then internalized and used as an aid in generating insight,

facilitating decision making, or initiating action.

One psychologist feels that everything she does with clients — focusing,
structuring, interpreting, reflecting, confronting, even establishing a
therapeutic relationship — is done primarily to help them expand their
relationship with themselves. She describes this phenomenon as it was

played out with one client:
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Jan was twenty-four when I began working with her two-and-a-half years
ago. She sought help for bulimia, which she had since high school, and was
then actively engaged in binge-eating and laxative abuse. She also was
struggling with male relationships and was attracted to men who would
not meet her needs. She had tried to at end college unsuccessfully while
working as a physician’s assistant. Jan was very frightened but willing to
engage in an alliance with me.

In addition to fostering a safe and supportive relationship with Jan,
I encouraged her to establish a relationship with herself. I did this by
assisting her to access her feelings and the well-preserved conflicts
underlying her behavior. We spent time exploring the impact of her
father’s early departure and m other’s desperate clinging to Jan and two
older sisters. We traveled into her self-image, her sexuality, her “shadow,”
her spirituality, her experience of self, others, and life. At every step, |
remained with her in every sense of the word. As our relationship has
evolved, I have also disclosed more of who I am.

Today Jan is free of bulimic symptoms, involved in a warm, loving
relationship with a man for over a year, and just enrolled full time at a
university to pursue a degree in physical therapy. She attributes her
evolving transformation to the journey we embarked upon, a venture that
called her to the self she is still becoming.

The language and concepts that are part of this description of
consciousness raising are quite alien to the experience of many therapists.
Nevertheless, the same notion of introducing clients to ideas that we believe
are helpful to them, and increasing their awareness of how they function in
the world, is a fairly universal mode of operation. Certainly, not every
therapist would agree that raising a client’s consciousness or promoting self-
discovery are sufficient conditions for change to occur, but there would

probably be little argument that it often helps facilitate progress of the action
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stages. Clients will feel more motivated to initiate changes in their lives if they
understand how and why these changes are helpful and what in themselves is
sabotaging their goals. Therefore, all but the most radical of Ericksonian
practitioners (who echo Milton’s sentiments that insight is distracting and
even dangerous) will agree that some degree of self-exploration is generally

helpful.

Patterns of Influence

In addition to those aspects of generic therapy that are supportive and
largely insight oriented, there are also a number of factors that are designed
specifically to influence the client’s self-perceptions and behavior. These
include such things as impacting the client’s expectations for treatment,
creating healing rituals designed to heighten constructive beliefs, actively
reinforcing self-enhancing actions, and facilitating tasks that are likely to
produce desired objectives. Of special significance are those actions the

therapist takes to promote greater self-acceptance.

Most therapies teach people to change what they do not like about
themselves, and to accept what they are unable or unwilling to change. No
matter what the client shares, what he has done, what he thinks or feels, he
will still see the same impassive, all-knowing, all-loving face communicating

total (or near total) acceptance. To the client who has just revealed he has evil
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thoughts, wicked fantasies, or has committed terrible acts, the therapist of
almost any theoretical school will nevertheless respond in a calm, carefully
neutral manner. The client may expect horror, outrage, scolding, disapproval,
and disdain, and indeed it is possible the therapist may be feeling some of this
internally, but what will show on the outside is utter serenity. No histrionics.

No vomiting in revulsion, as the client may well have expected.

This unconditional acceptance has a profound effect on the client
riddled with guilt, shame, and self-loathing: “If this person who seems pretty
bright and together doesn’t think what I said was a big deal, and believes I am
a reasonably nice person, maybe I am all right after all.” The experience of
feeling accepted by another, no matter what one says or does, leads to being

more accepting of oneself.

It is not a deliberate effort on the part of any therapist to initiate a plan
of promoting self-acceptance in the client; it is quite simply one of the
pleasant side effects that happens during the therapeutic hour. Long ago, we
stopped arguing with one another about a few principles that have now
become universally practiced. Prominent among these is the notion that it is
highly desirable and generally helpful to listen with an open mind, to suspend
judgment and criticism, and if not to unconditionally accept everything about
the client, then at least to accept him or her unconditionally as a person, even

if we may only conditionally accept certain aspects of the client’s behavior.
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Placebos and Positive Expectations

The essence of effective therapy is the clinician’s unwavering belief in
his or her capacity to promote healing and the ability to inspire this faith in
others. Frank (1973), Fish (1973), and Pentony (1981) have all advocated
that inspired positive expectancies are the primary ingredient in most change
processes. To the extent that the therapist can help clients believe they are
going to feel better and improve their lives as a result of staying in treatment,

the more likely the results are going to be satisfying.

Internists often give relatively inert medications to their patients
accompanied by confident predictions of how helpful they will be, and are not
the least bit surprised to find that they worked just as they anticipated.
Surgeons have also found that their patients tend to do much better if they
are convinced the scheduled operation will indeed relieve their suffering. And
all professionals realize their effectiveness is based, to a large extent, on their

clients’ positive expectations and trust in their competence.

A universal aspect of therapeutic practice is the establishment of a
setting and aura that fosters belief in the process. All great practitioners
exhibit an image of authority, wisdom, and confidence. They have decorated
their offices carefully, adorning them with symbols of power (diplomas,
licenses, a thronelike chair) and wisdom (books, manuals, file cabinets). They

dress the part of the authoritative doctor or informal confidant, depending on
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the image that is believed to be most desirable. They appear at ease,
comfortable, secure, as if they know exactly what they are doing. They act like

they have been doing this for a long time and they are pretty good at it.

And the “it” doesn’t matter much. Whether the interventions are
medical, systems, or family oriented, or whether they are cognitively,
behaviorally, or affectively based — if the therapist believes with all his or her
heart they will work, and can convince the client they will work, then there is

a great probability they will indeed be helpful.

In a major work summarizing the current research on placebo effects,
White (1982) found that regardless of what medical procedure is used —
surgery, medication, physical manipulation, or talking — 55 percent of
therapeutic effects can be attributable to suggestion. While once the placebo
was conceived of as a distraction and nuisance, Wolberg (1986) states that if
capitalizing on a person’s belief system can have such a profound influence,
much of what all professional helpers do is to promote the natural healing of
the body and mind. We send inspirational messages by both subtle and direct
means — that whatever the client presents is nothing we have not seen
before nor anything we cannot deal with. The fact that we are busy signals
that others must be getting something from what we are doing. Our dress,
style, and trappings all testify that we are qualified experts sanctioned by the

state and profession. And perhaps more than any other single thing that we
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do that is helpful to clients, is that we believe in them and we believe in
ourselves. We believe in the process of therapy. We are in the business of

instilling hope.

Uses of Ritual

Every system of change makes use of rituals that are designed to attract
and maintain the client’s attention as well as to make the healing magic
appear more powerful and impressive. Fish (1973) finds these rituals to be
the basis for much of the placebo effect that maximizes positive expectations
in all therapies. On an even grander scale, Campbell (1972, p. 43) has found
that the function of all ritual “is to give form to human life, not in the way of a
mere surface arrangement, but in depth.” Based on his exhaustive study of
mythology throughout the ages, Campbell believes that the use of ritual
provides a needed structure to life, a symbol of order that repeats our most

instructive themes.

The master of the Japanese tea ceremony uses ritual to perfect the
harmony between the natural world and the human art form. Rites of passage
for birth, death, marriage, or adolescence serve to ease the transition from
one life stage to another. Rituals of religion, fertility, burial, or warfare
provide a degree of comfort because of the power they have come to

symbolize. The hypnotist uses rituals to induce an altered state of
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consciousness that is more susceptible to influence and change. The
behavioral therapist also uses certain operant rituals to reinforce target
behaviors. The technique of systematic desensitization, for example, is an
organized ritual in which clients list their greatest fears, organize them in a
hierarchy, and then face them one at a time after undergoing other rituals of

deep breathing and relaxation training to induce an altered state.

There are rituals we use with every client to help them make the
transition from the outside world to the unique rules of interaction that
operate inside our office. For instance, we begin most sessions with certain
inviolate rituals: the greeting at the door, the walk down the corridor, the
selection of seats, the invitation to begin. Similarly, there are rituals that guide
the ways we close our sessions, as well as those that facilitate transitions

from one subject to the next, or from one mode of operation to the next.

Moustakas (1981, p. 24) describes the uses of rituals in his work with
children. In one case, he was especially struck by the power of ritual as a way

to make contact with an uncommunicative child:

One of the most magnificent experiences I have ever had in therapy was
with Barbara, diagnosed as schizophrenic. Since early childhood she had
been humiliated, taunted, and called hunchback because of severe spinal
curvature. My usual ways of beginning therapy were ineffective. She sat
quietly, silently, numb to nearly all of my interventions. One day she
arrived looking weary and unhappy. She asked for a cup of tea. From this
simple request a process of therapy was initiated which resembled a
Japanese tea ceremony — a series of rituals each containing a special and
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unique meaning, beginning with the quiet preparations and culminating in
the slow, savoring drinking of the tea. At these times, when Barbara spoke,
her words were not edgy or agitated. She communicated different

aspects of her life and described her relations with the people she
encountered during the week. On the whole she lived as a recluse, and
rarely left her home. Our weekly meetings became the pivotal point of her
life. In mysterious ways our rituals awakened her and she began having
regular contacts with others in her neighborhood.

Therapeutic rituals are designed, through their elegance and symbolism
and power, to facilitate an altered state of consciousness that helps the client
to remain more receptive to the therapist’s influence. The most basic of
interventions involves simply persuading the client she or he really has no
problem. When this strategy is embedded in ritualistic patterns, such as
adopting an authoritative manner and tone of voice the client has come to

associate with wisdom and expertise, influential effects are multiplied.

A twenty-year-old man arrives at the office obviously distraught and
embarrassed. He eventually sputters out that he believes he may be gay, and
since this realization, has been seriously considering suicide. When pressed
as to how he arrived at this conclusion, he told a story of having spent the
night with his girlfriend for the first time. Since both of them were virgins,
they consumed quite a bit of wine to appease their mutual apprehension.
When it came time to consummate the act, the young man discovered to his
horror that he was unable to maintain an erection. His girlfriend, who was

also quite inexperienced and insecure regarding her sexuality, became
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terribly frustrated and went into a rage, accusing him of being a homosexual.
On three subsequent occasions he was also unable to become physically

aroused.

The healing ritual became a simple matter of explaining that alcohol
inhibits sexual responsiveness and that failing to get an erection occasionally
was quite normal. He was then reassured the problem would go away on its

own if he would just relax — which it did, after he did.

For this, or any intervention, to have much effect, it must be couched
within the context of the therapist’s rituals. In the
previous example, the simple information and reassurance became
immediately helpful because of the therapist’s ability to create rituals that
inspire trust and confidence so that the client would allow himself to be

influenced by what he heard.

Learning Principles

All psychotherapy is an educational process that facilitates learning
about self and others. Consistent with such models, therapy follows certain
sound principles that operate consistently. Learning can be defined as any
relatively enduring change in behavior that is not due to instinctual drives,
natural growth and development, or temporary states induced by drugs or

fatigue (Hilgard and Bower, 1975).
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Reinforcement. If reinforcement is more broadly defined as support for
some ideas and behaviors as preferable to others, then it is clearly a
mechanism that is part of all therapeutic endeavors. The behavior therapist
has in mind quite another idea, seeing reinforcement as the application of
token economies, contingency contracting, punishment, or variable interval
schedules to increase or decrease the frequency of target behaviors. However,
Garfield (1980, p. 107) makes the interesting point that “the therapist tends
to positively reinforce those responses on the part of the patient which he
views as desirable, and to not actively reinforce or extinguish those responses

which he deems to be undesirable in terms of therapeutic goals.”

This concept is easily observed in the phenomenon that Freudian clients
dream in Freudian symbols, Jungian clients dream in Jungian symbols, and
behavioral clients report that their dreams do not have much significance at
all. In another context, it may be readily observed that the client-centered
therapist becomes more responsive (and therefore reinforcing) when clients
share authentic feelings, the rational-emotive therapist deliberately and
inadvertently reinforces the use of certain phrases and concepts, the
psychoanalytic therapist gives selective attention to processes that are
believed to be most significant, and so on. In short, when we like what clients
are doing or saying, we let them know it. All “unconditional positive regard”
means is that we should avoid the use of punishment when clients say things

we do not want to hear.
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Truax (1966) discovered, after analyzing Carl Rogers’s behavior during
interviews, that he was definitely more reinforcing of some client behaviors
than other. Through the use of verbal acknowledgments and head nods,
Rogers was quite effective in shaping the style in which the clients
communicated, and even the content they focused on. This is true of all other
therapies as well : we tend to reinforce clients, nonverbally and verbally,
unconsciously and directly, when they use the concepts we have introduced,
or act in ways we believe are more fully functioning than their previous

maladaptive patterns.

Habituated Responses. In Seligman’s (1975) model of learned
helplessness or Dollard and Miller’s (1950) notions of acquired neuroses, the
assumption is made that clients have learned to be dysfunctional, and so it is
possible to break these bad habits by learning alternative ways to think, feel,
or act. Most therapies make use of the idea that fears, anxieties, and other
symptomatic behaviors are adaptive in the sense that they are learned
patterns of coping that have certain undesirable side effects (such as the
present discomfort). It is usually proposed in some way that it is possible to
act differently and to learn alternative responses that are more self-

enhancing.

Acquiring New Information. Learning involves the input of new

information that is useful to the organism. A component of each therapy
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system involves providing such knowledge when it is needed. This can take
the form of providing general information about human nature (explaining a
normal developmental stage of growth), about the process of psychotherapy
(explaining the concepts of resistance or transference), about concepts
relevant to the client’s presenting complaint (telling a metaphorical tale), or
other functions that are situation specific (offering guidance about where
other information may be found). There is a part of every therapist’s role in

which he or she becomes a source of knowledge and information.

Transfer of Learning. Behavior becomes maladaptive when people
attempt to generalize their actions from those few instances when it is
functional to many other places where it is not. The client who is highly
intellectual and analytic, who finds these talents useful to him in the financial
arena, encounters only frustration when he tries to apply these skills in
arguments with his wife when she does not feel acknowledged and heard.
Much of marital therapy is necessarily pragmatic, because in order to break
long-standing patterns of interaction, participants are encouraged to transfer
their learning from sessions to their lives at home. This is also true for all
helping approaches in which clinicians urge their clients to apply each week

what they have learned in their therapeutic encounters.

Rehearsal. Most therapies contain some segment of rehearsal, in which

clients are encouraged to practice new ways of thinking, talking, feeling,
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acting. They then receive some degree of feedback from their therapist that is
likely to be helpful when they attempt to apply what they have learned to the
outside world. This is not only true in the behavior therapies, but also in those
that are exclusively insight oriented. Clients practice, at first tentatively,
concepts and ideas they have recently understood to see if they are indeed
valid. They may have just heard they are perceived as timid and so try to act
more assertively in sessions. They have just examined an aspect of how they
relate to authority figures (including the therapist) based on how they were
treated by parents. They begin experimenting with more mature, less
deferential communication styles. If they like the results they get while
rehearsing with their therapist, they will hopefully apply what they have

learned to other relationships.

Discrimination Training. Clients are often helped to distinguish between
those behaviors that are helpful in one setting or situation, such as the world
of commerce, but not necessarily in another, such as the world of love
relationships. As part of the introspective process most therapies offer, some
work is devoted to heightening awarenesses of when and how certain
patterns operate. Clients are thus taught to discriminate between: (1) things
they have done, thought, or felt in the past and things they are experiencing in
the present; (2) aspects of themselves that are self-defeating versus those
that are self-enhancing; and (3) specific instances in which certain strategies

are most likely to be useful.
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Task Facilitation Apart from the learning principles just mentioned,
there are also many tasks that are usually completed in order for lasting
change to occur (Rice and Saperia, 1984). The therapist’s job is to aid the
client along this path — by offering guidance, support, and direction when
and where they are needed. Some of the tasks that are completed as part of

the therapeutic process are illustrated in the following case.

Andrew, at age thirty-nine, has been in therapy most of his life. Although
extremely bright, attractive, and personable, he feels stuck and hopeless. He
lives with his m other, who has enmeshed him in a web of dependence he has
never been able to work his way out of—even with the assistance of a half-
dozen different helpers in the last decade alone. His mother, too, has been in
therapy for quite some time. In fact, at one point, Andrew confided with a
snicker, his mother was seeing three different therapists each week without
any of them knowing about the others’ existence. “If my mother has all those

therapists bamboozled, how am I ever going to escape her clutches?”

Each time Andrew would enroll in graduate school (he had tried law
school, medical school, and two chemistry programs) or began a new job
(numbering in the dozens), his mother would sabotage his efforts by bribing
him to come home. By now, he was more than depressed; he was thoroughly

beaten — without any hope for the future.
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His many therapists had attempted a number of reasonable approaches
over the years — and he had tremendous insight into his mother’s parasitic
behavior as well as his own passive-dependent tendencies. He could spout the
jargon of psychodynamics, existential philosophy, and a few other systems so
well that it
took me a few weeks before I became convinced he was not a therapist
himself (sent as a spy, I thought in a moment of paranoia, by some

professional board to test my competence).

Here was a case when insight alone had not done the trick. Clearly, some
sort of structure was needed to help him regain his confidence and hope by

making steady progress toward some ultimate goal.

We started small. Very, very small. Since his dependency was
maintained by the complete financial support he was receiving from his
mother (each Monday morning he would find an envelope in the bathroom
loaded with crisp bills), he began to withdraw a token amount to return to his
mother with the cryptic note: “I don’t need this much.” Eventually, he was
able to gradually increase the amount he returned, infinitesimally lessening

his dependence.

We worked on task facilitation in a number of other areas as well. Since

he was not at all ready to stick with a regular job, he served in a volunteer
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capacity that required a one-year commitment in writing. He contracted to at
end a lecture series, moved on to taking a noncredit class, and finally actually
began a graduate program. And all of this he kept a secret from his mother. By
the time she did realize how independent he was becoming, he felt strong
enough to neutralize her attempts (which by now he could easily identify as

such) to sabotage him.

It is not usually my way to work in such a structured, task-oriented
style. In Andrew’s case, however, structure was exactly what he needed to

improve his morale and sense of accomplishment.

There are other, more subtle tasks that are also included in most
therapeutic processes — requesting clients to give vivid and complete
descriptions of their problems, including antecedent events; asking clients to
make connections between present concerns and associations with other life
themes; and most important, helping clients to take risks by experimenting
with new ways of thinking, feeling, and behaving. In fact, most therapies
concentrate on creating a climate that is safe and secure enough for clients to
experiment with alternative ways of functioning. Once freed of the fear of
judgment and ridicule, once involved in a relationship with someone who is
supportive, nurturing, and accepting, it feels safe to try doing things that may

be awkward.
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Therapy, almost by definition, implies the release of patterns that have
been maladaptive in place of others that may be more fully functioning. The
client initially enters treatment tentative, insecure, vulnerable, hesitant to
take risks or try something new. Therapy often represents a last-ditch effort
to get help when all else has failed. Like a battered child, the client flinches at
the prospect of opening himself or herself up to more hurt, pain, and
rejection. Only slowly, with the therapist encouraging and gently prodding,
does the client start daring to be different. One step forward. And then wait to
see what disaster lurks ahead. All seems clear. Another baby step. Still
another. Until, finally, the client can walk, even run, without the need for

further support.

More specifically, therapists are interested in helping clients to

experiment with the following:

e When confronted with situations that you would usually avoid, face
them with courage, and apply what we have been practicing
together.

e When you catch yourself feeling self-inflicted misery, rather than
wall owing in your suffering, do something to change the

way you are reacting to what is happening around you.

* Whereas normally you would let this person or situation get to you,
try something different, anything other than the way you
typically react.
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« Previously, you have viewed the events of your personal history as
having limited you in the options you have for the future; the
next time you will remind yourself there are other ways you
can think about what you lived through, and thus other ways

you can choose to act in the future.

e Ask yourself what you have been most strongly avoiding in your life
— which conflict, confrontation, or unresolved issue — and
force yourself to deal with it.

 You have been reluctant all your life to try anything that you cannot
be perfect at, and so you have missed out on a lot of
opportunities you could have enjoyed or profited from. You
will look for situations you can jump into, knowing you will
feel inept in the beginning, but realizing that even if you do

not live up to your expectations, you can still learn a lot.

We could, perhaps, list a hundred other injunctions by therapists that
encourage greater risk taking and experimentation on the part of their clients.
The objective of these efforts is to help people to stop doing things that they
know will never work, when they feel too powerless or frightened to consider

other options. We are all attempting to shake things up a bit.

Demolition Stage

After the Apollo astronauts had tried everything in their power to fix a

million-dollar Hasselblad camera on the blink, an expert at Mission Control in
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Houston yelled out in exasperation to the ship circling the globe: “Kick the
damn thing!” Which they did. And it promptly began to function. As
therapists, we are also trying to help the client by “kicking the camera,” that
is, by shaking things up a bit so that things will fall together differently than
they were before. We do this with every probing question we ask, every
interpretation or confrontation we make. We are pushing the client to
consider other alternatives, to expand the boundaries of what was considered

possible.

Most therapies do, in fact, have what Schein (1973) call ed a “demolition
stage,” in which the client is first confronted with the fact that current life
behaviors are not working very well. Clients begin to feel more and more
confused and dissatisfied with present levels of functioning. They become
more vulnerable in the therapy and are deliberately encouraged to do so.
Dysfunctional character defenses are demolished through the persistent
exploration by the therapist of the client’s resistance, reluctance, passivity,

and self-defeating behaviors.

When the demolition stage has been completed, the client truly believes,
as he or she surveys the rubble around him, that it is futile to continue the

previous course of action. The client may as well try something else.

Pentony (1981) believes that this demolition stage common to most
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therapies is necessary to prepare someone for lasting change. Once clients are
at the point where they have given up previously maladaptive patterns that
they now believe are useless, they are ripe for considering alternatives that
include new perceptions of reality, new strategies for coping, new ways of

thinking and interpreting one’s life situation and what one can do about it.

How to Operationalize Commonalities in Clinical Practice

It is one thing to believe that there are certain variables and processes
common to most therapeutic approaches; it is quite another, however, to
apply these understandings to clinical practice. Let us assume, for example,
that many of the elements mentioned in this chapter — notably the
therapeutic relationship, the placebo effect, catharsis, and various learning
principles — are in fact part of most helping systems. Further, let us assume
that these variables are supported empirically by a number of studies
attesting to their influence in promoting significant and lasting client changes.
Operating pragmatically, then, what use is this knowledge for the

practitioner?

Perhaps the greatest significance is that it helps us to focus our
attention more clearly on which curative elements are most powerful, while
filtering out those extraneous factors that are somewhat less important.

Though only a casual football spectator, I heard a television commentator

The Compleat Therapist 41



explain the dramatic improvement of a young quarterback’s performance.
Not unlike the work of a therapist in action, the quarterback must attend to a
thousand different variables allay once — the positions of both his and
opposing players, the time left on the clock, the wind direction, the playing
surface, the history of what the teams have done before, what the opposition
might be planning, what his own capabilities are, contingency plans, and so
on. In addition, he has to memorize several hundred plays, or possible

scenarios.

The commentator explained that once the coach decided to simplify the
playbook to less than a dozen options, the quarterback was able to relax more
and concentrate instead on how he could improvise variations of these few
plays according to his reading of the everchanging situations. I felt immense
relief when [ heard this explanation. It made instant sense to me that in my
own work in therapy, I often feel overwhelmed by the number of “plays” that
are available to me at any moment in time. I sometimes spend so much time
analyzing the situation, sorting through options, and trying to remember
what I am supposed to do in this situation that [ miss a lot of what is going on.
Like the quarterback with an overly complex playbook, I am so concerned

with selecting the “right” choice that I am frozen into inaction.

I am then reminded of this metaphor: there are not really a thousand

different plays, only a few good ones that go by different names. And I begin
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to ask myself silently: “What is it that really matters? Being with the client,
listening hard. Being myself, as much as I can, without meeting my own needs.
Letting the client know how I am processing what is happening. Reading
accurately how the client is responding to my interventions. Just let the client
be and do what he or she feels is right. Set limits when appropriate. Reinforce
healthy behavior. Be supportive. Again. Be really supportive. Let him or her

know how much I care.”

With fewer but more consistent and potent “plays” at our disposal,
therapy is more focused. Just as the young quarterback becomes seasoned
and slowly adds more variations on the few themes he has mastered, so too
can we expand our options. This quality — the ability to reduce complex
situations to their essences — is only one of the many traits that are

consistently found in the “compleat” therapist.

The Compleat Therapist 43



References

Alexander, F., and French, T. M. Psychoanalytic Therapy: Principles and Applications. New York:
Ronald Press, 1946.

Arkes, H. R. “Impediments to Accurate Clinical Judgment and Possible Ways to Minimize Their
Input. "Journal of Consulting and Clinical Psychology, 1981, 49, 323-330.

Arnkoff, D. B. “Common and Specific Factors in Cognitive Therapy.” In M. ]J. Lambert (ed.),
Psychotherapy and Patient Relationships. Homewood, Ill.: Dorsey Press, 1983.

Arnoult, L. H,, and Anderson, C. A. “Identifying and Reducing Causal Reasoning Biases in Clinical
Practice.” In D. C. Turk and P. Salovey (eds.), Reasoning, Inference, and Judgment in
Clinical Psychology. New York: Free Press, 1988.

Bach, M. The Power of Perception. New York: Doubleday, 1966.

Bandler, R ., and Grinder, . The Structure of Magic. Palo Alto, Calif.: Science and Behavior Books,
1975.

Bandura, A. Principles of Behavior Modification. New York: Holt, Rinehart & Winston, 1969.

Bandura, A. “Self-Efficacy: Toward a Unifying Theory of Behavioral Change.” Psychological Review,
1977, 84, 191-215.

Barnard, G. W., Fuller, K ., Robbins, L., and Shaw, T. The Child Molester: An Integrated Approach to
Evaluation and Treatment. New York: Brunner/Mazel, 1989.

Basch, M. Understanding Psychotherapy. New York: Basic Books, 1988.

www.freepsychotherapybooks.org 44



Beitman, B. D. The Structure of Individual Psychotherapy. New York: Guilford Press, 1987.
Beitman, B. D ., Goldfried, M. R ., and Norcross, J. C. “The Movement Toward Integrating the

Psychotherapies: An Overview." American Journal of Psychiatry, 1989, 146 ( 2), 138
—147.

Benderly, B. L. “Intuition Every Day.” Psychology Today, Sept. 1989, pp. 35-40.

Bergman, |. S. Fishing for Barracuda. New York: Norton, 1985.

Bernstein, A. “The Psychoanalytic Technique.” In B. B. Wolman (ed.), Handbook of Clinical
Psychology. New York: McGraw-Hill, 1965.

Beutler, L. E. Eclectic Psychotherapy: A Systematic Approach. New York: Pergamon Press, 1983.

Beutler, L. E. “Systematic Eclectic Psychotherapy.” In ]. C. Norcross (ed.), Handbook of Eclectic
Psychotherapy. New York: Brunner/Mazel, 1986.

Beutler, L. E., Crago, M., and Arizmendi, T. G. “Therapist Variables in Psychotherapy Process and
Outcome.” In S. L. Garfield and A. E. Bergin (eds.), Handbook of Psychotherapy and
Behavior Change. (3rd ed.) New York: Wiley, 1986.

Birk, L., and Brinkley-Birk, A. W. “Psychoanalysis and Behavior Therapy.” American Journal of
Psychiatry, 1974, 131, 499-510.

Bloomfield, I. “Through Therapy to Self.” In W. Dryden and L. Spurling (eds.), On Becoming a
Psychotherapist. London: Tavistock/Routledge, 1989.

Bongar, B., Peterson, L. G., Harris, E. A, and Aissis, J. “Clinical and Legal Considerations in the
Management of Suicidal Patients: An Integrative Overview ."Journal of Integrative
and Eclectic Psychotherapy, 1989, 8, 264-276.

Boorstin, D. The Discoverers. New York: Random House, 1983.

Brammer, L. M., and Shostrum, E. L. Therapeutic Psychology. (4th ed.) Englewood Cliffs, N J.:
Prentice-Hall, 1982.

The Compleat Therapist 45



Brehm, S. S., and Smith, T. W. “Social Psychological Approaches to Psychotherapy and Behavior
Change.” In S. L. Garfield and A. E. Bergin (eds.), Handbook of Psychotherapy and
Behavior Change. (3rd ed.) New York: Wiley, 1986.

Brunick, S., and Schroeder, H. “Verbal Therapeutic Behavior of Expert Psychoanalytically
Oriented, Gestalt, and Behavior Therapists". Journal of Consulting and Clinical

Psychology, 1979, 47, 567-574.

Budman, S. H., and Gurman, A. S. Theory and Practice of Brief Therapy. New York: Guilford Press,
1988.

Bugental, ]. F. T. Psychotherapy and Process. Reading, Mass.: Addison-Wesley, 1978.

Campbell, ]. The Hero With a Thousand Faces. (2nd ed.) Princeton, N .J.: Princeton University
Press, 1968.

Campbell, ]. Myths to Live By. New York: Bantam, 1972.

Carkhuff, R. R ., and Berenson, B. G. Beyond Counseling and Psychotherapy. (2nd ed.) New York:
Holt, Rinehart & Winston, 1977.

Chamberlain, L. “How to Be an Ericksonian (Milton, Not Erik).” In G. C. Ellenbogen (ed.), The
Primal Whimper. New York: Guilford Press, 1989.

Chessick, R. D. Great Ideas in Psychotherapy. New York: A Aronson, 1977.

Chessick, R. D. “Current Issues in Intensive Psychotherapy.” American Journal of Psychotherapy,
1982, 36, 438-449.

Corey, G. Theory and Practice of Counseling and Psychotherapy. (4th ed.) Pacific Grove, Calif.:
Brooks/Cole, 1990.

Cormier, L. S. “Critical Incidents in Counselor Development: Themes and Patterns. "Journal of
Counseling and Development, 1988, 67, 131-132.

Cornsweet, C. “Nonspecific Factors and Theoretical Choice.” Psychotherapy, 1983, 20 (3), 307-

www.freepsychotherapybooks.org 46



313.

Craig, P. E. “Sanctuary and Presence: An Existential View of the Therapist’s Contribution.”
Humanistic Psychologist, 1986, 14 (1), 22-28.

Dass, R. and Gorman, P. How Can I Help? Stories and Reflections on Service. New York: Knopf,
1985.

Decker, R. ]. Effective Psychotherapy: The Silent Dialogue. New York: Hemisphere, 1988.

deShazer, S. Keys to Solution in Brief Therapy. New York: Norton, 1985.

deShazer, S. Clues: Investigating Solutions in Brief Therapy. New York: Norton, 1988.

DiGiuseppe, R. A. “Eclectic Uses of Metaphor in Therapy.” Paper presented at the 96th annual
meeting of the American Psychological Association, Atlanta, 1988.

Dollard, J., and Auld, F. Scoring Human Motives: A Manual. New Haven: Yale University Press,
1959.

Dollard, J., and Miller, N. E. Personality and Psychotherapy. New York: McGraw-Hill, 1950.

Douglass, B.,, and Moustakas, C. “Heuristic Inquiry: The Internal Search to Know ."Journal of
Humanistic Psychology, 1985, 25 (3), 39-55.

Driscol, R. H. Pragmatic Psychotherapy. New York: Van Nostrand Reinhold, 1984.

Dryden, W. “Eclectic Psychotherapies: A Critique of Leading Approaches.” In J. C. Norcross (ed.),
Handbook of Eclectic Psychotherapy. New York: Brunner/Mazel, 1986.

Duncan, B. L., Parks, M. B,, and Rusk, G. S. “Eclectic Strategic Practice: A Process Constructive
Perspective. "Journal of Marital and Family Therapy, 1990, 16 (2), 165-178.

Dyer, W. W., and Vriend, ]. Counseling Techniques That Work. New York: Funk & Wagnalls, 1975.

Egan, G. The Skilled Helper. Pacific Grove, Calif.: Brooks/Cole, 1990.

The Compleat Therapist 47



Elliot, R. “That in Your Hands: A Comprehensive Process Analysis of a Significant Event in
Psychotherapy.” Psychiatry, 1983, 46, 113-129.

Ellis, A. Overcoming Resistance. New York: Springer, 1985.

Elstein, A. S. “Cognitive Processes in Clinical Inference and Decision Making.” In D. C. Turk and P.
Salovey (eds.), Reasoning, Inference, and Judgment in Clinical Psychology. New York:
Free Press, 1988.

Erskine, R. G., and Moursand, ]. P. Integrative Psychotherapy in Action. Newbury Park, Calif.: Sage,
1988.

Eysenck, H. J. “A Mish-Mash of Theories.” International Journal of Psychiatry. 1970, 9, 140-146.

Farber, B. A. “The Effects of Psychotherapeutic Practice upon Psychotherapists.” Psychotherapy.
1983, 20, 174-182.

Farber, B. A. “Clinical Psychologists’ Perception of Psychotherapeutic Work.” Clinical Psychologist.
19854, 38, 10-13.

Farber, B. A. “The Genesis, Development, and Implications of Psychological-Mindedness in
Psychologists.” Psychotherapy, 1985b, 22 (2), 170-177.

Farber, B. A, and Heifetz, L. ]J. “The Satisfaction and Stress of Psychotherapeutic Work.”
Professional Psychology. 1981, 12, 621-630.

Fensterheim, H., and Glazer, H. 1. (eds.). Behavioral Psychotherapy: Basic Principles and Case
Studies in an Integrative Clinical Model. New York: Brunner/Mazel, 1983.

Fiedler, F. E. “Comparison of Therapeutic Relationships in Psychoanalytic, Non-directive, and
Adlerian Therapy. "Journal of Consulting Psychology, 1951, 14, 436-445.

Fisch, R ., Weakland, | ., and Segal, L. The Tactics of Change: Doing Therapy Briefly. San Francisco:
Jossey-Bass, 1982.

Fish, ]. M. Placebo Therapy: A Practical Guide to Social Influence in Psychotherapy. San Francisco:

www.freepsychotherapybooks.org 48



Jossey-Bass, 1973.

Frank, |. D. Persuasion and Healing. Baltimore: Johns Hopkins University Press, 1973.

Frank, ]J. D, and others. Effective Ingredients of Successful Psychotherapy. New York:
Brunner/Mazel, 1978.

French, T. M. “Interrelations Between Psychoanalysis and the Experimental Work of Pavlov.”
American Journal of Psychiatry. 1933, 89, 1165-1203.

Freud, S., Therapy and Technique. New York: Collier, 1963.

Fuhriman, A, Paul, S. C ., and Burlingame, G. M. “Eclectic Time-Limited Therapy.” In J. C. Norcross
(ed.), Handbook of Eclectic Psychotherapy. New York: Brunner/Mazel, 1986.

Fulghum, R. All I Really Need to Know I Learned in Kindergarten. New York: Villard Books, 1988.

Gambril, E. Critical Thinking in Clinical Practice: Improving the Accuracy of Judgments and
Decisions About Clients. San Francisco: Jossey-Bass, 1990.

Garfield, S. L. “Research on Client Variables in Psychotherapy.” In S. L. Garfield and A. E. Bergin
(eds.), Handbook of Psychotherapy and Behavior Change. New York: Wiley, 1978.

Garfield, S. L. Psychotherapy: An Eclectic Approach. New York: Wiley, 1980.

Garfield, S. L. “An Eclectic Psychotherapy.” In ]. C. Norcross (ed.), Handbook of Eclectic
Psychotherapy. New York: Brunner/Mazel, 1986.

Garfield, S. L., and Bergin, A. E. “Introduction and Historical Overview.” In S. L. Garfield and A. E.
Bergin (eds.), Handbook of Psychotherapy and Behavior Change. (3rd ed.) New York:
Wiley, 1986.

Gauron, E. F,, and Dickinson, J. K. “The Influence of Seeing the Patient First on Diagnostic Decision
Making in Psychiatry.” American Journal of Psychiatry, 1969, 126, 199-205.

Gazda, G., and others. Human Relations Development. Boston: Allyn & Bacon, 1977.

The Compleat Therapist 49



Gilbert, P., Hughes, W., and Dryden, W. “The Therapist as Crucial Variable in Psychotherapy.” In
W. Dryden and L. Spurling (eds.), On Becoming a Psychotherapist. London:
Tavistock/Routledge, 1989.

Glantz, K ., and Pearce, J. K. Exiles from Eden: Psychotherapy from an Evolutionary Perspective. New
York: Norton, 1989.

Gold, J. R. “The Integration of Psychoanalytic, Cognitive, and Interpersonal Approaches in the
Psychotherapy of Borderline and Narcissistic Disorders." Journal of Integrative and
Eclectic Psychotherapy, 1990, 9 (1), 49-68.

Goldberg, C. On Being a Psychotherapist: The Journey of the Healer. New York: Gardner, 1986.

Goldberg, P. The Intuitive Edge. Los Angeles: Tarcher, 1983.

Goldfried, M. R. “Resistance and Clinical Behavior Therapy.” In P. L. Wachtel (ed.), Resistance:
Psychodynamic and Behavioral Approaches. New York: Plenum Press, 1982a.

Goldfried, M. R. (ed.). Converging Themes in Psychotherapy. New York: Springer, 1982b.

Goldfried, M. R ., and Davidson, G. Clinical Behavior Therapy. New York: Holt, Rinehart & Winston,
1976.

Goldfried, M. R ., and Newman, C. “Psychotherapy Integration: An Historical Perspective.” In J. C.
Norcross (ed.), Handbook of Eclectic Psychotherapy. New York: Brunner/Mazel,
1986.

Gomez, E. A, and O’Connell, W. E. “Re-viewing the Initial Interview. ” Journal of Integrative and
Eclectic Psychotherapy, 1987, 5(1), 32-36.

Gotman, J. M., and Lieblum, S. R. How To Do Psychotherapy and How to Evaluate It. New York: Holt,
Rinehart & Winston, 1974.

Greenberg, L. S., and Pinsof, W. M. (eds.). The Therapeutic Process: A Research Handbook. New
York: Guilford Press, 1986.

www.freepsychotherapybooks.org 50



Gurman, A. S., and Razin, M. (eds.). Effective Psychotherapy: A Handbook of Research. Elmsford, N
.Y.: Pergamon Press, 1977.

Guy, J. D. The Personal Life of the Psychotherapist. New York: Wiley, 1987.

Haley, J. Ordeal Therapy: Unusual Ways to Change Behavior. San Francisco: Jossey-Bass, 1984.

Haley, J. “Interminable Therapy.” In ]. Zeig and S. Gilligan (eds.), Brief Therapy: Myths, Methods,
and Metaphors. New York: Brunner/Mazel, 1990.

Harper, R. A. “Helping People to Enjoy Life.” Humanistic Psychologist, 1985, 13 (2), 10.

Hart, J. T. Modern Eclectic Therapy. New York: Plenum, 1983.

Hayward, ]. W. Perceiving Ordinary Magic: Science and Intuitive Wisdom. Boulder, Colo.: New
Science Library, 1984.

Held, B. S. “Towards a Strategic Eclecticism.” Psychotherapy, 1984, 21, 232-241.

Henry, W,, Sims, ] ., and Spray, S. L. Public and Private Lives of Psychotherapists. San Francisco:
Jossey-Bass, 1973.

Herink, R. (ed.). The Psychotherapy Handbook. New York: New American Library, 1980.

Hilgard, E. R ., and Bower, G. H. Theories of Learning. Englewood Cliffs, N .J.: Prentice-Hall, 1975.

Hobbs, N. “Sources of Gain in Psychotherapy.” American Psychologist, 1962, 17, 740-747.

Howard, G. S., Nance, D. W,, and Myers, P. “Adaptive Counseling and Therapy: An Integrative,
Eclectic Model.” The Counseling Psychologist, 1986, 14 (3), 363-442.

Ivey, A. Microcounseling: Innovations in Interviewing Training. Springfield, Ill.: Thomas, 1971.

James, W. Pragmatism. New York: New American Library, 1907.

Jaspers, K. The Nature of Psychotherapy. Chicago: University of Chicago Press, 1963.

The Compleat Therapist 51



Jensen, ]J. P, Bergin, A. E.,, and Greaves, D. W. “The Meaning of Eclecticism.” Professional
Psychology, 1990, 21 (2), 124-130.

Johnson, C., and Connors, M. E. The Etiology and Treatment of Bulimia Nervosa: A Biopsychosocial
Perspective. New York: Basic Books, 1989.

Jung, C. G. Memories, Dreams, Reflections. New York: Vintage Books, 1961.

Kagan, N ., and Schauble, P. G. “Affect Simulation in Interpersonal Process Recall "Journal of
Counseling Psychology, 1969, 16, 309-313.

Kahn, E. “Heinz Kohut and Carl Rogers: Toward a Constructive Collaboration.” Psychotherapy,
1989, 26 (4), 427-435.

Kanfer, F. H., and Goldstein, A. P. (eds.). Helping People Change. (3rd ed.) Elmsford, N.Y.:
Pergamon Press, 1986.

Kanfer, F. H. and Schefft, B. K. Guiding the Process of Therapeutic Change. Champaign, Ill.:
Research Press, 1988.

Kaplan, H. S. The New Sex Therapy. New York: Brunner/Mazel, 1974.

Karasu, T. B. “The Specificity Versus Nonspecificity Dilemma: Toward Identifying Therapeutic
Change Agents.” American Journal of Psychiatry, 1986, 143 (6), 687-695.

Kazdin, A. E. “The Evaluation of Psychotherapy: Research Design and Methodology.” In S. L.
Garfield and A. E. Bergin (eds.), Handbook of Psychotherapy and Behavior Change.
(3rd ed.) New York: Wiley, 1986.

Koestler, A. The Act of Creation. New York: Del, 1964.

Kohut, H. The Analysis of the Self. New York: International Universities Press, 1971.

Konstantareas, M. M. “A Psychoeducational Model for Working with Families of Autistic Children.
"lournal of Marital and Family Therapy, 1990, 16 (1), 59-70.

www.freepsychotherapybooks.org 52



Kottler, J. A. Pragmatic Group Leadership. Pacific Grove, Calif.: Brooks/Cole, 1983.

Kottler, . A. On Being a Therapist. San Francisco: Jossey-Bass, 1986.

Kottler, J. A., and Blau, D. S. The Imperfect Therapist: Learning from Failure in Therapeutic Practice.
San Francisco: Jossey-Bass, 1989.

Kramer, S. A. Positive Endings in Psychotherapy: Bringing Meaningful Closure to Therapeutic
Relationships. San Francisco: Jossey-Bass, 1990.

Kroll, J. The Challenge of the Borderline Patient. New York: Norton, 1988.

Kubie, L. S. “Relation of the Conditioned Reflex to Psychoanalytic Technique.” Archives of
Neurology and Psychiatry, 1934, 32, 1137-1142.

Kuhn, T. S. The Structure of Scientific Revolutions. Chicago: University of Chicago Press, 1962.

Kupers, T. Ending Therapy: The Meaning of Termination. New York: New York University Press,
1988.

Lafferty, P., Beutler, L. E, and Crago, M. “Differences Between More and Less Effective
Psychotherapists: A Study of Select Therapist Variables. "Journal of Consulting and

Clinical Psychology, 1989, 57 (1), 76-80.

Lambert, M. ]. “Some Implications of Psychotherapy Outcome Research for Eclectic
Psychotherapy.” International Journal of Eclectic Psychotherapy, 1986, 5 (1), 16-44.

Lambert, M. ] ., Shapiro, D. A, and Bergin, A. E. “The Effectiveness of Psychotherapy.” In S. L.
Garfield and A. E. Bergin (eds.), Handbook of Psychotherapy and Behavior Change.
(3rd ed.) New York: Wiley, 1986.

Langs, R. Resistances and Interventions: The Nature of Therapeutic Work. New York: Jason
Aronson, 1981.

Lazarus, A. A. Multimodal Behavior Therapy. New York: Springer, 1976.

The Compleat Therapist 53



Lazarus, A. A. The Practice of Multimodal Therapy. New York: McGraw-Hill, 1981.

Lazarus, A. A. (ed.). Casebook of Multimodal Therapy. New York: Guilford Press, 1985.

Lazarus, A. A. “The Need for Technical Eclecticism.” In J. K. Zeig (ed.) The Evolution of
Psychotherapy. New York: Brunner/Mazel, 1986.

Lazarus, A. A. “Invited Address: Can Psychotherapists Transcend the Shackles of Their Training?”
Paper presented at the 97th annual meeting of the American Psychological
Association, New Orleans, 1989.

Leerhsen, C. “Unite and Conquer.” Newsweek, Feb. 5, 1990, pp. 50-55.

Legge, ]. The Chinese Classics. Fairlawn, N .J.: Oxford University Press, 1935.

Lindbergh, A. M. Gift from the Sea. New York: Random House, 1955.

Linehan, M. M. “Perspectives on the Interpersonal Relationship in Behavior Therapy. ” Journal of
Integrative and Eclectic Psychotherapy, 1988, 7 (3), 278-290.

London, P. The Modes and Morals of Psychotherapy. New York: Holt, Rinehart & Winston, 1964.

London, P. “Major Issues in Psychotherapy Integration.” International Journal of Eclectic
Psychotherapy, 1986, 5 (3), 211-217.

London, P. “Metamorphosis in Psychotherapy: Slouching Toward Integration. “Journal of
Integrative and Eclectic Psychotherapy, 1988, 7 (1), 3-12.

Long, L., Paradise, L. V., and Long, T. ]. Questioning. Pacific Grove, Calif.: Brooks/Cole, 1981.

Luborsky, L., and others. “Factors Influencing the Outcome of Psychotherapy.” Psychological
Bulletin, 1971, 75, 145-185.

Luborsky, L., Singer, B., and Luborsky, L. “Comparative Studies of Psychotherapy.” Archives of
General Psychiatry, 1975, 32, 995-1008.

www.freepsychotherapybooks.org 54



Luborsky, L., and others. “Do Therapists Vary Much in Their Success?” American Journal of
Orthopsychiatry, 1986, 56 (4), 501-512.

Luks, A. “Helper’s High.” Psychology Today, Oct. 1988, pp. 39-42.

Madanes, C. Strategic Family Therapy. San Francisco: Jossey-Bass, 1981.

Madanes, C. “Advances in Strategic Therapy.” In J. K. Zeig (ed.), The Evolution of Psychotherapy.
New York: Brunner/Mazel, 1986.

Mabhrer, A. R. The Integration of Psychotherapies. New York: Human Sciences Press, 1989.

Mabhrer, A. R., and Nadler, W. P. “Good Moments in Psychotherapy: A Preliminary Review, a List,
and Some Promising Research Avenues. “Journal of Consulting and Clinical
Psychology, 1986, 54 (1), 10-15.

Marmor, J. “Dynamic Psychotherapy and Behavior Therapy: Are They Irreconcilable?” Archives of
General Psychiatry, 1971, 24, 22-28.

Marmor, J. “Common Operational Factors in Diverse Approaches.” In A. Burton (ed.), What Makes
Behavior Change Possible? New York: Brunner/Mazel, 1976.

Marmor, J. “The Psychotherapeutic Process: Common Denominators in Diverse Approaches.” In J.
K. Zeig (ed.), The Evolution of Psychotherapy. New York: Brunner/Mazel, 1986.

Marmor, ], and Woods, S. M. (eds.). The Interface Between Psychodynamic and Behavioral
Therapists. New York: Plenum, 1980.

Marston, A. R. “What Makes Therapists Run? A Model for Analysis of Motivational Styles.”
Psychotherapy, 1984, 21, 456-459.

Maruyama, M. “Heterogenistics: An Epistemological Restructuring of Biological and Social
Sciences.” Acta Biotheretica, 1977, 26, 120-137.

Masterson,]. F. Countertransference and Psychotherapeutic Technique. New York: Brunner/Mazel,
1983.

The Compleat Therapist 55



Matarazzo, R. G., and Patterson, D. “Research on the Teaching and Learning of Therapeutic Skills.”
In S. L. Garfield and A. E. Bergin (eds.), Handbook of Psychotherapy and Behavior
Change. (3rd ed.) New York: Wiley, 1986.

May, R. The Discovery of Being. New York: Norton, 1983.

May, R. “Therapy in Our D ay.” In J. K. Zeig (ed.), The Evolution of Psychotherapy. New York:
Brunner/Mazel, 1986.

Messer, S. B. “Eclecticism in Psychotherapy: Underlying Assumptions, Problems, and Trade-offs.”
In J. C. Norcross (ed.), Handbook of Eclectic Psychotherapy. New York:

Brunner/Mazel, 1986.

Messer, S. B. “Psychoanalytic Perspectives on the Therapist-Client Relationship. "Journal of
Integrative and Eclectic Psychotherapy, 1988, 7 (3), 268-277.

Millon, T. “Personologic Psychotherapy: Ten Commandments for a Posteclectic Approach to
Integrative Treatment.” Psychotherapy, 1988, 25 (2), 209-219.

Minuchin, S. “My Many Voices.” In J. K. Zeig (ed.), The Evolution of Psychotherapy. New York:
Brunner/Mazel, 1986.

Moustakas, C. Rhythms, Rituals, and Relationships. Detroit: Center for Humanistic Studies, 1981.

Moustakas, C. “Being in, Being for, and Being with.” Humanistic Psychologist, 1986, 14 (2), 100-
104.

Moustakas, C. Phenomenology, Science, and Psychotherapy. University College of Cape Breton,
1988.

Murgatroyd, S., and Apter, M. ]J. “A Structural-Phenomenological Approach to Eclectic
Psychotherapy.” In J. C. Norcross (ed.), Handbook of Eclectic Psychotherapy. New
York: Brunner/Mazel, 1986.

Napier, A. Y. The Fragile Bond. New York: Harper & Row, 1988.

www.freepsychotherapybooks.org 56



Norcross, ]. C. Preface. In ]J. C. Norcross (ed.), Handbook of Eclectic Psychotherapy. New York:
Brunner/Mazel, 1986.

Norcross, J. C ., and Grencavage, L. M. “Eclecticism and Integration in Counseling and
Psychotherapy: Major Themes and Obstacles.” British Journal of Guidance and

Counseling, 1989, 17 (3), 227-247.

Norcross, J. C ., and Napolitano, G. “Defining Our Journal and Ourselves.” International Journal of
Eclectic Psychotherapy, 1986, 5 (3), 249-255.

Norcross, J. C ., and Prochaska, J. “A National Survey of Clinical Psychologists: Affiliations and
Orientations.” Clinical Psychologist, 1982, 35 (3), 4-6.

Norcross, J. C ., Strausser, M. S, and Faltus, F .J. “The Therapist’'s Therapist.” American Journal of
Psychotherapy, 1988, 42 (1), 53-66.

O’Hanlon, W. H. “Debriefing Myself.” Family Therapy Networker, Mar. 1990, pp. 48-69.

O’Hanlon, W. H., and Weiner-Davis, M. In Search of Solutions: A New Direction in Psychotherapy.
New York: Norton, 1989.

Omer, H. “Therapeutic Impact: A Nonspecific Major Factor in Directive Psychotherapies.”
Psychotherapy, 1987, 24 (1), 52-57.

Omer, H, and London, P. “Metamorphosis in Psychotherapy: End of the Systems Era.
Psychotherapy, 1988,25(2), 171-180.

Orlinsky, D. E,, and Howard, K. I. “The Therapist’s Experience of Psychotherapy.” In A. S. Gurman
and A. M. Razin (eds.), Effective Psychotherapy: A Handbook of Research, Elmsford,
N.Y.: Pergamon Press, 1977.

Orlinsky, D. E., and Howard, K. I. “Process Outcome in Psychotherapy.” In S. L. Garfield and A. E.
Bergin (eds.), Handbook of Psychotherapy and Behavior Change. (3rd ed.) New York:
Wiley, 1986.

Orne, M. T., and Wender, P. H. “Anticipatory Socialization for Psychotherapy: Method and

The Compleat Therapist 57



Rationale.” American Journal of Psychiatry, 1968, 124, 1202-1212.

Palmer, J. 0. A Primer of Eclectic Psychotherapy. Pacific Grove, Calif.: Brooks/Cole, 1980.

Parloff, M. B., Waskow, . E.,, and Wolfe, B. E. “Research on Therapist Variables in Relation to
Process and Outcome.” In A. E. Bergin and S. L. Garfield (eds.), Handbook of

Psychotherapy and Behavior Change. (2nd ed.) New York: Wiley, 1978.

Patterson, C. H. Theories of Counseling and Psychotherapy. (3rd ed.) New York: Harper & Row,
1980.

Patterson, C. H. “Foundations for an Eclectic Psychotherapy.” Psychotherapy, 1989, 26 (4), 427-
435.

Peck, M. The Road Less Traveled. New York: Simon & Schuster, 1978.
Pentony, P. Models of Influence in Psychotherapy. New York: Free Press, 1981.
Polanyi, M. The Tacit Dimension. Garden City, N .Y.: Doubleday, 1967.

Pope, B. “Research of Therapeutic Style.” In A. S. Gurman and A .M. Razin (eds.), Effective
Psychotherapy: A Handbook of Research. Elmsford, N .Y.: Pergamon Press, 1977.

Pope, K. S., Tabachnick, B. G., and Keith-Spiegel, P. “Good and Poor Practices in Psychotherapy:
National Survey of Beliefs of Psychologists.” Professional Psychology, 1988, 19 (5),
547-552.

Prochaska, J. 0. Systems of Psychotherapy: A Transtheoretical Approach. (2nd ed.) Homewood, I1L.:
Dorsey Press, 1984.

Prochaska, J. O., and DiClemente, C. C. The Transtheoretical Approach: Crossing the Traditional
Boundaries of Therapy. Homewood, Ill.: Dow Jones-Irwin, 1984a.

Prochaska, J. 0. and DiClemente, C. C. “Transtheoretical Therapy: Toward an Integrative Model of
Change.” Psychotherapy, 1984b, 19, 276-288.

www.freepsychotherapybooks.org 58



Rice, L. N ., and Greenberg, L. S. “The New Research Paradigm .” In L. N. Rice and L. S. Greenberg
(eds.), Patterns of Change. New York: Guilford Press, 1984.

Rice, L. N ., and Saperia, E. P. “Task Analysis of the Resolution of Problematic Reactions.” In L. N.
Rice and L. S. Greenberg (eds.), Patterns of Change. New York: Guilford Press, 1984.

Rice, L. N ., and Wagstaff, A. K. “Client Voice Quality and Expressive Style as Indices of Productive
Psychotherapy. "Journal of Consulting Psychology, 1967, 31, 557-563.

Richert, A. “Differential Prescriptions for Psychotherapy on the Basis of Client Role Preferences.”
Psychotherapy: Theory, Research, and Practice, 1983, 20, 321-329.

Rogers, C. R. Counseling and Psychotherapy. Boston: Houghton-Mifflin, 1942.

Rogers, C. R. “Person or Science? A Philosophical Question.” American Psychologist, 1955, 10, 267-
278.

Rogers, C. R. “The Necessary and Sufficient Conditions of Therapeutic Chang e.” Journal of
Consulting Psychology, 1957, 21, 95-103.

Rogers, C. R. “Rogers, Kohut, and Erickson.” In ]. K. Zeig (ed.) The Evolution of Psychotherapy. New
York: Brunner/Mazel, 1986.

Rosenzweig, S. “Some Implicit Common Factors in Diverse Methods in Psychotherapy.” American
Journal of Orthopsychiatry, 1936, 6, 412-415.

Rossi, E. L. “Psychological Shocks and Creative Moments in Psychotherapy.” American Journal of
Clinical Hypnosis, 1973, 16 (i), 9-22.

Rothenberg, A. The Creative Process of Psychotherapy. New York: Norton, 1988.
Russell, B. The Problems of Philosophy. London: Oxford University Press, 1959. (Originally
published 1912.) Ryan, V. L., and Gizynski, M. N. “Behavior Therapy in Retrospect:

Patients’ Feelings About Their Behavior Therapists. "Journal of Consulting and
Clinical Psychology, 1971, 37, 1-9.

The Compleat Therapist 59



Salovey, P., and Turk, D. C. “Some Effects of Mood on Clinician’s Memory.” In D. C. Turk and P.
Salovey (eds.), Reasoning, Inference, and Judgment in Clinical Psychology. New York:
Free Press, 1988.

Sammons, M. T., and Gravitz, M. A. “Theoretical Orientation of Professional Psychologists and
Their Former Professors.” Professional Psychology, 1990, 21 (2), 131-134.

Sandifer, M. G., Hordern, A., and Green, L. M. “The Psychiatric Interview: The Impact of the First
Three Minutes.” American Journal of Psychiatry, 1970, 126, 968-973.

Schein, E. H. “Personal Change Through Interpersonal Relationships.” In W. G. Bennis, D. W.
Berlew, E. H. Schein, and F. 1. Steele (eds.), Interpersonal Dynamics: Essays and
Readings in Human Interaction. (3rd ed.) Homewood, Ill.: Dorsey Press, 1973.

Schon, D. A. The Reflective Practitioner. New York: Basic Books, 1983.

Seligman, M. E. P. Helplessness: On Depression, Development, and Death. San Francisco: Freeman,
1975.

Shands, H. Thinking and Psychotherapy. Cambridge, Mass.: Harvard University Press, 1960.

Singer, P. The Expanding Circle: Ethics and Sociobiology. New York: New American Library, 1981.

Sloane, R. B, and others. Psychotherapy Versus Behavior Therapy. Cambridge, Mass.: Harvard
University Press, 1975.

Snyder, M., and Thomsen, C. ]. “Interaction Between Therapists and Clients: Hypothesis Testing
and Behavioral Confirmation.” In D. C. Turk and P. Salovey (eds.), Reasoning,
Inference, and Judgment in Clinical Psychology. New York: Free Press, 1988.

Spence, D. P. Narrative Truth and Historical Truth. New York: Norton, 1982.

Steinlin, H., and Weber, G., Unlocking the Family Door: A Systematic Approach to the Understanding
and Treatment of Anorexia Nervosa. New York: Brunner/Mazel, 1989.

Stiles, W. B., Shapiro, D. A, and Elliot, R. “Are All Psychotherapies Equivalent?” American

www.freepsychotherapybooks.org 60



Psychologist, 1986, 41 (2), 165-180.

Strupp, H. S. “On the Basic Ingredients of Psychotherapy. "Journal of Consulting and Clinical
Psychology, 1973, 41 (1), 1-8.

Strupp, H. S. “A Reformulation of the Dynamics of the Therapist’s Contribution.” In A. S. Gurman
and A. M. Razin (eds.), Effective Psychotherapy: A Handbook of Research. Elmsford,
N.Y.: Pergamon Press, 1977.

Strupp, H. S. “Invited Address: A Little Bit of Bad Process Can Go a Long Way in Psychotherapy,”
American Psychological Association Convention, New Orleans, 1989.

Sundland, D. M. “Theoretical Orientations of Psychotherapists.” In A. S. Gurman and A. M. Razin
(eds.), Effective Psychotherapy: A Handbook of Research. Elmsford, N.Y.: Pergamon

Press, 1977.

Thorne, F. C. The Principles of Personal Counseling. Brandon, Vt.: Journal of Clinical Psychology
Press, 1950.

Thorne, F. C. “Eclectic Psychotherapy.” In R. Corsini (ed.), Current Psychotherapies. ltasca, Ill.:
Peacock, 1973.

Truax, C. B. “Reinforcement and Nonreinforcement in Rogerian Psychotherapy. "Journal of
Abnormal Psychology, 1966, 71, 1-9.

Truax, C. B., and Carkhuff, R. R. Toward Effective Counseling and Psychotherapy. Chicago: Aldine,
1967.

Tryon, G. S. “The Pleasures and Displeasures of Full Time Private Practice.” Clinical Psychologist,
1983, 36, 45-48.

Turk, D. C ., and Salovey, P. “Clinical Information Processing: Bias Inoculation.” In R. Ingram (ed.),
Information Processing Approaches to Psychopathology and Clinical Psychology. New
York: Academic Press, 1986.

Wachtel, P. Psychoanalysis and Behavior Therapy: Toward an Integration. New York: Basic Books,

The Compleat Therapist 61



1977.

Walsh, B. M,, and Peterson, L. E. “Philosophical Foundations of Psychological Theory: The Issue of
Synthesis.” Psychotherapy, 1985, 22 (2), 145-153.

Walsh, B. M., and Rosen, P. M. Self-Mutilation: Theory, Research, and Treatment. New York:
Guilford Press, 1988.

Washton, A. M. Cocaine Addiction: Treatment, Recovery, and Relapse Prevention. New York:
Norton, 1989.

Watzlawick, P. “If You Desire to See, Learn How To Act.” In ]J. K. Zeig (ed.), The Evolution of
Psychotherapy. New York: Brunner/Mazel, 1986.

Watzlawick, P., Weakland, ]. H., and Fisch, R. Change: Principles of Problem Formation and Problem
Resolution. New York: Norton, 1974.

Weinberg, G. The Heart of Psychotherapy. New York: St. Martin’s Press, 1984.

Weiner-Davis, M. “In Praise of Solutions.” Family Therapy Networker, Mar. 1990, pp. 43-66.

Welles, |. F. The Story of Stupidity. Orient, N. Y.: Mt. Pleasant Press, 1988.

Whitaker, C. A. “The Dynamics of the American Family as Deduced From 20 Years of Family
Therapy.” In J. K. Zeig (ed.), The Evolution of Psychotherapy. New York:

Brunner/Mazel, 1986.

White, G. D ., and Pollard, ]J. “Assessing Therapeutic Competence from Therapy Session
Attendance.” Professional Psychology, 1982, 13, 628-633.

Wogan, M., and Norcross, J. C. “Dimensions of Therapeutic Skills and Techniques.” Psychotherapy,
1985, 22 (1), 63-74.

Wolberg, L. R. “Discussion of Mind/Body Communication and the New Language of Human
Facilitation.” In ]. K. Zeig (ed.), The Evolution of Psychotherapy. New York:
Brunner/Mazel, 1986.

www.freepsychotherapybooks.org 62



Wolfe, B. E. “Phobias, Panic, and Psychotherapy Integration.” Journal of Integrative and Eclectic
Psychotherapy, 1989, 8 (3), 264-276.

Wolpe, ] ., and Lazarus, A. Behavior Therapy Techniques. Elmsford, N.Y.: Pergamon Press, 1966.

Woody, R. H. Psychobehavioral Counseling and Therapy: Integrating Behavioral and Insight
Techniques. New York: Appleton-Century-Crofts, 1971.

Wylie, M. S. “Brief Therapy on the Couch.” Family Therapy Networker, Mar. 1990, pp. 26-66.
Yalom, 1. D. Existential Psychotherapy. New York: Basic Books, 1980.
Yalom, 1. D. Love’s Executioner and Other Tales of Psychotherapy. New York: Basic Books, 1989.

Zeig, ]. K. “The Evolution of Psychotherapy—Fundamental Issues.” In J. K. Zeig(ed.) The Evolution
of Psychotherapy. New York: Brunner/Mazel, 1986.

Zukav, G. The Dancing Wu Li Masters. New York: Bantam Books, 1979.

The Compleat Therapist 63



	Examining the Variables That Are Common to Most Therapies
	A Consensus on Critical Moments
	The Therapeutic Relationship
	Self-Exploration Processes
	Patterns of Influence

	References



